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Abstract

Background

Avoidable hospital admissions in the UK have been a focal area for healthcare policy
and research, often with a focus on prevention. This is particularly important as
hospitalisation can negatively impact patients, especially frail older people, leading to
further risk of morbidity and mortality. To reduce costs and enhance patient care, the
focus has shifted toward improving community interventions to prevent admissions.
Actions to address this issue include the expansion of new types of care, such, for
example, virtual wards. However, evidence is lacking on how current initiatives are
improving care and which factors lead to emergency admissions which could be
avoided in the UK. The aim of this study is to examine and synthesise the current
evidence of admissions avoidance in the UK, including understanding how different
populations, chronic conditions and social determinants might affect the most the risk of
avoidable admissions. From a health services perspective the aim is to understand

which types of care and community interventions prevent avoidable admissions.

Design
The published evidence on admission avoidance is voluminous and so a hermeneutic

review was undertaken.
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Results

82 papers met the criteria. A dominant theme is the complexity of reducing emergency
admissions, emphasising the impact of social determinants, particularly in deprived and
older populations. Optimising service delivery, targeting care gaps, and improving care
coordination are essential. Managing comorbidities, especially in conditions like
ambulatory care-sensitive conditions such as COPD, diabetes, heart failure, cancer and
preventing infections, can reduce admissions. Interventions vary in context, style and
target with some, particularly those who provide care to high-risk patients and in
deprived areas showing success in reducing emergency attendances and improving

hospital resource use.

Conclusion

In conclusion, preventing avoidable admissions is complex due to the broad range of
factors that influence risk of admission, and the multifaceted interventions required, as
no single solution fits all neither interventions evaluations are consistent. This
complexity should be considered when introducing new services. While shifting care
towards the community can offer benefits, this review suggests a more integrated
approach—one that bridges acute, hospital, and community care—is necessary to
effectively reduce emergency admissions. Key target areas which might offer further
opportunities are those populations who are elderly, experience poverty and social
deprivation and which have high risk of comorbidities such as ambulatory care-sensitive

conditions.

Introduction

Avoidable hospital admissions in the UK have been a focal area for healthcare policy
and research, aiming to reduce unnecessary healthcare costs and improve patient care.
It is predicted 20% of admissions (1.5 - 2 million) could potentially be avoided every
year with effective primary and community care interventions. [1] This is particularly
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important as hospitalisation can negatively impact patients, especially frail, leading to

further risk of morbidity and mortality.

Some of the actions to tackle this problem have been expansion of new types of care,
such, for example, integrated care models, virtual wards, social prescribing and new
services or workforces such as frailty teams. [2] Although context-dependent, common
areas for improvement have emerged in attempting to reduce admissions: lack of
integration and communication in care transitions and the importance of physical
enablers (supporting network and continuity of care). [3] With the proposed policy shift
of care towards community it is important to ensure to understand the complexity of
issues leading to avoidable admissions in order to target interventions and workforces

that can provide the most cost-effective care.

However, evidence is lacking on what factors and how current initiatives in the
community are avoiding admissions to emergency care. For example, in ambulatory
care sensitive conditions (ACSC), variations in emergency avoidance may arise from
sociocultural factors, unmet needs, or non-healthcare influences like community,
employment, and housing. [4] Although there are studies looking at changes in activity
which are then adopted, there is varying success as it is not possible to see what
currently works for who, why and in what circumstances - in such a complex system it is
important to understand which measures are effective for which population groups and
which workforces need to be deployed or developed to achieve the best outcomes.[5]
It is important to know which specific interventions work best for distinct patient groups
and in what circumstances they are most effective. By understanding which admission
avoidance strategies are most effective, the review can provide evidence-based
guidance to inform the investment in scalable interventions in primary and community
care but also to identify gaps in existing studies, where more robust research is needed

to produce reliable knowledge on long term outcomes and cost-effectiveness.

The issue of avoidable emergency admissions presents a complex challenge within
healthcare, requiring an approach going beyond traditional evidence synthesis. This

hermeneutic review aims to address this complexity by employing an iterative critical
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interpretive approach, connecting evidence across diverse sources to foster a more

interpretative understanding of the underlying factors and interrelationships.

