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STOCKPORT EMERGENCY CARE TRANSFORMATION 

PROGRAMME MODEL 

Summary Report, May 2014 

 

1 Introduction 

1.1 Background 

A review of the Stockport urgent care system and the implementation and impact of its 
transformation programme was conducted by the Whole Systems Partnership between 
the months of February and April 2014.  The purpose of this review was to gather 
intelligence to develop a system model to simulate the effects of the programme which 
will help inform contract negotiations between the CCG and Acute Trust for 2014/15.  
The tool also needs to help to inform the next 3-5 years of the transformation programme 
(centred on urgent care, but impacting on a range of other health and social care 
services, including links into the CCGs role as a demonstrator pilot site for integrated 
care commissioning). 

The transformation programme covers a wide range of projects within the local urgent 
care system.  These projects have an intended impact on A&E attendance and 
subsequent rates of hospital admissions, plus the time patients spend in hospital.  The 
CCG want use the system model to: 

1. Understand the relationships between the different schemes already agreed, 
identifying potential overlaps or gaps and particularly to avoid double-counting 
of the impact on the acute system. 

2. Explore any wider system behaviour and impact from the current or any future 
schemes that may be commissioned either separately by the CCG or as part of 
integrated care commissioning. 

In order to develop the system model to meet the purpose, the review consisted of: 

 A service mapping exercise to ascertain the nature and capacity of current 
urgent care services and high impact projects within the programme; 

 Stakeholder interviews to explore those projects and perceptions about the 
urgent care service; 

 Capacity and needs projections based on local data and national evidence 
to indicate the likely shape of future service models; 

 Holding stakeholder workshop events to share emerging findings and to 
inform the development of this strategy. 

 

1.2 Defining Urgent Care and the National Context of Transformation 

In 2011, the Department of Health1 loosely defined urgent care as ‘the range of 
healthcare services available to people who need medical advice, diagnosis 
and/or treatment quickly and unexpectedly.’ However, in response to recent 

proposals to transform the system, the latest NHS publications have steered clear of 
formal definitions preferring to offer users an ‘intuitive’ system at crisis points in their 
lives2.  This system is based on a vision where: 
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1. The service is delivered as close to home as possible to minimise disruption or 
inconvenience. 

2. Centres containing the best expertise and facilities are available for more serious 
cases to increase chances of survival and recovery. 

The recent review of urgent care services by Prof. Sir Bruce Keogh, identified many 
capacity and demand characteristics, and information and decision influences, which 
result in systemic failures; notably ‘unsustainable pressure’2 on A&E and ambulance 
services.   

The outcome of how and where patients are treated in the current system can often lead 
to less effective clinical care and poor response time to treatment. The review 
recommends transformation of the service to ensure that patients get the ‘right advice 
in the right place, first time’2.  The challenge of transforming a local service to reduce 
pressure and achieve the objectives is also influenced by changes in capacity and 
demand over time.   

Understanding the complexities which cause the existing failure involves a knowledge 
of the system and its component factors, some of which are identified by Keogh. 
Increasing demand for urgent care services, the type of care or advice required and the 
progress of medical care available, for example, require consideration in a system that 
suits local circumstances before individual urgent care systems can adopt the ‘principles’ 
of the report to transform their service2. 

This national perspective of an integrated urgent care service and the local application 
of the Stockport transformation programme underpin the theory of this model.  However, 
to develop the model, WSP also consider the ‘closed’ whole-system view. The Keogh 
review describes the need for an ‘end-to-end’ service transformation in order to provide 
a system-wide solution.  WSP make a distinction between end-to-end pathways and 
whole-systems: a whole system acknowledges that there is no start and end to a system 
and that patients respond to a series of feed-back loops impacting on both supply and 
demand.   

For example, the rate and timing of inpatients’ discharge from hospital has been seen 
to effect A&E four-hour wait performance.  If the hospital beds are fully occupied and the 
discharge rate is too slow, new patients cannot be admitted. The resulting pressure in 
A&E can then lead to patients choosing alternative care pathways and the low supply of 
discharged patients would cause under capacity in receiving services regardless of the 
true need. 

The process of conceptualising the programme loop of this system and developing the 
model is described in the next chapter and the findings and recommendations follow. 

