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Abstract

Aims: To assess the ‘Okay to Stay’ plan to investigate if this reduces visits to emergency
departments, unplanned admissions and elective admission to hospital in elderly patients
with long-term health conditions. Background: The incidence of long-term conditions is
rising as the elderly population increases, resulting in more people from this group attending
emergency departments and being admitted to hospital. Okay to Stay is a simple plan for
people with long-term conditions to help them remain in their own home if they suffer an
acute exacerbation in their health. It was co-designed with professional and patient
representatives with the aim of empowering patients and their carers to more effectively
manage their long-term conditions. Methods: Data from 50 patients (20 males, 30 females,
mean baseline age 77.5 years) were compared 12 months before implementation of the plan
and in the subsequent 12 months, with the significance of effects assessed at the 5 per cent
significance level using t-tests. Findings: Visits to emergency departments were reduced by
1.86; unplanned emergency admissions were reduced by 1.28 and planned elective admissions
were raised by 0.22 admissions per annum. The reduction in visits to the emergency
department was significant (p = 0.009) and the reduction in emergency admissions was
significant (p = 0.015). The change in elective admissions was not significant (p = 0.855).
The Okay to Stay plan is effective in reducing visits to the emergency department and
unplanned hospital admissions in people with long-term conditions. This is a positive step to
supporting vulnerable and complex patients who are cared for at home, and facilitates the
recognition by the individual of the possibility to stay at home with the support of health
professionals. There are potential cost benefits to the investment of initiating an Okay to Stay
plan through the avoidance of visits to the emergency department and non-elective
admissions to hospital.

Background

Fifteen million people in England suffer from long-term conditions, and this group accounts
for 70 per cent of all bed days and acute and primary care budgets (Department of Health,
2016). Age and long-term conditions are associated with higher readmission rates to hospital;
readmission rates are 10 per cent in those aged 16–74 years but rise to 15 per cent in people
over 75 years (Lyndon et al., 2014). Older people also have a longer length of stay than
younger patients once admitted to hospital (Sager et al., 1996).

The incidence of long-term conditions increases with age, as does frailty; it is estimated that
between a quarter and half of people older than 85 years are estimated to be frail (Collard
et al., 2012). Frailty has been defined simply as a state of increased vulnerability to adverse
outcomes (Frieswijk et al., 2004) or more complexly as: ‘a condition or syndrome that results
from a multisystem reduction in reserve capacity, to the extent that a number of physiological
systems are close to, or pass, the threshold of symptomatic clinical failure’ (Campbell, 1997).

There is still a paucity of evidence to show the effectiveness of hospital avoidance pro-
grammes. A number of different initiatives have been trialled to reduce length of hospital stay
and readmission rates; including tailored structured discharge plans, which may have a small
effect, but overall cost benefits are still inconclusive (Shepperd et al., 2010). A randomised
controlled trial comparing a community in-reach rehabilitation and care transition with the
‘usual’ discharge to rehabilitation service on length of hospital stay and readmission rates
found no difference between the two approaches (Sahota et al., 2016).
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Virtual wards have also been introduced. These can include
coordinated care using a combination of telephone calls, home
visits or clinic visits from a multidisciplinary team for several
weeks after hospital discharge. When a virtual ward package of
care post-discharge was compared with ‘usual care’ in a large
multicentre Canadian study of nearly 2000 patients, no statistical
difference was found between the two approaches in hospital
readmission rates up to 12 months afterwards (Dhalla et al.,
2014). Two hospital avoidance schemes using integrated care
teams and approaches were compared with a control group; again
no difference was found in rates of hospital use after the inter-
vention (Steventon et al., 2012). It is therefore important that any
programmes must target people at risk of readmission; the
intervention must be cost-effective and clearly show that it does
reduce hospital admission rates.

Okay to Stay is a plan for mainly frail elderly people with
long-term conditions to help manage acute exacerbations in
their health at home (Figure 1). It was designed by members of
the Integrated Care Team at Sheffield Teaching Hospitals NHS
Foundation Trust (STHFT) in close collaboration with stake-
holders including the Sheffield Citizens Reference Group. This
project was introduced as part of a shift towards more inte-
grated care for people with long-term conditions. This has been
recognised as an important factor including the identification
of patients with long-term conditions; providing holistic,
person-centred health and social care services, and encouraging
patients to help manage their own care (NHS England, 2018).
Its aim is to reduce unnecessary hospital stays, visits to the
emergency department and calls to the out-of-hours GP ser-
vice. Once a plan has been formulated in close collaboration
with the patient and relatives/carers, each patient is supported
with regular visits by community matrons or other members of
the integrated care team, in combination with weekly phone
calls (if appropriate) to monitor and manage their health
conditions.