A hermeneutic review is an interpretative process focussing on developing a deep
understanding of existing literature. It is iterative in nature, involving continuous dialogue
between the researcher and the texts, where interpretation and critical reflection evolve
with each engagement. [6] It is also helpful where diverse methodologies are used and
allows a wider range of studies to be synthesised. This process involves engaging in a
cyclical process known as the hermeneutic circle. It starts with literature searching,
followed by critical reading and interpretation, leading to a refined understanding. As
information is gained, literature is revisited, reinterpreting earlier texts considering new
understanding, gradually building a coherent and nuanced perspective on the research

problem. [6]

The aim is to understand the factors which may lead to emergency admissions as well
exploring the interventions evaluated across the diverse UK healthcare setting as well
looking at their cost-effectiveness and outcomes. Additionally, the review prioritises
research addressing the role of social determinants of health, care models, or
community care in preventing hospital admissions.

Methods

The hermeneutic review was chosen to reflect the complexity of the issues and to gain a
broad understanding of not only the causes of avoidable admissions, population factors,
social determinants and well as factors related to access to healthcare interventions in
the community and their impact in reducing avoidable admissions. Compared with a
systematic review, this allows a wider perspective and interpretation with a wider search

and iterative analysis.

A search was made of the following databases (MEDLINE, PubMed, Google Scholar,
EMABASE, CINAHL and Cochrane library) with the following search terms:("avoidable
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admission*" OR "preventable hospital* OR "unplanned admission** OR "emergency
admission*") ("chronic disease*" OR "multi-morbidity" OR "elderly" OR "older adult*" OR
"high-risk population*') ("social determinant** OR "socioeconomic factor*" OR
"healthcare access” OR “rural-urban disparity” OR "deprivation” OR "housing")
("community care" OR "integrated care” OR "home-based care" OR "virtual ward*" OR

"telehealth” OR "remote monitoring” OR "primary care intervention*").

The review included studies conducted in the United Kingdom, published in English,
and focused on avoidable or preventable hospital admissions. Studies examine
populations aged 18 and older and published within the last 10 years (2014-2024) to

ensure alignment with the current healthcare policy landscape.

Studies conducted outside the UK or focused solely on populations under 18 years old
were excluded. Research focused solely on non-avoidable admissions or acute care
that does not address the prevention of admissions will be excluded to maintain the

review's relevance to avoidable admissions.

The search generated 1786 publications. After removal of duplicates and evidence
which did not meet our inclusion criteria, 82 publications remain for a hermeneutic
review. Results were collected into an excel spreadsheet. Each study’s design, date,
population, sample size, key findings, research gaps, and needs were documented.
Each study was categorised by primary themes identified through the research,
including data-driven preventive interventions, acute and community-level interventions,
GP access, social determinants, quality and outcomes frameworks (QOF) and audits,
gualitative patient research, prediction models, and the financial impacts of admissions.
Each study was further refined into sub-themes based on specific diseases (e.g., heart

failure, COPD) or target populations (e.g., older people ).

Through multiple hermeneutic cycles a re-evaluation of the studies was completed,
enabling understanding of factors and interventions contributing to avoidable
admissions. Collaboration with experts further contextualised findings, highlighting key

core themes and their interrelationships.
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Results

The themes found in the review of the literature reflect the complexity of the issue both
the challenges that society faces in terms of healthcare service provision and the
influence of social determinants of health, as well as potential interventions and their
associated costs (figure 1). While the themes were partly shaped by the search
strategy, the specific characteristics of each theme and the relationships between them

were uncovered through the iterative process of hermeneutic cycles
[add figure 1]
The impact of social determinants of Health in Emergency Admissions

Social determinants of health had a greater emphasis through studies, both at the broad
population level as well as those focusing on specific cohorts of patients. Living and
working conditions as well as individual health factors seem to predominate the study
findings.

Living alone, especially in the older population, emerged as a significant factor, with
several studies highlighting its role in increased emergency visits. [7] Other contributing
factors included deprivation, social isolation, frailty, lack of social support, and
cohabitation with frail individuals.[7] Geographic variation also played a role, with

differences observed between rural and urban areas. [8]

Home adaptations, particularly for older adults, and the use of living aids were found to
reduce hospital admissions. [9] From an individual health perspective, key contributors
to emergency admissions included age (particularly for patients over 65), gender
(depending on comorbidities), certain comorbidities, life-threatening events, and an
elevated risk of falls. [9] Those who were more engaged in planned care tended to
experience more elective admissions and utilised non-GP primary care services more

frequently, reducing the pressure on emergency departments. [10]

The impact of service delivery in Emergency Admissions


https://doi.org/10.1101/2025.03.06.25323302
http://creativecommons.org/licenses/by/4.0/

medRXxiv preprint doi: https://doi.org/10.1101/2025.03.06.25323302; this version posted March 7, 2025. The copyright holder for this preprint
(which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity.
It is made available under a CC-BY 4.0 International license .

