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Introduction

Current government policy seeks to make ‘three strategic shifts’:

1. Moving care from hospitals to communities
2. Making better use of technology
3. Focusing on preventing sickness, not just treating it

The focus here is on the first of these - moving care from hospitals to communities. While this has long been a policy aspiration, previous attempts to shift care are widely perceived to have been insufficient to rebalance the health care system. Some argue that the balance may even have shifted the other way, inadvertently serving to prioritise hospital-based care at the expense of primary care and community-based support. 

Against this background, the University of Birmingham’s Health Services Management Centre (HSMC), Department of Social Work and Social Care (SWSC) and Centre for Evidence and Implementation Science (CEIS) held a policy roundtable, conducted a desk-based review of lessons from previous initiatives and carried out an evidence synthesis to identify successful initiatives aimed at improving patient flow and/or shifting care from hospitals to the community, key lessons learned and key gaps in knowledge. Throughout, the emphasis was on strategic and systemic attempts to shift care, rather than on the myriad of individual, small-scale pilot projects that may have existed at any one moment in time.

This document – intended as an appendix to the overview report – summarises key themes from the rapid evidence synthesis. Due to the nature of the databases searched, the large number of studies included and the software used to store and analyse material, references are included here in the Vancouver style (whilst other, more narrative-based appendices use the Harvard system).


Methods

[bookmark: _Hlk202105139]A rapid literature review1 was performed in June 2025 (see Table 1 for eligibility criteria). A systematic search performed in nine electronic databases identified 7718 potentially relevant studies (21 duplicates were removed). Following dual title and abstract screening, 211 articles were included in full text review. A final 65 studies were included for data extraction and synthesis.2-65 Given the thematic mapping of the studies, individual assessment of study quality was not planned. A brief statement of the generic limitations of the set of studies is provided.1

Given the heterogenous nature of studies designs, populations and outcomes, evidence was synthesised narratively using framework synthesis.66 Data were organised and synthesised using the emergent conceptual framework presented in the main overview report. Throughout, analysis focused on strategic and systemic attempts to shift care, rather than individual, small-scale pilot projects that may have existed at any one moment in time. A subgroup analysis of studies focused on people living with dementia was conducted. 
Table 1: Eligibility criteria


	
Population

	
Adult patients living in the UK


	
Intervention(s)
	
Models, innovations or ways of organising and delivering health and social care services which focus on shifting healthcare from acute hospitals to the community. Interventions should operate at the organisation and/or system level and may include: 

· Preventative models, which are focused on avoiding hospital admissions and attendance to Emergency Departments. For example, but not limited to: Acute Respiratory Infection Hubs, Pharmacy First.
· Promoting discharge over admission: Same day emergency care services, models promoting discharge or referral outside of the acute hospital. 
· Promoting multi-agency working across health, social care and community services (e.g. but not limited to referral management, community-based rapid response teams). 
· Using technology and remote healthcare solutions to provide community-based responses (e.g. but not limited to virtual wards, hospital at home) 


	
Comparison
	
None


	
Outcome
	
As reported (e.g. improve access to specialists, reduce unplanned hospital admissions, ensure patients have better experience of care and reducing costs)


	
Setting
	
Community health and social care services including but not limited to: general practice, pharmacy, dentistry, district nursing, health visiting, rehabilitation, social care


	Study design
	Empirical primary studies (including observational and qualitative studies) and systematic reviews, published in the last 25 years (since 2000)







Findings

No studies were identified which described strategic and systemic attempts to shift care across the nation. Two high quality evidence syntheses were performed; which systematically reviewed evidence for reducing unplanned hospital admissions from care homes,52 and interventions to minimise hospital winter pressures related to discharge planning and integrated care in the UK.31 Regional and local programmes were identified most frequently. Most studies describe small-scale, single site or single integrated care system evaluations. 

Examples from the literature are provided below using the ten key themes from the overview report.