Patients are identified for an Okay to Stay plan by the com-
munity matrons. They are generally frail, older adults with mul-
tiple long-term conditions, and are known to have numerous
admissions and extended lengths of stay in hospital, because of
their complex health conditions. The process of initiating the
Okay to Stay plan developed through several iterations in the
early stages, with the following process being established:

∙ Community Matrons support the patient to complete the plan
(with family members or carers involved).

∙ The plan is completed and saved on the Electronic Patient
Record (SystmOne).

∙ The plan is shared with and discussed with the GP.
∙ The plan is emailed to the GP Collaborative (out of hours GP

service) using the established protocols.
∙ Several copies of the plan are printed for the patient and family

members to keep, and put in a prominent place in the home.
∙ The Community Matron provides any indicated follow-up,

such as referrals on or changes to care.
∙ The plan is reviewed every three months or when indicated by

significant change.

Following initiation of the plan, should the patient become
unwell and access urgent care, such as the out of hours GP or the
ambulance service, the responding clinician can then access the
Okay to Stay plan as part of their care provision. As the patient is
encouraged to take ownership of the plan, they are expected to

bring it to the attention of any visiting health care professionals
who may not know them well.

A small pilot study using the model with 32 patients showed
a 41 per cent reduction in the number of episodes of emergency
admissions: from 67 episodes in the 12 months prior to
implementation, to 9 episodes during the following 5 months.
There was also a reduction in calls to the GP collaborative (out-
of-hours service) from 31 to 5 calls. The plan was evaluated on a
purposive sample of five patients and their carers where a semi-
structured interview was carried out by phone or in person.
This found that the plan was helpful to both patients and
carers as it empowered them to manage their own health. It
also equipped them with detailed information that was
available to other health care professionals (such as paramedics
or on-call GPs) to more adequately decide, in an acute
exacerbation of a condition, whether hospital admission was
really necessary.

The plan costs approximately £241 per year per patient to
implement. This includes approximately 1 hour per plan, plus
follow up time of one hour for liaison with other health profes-
sionals, plus an hour every further three months in a 12-month
period. The cost was estimated by the trust finance department,
including preparation, travel and non-pay time. This is in addi-
tion to the ongoing support of these patients, who are regularly
visited by our community nursing services.

Methods

As the pilot study indicated that Okay to Stay plans were effective
in reducing attendance to A&E, emergency admission and calls to
the out of hours GP service, the plans were introduced to a wider
group of patients with one or more long-term condition, living in
their own homes. Data were collected between 2015 and 2017
from the electronic patient record. All patients on whom data
were collected were included in the study.

The sample was summarised descriptively with demographic
data (gender, age, living status, pre-existing conditions, medica-
tions, risk of falls) recorded at baseline, along with the numbers of
attendances the emergency department, unplanned emergency
admissions and planned elective admissions recorded during the
12-month period of the implementation of the Okay to Stay plan;
and in a corresponding 12-month period before implementation
of the intervention. Differences between pre- and post-admission
statistics were also calculated.

Paired samples t-tests were conducted on each of the three
outcome measures, using data from patients who remained alive
throughout both pre- and post-intervention periods. The out-
comes representing visits to the emergency department and
unplanned emergency admissions were considered to be primary
outcomes of equal importance; with planned elective admissions
considered to be a secondary outcome. To avoid spurious findings
of significance due to inflated familywise error rates arising from
multiple comparisons, a Bonferroni-adjusted significance level of
0.025 was assumed for the two primary outcomes of visits to the
emergency department and unplanned emergency admissions.
Ninety-five per cent confidence intervals for all effects were
derived. Effect sizes for significant effects were assessed using
Cohen’s d statistic.

To ensure that the sample was not biased by the exclusion of
patients who died during the course of the study (and hence could
not provide full information relating to attendance to A&E,
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My Okay to Stay Plan
A copy of my Okay to Stay plan is held in my SystmOne Record.

