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Emergency admission rates for ambulatory care-sensitive conditions (ACSCs)
have been used by both researchers and
policy makers as an indicator to assess
healthcare systems.1–3 ACSCs are a set of
conditions such as asthma and diabetes,
where the need for emergency admissions is thought to be avoidable.4 5 They
are designed to capture how ambulatory
care might impact on rates of emergency
admissions. However, in this issue of BMJ
Quality and Safety, Lynch et al6 question
the merits of distinguishing ACSCs from
other emergency admissions. Examining
factors associated with county-level variation in emergency admissions in Ireland,
they found similar factors were associated
with both all emergency admissions and
ACSCs. Lynch and colleagues concluded
that ‘the distinction between potentially
avoidable and all other emergency admissions may not be as useful as previously
believed’.6
Here, we discuss the value of using
ACSCs. We argue that they give important
information on potentially avoidable
demand for healthcare, but can only
be used as an effective indicator after
accounting for the drivers of demand
for care that are common to all hospital
admissions. Further, to reduce potentially
avoidable emergency admissions, we must
understand the mechanisms which link
population factors such as deprivation to
higher ACSC admission rates. In addition
to understanding demand, ACSCs can
provide indirect insights into the quality
of ambulatory care provided, although it
is important to recognise that they do not
capture all facets of high quality care.
The importance of reducing
emergency admissions
Policy makers generally seek to reduce
emergency hospital admission rates (ie,

where a patient is admitted to hospital
urgently and the admission is unplanned).
Emergency admissions to hospitals carry
risks to patients; for vulnerable patients,
even short admissions can lead to infection, loss of mobility or increased frailty
from inactivity. If treatment is unavoidable, many patients would prefer to
be treated closer to home. Emergency
admissions are also expensive, costing the
NHS £18.0 billion in 2017/2018,7 and
they can impact on the ability of hospitals to deliver elective care. In the English
NHS, emergency patients occupy nearly
three out of four hospital beds at any one
point in time.8 Emergency admissions
are unpredictable, so when hospitals are
operating at high rates of bed occupancy
(as in England), sudden increases in emergency admissions result in cancelled elective operations.9
Despite the undesirability of emergency
admissions, in many healthcare systems
rates are nevertheless rising quickly, with
associated increases in costs. For example,
in England emergency admissions
increased by 42% between 2006 and
2017; the total cost of these also grew by
£5.5bn in the period from 2006 to 2016.8
To reverse this trend of increasing emergency admissions, metrics are key for the
successful development and evaluation of
improvement strategies.
The development of ACSCs
Monitoring rates of emergency admissions gives insight into the overall
demand in the emergency care system.
However, many emergency admissions
are medically necessary and unavoidable.
To understand how emergency admission rates could be reduced, it may be
more useful to focus on admissions that
could have been avoided. ACSCs specifically focus on emergency admissions that
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are potentially avoidable with optimum ambulatory
care. This might be with better management of acute
episodes outside of hospital. For example, an acute
asthma episode might be rapidly dealt with by a GP
without requiring an emergency admission. In other
cases, preventing exacerbations of chronic illnesses
may avoid the need for emergency care altogether, for
example, via improved primary care management of a
patient’s diabetes.
To identify admissions that are potentially avoidable
at a patient level, individual case notes can be assessed.
But, within large healthcare datasets, a more easily
derived proxy is to calculate the rate of admissions for
conditions where there is known to be a high proportion of avoidable cases. Expert consensus has been
used to group conditions into lists based on avoidability.4 5 10 ACSCs are conditions where ambulatory
care is deemed to have a large potential to reduce the
need for emergency admission. On the other side of
the spectrum, there are ‘care-insensitive’ conditions,
where prior care is thought to be largely irrelevant
(eg, acute appendicitis).5 ACSCs are an indicator, not
a direct measure of ambulatory care, so there may be
non-care related factors which contribute to admission
Table 1