1.3 Dealing with scheme overlap and potential duplication 

One of the particular challenges addressed in this work has been that of understanding 
the overlap, potential duplication and therefore the combined impact of a variety of 
different schemes.  Details of how this has been addressed are contained in the body of 
this report.  However, the following bullet points summarise the steps we have taken to 
address this challenge: 

1. At the outset of the project we took advice on the ‘high impact’ schemes.  Leaving 
out schemes identified in the September 2013 Urgent Care Board Strategy as 
being mid-low impact avoided some risk of over-estimating the combined impact 
of the Urgent Care Programme.  The schemes not included in this modelling 
included some that had a quality rather than capacity impact (e.g. patient 
education) and some that could be considered as contributing to, rather than 
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defining, a wider programme (e.g. Stroke, early supported discharge would 
overlap with the wider LoS project); 

2. We arranged the high impact schemes along the pathway and simulated impact 
using a dynamic systems model that meant, for example, that reduced 
admissions would automatically reduce the potential bed reductions from, for 
example, an early discharge scheme because fewer people would be in hospital.  
This removal of duplication an overlap along the pathway is a natural product of 
using a system dynamics approach; 

3. Duplication at the point of patient selection was also considered, for example, 
would someone access more than one scheme and have their impact on 
admissions duplicated?  If the schemes in question are in sequence then point 2 
above avoids the risk of duplication.  If they are working in parallel, for example 
the hospital diversion schemes, then it is possible that an individual may be 
suitable for, and therefore be picked up by more than one of the hospital 
diversion schemes.  However, we took the view that because the four schemes 
covering hospital diversion would operate largely in parallel that the likelihood of 
someone accessing these services ‘in sequence’ was unlikely. 

4. In addition to point 3 above we also felt that the diversion schemes lacked a 
robust needs assessment and that it was therefore likely that the projects would 
not address the needs of all the potential patients.  The risk of duplication in this 
case is therefore reduced.  This question of better scaling the schemes according 
to need is highlighted as a recommendation in the report. 

5. In contrast to the pre-hospital diversion schemes the Ambulatory Care Unit 
(ACU) potential has been scaled in line with the National Ambulatory Care 
Directory.  It is therefore a good indication of potential need and therefore impact 
on admissions.  We have chosen the low end potential impact for each category 
within the Directory and applied them to Stockport admissions data.  Pre-hospital 
diversion schemes will marginally reduce the potential impact of ACU, thus 
removing some risk of duplication, and an assumption that 26% of ACU patients 
will in fact be subsequently admitted to hospital avoids over-estimating the 
impact of this scheme. 

Without the means to individually track patients through the various projects it is 
impossible to be precise with regard to overlap and duplication.  However, we believe 
that the steps outlined above make a significant contribution to addressing this 
challenge, and minimising the risk, thus giving a realistic assessment of the overall 
impact of the programme. 
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2 System Conceptualisation 

2.1 Urgent Care Service Needs 

The base year data, from April 2012 to Mar 2013, summarises Stockport FT’s historic 
emergency demand for patients aged 18 and over as: 

 1400 A&E attendances per week. 

 412 admissions per week 

 20% of spells accounted for 72% of bed day consumption (taken by the 8+ day 
LoS group, shown in table 1) 

 

Table 1: Split of bed day consumption 

 

It is also important to note that patients aged 75 and over took 38% of the spells but 
60% of the bed days.  The systems model uses this data as the baseline from which 
changes during 2013/14, and any further roll-out or extension of schemes into 2014/15, 
can be explored. 

2.2 Urgent Care Service Review 

The urgent care transformation programme has identified many potential improvements 
and over the past year some of the projects have been implemented whilst some have 
not yet started.  The review began with an assessment of the programme to identify 
which high impact projects to represent in the model.  This was necessary because 
including all of the projects would detract from the model’s ability to provide summary 
intelligence and increase the likelihood of mis-represented data and relational inter-
dependencies between the projects.  The projects selected were grouped to represent 
how they were intended to transform the system.  These groups and projects were: 

1. Pre-hospital avoidance 

a. NWAS Pathfinder 

b. IV Therapy Service 

c. Enhanced Rapid Response 

d. Falls Service 

2. Ambulatory care  

3. Early discharge or shortened length of stay 

LoS Group

Bed 

days Spells

% Bed 

Days % Spells

0 4880.25 6507 4.06 30.59

1 4066 4066 3.39 19.11

2 4048 2024 3.37 9.51

3-4 8259 2393 6.88 11.25

5-7 12462 2131 10.38 10.02

8+ 86357 4154 71.92 19.53

120072 21275 100 100
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a. Long Length of Stay Project 

b. Short-Stay Older People Unit 

 

These project groups were represented in a schematic to form the conceptual framework 
for the model and are shown in figure 1 (the group numbers on the list above relate to 
the numbers shown in the schematic). 