This is me: NHS number:

Name:  Date of Birth: 

Address: 

Phone number(s): Home: Mobile:

Keysafe number:

I live with:

Name:

Relationship:

Additional info:

My main carer or relative who knows about my Okay to Stay plan is: 

Name:

Relationship:

24 hour contact numbers (mobile and home):

A second carer or relative who knows about my Okay to Stay plan is: 

Name:

Relationship:

24 hour contact numbers (mobile and home):

The person who assisted me to write my plan is:

Name:

Role:

Contact numbers (base and mobile/bleep):

I sometimes find it hard to communicate because (communication or sensory impairment):

This is my medical history:

My allergies:

My current medications are:

Note to Health Professionals: Medications are correct at time of writing, please check for updated list.

My usual observations are (range):

Blood Pressure (BP) Sitting: Respirations: Weight:  

BP Standing:  Oxygen (O2) Sats: Blood Sugar (BM):

Pulse:  Temperature: Cough:

Pressure area concerns: Continence:

This is how you can help me to stay at home:

Figure 1.
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This is how I usually manage at home:

How I get around my home (mobility):

How I go to bed:

How I wash and dress:

How I get to the bathroom:

How I prepare my food and
drink(consider any difficulties):

How I do my shopping:

How I take my medication
(administration, compliance and
technique):

How I keep my home warm (include
any concerns raised):

How I manage my household chores:

This is how I am supported to stay at home:

Friends and relatives:

Regular carers (frequency and nature of
care package, provided by and contact
number):

Emergency Care Alarm:

I do/don’t have any pets: I am main carer for:

This is my emergency plan if my condition worsens:

If I am admitted to hospital, I want you to know that:

I have a special note in my GP record: YES / NO

I have a DNA CPR in place: YES / NO

(Consider DoLs, Power of Attorney, Advance Care Planning and preferred place of care)

My signature:

I consent to my Okay to Stay plan being shared with relevent health and social care professionals: YES/NO

My Mental Capacity has been assessed for the purpose of completing this plan: YES/NO

Signature of the person who helped me write this plan:

This plan has been discussed with my GP. Name:

A copy of my plan has been emailed to the Sheffield GP Collaborative (Out of Hours GP Cover)
sht-tr.GPCollab111@nhs.net:

© Sheffield Teaching Hospitals NHS Foundation Trust 2016. V4

Date:

Figure 1. (continued)
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emergency admission and calls to the out of hours GP service),
characteristics of deceased patients were compared against those
who remained alive using independent samples t-tests; with any
imbalances accounted for. Sensitivity studies were also conducted
with deceased patients included as an additional assessment of the
effect of the inclusion of these patients on study findings.

Secondary analyses were also conducted on the data to assess
the effect of demographic factors on outcome measures. Inde-
pendent samples t-tests were used to compare groups on cate-
gorical factors (gender, living status, risk of falls status) with
respect to all measured outcomes: correlational analysis was used
to assess the relationship between numerical variables (age,
number of medications) with respect to all measured outcomes.

Results

Data were collected between from 50 patients (20 males, 30
females). Patients ranged in age from 42.8 to 97.8 years at base-
line, with a mean age of 77.5 years (SD 11.5 years). Twenty
patients (40.8 per cent of valid responses) lived with a spouse or
other family member(s), or in sheltered accommodation; 29
patients (59.2 per cent of valid responses) lived on their own. The
living arrangements of one patient were not recorded.

All patients had one or more reported long-term condition.
Hypertension, Type 2 diabetes, chronic obstructive pulmonary
disease and asthma were the most frequently reported. All
patients were taking medications regularly for their conditions.
Twenty-seven patients (56.3 per cent of valid responses) were
assessed as being at risk of falls: 21 patients (43.7 per cent of valid
responses) were assessed as being at low or no risk of falls. Two
patients did not have a falls risk recorded.

Nineteen patients (43.2 per cent of valid responses) were
receiving some sort of social care package during the study period
and 25 patients (56.8 per cent of valid responses) were not. The
status of six patients with respect to this factor was not reported.

During the year-long implementation of the programme, five
patients died. No admission data during either the pre- or post-
implementation period was obtained from one patient. Inde-
pendent samples t-tests revealed that there were no significant
differences in the frequencies of A&E attendance, emergency
admission and calls to the out of hours GP service between
patients who remained alive throughout the full study period and
those who died within the study period; hence exclusion of
patients who had died would not bias the sample. These patients
were excluded from the subsequent main analysis, which was
conducted on 44 patients.

