
RESEARCH AND 

THEORY

CORRESPONDING AUTHOR:

Terje P. Hagen

Department of Health 
Management and Health 
Economics, Institute of Health 
and Society, University of 
Oslo, PO Box 1089 Blindern, 
NO-0317 Oslo, Norway

t.p.hagen@medisin.uio.no

KEYWORDS:
cottage hospital; local 
emergency beds; primary 
care; health system; hospital 
services; integrated care; 
community hospital

TO CITE THIS ARTICLE:
Hagen TP, Tjerbo T. The 
Causal Effect of Community 
Hospitals on General Hospital 
Admissions. Evaluation of a 
Natural Experiment Using 
Register Data. International 
Journal of Integrated Care, 
2023; 23(2): 10, 1–12. DOI: 
https://doi.org/10.5334/
ijic.6515

The Causal Effect of 
Community Hospitals 
on General Hospital 
Admissions. Evaluation of a 
Natural Experiment Using 
Register Data

TERJE P. HAGEN 

TROND TJERBO 

*Author affiliations can be found in the back matter of this article

ABSTRACT
Background: To reduce overall healthcare costs, several countries have attempted to 
shift services from specialist to primary care. This was also the main strategy of the 
Coordination Reform introduced in Norway in 2012. An important part of the reform 
was the introduction of Municipal Acute Wards (MAWs), a type of community hospital 
aimed at reducing admissions to general hospitals. The main objective of this paper is 
to investigate whether the implementation of MAWs had a causal effect on hospital 
admissions.

Methods: Monthly admission rates in total and by age groups for patients admitted 
with acute or elective conditions at internal medicine or surgical departments were 
analyzed using panel data regression techniques. We identified causal effects by 
exploiting the sequential roll out of the MAWs within fixed effect analyses. Our data 
covered all municipalities from start of 2010 until the end of 2017.

Results: The sequential implementation of the MAWs started during the summer of 
2012. By the beginning of 2016 close to all municipalities had an operative MAW. The 
introduction of MAWs significantly reduced acute hospital admissions. The effect was 
strongest for patients ≥80 years admitted acutely to internal medicine departments. 
The effects were even stronger if the MAW had a physician on site 24/7 or was located 
close to a local emergency center.

Conclusion: Our findings suggest that this type of intermediate care unit is a viable 
option to alleviate the burden on hospitals by reducing acute secondary care admission 
volumes.
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INTRODUCTION

There is an increase in avoidable use of hospitals’ 
emergency departments and hospital beds among 
older adults in many countries [1, 2]. The problem can 
result both in misallocation of resources in general and 
to reduced capacity to treat critically ill patients when 
needed [3]. Consequently, many countries experiment 
with reorganizing primary care to reduce the pressure on 
hospitals. Initiatives include reinventions of community 
hospitals [4], implementation of observation wards [5] 
and investments in hospital-at-home- systems [6]. The 
Norwegian government initialized the so-called Municipal 
Acute Wards (MAWs), as part of the Coordination Reform 
in 2012 to reduce undesired or unnecessary admissions 
to general hospitals [7, 8]. The MAWs are organized as an 
integrated part of the municipal health and care services 
together with general practitioners (GPs), local emergency 
services, long term care and social care services [9, 10]. 
Patients presumed to be admitted to MAWs were those 
who had been assessed by a GP, usually in a GP’s office 
or at a local emergency service and identified as needing 
close follow-up and treatment by nurses or primary 
physicians. MAWs were planned mainly as a service 
for either stable patients with a known acute primary 
diagnosis that could be evaluated and treated by primary 
care methods, or patients whose treatment needed to be 
re-evaluated and adjusted. Typical MAW patients were 
expected to be older adults with pneumonia, infections 
(especially urinary tract infections), gastroenteritis, 
chronic obstructive pulmonary disease (COPD), diabetes, 
heart failure or dehydration [8].

To our knowledge, and with the exception of our 
preliminary analysis [9], no large scale studies have 
explicitly evaluated the effects of introducing municipal 
acute inpatient wards on specialist care substitution 
rates. We therefore examine the effects of the 
implementation of MAWs on the number of acute and 
elective hospital admissions within different types of 
hospital departments, with a special focus on older 
adults, defined as patients being ≥80 years. The analyses 
are conducted using data from two years before and 
five years after the introduction of the Coordination 
Reform. Information on the exact starting dates and 
the sequential roll-out of the MAWs permit us to isolate 
the causal effect of MAWs on the number of hospital 
admissions.

BACKGROUND

THE COORDINATION REFORM OF 2012
The Norwegian health care system is a two-tier 
organization: municipalities are responsible for providing 
primary health care, long-term care, and social services 
to everyone in need, while the central state is responsible 

for the specialist services [10, 11]. The central state took 
over the responsibility for specialist health care from the 
counties in 2002 and organized and funded the services 
through five, later reduced to four, regional health 
authorities [12]. The decentralized task structure of the 
primary care services is combined with central regulations 
of revenues and service standards. The central state 
also has the responsibility of exercising supervision and 
control. Thus, the Norwegian municipalities are more 
limited in their ability to prioritize and adapt services 
according to local preferences than suggested in the 
standard literature of fiscal federalism [13].

Although the Norwegian health care system is 
generally known for high quality services [14–16], a 
comprehensive reform package named the Coordination 
Reform was implemented from 2012. The reform came 
as a response to what the central government defined 
as three main challenges in the Norwegian health 
services [7]:

–– Patients’ needs for coordinated services were not 
sufficiently met.

–– There was too little initiative aimed at limiting and 
preventing diseases.

–– Population aging and the changing burden of 
diseases among the population.

The reform can be seen as part of a broader movement 
towards improving coordination and integration, and 
shifting of tasks and responsibilities from specialist to 
primary healthcare [17, 18]. The comprehensive policy 
package involved several measures to ensure successful 
implementation and commitment of the involved 
parties [7]. Two new pieces of legislation, The Norwegian 
Public Health Act (“Folkehelseloven”) of 2012 and the 
Act of Municipal Health and Care Services (“Helse- og 
omsorgstjenesteloven”) of 2011, were implemented 
together with three economic incentive measures:

-- An earmarked matching grant to the municipalities 
to stimulate investments in MAWs,

-- municipal co-financing of treatment in the 
hospitals’ internal medicine departments and 
outpatient clinics, and

-- municipal payment for patients ready for discharge 
and needing care from the municipalities [19].