 

 

Figure 1: System concept for the programme 

 

2.3 Project Review 

The projects were then reviewed in order to understand the impact they would have on 
the demand placed on the system and the likely adoption of the service to achieve its 
full capacity.  The summaries of these reviews are outlined below and full details of the 
adoption curves and outcomes over time can be seen in appendix 2. 

2.3.1 Pre-hospital avoidance 

 

NWAS Pathfinder 

This is a pre-hospital service which has capacity for 300 referrals per month, 90% of 
whom should divert from hospital attendance.  The age group split for service users is: 

 U50, 15% 

 50-74, 28% 

 75+, 57% 

The service commenced in Oct 2013 working at 20% of full capacity.  The project 
expectation is an ongoing adoption rate of a further 20% each quarter until full capacity 
is reached. This expectation is used as the initial assumption in the model. 
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IV Therapy 

This is also a pre-hospital service with a potential for 55 referrals per month, 70% of 
which are from primary care and should divert from hospital attendance.  The age group 
split for service users is: 

 U50, 17% 

 50-74, 20% 

 75+, 63% 

The service commenced in July 2013 working at 55% of full capacity.  In Jan 2014 it 
reached 72% and no future adoption rate is anticipated to be 90% by June 2014 and 
100% by September 2014. 

 

Enhanced Rapid Response 

A further pre-hospital service with a potential for 116 referrals per month, 50% of which 
should divert from hospital attendance.  The age group split for service users is: 

 U50, 0% 

 50-74, 20% 

 75+, 80% 

The enhanced service commenced between Dec 2013 and Mar 2014 and is working at 
50% of full capacity.  No future adoption rate is known at present. 

 

Falls Service 

A planned hospital avoidance scheme with a potential to reduce hospital attendances 
by 30 per month.  After discussion regarding the preventative nature of this service and 
consideration of the very limited impact it had in simulated outcomes, the Falls service 
was disabled in the model. 

 

The projects to divert from hospital attendance listed above also contain an expected 
element that would avoid admission.  This is an example of the inter-relationships within 
the system where schemes further along the ‘end-to-end’ pathway need to take account 
this ‘upstream’ impact to be appropriately scaled.  The system model developed to 
explore these impacts is designed to take this into account.  Pathfinder, Enhanced Rapid 
Response and the Falls service expect that 56% of diverted attendances would avoid 
admission.  The IV therapy service assumes that 100% would avoid admission.  The 
model’s logic for this concept is discussed in section 2.2.2.  Discussion of the overlap 
between these schemes is discussed later in this section. 

Patients who use the pre-hospital diversion services and avoid admission, may 
deteriorate and need to be admitted within a short period. From a limited analysis of FT 
data, an initial value of 26% of patients avoiding admission will be admitted and this is 
reflected as a variable in the model.  This 26% is applied to all of the pre-hospital 
avoidance schemes.
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2.3.2 Ambulatory Care Unit 

A scheme to divert inpatient care with an average of 17 new patients per day, 75% of 
whom are discharged home.  Of the ACU patients, 70% are referred from A&E and 30% 
from GPs. 

The age group split for service users is: 

 U50, 41% 

 50-74, 32% 

 75+, 27% 

2.3.3 Long Length of Stay Project 

Although not yet fully defined or operational, the focus of this project is to reduce length 
of stay by specialty to meet national averages or better.  Stockport’s base year 
performance and national averages are shown in table 2. 

 

Average LoS of Medical Patients (LoS>2 days)           

Base Year Performance Resp Dig Card MSK UTI Imm Other 

Under 50 6.1 5.6 6.2 5.6 3.8 4.1 5.3 

50 to 74 8.5 8.8 8.7 11.0 7.3 8.0 9.2 

75 and over 12.7 12.0 10.1 16.7 11.2 13.5 12.2 

National Average Performance             

Under 50 4.3 4.5 4.9 5.6 4.3 4.7 4.2 

50 to 74 7.2 7.5 8.2 9.4 7.3 7.9 7.0 

75 and over 10.3 10.7 11.7 13.4 10.4 11.3 10.0 

Table 2: Average LoS comparison 

The national average performance figures are calculated from the Health and Social 
Care Information Centre, Hospital Episode Statistics for England, Inpatient statistics, 
2012-13, using data for each HRG group that has an average greater than 2 days1. 