The number of visits to the emergency department, emergency
admissions and elective admissions pre- and post-implementation of
the intervention are summarised in Table 1. Amongst patients who

remained in the analysis, compared with the pre-intervention period,
visits to the emergency department were reduced by 1.86 visits per
annum on average; unplanned emergency admissions were reduced
by 1.28 admissions per annum on average, and planned elective
admissions were raised by 0.22 admissions per annum on average.

Paired samples t-tests conducted to assess the significance of
these differences revealed that the reduction in visits to the
emergency department was significant at the 5 per cent sig-
nificance level (p = 0.009). A 95 per cent confidence interval for
the reduction was given by (0.478, 3.23). The reduction in
emergency admissions was revealed to be significant at the 5 per
cent significance level (p = 0.015). A 95 per cent confidence
interval for the reduction was given by (0.264, 2.29). Application
of the Bonferroni correction did not alter the inference of sig-
nificance of either outcome. Sensitivity studies conducted on all
patients (including those who deceased) revealed negligible
changes to confidence interval widths and no changes to any
inferences of significance or otherwise of any findings.

The effect of the intervention was moderately large in mag-
nitude with respect to both primary outcomes: Cohen’s d = 0.405
for the reduction in visits to the emergency department; Cohen’s
d = 0.364 for the reduction in unplanned emergency admissions.
The reduction in elective admissions was not significant at the 5
per cent significance level (p = 0.855). A 95 per cent confidence
interval for the reduction was given by (−0.266, 0.222).

Secondary analysis conducted on patient-level variables
revealed no evidence for any effect of any of the measured vari-
ables (age, gender, risk of falls, number of medications, family
status) on any of the measured outcomes.

Discussion

The Okay to Stay programme has demonstrated a significant
reduction in numbers of annual visits to emergency departments,
and in the number of unplanned emergency admissions, con-
trolling for multiple comparisons, in a mainly elderly population
with multiple co-morbidities at moderate risk of falls. There is no
evidence that the programme affects the number of planned
elective admissions which might be expected as the main
emphasis is to reduce unplanned admissions.

As this study was formulated as a paired design with no
control group, it is not possible to definitively claim that the
recorded reductions were due to the implementation of the
intervention and not to some concurrent effects. However, there
is no evidence for any concurrent systematic changes in the health
or lifestyle of the patients, and the level of significance and sub-
stantive magnitude of the improvements observed are suggestive
that the Okay to Stay programme has been successful in its aims.
The secondary analyses conducted on patient-level variables
revealed no evidence that changes in outcomes could be ascribed
to any measured variable other than participation in the Okay to
Stay programme. Furthermore, in an elderly cohort, an additional
year of age might be expected to result in a slight deterioration of
health and consequently an increase in visits to the emergency
department and unplanned emergency admissions: the observed
improvements are observed in spite of this countering age effect.

The exclusion of patients who died during the post-
intervention period is justified as these patients can be shown
to be typical of the wider cohort. This was verified by comparison
of all recorded health and demographic statistics in patients who
survived for the duration of the study and those who did not survive:

Table 1. The number of attendances to the emergency department, emer-
gency admissions and elective admissions pre- and post-implementation of the
Okay to Stay Plan

Pre-
implementation

(M (SD))

Post-
implementation

(M (SD))

Visits to emergency department 3.25 (4.20) 1.30 (2.48)

Emergency admissions 2.64 (3.07) 1.30 (2.20)

Elective admissions 0.300 (0.795) 0.320 (0.771)
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no substantive differences on any characteristic were observed.
Furthermore, any patient who died during the pre-intervention
period would have automatically been excluded from the study.

Conclusion

Okay to Stay promotes patient independence and enhances
person-centred care. It also allows a better understanding of
individuals’ health and social needs by the multidisciplinary team
providing their care and other agencies that may become involved
during exacerbations in health, such as out-of-hours GP services
and paramedics. A copy of the plan is sent to the out of hours GP
centre, and an alert is set up on the community and inpatient
electronic patient record, if a patient is admitted to hospital.

The project has been improved by including the multi-
disciplinary team in the completion of Okay to Stay, including
community support workers, GPs and therapists. We are also
looking into sharing the plan regionally to match the regional
ambulance service. We are now looking at the National Frailty
Index and risk stratification in one area of the city to help identify
patients who may be in need of an Okay to Stay assessment. As it
is targeted at those who are most likely to use out of hours ser-
vices and have unplanned emergency admissions to hospital it has
the potential for large cost savings for the healthcare economy.