The municipal co-financing had no significant effects on 
hospital admissions and was abandoned from 2014 [20].

The earmarked grant for the MAWs was intended to 
stimulate investments for a period of four years, from 
2012 until 2016, when the MAWs became mandated. 
From 2016 the earmarked matching grant was included 
in the central state’s general grant to the municipalities. 
The municipalities could organize the MAWs either as a 
municipal service covering one municipality or as inter-
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municipal cooperations covering two or more (often 
smaller) municipalities [8, 21].

THE MAWS – MEANS TO ACHIEVE CARE 
INTEGRATION
The MAWs are organizations that aim to increase 
coordination between primary and specialist care by 
better triage and by treating selected patient groups 
at the primary care level. In this way the MAWs can be 
interpreted as an integrated care initiative with the aim 
to overcome fragmentation of the system and streamline 
the clinical pathways [22–24].

The MAWs resemble community hospitals known 
from high-income countries like Australia, Canada, the 
Netherlands, Sweden, UK, and the US [25–28]. Winpenny 
et al’s [29] classification of community hospitals along 
several dimensions is fruitful also to describe the 
Norwegian MAWs. First, the MAWs must be distinguished 
from primary care services without inpatients beds like 
GPs and local emergency departments. Second, although 
the MAWs are often co-located with nursing homes, 
their responsibilities differ. Norwegian nursing homes 
are primarily occupied by patients in long-term care, yet 
with increasing amounts of short-term stays related to 
rehabilitation, respite care and palliative care. The MAWs, 
on the other hand, provide acute inpatient care for 
patients. Third, like most types of community hospitals, 
the MAWs are staffed with nurses and generalist doctors 
(GPs). Fourth, while community hospitals in many 
countries are located in rural areas, the Norwegians 
MAWs are present also in urban areas. Sixth, unlike in 
some countries, like Italy, where the focus of community 
hospitals are on post-acute care [30], the main purpose 
of the Norwegian MAWs is to reduce specialist care 
admissions. This means that patients in the MAWs are 
persons that otherwise would have been admitted to a 
hospital.

Many of the earlier studies of the effects of community 
hospitals have been small scale [31, 32] or studies with 
methodological shortcomings [33]. However, several 
of the case studies found that the introduction of 
community hospitals and other forms of intermediate 
care units resulted in a reduction of unnecessary 
hospital admissions among older adults [31] as well as 
reductions in prolonged hospital stays and reduction in 
delayed discharges from the hospitals [34]. A US-study 
of a post-acute intermediate-care geriatric unit [35] 
indicate that such units also may represent a potential 
alternative to acute hospitalization for selected older 
patients.

Also of importance are studies that have evaluated the 
effects of comparable initiatives as the MAWs in primary 
care. Some of these have evaluated the substitution 
effect of expanding GP and primary care emergency 
services on the use of hospital emergency capacity. 
Lowe et al. [36] found that patients’ use of emergency 

departments was reduced if GP practices were open 
during the evening hours. Krämer and Schreyögg [2] 
found negative effects of primary care emergency 
services on both ambulatory emergency visits and 
emergency inpatient admissions in a large-scale German 
study. Both these studies are in their approach similar to 
ours, but as already indicated, we have not found any 
quantitative studies that explicitly have evaluated the 
effects of introducing community hospitals/local acute 
wards on specialist care substitution rates.

THEORY AND HYPOTHESES

We assume that the municipalities have an objective to 
cover their citizens’ demand for emergency beds either 
by MAWs or by using general hospitals. Local authorities 
and service providers make this demand decision based 
on information on prices and local supply and demand 
factors [37–39], including information on the patient’s 
risk profile. Since the number and composition of the 
individual patients at the MAWs were unknown at the 
time of the data collection, we applied a simplified 
demand equation to estimate the effect of the MAWs. 
The basic hypothesis is that demand for hospital services 
will be reduced when MAWs are implemented as stated 
above. Based on the stated objectives of introducing the 
MAWs, we further expect the following effects:

-- The reduction in admissions following the 
introduction of the MAWs will be greater for older 
adults than for younger patients.

-- The reduction will be higher for acute admissions 
than for elective admissions. Elective admission 
should be unaffected or could even increase.

-- The reduction in admissions will primarily be at the 
internal medicine departments, while the activity at 
surgical departments will hardly be affected.

In an initial analysis based on data from the first two 
years after its implementation [9], we concluded that 
the introduction of MAWs was associated with a small, 
yet significant overall negative effect on acute hospital 
admissions in internal medicine departments. The 
reduction was significant for the entire population 
(−1.2%, 95% CI −2.0% to −0.0%) and slightly stronger for 
those aged ≥80 years (−1.9%, 95% CI −3.0% to −1.0%). 
The more detailed analysis of the elderly population aged 
≥80 years revealed that effects were dependent on the 
institutional characteristics of the MAWs, in particular the 
availability of physicians on site at the MAWs or the Maws’ 
geographical distance to local emergency centers. In a 
more in-depth investigation, Nystrøm, Lurås et al. [40] 
reported that primary care physicians were concerned of 
using MAWs as an alternative to hospitalisation. These 
concerns were related to fewer diagnostic opportunities, 
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lower medical expertise throughout the day, uncertainty 
about the selection of patients and challenges with 
user participation. Consequently, these concerns had an 
impact on how the GPs utilised MAW services. This forms 
the basis for our last hypothesis:

-- The reduction in hospital admissions will be higher 
if the MAW has a physician on site 24/7 or is located 
close to a local emergency department.