 

2.4 Gaps and Limitations 

Project Capacity and Demand 

The projects are based on a finite capacity available to divert from hospital or act as an 
alternative to acute care.  The constraint in the model is that when the schemes that the 
projects represent are working at full capacity any excess demand will flow to the 
hospital.  

As we have found no evidence that scheme sizes have been based on underlying need 
there is a risk of not achieving the level of potential impact that might be possible. Scaling 
the service presents an opportunity to focus on all demand side dynamics, including the 
potential for public health and interventional work which would affect the attendance and 
admission rates the model assumes.  Therefore, with the exception of ACU, the model 
does not work on proportions of patients who might need the scheme but assumes a 
finite capacity and adoption curve as recorded in the project summaries, above. 

                                                           
a These data group average LoS durations across all age groups but they have an average age that falls in the 
50-74 year bracket. To break these averages across the age groups required by the model the national average 
figure for the under 50s and 75 and over is calculated by applying the proportional difference between 50-74 
year olds and the other age groups from the base year performance. 
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We would recommend that this be considered for all services avoiding acute care and 
receiving recovering acute patients.  

Overlap and potential duplication of projects 

The defined capacity means that when simulating assumptions in the model, each 
project needs to ensure that there is sufficient demand for the service.  The projects do 
have an overlap in terms of patient cohorts using the services and when making capacity 
assumptions in the model for each service, we should seek, as best as we are able, to 
adjust our impact assumptions to take account of this.  

 

 Table 3 shows the potential for overlap. 

 

Table 3: Potential overlap of projects 

The model accommodates the overlap and the capacity constraints by defining two 
variables.  Impact potential (how many patients per day can avoid attendances) is 
combined with the adoption to achieving full capacity.  If the project contains patients 
who are likely to be treated by other schemes, the impact variable value may need to be 
reduced.  However, this must be considered in relation to the likely population need: if 
the pool of potential patients is large enough for all services to work at full capacity 
without having to compete for patients, the model will give a reliable output.  If the pool 
of potential patients is less than the combined capacity of the overlapping services the 
output is compromised. In the model, capacity remains a static assumption regardless 
of changes to the population size of falls patients, as depicted in figure 2 which gives an 
example of the falls patient population.  If public health improvements reduce this pool 
below the combined capacity of the relevant schemes, this assumption will not be robust. 
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Figure 2: Static capacity 

By introducing a dynamic scheme sizing aspect to the model, this problem would be 
avoided.  A variable for population size (based on aging, public health impact and other 
upstream demand influences) would dynamically adjust the opportunity for the schemes.  
Avoidance schemes and other services would then have a defined size in order to reflect 
how the integrated care services would treat the population, for example in figure 3. 

 

 

 

 

 

Figure 3: population needs 

 

Dementia 

The Royal College of Psychiatrists (2005) suggests that in a typical general hospital with 
500 beds, that at any time 330 will be occupied by older people of which 220 will have 
a mental disorder. Of these 96 will have depression, 102 dementia and 66 delirium.  The 
literature suggests that c.25-27% of over 65 year olds in hospital will have dementia.   

Applying 27 % to hospital unscheduled admission figures for over 65s provides an 

estimate of admissions approximately twice that obtained from applying dementia 

prevalence. This suggests people with dementia are twice as likely to be admitted to 

general hospitals for the same condition as someone without dementia. 

Although the model does not take account of dementia as a specific driver for change, 

these national proportions suggest any diversion assumptions should consider this 

impact, particularly given the split of older patients with long lengths of stay.  As 

patients with dementia typically have a longer length of stay in hospital, the model 

would benefit from local intelligence to understand the prevalence, incidence and 

descriptions of the acute care episodes. 