Being clear on the outcomes to be achieved, what approach is most likely to be effective and why this might work when previous attempts did not: Very few studies detailed clear outcomes to be achieved from the introduction of the new care models and services they evaluated or explored. As many studies were qualitative, outcomes were exploratory and descriptive (e.g. Ablard et al [2016]5 conducted interviews with emergency department staff to understand the challenges of managing the “frequent attender population” and their opinions on alternative service provision). Pearson’s (2015) realist review stated that for decades there have been various service delivery models intended to enable service users to avoid hospital admission or leave hospital earlier. Their study concluded that there is considerable diversity in the design and configuration of ‘intermediate care services’, which hindered decision-making due to the lack of common understanding of what the intervention is and how it works.50 The exception were the RCTs which clearly outlined primary and secondary outcomes and intervention approaches.32 44 46

Working at sufficient scale to rebalance the system: No studies were included which described UK-wide evaluation. However, some economic analyses and modelling studies (including those embedded within RCTs) explored societal and NHS perspectives.32 One of the larger evaluations by Sibbald et al (2008) was conducted across 30 demonstration sites in England.39 They explored the impact on patients and local health economies of shifting specialist care from hospitals to the community. They found that patient reported waiting times; technical quality of care; overall satisfaction; and access were significantly better for new (shifted) compared to conventional services. Qualitative evidence exploring a four-year integrated care programme implemented in south London found that the programme was unable to integrate care across primary, acute, community, mental health and social care. The project did not deliver the expected reductions in hospital or nursing home utilisation, and concluded that smaller focused projects might help to maximise community-based care and avoid secondary care attendance.30 A single region interrupted time series examined the integration of diabetes services by realigning responsibilities across community, primary and secondary care in Leicester City. After implementation, they found a small but statistically significant reduction in the mean number of bed days used in the region.18 Support for enhanced primary care diabetes services on diabetes outcomes was reported in numerous studies.18 29 Many of the included studies demonstrated that shifting at scale was difficult to achieve. 


Being clear about how proposals will be implemented in practice: Very few studies detailed clear protocols and implementation plans for the new care models and services they evaluated or explored. The findings described the heterogeneity in evaluation aims, outcomes and populations. The exception were the RCTs which clearly outline trial protocols.32 44 46

Making sure wider policy, incentives and enablers are aligned: Studies discussed alignment to policy initiatives, for example a systematic review by Toot and colleagues (2011)17 concluded that “despite the clear message from policy makers that older people with mental health problems should have access to home based intermediate care services which are available to them 24/7 in order to provide intensive short term support in a crisis this is not reﬂected in practice.” Interviews (n=18) with urban health authorities, two in Scotland, two in England, described the commissioning types in each area, the nature and scale of shifts that had occurred, the barriers to and the factors promoting the shift, the mechanisms for discussing and monitoring the shifts that were taking place. Findings concluded that shifts in activity from secondary to primary care were considered to be small, non-strategic and not directly underpinned by resource shifts because of the imbalance of resources between the acute and primary sectors, absence of incentives for primary care and the persistence of the traditional roles and attitudes of secondary care clinicians.19 A final example from Choudhry et al (2021) explored GPs and ED clinicians’ views in response to health policy in England which has advocated the use of primary care clinicians at emergency departments to address pressures from rising attendances.55 Again, key issues to shifting care were overlapping funding streams, poor governance and lack of accountability. 

Leading change: There was little empirical evidence around the leadership skills or type of leadership required to shift care, or how these should be developed. Examples of regional leadership in shifting care were identified, such as the Greater Manchester ‘demonstrator sites’, which were funded to provide additional availability in the community (including GP appointments during evenings and at weekends). Models were successful when federations and alliances were formed between stakeholders as this supported workforce and organisational development; communications and engagement; and supporting infrastructure. Underpinning the success of the regional leadership was the apparent trust; participants stated that trusting relationships, particularly between general practices, were vital for collaboration.25

Making sure the right people are involved: All the literature emphasised the importance of involvement of users and stakeholders in the creation and evaluation of new services which shift care from secondary to primary services. Most studies were qualitative in nature exploring respondents’ views of services changes49 or their concerns about potential service change. Primary care providers described challenges in how skills needed to shift care are developed, shared and distributed as part of an integrated system of care.35 For example, urban GPs clearly stated that they did not consider emergency treatment of myocardial infarction in terms of thrombolysis as part of their role and that the treatment of acute STEMI in the community should be performed by the ambulance service. However, in remote areas the lack of ambulance crews and poor communication with the ambulance service meant GPs had the ability and desire to administer pre-hospital thrombolysis.22 Brugha et al (2011) reported that assertive outreach teams (including joint health and social care management) can reduce admission to hospital in patients with severe mental illness, however patients’ histories (not outreach team characteristics) significantly predicted outcomes.47