DATA AND METHODS

DATA AND STUDY POPULATION
Data on hospital admissions were obtained from 
the Norwegian Patient Register (NPR) and included 
patients admitted to hospitals between 1st January 
2010 (two years before the start of the Coordination 
reform) and 31 December 2017, excluding psychiatric 
hospitals. The patients were grouped along four 
dimensions:

-- Contact types: Admissions or day stays
-- Urgency: Acute or elective treatment
-- Departments: Internal medicine or surgical
-- Age groups: <80 years or ≥80 years

Numbers of admissions for different types of services 
and age groups were allocated to the municipalities 
based on the patient’s place of residence, summed, and 
standardized per 1000 inhabitants. The cut-off at 80 
years was pragmatically set but reflects that the MAWs 
were primarily targeting the population of older adults. 
As the life expectancy in Norway is above 80 years, a cut-
off at 80 will make it possible isolate the effects of the 
MAWs on the main target group.

We acquired annual municipal data from Statistics 
Norway’s KOSTRA-database covering all Norwegian 
municipalities from 2010 through 2017. This database 
includes variables describing municipal supply of services, 
such as the number of nursing home beds, number of 
GPs, GP contracted hours per week in nursing homes, and 
variables describing the demand for services, i.e., total 
population and the population of specific age groups. 
These supply and demand side control variables were 
normalized per 1000 inhabitants.

We obtained monthly descriptive data for each MAW 
via structured telephone interviews with the managers 
of the MAWs or their deputies administered in three 
rounds taking place during summer 2013, summer 
2015 and winter 2018. The data included among other 
variables describing month of the first MAW admission, 
available equipment, number of beds and availability of 
GPs on site. All the data from the data collection used 
in this article, were based on questions with pre-defined 
responses.

We linked data by municipality number, year and 
month followed by linear interpolation to approximate 
the monthly values for municipal demand and supply 
data that were reported annually. This gave us a dataset 
with panel structure. We included all municipalities 
except four which were amalgamated during the 
study period (N = 425). The unit of analysis is then  
municipality-month.

STATISTICAL MODEL
Our demand model was formalized within a generalized 
framework for policy analyses of panel data [41]. The 
coefficients of interest are b3 in Equation 1 (Eq. 1) and b4 

in Equation 2 (Eq. 2).

1 1 2 3      mt mt mt mtlogDH a b logS b logD b MAW f y t u= + + + + + + + � (Eq. 1)

where:
-- logDHmt is the natural logarithm of variables 

describing use of hospital services for each 
municipality m at time t (for further specification, see 
Table 1),

-- logSmt is a vector of municipal supply variables, i.e., 
nursing homes and GPs,

-- logDmt is a vector of municipal demand factors, 
i.e., population and the age composition of the 
population,

-- MAWmt is a dummy variable that takes the value of 
1 in the first month a municipality implements a 
municipal acute unit and onwards, 0 else,

-- f are municipality-fixed effects to account for 
the time-invariant unobserved characteristics of 
municipalities,

-- y are year dummies to account for time specific 
variation,

-- t is a seasonal adjuster for month, and
-- u is the error term for municipality m at time t.

All variables except the dummies, were standardized by 
the total population in 1000 in each municipality.

After conducting the analyses of main effects, we dig 
further into the analyses of the patient group of most 
interest – the acute admissions among older adults (≥80 
years) at internal medicine departments. We described 
variation in acute preparedness by the variable PREPmt 
which is a dummy variable that takes the value of 1 if 
the MAW has a medical doctor on site 24/7 or is located 
less than 200 meters from a municipal emergency 
center, 0 else. The interaction term MAWmt*PREPmt will 
give us the additional effect of having a MAW with 
acute preparedness as compared to the effect of having 
a MAW without such a feature. This model can be 
summarized as:

1 1 2 3

4

   

*   
mt mt mt mt

mt mt

logDH a b logS b logD b MAW

b MAW PREP f y t u

= + + +

+ + + + + � (Eq. 2)
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ANALYSES
The use of fixed effects in data with panel structure 
allowed us to control for data heterogeneity and focus 
on the variable of interest. Of most interest, fixed effects 
for municipalities give us the within estimator of the 
MAW variables [42].

We regarded all variables except MAW as 
exogenous. MAW might have elements of endogeneity 
as municipalities with high admission rates have a 
slightly stronger incentive to implement MAWs than 
municipalities with lower admission rates. We handled 
this endogeneity problem via municipal fixed effects.

We used SAS, version 14.1, for all analyses.

RESULTS

DESCRIPTIVE STATISTICS
The most common way of organising the MAWs were 
within nursing homes, where approximately 60% of the 
units were localised. The size of the units varied from 1 
to 72 beds in 2017. Due to the structure of Norwegian 
municipalities with half of the municipalities having less 
than 5000 inhabitants, the number of MAWS with less 
than 3 beds made up 30% of the total. Number of total 
MAW beds increased from 340 by the end of 2012 to 723 

by the end of 2017. In the same period the number of 
MAW patients increased from app. 6600 to app. 40400 
and the number of MAW bed days increased from 16 000 
to 104 000 [8, 43]. 723 beds in total means that there 
are 0,13 beds per 1000 inhabitant. For further descriptive 
analyses, see [43–47].

The main target of the MAWs are the acute 
admissions at medical departments. These admissions 
are particularly high among the older adults ≥ 80 years 
with 32.2 admissions per 1000 inhabitants per year in 
2010. Standardized by the total population (Table 1a), 
the average number per municipality and month is 1.76. 
Among the younger population (Table 1b) and reflecting 
the greater size of this age group, the comparable 
number is 6.04. The number of elective admissions at the 
medical departments are significantly lower than acute 
admissions in both age groups. At surgical departments, 
admissions are divided approximately equally between 
acute and elective admissions in both age groups. The 
number of day stays are comparatively low except for 
elective day stays at surgery departments. There are 
negative time trends in most of the dependent variables.