Falls patients

Rapid 
ResponseNWAS

Static 

Static 

Not 

defined 

Needs 

calculation 

Falls Population 

Alternative /Community care variable 

Hospital care variable 

Population variable 
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For information, the Dementia Commissioning Toolkit assumptions are based on 

clinical opinion and the Royal College of Psychiatrists (2005). This states that 

approximately 2 days length of stay will be saved for every patient with dementia once 

a general hospital liaison service is in place due to reductions in delayed discharges, 

improved staff knowledge and better patient care. The simulator assumes a reduction 

of 2 days in length of stay for those still in hospital at 4 days and early discharge if still 

in hospital at 14 days (25% early, 50% mid and 75% late stage) 

 

3 Model outputs 

3.1 Baseline Output and Existing Projects 

Figures 4 and 5 show the simple baseline from the 2012/13 data if only demographic 
pressures are applied.  The graphical outputs from the model always show time on the 
x-axis recorded in days (a five year period from 01/04/13 to 31/03/18).  On the y-axis the 
output variable is shown.  A tabular output for figures 4-8 can be found in appendix 1. 

Figure 4 describes an additional 4 daily admissions from demographic pressures at the 
end of the modelled period. 

 

 

Figure 4: Daily admissions to hospital  

Figure 5 shows an increase of around 15 medical beds required over the period due to 
demographic pressures. 
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Figure 5: Medical beds required – 2012/13 baseline 

However, by applying the combined effect of the schemes which started in 2013 (ACU, 
Pathfinder, IV Therapy and Enhanced Rapid Response), 32 beds from the baseline 
position are absorbed, as shown in figure 6.  This reflects the impact of the schemes 
working up to their expected capacity levels with the demographic pressures applied.  
For details of the impact of the individual schemes underlying this combined effect 
please see appendix 2 for assumptions and output values. 

 

 

Figure 6: Medical beds required – current schemes in operation 

Greater impact is possible from the hospital avoidance schemes if capacity levels are 
increased, or the percentage of those patients who use the service but are subsequently 
admitted to hospital are reduced.  If the capacity is raised, the risk of double counting 
patients from upstream interventions also increases and this should be considered when 
simulating.   

3.2 Model sensitivity and Opportunity Areas 

The model is most sensitive when changing the LoS values for admitted patients.  As 
the bed stock is mostly consumed by older patients, who actually represent a small 
proportion of the overall inpatients, the biggest area of opportunity for reducing hospital 
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beds comes from reducing the LoS for patients aged 75 and over.  At present this area 
is the least detailed aspect of the programme projects and assumptions.   

For example, a reduction of 40 hospital beds can be achieved by reducing baseline LoS 
performance to meet the national average as demonstrated in figure 7. 

 

 

Figure 7: Medical beds required – national LoS performance 

We would recommend that more detailed work is completed in identifying patient cohorts 
and opportunities for improvement to focus the highest impact interventions to reduce 
LoS and would further recommend that the impact of dementia is considered in the 
options.  This recommendation is in accord with the findings of the Nuffield Trust which 
encourages focus on extended stays in hospital3. 

Further impact from the ACU could make a further reduction in bed requirements if the 
service develops to meet the potential impact described in the ambulatory care directory.  
Increasing from the current 68% of potential impact to 100% would equal an 8 bed 
reduction at the end of the modelled period, figure 8 shows the increase from the default 
80% to 100% in the final year for patients over 75.  The potential impact is calculated by 
mapping the HRG codes of admitted patients to the lowest potential percent deemed 
possible in the Ambulatory Care Directory (v3, 2012).  For example, the directory states 
that between 70 and 90% of Pulmonary embolisms (PE) are suitable and the mapping 
uses 70% of all PE patients as potential impact. The actual impact is calculated by 
calculating the overall proportion of patients using the service against the total potential. 
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Figure 8: Medical beds required – ACU at full potential 

3.3 Demand Side Factors 

As previously noted, patient flow within the model is constrained by the capacity of the 
alternative services.  The demand side for these services is not considered and the 
changes in emergency care demand is represented in the model by demographic 
changes applied to the base year demand factors (by age group).  It is recommended 
that further work be undertaken to establish the future demand factors in more detail 
and apply these to the supply side, capacity constrained model in order to more 
accurately scope the requirement of the size of the services. 

4 Recommendations 

 

1. That greater attention is paid to identifying the level of potential need for 
interventions in order to determine whether the current projects are appropriately 
sized. 

2. That earlier intervention strategies are considered in terms of their impact and 
contribution to longer term sustainability of the urgent care system. 

3. That more work is done to determine the potential for greater impact from the 
development of the ACU in line with the Ambulatory Care Directory. 

4. That a new focus is given to addressing the needs of people whose length of 
stay is longer than is necessary with a strong social care and reablement focus, 
including the scaling of services for people with ‘step-down’ needs. 