Access and delivery of healthcare services significantly impact on emergency
admissions, especially due to care quality and fragmentation between community,
primary, acute care factors. Care quality issues were not limited to primary care; they

extend across the entire health system.

From a care quality perspective, factors such as poor hospital discharge processes,
lack of comprehensive care plan and delays in transitioning patients back into the
community were found to contribute to emergency readmissions.[11] Additionally,
inadequate patient and carers education also played a role. [12]. The lack of expertise
in managing complex patients, coupled with perhaps poor continuity of care and low-

guality care in settings like care homes, had an impact in emergency admissions. [13]

Fragmentation between acute services, primary care, and community care often
exacerbates patient outcomes and unplanned emergency admissions, particularly for
older, frail adults, those on chemotherapy and heart failure patients. [12] Additionally, in
primary and community care, a lack of resources and the significant variability in service
provision, particularly between urban and rural regions, were also highlighted. [14]
Limited access to general practitioners (GPs) and geriatricians (within emergency
departments), further influenced unplanned emergency admissions, especially in

conditions such as heart failure, diabetes and urinary tract infections/pyelonephritis. [15]

The absence of preventative care support systems, insufficient care/support to manage
symptoms at home, limited access to palliative care, poor care coordination, and a
general lack of integrated care strategies and alternatives to hospital admissions all
contribute to increased emergency service utilisation.[12] Furthermore, weak leadership
within primary and community care, combined with the absence of coordinated care
strategies, creates an environment where emergency admissions are more likely to

occur. [15]

The impact of Specific Comorbidities on Emergency Admissions

In analysing emergency attendances, the review highlighted two key areas where
avoidable admissions are prevalent. They are often accompanied by outcome
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disparities particularly when social determinants are present related to social economic
deprivation. The first area is related to patients with complex combinations of
comorbidities, such as heart failure, chronic kidney disease (CKD), and hypertension,
which are associated with a high risk of readmission to hospital. [16] The second area
involves specific conditions, particularly ambulatory care-sensitive conditions (ACSC)
like Chronic Obstructive Pulmonary Disease (COPD), diabetes, Urinary tract infections,

asthma and heatrt failure. [8]

Several studies highlighted a lack of accessibility to community and primary care
services, especially related to disease management, prevention and palliative care. For
example, individuals with intellectual disabilities and cognitive impairments were found
to be at higher risk of readmission, often due to mismanagement of their ACSC, which
could have been avoided with appropriate care and prevention. [17] Depression and
dementia also contributed to higher readmission rates, particularly among older adults.
[18,19] Among cancer patients, specialist nurses reduced emergency admissions by
proactively managing care. [20] Additionally, in colorectal cancer patients, most
readmissions were linked to chemotherapy complications or insufficient symptom
management in the community, rather than post-surgical issues, leading to reliance on

emergency care. [21]

In terms of costs, prevalent combinations, such as hypertension and diabetes,
contributed more to overall system costs, while more complex combinations (with 6+
conditions) generated higher per-patient costs. Preventable emergency admissions
were most associated with combinations including chronic heart failure, chronic kidney

disease, and hypertension. [16]

Interventions which support reduction in Emergency Admissions

The review of literature examining interventions aimed at reducing emergency
admissions revealed a variety of approaches, ranging from hospital-based to
community-based interventions/ programs, as well as data-driven interventions using

machine learning and artificial intelligence to support prevention strategies. Most
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evaluated interventions focused on short-term solutions, rather than long-term
strategies in specific geographic areas, with limited cost-effectiveness evaluation. While
many did not significantly reduce emergency admissions, some improved clinical and
operational outcomes, such as, for example, shorter hospital stays and better disease

management.