By the end of 2014, 221 (51.8%) municipalities had 
implemented MAWs (Figure 1) and by the beginning 
of 2016, the time when MAWs became mandatory, all 
except eight municipalities had implemented MAWs. The 

VARIABLES 2010 2011 2012 2013 2014 2015 2016 2017

Acute admissions, Medical departments 1.76 1.72 1.71 1.70 1.70 1.68 1.65 1.66

Acute admissions, Surgery departments 0.31 0.30 0.29 0.29 0.28 0.28 0.29 0.28

Acute day stay, Medical departments 0.07 0.07 0.07 0.07 0.01 0.01 0.01 0.01

Acute day stay, Surgical departments 0.02 0.02 0.02 0.02 0.09 0.08 0.08 0.09

Elective admissions, Medical departments 0.23 0.24 0.24 0.25 0.27 0.27 0.26 0.25

Elective admissions, Surgical departments 0.25 0.25 0.25 0.25 0.27 0.27 0.27 0.27

Elective day stay, Medical departments 0.07 0.05 0.05 0.04 0.01 0.01 0.01 0.01

Elective day stay, Surgical departments 0.36 0.32 0.32 0.30 0.33 0.33 0.34 0.35

Table 1a Average monthly admissions per 1000 inhabitants. Population ≥ 80 years. Weighted by municipal population (2010–2017).

VARIABLES 2010 2011 2012 2013 2014 2015 2016 2017

Acute admissions, Medical departments 6.02 5.87 5.80 5.78 5.73 5.75 5.66 5.67

Acute admissions, Surgery departments 1.93 1.88 1.89 1.83 1.80 1.84 1.81 1.80

Acute day stay, Medical departments 0.63 0.62 0.65 0.63 0.03 0.02 0.03 0.02

Acute day stay, Surgical departments 0.32 0.31 0.29 0.28 0.86 0.86 0.84 0.84

Elective admissions, Medical departments 2.03 2.12 2.09 2.12 2.05 2.07 2.05 2.02

Elective admissions, Surgical departments 2.27 2.32 2.31 2.33 2.40 2.38 2.41 2.36

Elective day stay, Medical departments 0.91 0.78 0.71 0.61 0.05 0.04 0.04 0.04

Elective day stay, Surgical departments 3.60 3.64 3.66 3.54 4.10 4.03 3.82 3.80

Table 1b Average monthly admissions per 1000 inhabitants. Population <80 years. Weighted by municipal population (2010–2017).
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growth in MAWs was highest from summer 2012 and the 
next one and a half year and in the last months of 2015, 
just before MAWs became mandatory.

Reviewing descriptive statistics for the independent 
variables (Table 2), we observe a slight reduction in 
nursing home places over time, while the number of GPs 
is increasing. The share of population ≥ 80 years was 5.49 
percent in 2010 and decreased until 2016. From 2016 
to 2017 the relative share of the population ≥ 80 years 
increased. The population growth in the study period is 
approximately 1.1 percent per year. Observe that the 
number of inhabitants in Table 2 with this specification, 
describes the mean population at municipal level.

In line with Figure 1, we observe that the share of the 
population with access to MAW increases from 2012. In 
2017, 97 percent of the population had access to MAWs. 
For approximately half of the population with access to 

MAW, their MAW either had a medical doctor on site 24/7 
or was located less than 200 meters from a municipal 
emergency centre (the PREP variable).

REGRESSION RESULTS
Our analyses indicate that implementation of MAWs 
decreased the number of acute admissions at medical 
departments for the age group ≥80 years by 3 percent 
(Table 3a). The demand variables yield reasonable 
effects. A one percent increase in the age group ≥80 
years, meaning that the population is getting older, 
increased the number of acute admissions at hospitals 
by 0.56 percent. There are also significant and positive 
effects of number of inhabitants in general. For the 
variables describing municipal supply of services, effects 
were small and not always significant. For the elective 
admissions at medical departments, there were no 

Figure 1 Number of acute wards in Norwegian municipalities, 2010–2017 (N = 425).

INDEPENDENT VARIABLES 2010 2011 2012 2013 2014 2015 2016 2017

Nursing home places (per 1000 inhab.) 11.84 11.84 11.82 11.69 11.56 11.29 11.29 11.31

GPs (per 1000 inhabitants) 0.96 0.96 0.99 1.02 1.02 1.04 1.05 1.05

Population >= 80 years (% of total) 5.49 5.43 5.36 5.30 5.25 5.23 5.22 5.24

Population < 80 years (% of total) 94.51 94.57 94.64 94.70 94.75 94.77 94.78 94.76

Inhabitants 11693 11851 12008 12149 12287 12407 12513 12599

MAW 0.01 0.01 0.05 0.30 0.52 0.69 0.94 0.97

PREP 0.01 0.01 0.04 0.16 0.23 0.33 0.45 0.46

Table 2 Independent variables. Average per year, 2010–2017. Weighted by municipal population.
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significant effects of the MAWs. Also, for the other 
types of services the effects of the MAWs were either 
insignificant or very small in size (less than 1 percent).

For the age group <80 years (Table 3b), the effects 
of the MAWs were smaller than for the age group ≥80 
years. There were, however, negative effects of the 
MAWs on both acute admissions and acute day stays 
at the internal medical departments. There were also 

a few positive effects of the MAWs, in particular on 
surgical admissions or day stays. In general, the level of 
these stays was very low (cf. Table 2). The effects of the 
demographic variables were less stable when analysing 
the lower age group.

Table 4 presents the result of the analyses where 
interaction terms between MAW and acute preparedness 
were included.

VARIABLES ACUTE ELECTIVE

ADMISSIONS DAY STAYS ADMISSIONS DAY STAYS

MEDICAL 
DEPART-
MENTS

SURGICAL 
DEPART-
MENTS

MEDICAL 
DEPART
MENTS

SURGICAL 
DEPART-
MENTS

MEDICAL 
DEPART-
MENTS

SURGICAL 
DEPART-
MENTS

MEDICAL 
DEPART-
MENTS

SURGICAL 
DEPAR-
MENTS

Intercept –1.50** –0.63 1.94** –2.31** 0.62 0.07 8.73** –9.48**

(log) Nursing home places 0.03* 0.00 0.03** –0.00 –0.01 –0.02* 0.13** –0.10**

(log) GPs 0.03 0.00 0.01 –0.00 0.01 0.03* 0.10** –0.03*

(log) Population >=80 years 0.56** 0.13** 0.08** 0.01 0.09** 0.13** 0.31** 0.03

(log) Population < 80 years – – – – – – – –

(log) Inhabitants 0.14** 0.06 –0.20** 0.23** 0.07 0.01 –0.93** 0.94**

MAW –0.03** 0.00 –0.00* 0.01** 0.00 0.00 –0.01** 0.00

Fixed effects: Municipalities Yes Yes Yes Yes Yes Yes Yes Yes

Fixed effects: Year Yes Yes Yes Yes Yes Yes Yes Yes

Fixed effects: Month yes yes yes yes yes yes yes yes

Adj. R² 0.49 0.11 0.34 0.33 0.22 0.18 0.50 0.30

Table 3a Use of hospital services, patients >=80 years. Elasticities from fixed effects analyses.