Acknowledgements. We would like to thank Hazel Blackbourne (patient
representative), Maria Read (GP) and Nicola Keith (Community Matron),
who all played a huge part in the development and implementation of the
Okay to Stay plan. We would also like to thank all the other members of the
ongoing steering group from Yorkshire Ambulance Service, Sheffield City
Council and Sheffield Teaching Hospitals NHS Foundation Trust.

Conflict of interest. None

Funding. This project received no specific grant from any funding agency,
commercial or not-for-profit sectors.

References

Campbell A (1997) Unstable disability and the fluctuations of frailty. Age and
Ageing 26, 315–318.

Collard RM, Boter H, Schoevers RA and Oude Vashaar RC (2012)
Prevalence of frailty in community-dwelling older persons: a systematic
review. Journal of the American Geriatrics Society 60, 1487–1492.

Department of Health (2016) Ten things you need to know about long term
conditions.

Dhalla IA, O’Brien T, Morra D, Thorpe KE, Wong BM, Mehta R, Frost
DW, Abrams H, Ko F, Van Rooyen P, Bell CM, Gruneir A, Lewis GH,
Daub S, Anderson GM, Hawker GA, Rochon PA and Laupacis A (2014)
Effect of a postdischarge virtual ward on readmission or death for high-risk
patients: a randomized clinical trial. Journal of American Medical
Association 312, 1305–1312.

Frieswijk N, Buunk BP and Frieswijk N (2004) The effect of social
comparison information on the life satisfaction of frail older persons.
Psychology and Aging 19, 183–190.

Lyndon H, Cheema K and Williams C (2014) Safe, compassionate care for
frail older people using an integrated care pathway: practical guidance for
commissioners, providers and nursing, medical and allied health profes-
sional leaders. Retrieved from https://www.england.nhs.uk/wp-content/
uploads/2014/02/safe-comp-care.pdf

NHS England (2018) The long term conditions year of care commissioning
programme implementation handbook. Retrieved from https://www.eng-
land.nhs.uk/wp-content/uploads/2017/02/ltc-yoc-handbook.pdf

Sahota O, Pulikottil-Jacob R, Marshall F, Montgomery A, Tan W, Sach T,
Logan P, Kendrick D, Watson A, Walker M and Waring J (2016)
Comparing the cost-effectiveness and clinical effectiveness of a new
community in-reach rehabilitation service with the cost-effectiveness and
clinical effectiveness of an established hospital-based rehabilitation service
for older people: a pragmatic randomised controlled trial with microcost
and qualitative analysis – the Community In-reach Rehabilitation And Care
Transition (CIRACT) study. Health Services and Delivery Research 4.
https://doi.org/10.3310/hsdr04070

Sager MA, Franke T, Inouye SK, Landefeld CS, Morgan TM, Rudberg MA,
Sebens H and Winograd CH (1996) Functional outcomes of acute medical
illness and hospitalization in older persons. Archives of Internal Medicine
156, 645–652.

Shepperd S, McClaran J, Phillips CO, Lannin NA, Clemson LM, McCluskey
A, Cameron ID and Barras SL (2010) Discharge planning from hospital to
home. Cochrane Database of Systematic Reviews. https://doi.org/10.1002/
14651858.CD000313.pub3

Steventon A, Bardsley M, Billings J, Georghiou T and Lewis GH (2012) The
role of matched controls in building an evidence base for hospital-
avoidance schemes: a retrospective evaluation. Health Services Research 47,
1679–1698.

6 Helen Chapman et al.

https://doi.org/10.1017/S1463423618000786 Published online by Cambridge University Press

https://www.england.nhs.uk/wp-content/uploads/2017/02/ltc-yoc-handbook.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/02/ltc-yoc-handbook.pdf
https://doi.org/10.3310/hsdr04070
https://doi.org/10.1002/14651858.CD000313.pub3
https://doi.org/10.1002/14651858.CD000313.pub3
https://doi.org/10.1017/S1463423618000786

	Okay to Stay? A new plan to help people with long-term conditions remain in their own homes
	Background
	Methods
	Figure 1
	Figure 1(continued)
	Results
	Discussion
	Table 1The number of attendances to the emergency department, emergency admissions and elective admissions pre- and post-implementation of the Okay to Stay�Plan
	Conclusion
	Acknowledgements
	ACKNOWLEDGEMENTS
	References
	References
	References