rates. But with careful use, we can use ACSCs to
observe variation within a healthcare system and identify areas for further investigation, where demand for
healthcare might be better managed with improvements to ambulatory care.
ACSCs as a monitoring tool
Admission rates for ACSCs have been used as a tool for
monitoring healthcare systems in multiple countries,
including the USA,2 England11 and Australia.12 Table 1
outlines the conditions included as ACSCs in the NHS
Outcomes Framework; these make up approximately
14% of emergency admissions in England.8 In recent
years, there has also been growing interest developing
the equivalent of ACSC metrics to assess particular
parts of the healthcare system. For example, a set of
‘urgent care sensitive’ conditions has been developed
to reflect the influence of the urgent-care system
(including primary care, ambulance services and
hospital admission protocols) on emergency admissions.10 There are also programmes focusing on conditions where emergency admissions are potentially
avoidable among care-home residents.13 14

NHS Outcomes Framework ACSC indicator conditions

NHS definitions on how might
NHS Outcomes Framework indicator these have been avoided
Subcategory
Indicator 3a
Emergency admissions for acute
conditions that should not usually require
hospital admission

Acute conditions that could
potentially have been avoided
if the patient had been better
managed in primary care

Vaccine-preventable

Acute

Indictor 2.3.i
Unplanned hospitalisation for chronic
ambulatory care sensitive conditions

430

Long-term conditions, which
should not normally require
hospitalisation

Chronic

Conditions indexed
Influenza
Pneumonia
Diphtheria
Whooping cough
Measles
Rubella
Acute hepatitis B
Mumps
Rubella arthritis
Angina
Dehydration and gastroenteritis
Pyelonephritis and kidney/urinary tract infections
Perforated/bleeding ulcer
Cellulitis
Ear, nose and throat infections
Dental conditions
Convulsions and epilepsy
Chronic viral hepatitis B
Diabetes
Iron deficiency anaemia
Dementia
Convulsions and epilepsy
Congestive heart failure
Angina
Hypertension
Atrial fibrillation and flutter
Chronic obstructive pulmonary disease
Asthma
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The importance of context
One concern as ACSCs become more widely used is
that there is a risk that they are used as a ‘black box’
indicator of ambulatory care, without considering
alignment between the context in which lists were
developed and the context in which they are being
applied. In many cases, lists have been adapted from
the USA and do not always reflect the mix of conditions
and availability of services in other healthcare systems,
particularly when applied to healthcare systems with
universal access to care. For example, Purdy et al15
highlight the very low incidence of gangrene within
England, limiting its relevance as an indicator of ambulatory care. These context-specific influences need to
be carefully considered when using ACSC indicators.
The multifactorial nature of all hospital
admissions
Despite their use to monitor healthcare systems,
the effectiveness of ACSCs as an indicator has been
debated.15 16 Recent work from Lynch et al6 concluded
that ‘the distinction between potentially avoidable and
all other emergency admissions may not be as useful
as previously believed when attempting to identify the
causes of regional variation in emergency admission
rates’, when looking at county-level variation in emergency admissions in Ireland from 2014 to 2016. The
researchers found that similar factors (unemployment,
hospital admission policy and private health insurance
coverage) were associated with both care-sensitive and
total emergency admissions. However, we would argue
that this simply captures the drivers of demand that are
common across all emergency admissions. For ACSCs
to fulfil their purpose in tapping into potentially avoidable admissions, an approach which accounts for these
general drivers of all admissions is needed. Indeed,
within the appendix, Lynch et al examined the ratio of
care-sensitive to total admissions, finding that older,
unemployed and urban populations show higher rates
of admissions specifically for care-sensitive conditions.