*/** = Significant at 0,05/0,01-level.

VARIABLES ACUTE ELECTIVE

ADMISSIONS DAY STAYS ADMISSIONS DAY STAYS

MEDICAL 
DEPART-
MENTS

SURGICAL 
DEPART-
MENTS

MEDICAL 
DEPART
MENTS

SURGICAL 
DEPART-
MENTS

MEDICAL 
DEPART
MENTS

SURGICAL 
DEPART-
MENTS

MEDICAL 
DEPART-
MENTS

SURGICAL 
DEPART
MENTS

Intercept 10.02** –37.19** 19.37** 7.73** –22.84** 33.17** 5.07* –15.36**

(log) Nursing home places 0.06** –0.17** 0.07** 0.07** –0.02 0.17** 0.03** –0.00

(log) GPs 0.05** –0.06** 0.10** 0.01 –0.01 0.06** 0.14** –0.09**

(log) Population >=80 years – – – – – – – –

(log) Population < 80 years –1.43** 6.38** –2.37** –2.81** 4.98** –4.49** 2.40** 2.20**

(log) Inhabitants –0.18** 0.92** 0.83** 0.54** 0.08 –1.18** 1.65** 0.65**

MAW –0.01** –0.00 –0.01** 0.01** 0.00 0.01* 0.02** 0.01**

Fixed effects: Municipalities Yes Yes Yes Yes Yes Yes Yes Yes

Fixed effects: Year Yes Yes Yes Yes Yes Yes Yes Yes

Fixed effects: Month Yes Yes Yes Yes Yes Yes Yes Yes

Adj. R² 0.55 0.29 0.54 0.67 0.55 0.55 0.77 0.72

Table 3b Demand for hospital services, patients <80 years. Elasticities from fixed effects analyses.

*/** = Significant at 0,05/0,01-level.
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For the oldest age group, the effects of the introduction 
of MAWs on acute admissions in medical departments 
was minus 2 percent. There was an additional effect 
of minus 1 percent if the MAW was organized with a 
physician on site 24/7 or was located close to a local 
emergency centre. For the age group <80 years, the 
reduction in acute admissions could be found only 
among municipalities that had a MAW with the highest 
level of acute preparedness.

DISCUSSION

Our analysis revealed effects of the Norwegian 
Municipal Acute Wards largely in line with expectations. 
There was an overall significant reduction in acute 
admissions for patients ≥80 years in internal medicine 
departments of 3 percent. For acute day-stays, there 
was a reduction of 1 percent. The reduction in acute 
admissions to internal medicine departments for patients 
<80 years was estimated to 1 percent. For elective 
admissions at internal medicine departments and for 
both admissions and day-stays at surgical departments, 
we found no stable effects, which also were in line with 
our expectations. Interestingly, there was a significant 
interaction effect between the variable describing the 
introductions of the MAWs and the variable describing the 
acute preparedness. For the highest age group, the effect 
of the introduction of MAWs on emergency admissions in 
medical departments was minus 2 percent. There was 
an additional effect of minus 1 percent if the MAWs were 
organized with a physician on site 24/7 or were located 
close to a local emergency centre.

The results in this analysis are larger in magnitude than 
in a former analyses of the effects of the MAWs based on 
data from the first two years after the implementation 
of the Coordination reform [9]. The effects at that time 
for those aged ≥80 years and admitted to internal 
medicine departments were estimated to minus 1.9 
percent, compared to minus 3 percent in the present 
study. In relative terms, the effect has increased by a 
bit more than 50 percent, which probably reflects higher 
admission rates at the MAWs [48].

Community hospitals are intermediate solutions that 
occupy a space between specialist and primary care [29, 
30]. The Norwegian MAWs were explicitly designed to be 
an alternative to specialist care, and their functioning 
and effects provide us with some indications as to how 
community hospitals can be organized and what effects 
and implementation features are likely to be important. 
The main finding in this article was that the MAWs worked 
as intended and reduced hospital admissions. There is 
one important caveat: the effect was strongest for the 
older adults. For patients <80 years of age, only the MAWs 
with the highest acute preparedness had an effect. This 
is important as it indicates that the level of acute services 
present in the intermediate unit is crucial. It indicates an 
important area both for future research on community 
hospitals and the development of intermediate care 
alternatives to specialist care.

However, the introduction of the MAWs has not 
been without problems. A former study, Nystrøm, 
Lurås et al. [40], reported that primary care physicians 
were concerned of using MAWs as an alternative to 
hospitalisation. The concerns were related to fewer 
diagnostic opportunities, lower medical expertise 
throughout the day, uncertainty about the selection of 
patients and challenges with user participation. These 
findings, which represent an important critique of the 
MAWs, are qualified by our findings of the effects of acute 
preparedness. The conclusion that there was a stronger 
effect on hospital admissions of a MAW organized with 
a physician on site 24/7 or were located close to a local 
emergency centre, a model that is accessible for half 
of the population having access to a MAW, indicate 
however that the concerns of lower medical expertise 
should be nuanced.

A second potential problem relates to the triage of 
patients. As reported by Hernes, Baste et al. [49], 24% 
of the patients referred to a large MAW in the County of 
Østfold were further transferred to hospital. Most transfers 
to hospital occurred within 24 hours from admission to 
the MAW. No unexpected deaths were reported. This is a 
relative high share of transfers. Yet, if the patients in need 
of specialized health care are rapidly identified, this is not 
necessarily a problem. On the contrary, the observation 
time at MAW might have helped identify a more severe 
underlying health problem which otherwise might have 
gone unnoticed. MAWs might not only be an alternative 

VARIABLES ADMISSIONS

≥80 YEARS <80 YEARS

Intercept –1.62** 9.20**

(log) Nursing home places 0.03* 0.06**

(log) GPs 0.03** 0.05**

(log) Population > = 80 years 0.55 –

(log) Population < 80 years – –1.25**

(log) Inhabitants 0.15** –0.18**

MAW –0.02** 0.01

MAW * PREP –0.01* –0.02**

Fixed effects: Municipalities Yes Yes

Fixed effects: Year Yes Yes

Fixed effects: Month yes yes

Adj. R² 0.49 0.55

Table 4 Demand for acute hospital admissions at internal 
medicine departments. Elasticities from fixed effects analyses.