Hospital-based interventions included in-person lounge clinics, virtual clinics, and
specialised emergency departments. In-person lounge clinics focused on specific
comorbidities such as heart failure and limb ischemia, with both examples showing
promising outcomes. For heart failure, the introduction of a diuretic lounge led to a 13%
reduction in emergency admissions, with an estimated annual cost savings of
£315.000/annum and £2900 per admission avoided. Although long-term hospital stays
increased for these patients, short-term admissions were reduced, indicating effective
outpatient management. [22] In the case of limb ischemia, there were no significant
differences in readmission rates, but the intervention saved 441 bed days, reduced
hospital stays from an average of 17 to 3 days, and improved clinical outcomes—
patients were six times more likely to avoid surgical intervention and 2.5 times less likely

to require amputation. [23]

Virtual clinics, nurse-led, such as those used for renal stones, also showed positive
results. These virtual follow-ups reduced the cost per appointment by 93%, resulting in
a cost saving of £12,000, with only 5% of patients requiring emergency admission. [24]
Telephone advice provided by hospital centres by specialist nurses for cancer patients
in the community, although not evaluated quantitatively, has emphasised their
importance in providing advice on symptom management at home but also be a point of

contact for triage and assessment for those who require admissions. [20]

A study evaluated hospitals that implemented specialised emergency departments for
older adults, found mixed results.[25] While shorter waiting times, quicker clinical
assessments, and a higher likelihood of patients being discharged home were gained,
there was no significant reduction in overall hospital admissions or differences in

mortality or re attendance rates compared to standard emergency departments. [25]
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Looking at community-based interventions aimed at reducing emergency admissions,
there was a diverse array of programmes. These included telehealth interventions for
conditions such as kidney transplants, COPD, and diabetes, clinician lead services, and
various disease-specific community programs targeting conditions like COPD, diabetes,

neuromuscular disease, stroke, and interventions specifically designed for older adults.

Telehealth interventions showed some benefits, such as minor cost savings and
improvements in medication management, emotional support, and patient self-
management. However, most studies did not demonstrate significant reductions in

emergency admissions.

Some interventions looked at clinician lead services. Paramedic-led services, such as
those for diabetes, were more successful, especially in deprived areas where on-site
treatment for conditions like hyperglycemia helped prevent unnecessary hospital
admissions. [26] In consultant-led community services for COPD, although the overall
reduction in emergency admissions was not significant, these services had a
meaningful impact on specific groups, particularly in deprived areas, where COPD-

related emergency admissions were significantly reduced. [27]

Community programs for diabetes showed variability in outcomes, but in those focused
on achieving a high number of quality clinical targets, significant reductions in
emergency admissions were observed. [28] For example, achieving HbAlc and
cholesterol targets reduced the risk of all emergency admissions by 9%, and
cardiovascular admissions by 7-12%.[28] Annual reviews with updated care plans
showed to have benefits in reducing hospital admissions in ACSC (23%) in severe

mental health patients and 26% in patients with disability. [29]

Programmes focusing on integrated care had mixed results. A programme providing
multidisciplinary meetings, discharge liaison and social prescribing had positive results
with over 800 avoided monthly referrals to emergency admissions, especially among
patients aged 75 years old and a decrease in emergency bed days by 50% leading
savings of 3.8 million annually and improving staff satisfaction.[30] Although these
outcomes did not translate in other studies with similar interventions which only saw

temporary effects in reduction of emergency admission. [31]
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Interventions targeting other diseases, such as neuro motor disease (NMD), reduced
emergency readmissions from 25% to 12%, shortened hospital stays, and improved
mortality rates. This success was attributed to a higher proportion of NMD patients
being managed by specialised neuromuscular centres, coordinated multidisciplinary
care, stronger links, and improved education for both patients and non-specialist acute
teams through a network/partnership approach involving charitable organisations. [32]
Approaches to stroke care were also tested with a mobile stroke unit demonstrated a
25% reduction in unnecessary hospital admissions and significantly improved
thrombosis times by bypassing emergency departments and transferring patients
directly to stroke units, resulting in higher thrombosis rates compared to the UK

average. [33]

Interventions aimed at older adults varied widely, with most failing to sustain long-term
reductions in emergency admissions. Interventions, particularly aimed at older adults,
such as holistic assessments and integrated care programs, were found to be cost-
neutral or not cost effective, with no significant reduction in healthcare expenditure
observed. [34]

Medication management also emerged as a significant issue, with 84% of older adults
in the community having potentially inappropriate prescriptions, which were associated
with higher risks of hospital admission and mortality. Additionally, polypharmacy
(defined as five or more medications) was linked to an increased likelihood of
inappropriate prescribing and prescription omissions.[35] Finally, prediction models
tailored to specific diseases, which incorporated complex variables, showed promise in
forecasting hospital admissions. However, challenges remain in improving not only the
types of predictors such as social determinants but also the accuracy of 30-day
readmission, predictions and ensuring generalizability across different studies and

populations. [36]

Discussion

This hermeneutic review highlights the complexity of factors involved in reducing and
avoiding emergency admissions, highlighting the need for a system-wide, integrated
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approach. These three key areas, social determinants, comorbidities and service
delivery, are not distinct but interdependent of each other and therefore should be

considered when designing new interventions to prevent emergency admissions.