5. That the needs of people with dementia are explored as a significant cohort of 
patients for whom both admission and lengths of stay may be higher and longer 
than other patient cohorts. 
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Appendix 1 - Table output for figures 4-8 

  

  

Day Qtr End

Figure 4: 

Total 

Adms

Figure 5: 

Bed Req

Figure 6: 

Bed Req

Figure 7: 

Bed Req

Figure 8: 

Bed Req

89 Jun-13 82 388 383 383 383

179 Sep-13 82 389 379 379 379

269 Dec-13 83 390 378 378 378

359 Mar-14 83 391 377 377 377

449 Jun-14 83 392 376 376 376

539 Sep-14 83 393 374 371 371

629 Dec-14 83 393 371 360 360

719 Mar-15 84 394 368 344 344

809 Jun-15 84 395 368 336 336

899 Sep-15 84 395 369 332 332

989 Dec-15 84 396 369 330 330

1079 Mar-16 84 397 369 329 329

1169 Jun-16 84 397 370 330 330

1259 Sep-16 85 398 371 331 331

1349 Dec-16 85 399 370 330 327

1439 Mar-17 85 400 368 328 322

1529 Jun-17 85 401 368 329 321

1619 Sep-17 86 401 369 329 322

1709 Dec-17 86 402 370 330 323

1799 Mar-18 86 403 371 331 323
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Appendix 2 – Individual Schemes Impact 

The bed requirements from the individual schemes (when activated one at a time) and a 

reference to the combined position are contained in the following table with the graphs and 

input assumptions detail in the rest of the appendix.  The savings individual schemes do not 

equal the combined position because of the effect that the pre-hospital diversions have on 

the patients available for ACU (The improvements from the individual schemes total 37 

beds, but the combined is only 32 beds).   

Greater impact can be gained by adding capacity to the pre-hospital schemes or greater 

impact in ACU. 

The potential effect of the LoS project is also included for information. 

 

  

Day Qtr End Baseline Pathfinder

IV 

Therapy

Enhanced 

RR ACU

Combined 

Existing 

Schemes LoS

Combined 

inc. LoS

89 Jun-13 388 388 384 388 386 383 388 383

179 Sep-13 389 388 383 387 387 379 389 379

269 Dec-13 390 388 383 387 388 378 390 378

359 Mar-14 391 388 382 388 389 377 391 377

449 Jun-14 392 387 382 389 390 376 392 376

539 Sep-14 393 386 383 389 391 374 389 371

629 Dec-14 393 386 383 389 389 371 381 360

719 Mar-15 394 387 384 389 386 368 368 344

809 Jun-15 395 387 385 390 386 368 360 336

899 Sep-15 395 388 385 391 386 369 356 332

989 Dec-15 396 389 386 391 387 369 353 330

1079 Mar-16 397 389 387 390 388 369 353 329

1169 Jun-16 397 390 388 391 388 370 354 330

1259 Sep-16 398 391 388 392 389 371 355 331

1349 Dec-16 399 392 389 393 388 370 355 330

1439 Mar-17 400 392 390 394 387 368 356 328

1529 Jun-17 401 393 391 395 387 368 357 329

1619 Sep-17 401 394 392 395 388 369 358 329

1709 Dec-17 402 395 392 396 388 370 358 330

1799 Mar-18 403 396 393 397 389 371 359 331
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Pathfinder 

 

Pathfinder input assumptions: 

 Impact of 9 patients per day. 

 56% of avoidances save an admission 

 Effect of out of hours reduces the impact by 2/3rds. 

Pathfinder adoption curve: 
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IV Therapy 

 

IV Therapy input assumptions: 

 Impact of 2 patients per day. 

 100% of avoidances save an admission 

IV Therapy adoption curve: 
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Enhanced Rapid Response 

 

Enhanced Rapid Response input assumptions: 

 Impact of 2.75 patients per day. 

 56% of avoidances save an admission 

Enhanced Rapid Response adoption curve: 
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Ambulatory Care Unit 

 

 

ACU input assumptions: 

 80% of potential patients by HRG code received by ACU at day 1824. 

 25% of those patients admitted to acute hospital beds. 

ACU adoption curve: 
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National Average LoS 

 

LoS input assumptions: 

 Scheme starts at day 480 (example data only as the project is not yet defined – see 

adoption curve below). 

 Averages assumed are as per table 2. 

LoS project adoption curve: 
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Combined Including LoS 
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