*/** = Significant at 0,05/0,01-level.



9Hagen and Tjerbo International Journal of Integrated Care DOI: 10.5334/ijic.6515

to hospitals, but also a good alternative for patients in 
need of observation [32]. In the study by Hernes, Baste 
et al. [49], 42% of the admissions at the MAW were due 
to need for observation.

It is also observed that the municipalities over time 
use the MAWs in a more flexible way than intended. At 
least in some smaller municipalities, patients that are 
discharged from hospitals now also use the MAWs. In this 
way the MAWs also become stepdown facilities and their 
ways of working come closer to the intermediate wards 
known from other countries [50].

To our knowledge and with the exception of our 
former preliminary analysis, this study is the first that 
explicitly quantifies the effect of local acute beds on 
general hospital admissions. The major strength of 
the study was data on the exact starting dates of the 
MAWs that permitted utilizing the sequential roll-out 
to isolate the causal effects of MAWs on the number 
of hospital admissions. Unlike other studies that have 
focused on outcomes and patient satisfaction, this 
study has demonstrated the significant impact of 
intermediate care alternatives on general hospital 
admission rates.

There are a few caveats to consider when evaluating 
our results. Prior to being mandated, the introduction 
of MAWs by the municipalities occurred via self-
selection, which raises possible concerns regarding 
endogeneity affecting generalizability. Fixed effects 
reduce the problems by allowing us to compare effects 
over time within the same municipalities. A second 
and more fundamental weakness is that we lacked 
patient level data from the MAWs. These individual 
data are available from 2022 (covering the period from 
2017 and onwards) and will be carefully analysed in 
future studies. The availability of individual data from 
the MAWs will make it possible to link data from these 
services to data from home services, nursing homes, 
and hospitals and by this describe the entire pathways 
of care.

CONCLUSION

The MAWs were established with the expectation that 
intermediate care would promote more suitable and 
ultimately more cost effective healthcare solutions to 
acute specialist care, particularly in the older adults. 
Our findings indicate reduction in hospital admissions 
through the implementation of the MAWs. The consistent 
results of our analyses suggest that intermediate care, 
such as MAWs is a step toward alleviating the burden on 
hospital care capacity by reducing admission volume. 
However, acute preparedness is likely a key variable for 
understanding the effects of these intermediate care 
alternatives.

ETHICS AND CONSENT

As only aggregated data have been used, approval from 
ethical committees was not required. The study has 
undergone ordinary quality assurance at the University 
of Oslo and is registered in the Forskpro-register as part 
of the NORCHER-project.

ACKNOWLEDGEMENTS

We would like to thank Christine T. Bangum for research 
assistance. The paper has in a preliminary version 
been presented at the NORCHER seminar December 
4, 2020, and the NOPSA Congress, Reykjavik, Iceland 
August 10–13, 2021, WP 22: Managing the health sector: 
recent trends in policy development and governance. 
Thanks to all participants for valuable comments 
and suggestions. We are indebted to the NORCHER 
discussants, and discussants at the NOPSA Congress, 
Karsten Vrangbæk and Caroline Hoffstedt, for their 
comments.

REVIEWERS

Luke Testa, PhD., Postdoctoral Research Fellow, Centre 
for Healthcare Resilience and Implementation Science. 
Australian Institute of Health Innovation, Faculty of 
Medicine, Health and Human Sciences, Macquarie 
University, Australia.

Helen Tucker, President, Community Hospitals Association 
and University of Winchester, UK.

FUNDING INFORMATION

The paper is funded by the Norwegian Research Council 
(NRC) through the Norwegian Centre for Health Services 
Research (NORCHER), NRC-number 296114.

DISCLAIMER

Information from the Norwegian Patient Registry and 
Statistics Norway has been used in this publication. The 
interpretation and reporting of these data are the sole 
responsibility of the authors, and no endorsement by 
the Norwegian Patient Registry or Statistics Norway is 
intended nor should be inferred.

COMPETING INTERESTS

The authors have no competing interests to declare.



10Hagen and Tjerbo International Journal of Integrated Care DOI: 10.5334/ijic.6515

AUTHOR AFFILIATIONS
Terje P. Hagen  orcid.org/0000-0002-1613-3014 
Department of Health Management and Health Economics, 
Institute of Health and Society, University of Oslo, PO Box 1089 
Blindern, NO-0317 Oslo, Norway

Trond Tjerbo  orcid.org/0000-0003-0473-8662 
Department of Health Management and Health Economics, 
Institute of Health and Society, University of Oslo, PO Box 1089 
Blindern, NO-0317 Oslo, Norway

REFERENCES

1.	 McCormack LA, Jones SG, Coulter SL. Demographic 

factors influencing nonurgent emergency department 

utilization among a Medicaid population. Health Care 

Manag Sci. 2017; 20(3): 395–402. DOI: https://doi.

org/10.1007/s10729-016-9360-8

2.	 Kramer J, Schreyogg J. Substituting emergency 

services: primary care vs. hospital care. Health Policy. 

2019; 123(11): 1053–60. DOI: https://doi.org/10.1016/j.

healthpol.2019.08.013

3.	 Pines JM, Hilton JA, Weber EJ, Alkemade AJ, Al 

Shabanah H, Anderson PD, et al. International 

perspectives on emergency department crowding. Acad 

Emerg Med. 2011; 18(12): 1358–70. DOI: https://doi.

org/10.1111/j.1553-2712.2011.01235.x

4.	 Heaney D, Black C, O’Donnell C A, Stark C, van Teijlingen 

E. Community hospitals—the place of local service 

provision in a modernising NHS: an integrative thematic 

literature review. BMC Public Health. 2006; 6: 309. DOI: 

https://doi.org/10.1186/1471-2458-6-309

5.	 Grossman AM, Volz KA, Shapiro NI, Salem R, Sanchez 

LD, Smulowitz P, et al. Comparison of 1-Day Emergency 

Department Observation and Inpatient Ward for 

1-Day Admissions in Syncope Patients. J Emerg Med. 