Social determinants of health, especially among deprived populations, older individuals
with socioeconomic challenges, and those without adequate care coordination
significantly contribute to emergency admissions. Targeting these high-risk groups is
crucial to reduce emergency attendance as previous predictive studies have found.[3]
While the strategic shift towards community care and addressing social determinants is
promising as well also seen in some interventions analysis, austerity and government
disinvestment over the past decades have deepened health inequalities, as evidenced

in the Marmot Review. [37]

The COVID-19 pandemic and the cost-of-living crisis have only exacerbated these
inequalities. Research by the Health Foundation shows that a 60-year-old in the poorest
areas of England has the same level of diagnosed iliness as a 76-year-old woman or
70-year-old if man in the wealthiest areas. [38] The growing health inequalities
highlighted by Marmot reinforce the view that the real causes behind health failures are

social, with a graded relationship between deprivation and health. [37]

Equally important is improving the delivery service by identifying and addressing gaps in
care quality. Implementing targeted interventions to strengthen these areas is essential.
An integrated care strategy that enhances care coordination across regions, hospital to
community care and ensures appropriate resource allocation is critical for improving

access to community-based care. Although this is not often straightforward.

Integrated care strategies critically depend on well-coordinated care, with numerous
studies reporting coordination as a key issue. [39] This is not only crucial for avoiding
admissions but also prominently featured in coroner's reports as a factor in preventing
future deaths. Issues like deficits in skill and knowledge, delayed or uncoordinated care,
and communication barriers highlight that uncoordinated care can be fatal—not only can

it prevent admission avoidance, but it may directly compromise patient safety. [40]
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In the community, coordination is typically provided by district nurses or specialist
nurses within specific fields, such as cancer care. However, two significant challenges
currently affect these efforts: the reduction of district nurses by 40%, and an
overwhelming caseload—with over 30% of teams managing more than 400 patients per
nurse, and around 60% of teams frequently deferring or delaying care. This strain is a

systemic issue with managing individual caseloads effectively. [41]

Nurses are essential to proactive case management; they don'’t just deliver physical
care but also provide emotional, cognitive, and organisational support—types of labour
that can often remain hidden or under-acknowledged due to limited evidence on
nursing-lead interventions and outcomes in district nursing care. [42] Still, as seen in

this review, some nursing interventions seem promising in terms of outcomes. [43]

Another example, looked at proactive case management interventions by multiple
sclerosis specialist nurses have shown significant reductions in care utilisation,
decreasing from an average of 2,700 to just 198 bed days per year. [44] This
demonstrates the clear role of nurses in not only direct patient care but also in
organising and coordinating complex support across multiple health services.
Nonetheless, a workforce shortage limits this potential, and it's clear that effective
coordinated care requires access to skilled multidisciplinary professionals who can tailor

support to specific patient needs.

Implementing a large-scale, sustainable, and effective strategy is often complex,
requiring a clear understanding of factors supporting service innovation, adoption,
sustainability, and scaling. [45] Some identified by literature include strong leadership
and management aligned with a clear and compelling vision, broad stakeholder
engagement, dedicated and ongoing resources, and effective communication across
organisations. [46] Additionally, adapting to local contexts, providing continuous
monitoring and timely feedback, and demonstrating cost-effectiveness through strong

evaluation are essential for sustaining and scaling integrated care initiatives. [46]

Addressing comorbidities is another key factor, as different conditions require tailored

interventions. Special attention should be given to ambulatory care-sensitive conditions
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in patients with higher socioeconomic deprivation. Focus should be given particularly to
COPD, diabetes, heart failure. Other conditions like learning disabilities, cognitive
impairments, depression, dementia, cancer (particularly in managing chemotherapy-
related conditions) are often associated with increased emergency attendance as well.
Complex comorbidities, such as the combination of heart failure, chronic kidney disease
(CKD), and hypertension, further contribute to elevated emergency admission rates,
especially when compounded by infections and as well as the social determinants of
health.