performance schemes22 on ACSC rates. The aim of
this work is to build evidence-based approaches to
reduce potentially avoidable admissions. But given the
complex nature of healthcare outcomes, this is difficult
to achieve. Furthermore, because there are a diverse
number of conditions included under the banner of
ACSCs, methods which effectively reduce admission
rates for all ACSCs will be broad efforts to improve
ambulatory care for a cross-section of patients, rather
than targeted, disease-specific actions. Our understanding of what works and what does not work in this
area continues to evolve (eg, see Ref. 17 for a review),
and in many cases, the efficacy of an approach may be
specific to particular healthcare contexts.
Even with apparently equal ambulatory care, there
may still be underlying factors driving variation in
ACSCs. For instance, sociocultural norms or increased
need might mean that some groups receive a lower
standard of care or are more vulnerable to the quality
of care received.23 Targeting of ambulatory care for
these groups may help reduce demand on the emergency care system. Alternatively, it might be that higher
rates of potentially avoidable admissions for some
groups are driven by non-healthcare factors such as
community, employment and housing.24 These drivers
of emergency admissions may be beyond the scope of
clinicians, but still impact on the healthcare system,
so are of high relevance to policy makers looking to
understand and manage demand for emergency admissions. These broader influences on healthcare needs
contribute to the complexity of interpreting ACSCs as
an indicator.

Mechanisms which drive variation in
ACSCs
Potentially avoidable admissions are consistently associated with population factors such as deprivation.17–19
Indeed, one of the first uses of ACSCs from Billings
et al4 examined variation in emergency admissions in
New York City and found low-income areas had much
higher admissions rates for ACSCs as compared with
high-income areas, with no corresponding increase in
care-insensitive admission rates. But observing an association between potentially avoidable admissions and
deprivation does not reveal the mechanism driving
this; more detailed evaluation is needed.
This requires access to more fine-grained data on
specific aspects of ambulatory care. For example,
some studies have examined the possible impact of
continuity of care,20 managed care plans21 or pay for

Difficulties in drawing conclusions about
quality of care
Beyond understanding where demand might be better
managed using ambulatory care, ACSCs might be
used to infer the quality of ambulatory care received.
Despite its importance, quality is notoriously complex
to assess. Many health datasets focus on how often
patients use services (eg, emergency admission rates)
and contain relatively little information on clinical
outcomes and care processes, and less information
still on other aspects of care quality like patient-centeredness.25 ACSCs allow us to explore variation in
care using hospital data which is routinely collected in
most healthcare systems and relatively easy to access.
However, even if the mechanism driving ACSC admission rates is related to the provision of care, it is important to bear in mind the limited window ACSCs give us
into quality of care. When considering the components
of high quality care, the Institute of Medicine identified six ‘Aims for Improvement’; that healthcare should
be safe, effective, efficient, timely, patient-centred and
equitable.26 Admission rates for ACSCs capture indirect evidence relating to some of these aims, but do not
capture the full picture of quality, missing key elements
including patient-centeredness. Therefore, it may be
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one of the few available proxy measures of care quality
but it is difficult to conclude by looking at emergency
admission rates alone whether each of the aspects of
quality of care have necessarily improved.
Conclusion
In the 25 years since their first description,4 ACSCs
have been applied to an increasing number of different
contexts. As a result, our understanding of this indicator has shifted over time. Emergency admission rates
remain an important outcome to measure, with implications for both healthcare managers and patients.
Focusing specifically at admission rates for ACSCs
can be a valuable indicator of demand for care, but
appropriate controls accounting for the multifactorial
drivers of all hospital admissions are needed.
We argue that as an indicator, ACSCs are useful for
understanding demand in the emergency system and
give an insight into the quality of ambulatory care
(although limited). But often the literature focuses on
testing for associations between ACSC rates and population factors (such as deprivation). These associations
are only a small part of the story—questions need to be
asked regarding the mechanisms by which these population factors are linked to increased emergency admission rates, examining the impact of specific aspects of
ambulatory care provision.
Ultimately, reliance on ACSCs as an indicator is
driven by the lack of alternative sources of data that
effectively captures the impact of ambulatory care.
This points to a need for investment in other datasets with greater focus on care processes (eg, clinical
audits and registries, see Ref. 27). Until then, rates of
emergency admissions for ACSCs may remain the best
available data to researchers seeking to understand the
relationship between emergency outcomes for patients
and the care that they received.
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