2016; 50(2): 217–22. DOI: https://doi.org/10.1016/j.

jemermed.2015.06.013

6.	 Shepperd S, Ellis G, Schiff R, Stott DJ, Young J. Is 

Comprehensive Geriatric Assessment Admission Avoidance 

Hospital at Home an Alternative to Hospital Admission for 

Older Persons? Ann Intern Med. 2021; 174(11): 1633–4. 

DOI: https://doi.org/10.7326/L21-0615

7.	 Samhandlingsreformen. Rett behandling – på rett 

sted – til rett tid. St. meld 47 2008–2009 [Report to the 

Norwegian Parliament, 2009].

8.	 Helsedirektoratet. Kommunenes plikt til øyeblikkelig 

hjelp døgnopphold. Veilednings-materiell, 2014 [Guidance 

material from the Directorete of Health; 2014].

9.	 Swanson JO, Hagen TP. Reinventing the community 

hospital: a retrospective population-based cohort study of 

a natural experiment using register data. Bmj Open. 2016; 

6(12). DOI: https://doi.org/10.1136/bmjopen-2016-012892

10.	 Ringard Å, Sagan A, Sperre Saunes I, Lindahl A. Norway: 

Health system review. Health Systems in Transition. 2013; 

15(8): 1–162.

11.	 Hagen TP, Tingvold L. Planning future care services: 

Analyses of investments in Norwegian municipalities. 

Scandinavian Journal of Public Health. 2018; 46(4): 495–

502. DOI: https://doi.org/10.1177/1403494817730996

12.	 Hagen TP, Kaarboe OA. The Norwegian hospital reform of 

2002: Central government takes over ownership of public 

hospitals. Health Policy. 2006; 76(3): 320–33. DOI: https://

doi.org/10.1016/j.healthpol.2005.06.014

13.	 Oates WE. Fiscal federalism. New York,: Harcourt Brace 

Jovanovich; 1972. xvi, 256 pp.

14.	 Medin E, Goude F, Melberg HO, Tediosi F, Belicza E, 

Peltola M, et al. European Regional Differences in All-

Cause Mortality and Length of Stay for Patients with Hip 

Fracture. Health Econ. 2015; (24 Suppl 2): 53–64. DOI: 

https://doi.org/10.1002/hec.3278

15.	 Häkkinen U, Hagen TP, Moger TA. Performance 

comparison of hip fracture pathways in two metropolitan 

areas: Associations with the level and change of 

integration. Manuscript; 2018. DOI: https://doi.

org/10.5617/njhe.4836

16.	 Hakkinen U, Iversen T, Peltola M, Rehnberg C, Seppala 

T. Towards Explaining International Differences in Health 

Care Performance: Results of the EuroHOPE Project. Health 

Econ. 2015; (24 Suppl 2): 1–4. DOI: https://doi.org/10.1002/

hec.3282

17.	 WHO. Integrated care models: an overview. Working 

document; 2016.

18.	 OECD. Strengthening primary care systems. Working 

paper, 2016.

19.	 Ambugo EA, Hagen TP. Effects of introducing a fee 

for inpatient overstays on the rate of death and 

readmissions across municipalities in Norway. Soc Sci 

Med. 2019; 230: 309–17. DOI: https://doi.org/10.1016/j.

socscimed.2019.04.006

20.	 Askildsen JE, Holmås TH, Kaarbøe OM, Monstad K. 

Evaluering av kommunal medfinansiering. Tidsskrift for 

omsorgsforskning. 2016; 2: 135–42. DOI: https://doi.

org/10.18261/issn.2387-5984-2016-02-08

21.	 Tjerbo T, Skinner MS. Interkommunalt samarbeid om 

døgnåpne kommunale akutt-eneheter og legevakt. 

Tidsskrift for omsorgsforskning. 2016; 2(2): 117–24. DOI: 

https://doi.org/10.18261/issn.2387-5984-2016-02-06

22.	 Goodwin N. Understanding Integrated Care. Int J 

Integr Care. 2016; 16(4): 6. DOI: https://doi.org/10.5334/

ijic.2530

23.	 Rea H, Kenealy T, Horwood F, Sheridan N, Parsons M, 

Wemekamp B, et al. Integrated systems to improve 

care for very high intensity users of hospital emergency 

department and for long-term conditions in the 

community. N Z Med J. 2010; 123(1320): 76–85.

24.	 de Bruin SR, Billings J, Stoop A, Lette M, Ambugo EA, 

Gadsby E, et al. Different Contexts, Similar Challenges. 

SUSTAIN’s Experiences with Improving Integrated Care in 

Europe. Int J Integr Care. 2020; 20(2): 17. DOI: https://doi.

org/10.5334/ijic.5492

https://orcid.org/0000-0002-1613-3014
https://orcid.org/0000-0002-1613-3014
https://orcid.org/0000-0003-0473-8662

https://orcid.org/0000-0003-0473-8662 
https://doi.org/10.1007/s10729-016-9360-8
https://doi.org/10.1007/s10729-016-9360-8
https://doi.org/10.1016/j.healthpol.2019.08.013
https://doi.org/10.1016/j.healthpol.2019.08.013
https://doi.org/10.1111/j.1553-2712.2011.01235.x
https://doi.org/10.1111/j.1553-2712.2011.01235.x
https://doi.org/10.1186/1471-2458-6-309
https://doi.org/10.1016/j.jemermed.2015.06.013
https://doi.org/10.1016/j.jemermed.2015.06.013
https://doi.org/10.7326/L21-0615
https://doi.org/10.1136/bmjopen-2016-012892
https://doi.org/10.1177/1403494817730996
https://doi.org/10.1016/j.healthpol.2005.06.014
https://doi.org/10.1016/j.healthpol.2005.06.014
https://doi.org/10.1002/hec.3278
https://doi.org/10.5617/njhe.4836
https://doi.org/10.5617/njhe.4836
https://doi.org/10.1002/hec.3282
https://doi.org/10.1002/hec.3282
https://doi.org/10.1016/j.socscimed.2019.04.006
https://doi.org/10.1016/j.socscimed.2019.04.006
https://doi.org/10.18261/issn.2387-5984-2016-02-08
https://doi.org/10.18261/issn.2387-5984-2016-02-08
https://doi.org/10.18261/issn.2387-5984-2016-02-06
https://doi.org/10.5334/ijic.2530
https://doi.org/10.5334/ijic.2530
https://doi.org/10.5334/ijic.5492
https://doi.org/10.5334/ijic.5492