Intervening early and understanding who needs the most support: Several studies evaluated interventions for specific populations, including older people, drug users and those with severe mental health conditions. Evidence showed little support for the role of community pharmacists, including home visits for patients with heart failure (no significant decrease in the number of admissions).67 Studies found the cost-effectiveness of post-acute care for older people provided in community hospitals was similar to that provided in general hospital care in five centres in the Midlands and north of England.46 Other studies to improve early detection of problems (respiratory infection, exacerbation of CHF, UTI and dehydration), and reduce admission to hospital for people in care homes struggled to demonstrate feasibility beyond pilots due to lack of uptake and fidelity.44

Learning from other systems: The review excluded non-UK studies. However, one study explored how the UK can learn from different models of community hospitals in Australia, Finland, Italy, Norway and Scotland. Patient experience was frequently reported to be better at community hospitals, and the cost-effectiveness of some models was found to be similar to that of general hospitals, although evidence was limited. Evidence of the effectiveness and efficiency of community hospitals was available from England and Norway only, including increased independence, reduced hospital readmissions and equivalent patient health outcomes after chemotherapy.68

New technology: Numerous studies examined the implementation or development of new technologies. For example, a retrospective observational study of COVID-19 Oximetry @home in North Hampshire found an association with a reduction in hospital length of stay larger than 3, 7, 14 and 28 days. No significant reduction in ICU admission was observed.13 A community outreach colorectal clinic significantly reduced waiting time for routine referrals from a mean of 10.5 weeks to 5.9 weeks after six months. The rate of patient DNAs was significantly lower in the community service.28 

Study quality

Less than a third of studies included in the review adopted a rigorous experimental design (interrupted time series, controlled before and after study, randomised controlled trial), while the remainder were observational or qualitative studies of generally poor quality. 

Subgroup analysis - people living with dementia 

The rapid review identified two studies with dementia included as a population. One study explored the cost-eﬀectiveness of comprehensive geriatric assessment at home compared with hospital admission for older people. This randomised trial of nine locations across the UK found at home assessment was less costly than admission to hospital and remained less costly with the addition of informal care costs (Singh et al 2022).32 Choudry and colleges highlighted that “one size does not fit all” when planning to shift care. Authors highlight the increased acuity and complexity of cases with increasing numbers of frail elderly patients (and those with dementia) which were generating increased pressure on ED services - it was not as simple as increasing populations accessing ED.55

Discussion

[bookmark: _Hlk202106616]Less than a third of studies included in the review adopted a rigorous experimental design (interrupted time series, controlled before and after study, randomised controlled trial), while the remainder were observational or qualitative studies. The paucity of high-quality research for many interventions was striking. While different studies focused on outcomes such as reduced admissions, cost savings and/or patient and provider experiences, these were often very broad and might well be influenced by factors beyond the (often small-scale) new model of care being tested. Shifts in activity from secondary to primary care were regarded as small, non-strategic, piecemeal, and not directly underpinned by resource shifts. Whilst the analysis focused on identifying and describing strategic and systemic attempts to shift care, the majority of the published evidence describes multiple small-scale, single site or single region evaluations. 

Limitations

This was a rapid review. Dual screening was performed for title and abstract screening only. Full text screening and data extraction was performed by one reviewer with a 20% accuracy check. There was a lack of good quality, well designed trials, which makes it difﬁcult to evaluate properly the effects of these services which aim to shit care. 

Conclusion

[bookmark: _Hlk202113844]The lack of empirical evidence in this area reflects the difficulties involved in evaluating large-scale change in complex systems, and integrative research methods and new approaches are needed to garner such evidence. Broad outcomes such as reduction in hospital admissions may be important but of limited utility, since baseline admission threshold varies widely between geographical areas on the basis of availability of inpatient and community resources, and user and clinician preferences. 
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