The literature presents a broad array of interventions, but the diversity of terminology
used, regional disparities, varying study designs, and limited representativeness make it
challenging to draw broad conclusions. Nevertheless, some targeted interventions have
demonstrated success in reducing both emergency admissions and hospital stays,
thereby enhancing resource management. Improving care coordination, medication
management and compliance with national clinical guidelines for specific conditions has
improved outcomes and reduced admissions, but stronger outcomes were achieved in
most deprived populations. Previous literature reviews have found case management
associated with a greater adherence to treatment guidelines and higher patient

satisfaction, however, did not translate into better use of hospital resources. [47]

Despite the expansion of virtual wards across the NHS, their monitoring and evaluation
in relation to avoidable admission and their cost-effectiveness remains underexplored
across health systems with limited evidence on their clinical effectiveness. [48] Two
Randomised Control Trials (RCT) have found that virtual physician care was non
inferior, but in-home-care was still needed for 25% of patients. [49] On contrary hospital-
at-home programs, (at least a visit of a nurse or doctor) present significant evidence.
Previous systematic reviews reveal that hospital-at-home interventions can help
patients with specific chronic diseases (e.g. heart failure and COPD) avoid admissions,
reduce the length of stay, improve patient satisfaction as well as improve clinical

effectiveness and cost-effectiveness compared to inpatient care. [50]

Limitations
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This review offers a broad, health system-level analysis of factors and interventions to
avoid emergency admissions in the United Kingdom but lacks the depth necessary for
implementing more targeted, context-specific approaches nor compares other
healthcare systems who can offer different approaches. There are few studies that
focus on specific diseases, and the interventions examined are often geographically
limited and short-term, with robust cost evaluations rarely conducted. Moreover, the
absence of randomised, longitudinal studies weakens the overall evidence base,
emphasising the need for more rigorous research to assess the long-term impact of

interventions aimed at reducing emergency admissions.
Areas for Future Research

Future studies should adopt a system-wide, longitudinal approach to evaluating
interventions aimed at reducing emergency admissions. Research should focus not only
on population-level impacts and medication management but also on disease-specific

interventions to assess their cost-effectiveness.

Ambulatory care-sensitive conditions and comorbidities, particularly in deprived
populations, demand more research. Rigorous studies, including randomised controlled
trials, are needed to evaluate the long-term effectiveness of interventions in reducing
emergency admissions. Further research should focus on different types of virtual
wards and their effectiveness in specific populations as well as the evaluation of

hospital-at-home programs.

Additionally, predictive models, though in their early stages, show potential for
supporting long-term community interventions and enhancing cost-effectiveness in care.
More research is required to explore how predictive tools can be applied to better

support community-based care.

Implications for policy

While health policy increasingly promotes a push towards community-based care, as

the NHS Long Term plan proposes, a strategic approach is necessary to ensure


https://doi.org/10.1101/2025.03.06.25323302
http://creativecommons.org/licenses/by/4.0/

medRXxiv preprint doi: https://doi.org/10.1101/2025.03.06.25323302; this version posted March 7, 2025. The copyright holder for this preprint
(which was not certified by peer review) is the author/funder, who has granted medRxiv a license to display the preprint in perpetuity.
It is made available under a CC-BY 4.0 International license .

effectiveness. Hospital-supported interventions for high-risk, complex patients may also
play a crucial role in preventing avoidable admissions. Broader changes to community
and acute services may be required to improve access not only to clinical decision-
makers but also to specialised care, particularly in areas such as cancer and heart
failure. This includes ensuring the capacity to deliver care and access necessary

treatments.

Enabling multidisciplinary specialist care within communities, without relying solely on
general practitioners, could bridge gaps in care. Tailored, disease-specific approaches
should be adapted to regional needs, supported by adequate funding and resources to

ensure access.

Greater access to palliative care is also critical, particularly for patients with chronic
diseases and cancer, who could significantly benefit from better symptom management

and specialised care.

Conclusion

This analysis highlights the complexity of preventing avoidable admissions due to the
broad range of factors influencing risk and the need for multifaceted interventions. No
single solution fits all scenarios, and a system-wide, integrated approach is essential. A
key focus should be on social determinants of health, particularly among at-risk
populations, such as those facing deprivation, elderly individuals with socioeconomic

challenges, and those without adequate care support.

Equally important is addressing gaps in service delivery, particularly in care quality and
coordination between hospitals and community care. Targeted interventions that
enhance care coordination across different services are crucial in reducing emergency
admissions. Comorbidities, especially those Ambulatory sensitive Care conditions show

opportunities for improvement.
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