11Hagen and Tjerbo International Journal of Integrated Care DOI: 10.5334/ijic.6515

25.	 Pitchforth E, Nolte E, Corbett J, Miani C, Winpenny 

E, van Teijlingen E, et al. Health Services and Delivery 

Research. Community hospitals and their services in the 

NHS: identifying transferable learning from international 

developments – scoping review, systematic review, country 

reports and case studies. Southampton, UK: NIHR; 2017. 

DOI: https://doi.org/10.3310/hsdr05190

26.	 Davidson D, Ellis Paine A, Glasby J, Williams I, Tucker 

H, Crilly T, et al. Health Services and Delivery Research. 

Analysis of the profile, characteristics, patient experience 

and community value of community hospitals: a 

multimethod study. Southampton, UK: NIHR; 2019. DOI: 

https://doi.org/10.3310/hsdr07010

27.	 van Charante EM, Hartman E, Yzermans J, Voogt E, 

Klazinga N, Bindels P. The first general practitioner 

hospital in The Netherlands: towards a new form 

of integrated care? Scandinavian Journal of Primary 

Health Care. 2004; 22(1): 38–43. DOI: https://doi.

org/10.1080/02813430310004939

28.	 Hedman M, Boman K, Brannstrom M, Wennberg P. 

Clinical profile of rural community hospital inpatients in 

Sweden – a register study. Scandinavian Journal of Primary 

Health Care. 2021; 39(1): 92–100. DOI: https://doi.org/10.1

080/02813432.2021.1882086

29.	 Winpenny EM, Corbett J, Miani C, King S, Pitchforth E, 

Ling T, et al. Community hospitals in selected high income 

countries: a scoping review of approaches and models. 

International journal of integrated care. 2016; 16(4). DOI: 

https://doi.org/10.5334/ijic.2463

30.	 Pitchforth E, Nolte E, Corbett J, Miani C, Winpenny E, 

Van Teijlingen E, et al. Community hospitals and their 

services in the NHS: identifying transferable learning from 

international developments–scoping review, systematic 

review, country reports and case studies. Health Services 

and Delivery Research. 2017; 5(19): 1–220. DOI: https://doi.

org/10.3310/hsdr05190

31.	 Dahl U, Steinsbekk A, Johnsen R. Effectiveness of an 

intermediate care hospital on readmissions, mortality, 

activities of daily living and use of health care services 

among hospitalized adults aged 60 years and older—a 

controlled observational study. BMC Health Serv Res. 2015; 

15: 351. DOI: https://doi.org/10.1186/s12913-015-1022-x

32.	 Lappegard O, Hjortdahl P. Acute admissions to a 

community hospital – health consequences: a randomized 

controlled trial in Hallingdal, Norway. BMC Fam Pract. 2014; 

15: 198. DOI: https://doi.org/10.1186/s12875-014-0198-1

33.	 Forsetlund L, Holte HH, Straumann GH. Supplemented 

Primary Care Units Compared to Hospitalisation. NIPH 

Systematic Reviews: Executive Summaries. Oslo, Norway; 

2014.

34.	 Bertnum AB, Fragapane GI, Semini M, Strandhagen 

JO. Possibilities and Benefits of Intermediate Care Units 

in Healthcare Systems from a Logistics Perspective. Ifip 

Adv Inf Comm Te. 2018; 535: 271–8. DOI: https://doi.

org/10.1007/978-3-319-99704-9_33

35.	 Colprim D, Martin R, Parer M, Prieto J, Espinosa L, 

Inzitari M. Direct admission to intermediate care for 

older adults with reactivated chronic diseases as an 

alternative to conventional hospitalization. J Am Med Dir 

Assoc. 2013; 14(4): 300–2. DOI: https://doi.org/10.1016/j.

jamda.2012.12.003

36.	 Lowe RA, Localio AR, Schwarz DF, Williams S, Tuton 

LW, Maroney S, et al. Association between primary care 

practice characteristics and emergency department use 

in a medicaid managed care organization. Med Care. 

2005; 43(8): 792–800. DOI: https://doi.org/10.1097/01.

mlr.0000170413.60054.54

37.	 Ehrenberg RG. Demand for State and Local Government 

Employees. Am Econ Rev. 1973; 63(3): 366–79.

38.	 Sorensen RJ. The Demand for Local-Government Goods 

– the Impact of Parties, Committees, and Public-Sector 

Politicians. Eur J Polit Res. 1995; 27(1): 119–41. DOI: https://

doi.org/10.1111/j.1475-6765.1995.tb00632.x

39.	 Rattso J. Local-Government Allocation of Labor and 

the Grant System – an Applied-Model Analysis of Local-

Government Behavior in Norway. Environment and 

Planning C-Government and Policy. 1989; 7(3): 273–84. 

DOI: https://doi.org/10.1068/c070273

40.	 Nystrom V, Luras H, Midlov P, Leonardsen AL. What if 

something happens tonight? A qualitative study of primary 

care physicians’ perspectives on an alternative to hospital 

admittance. BMC Health Serv Res. 2021; 21(1): 447. DOI: 

https://doi.org/10.1186/s12913-021-06444-x

41.	 Wooldridge JM. Econometric Analysis of Cross Section and 

Panel Data. Cambridge, Mass.: MIT Press; 2002.

42.	 Allison PD. Fixed Effects Regression Methods for 

Longitudinal Data Using SAS: SAS Institute; 2005.

43.	 Helsedirektoratet. Øyeblikkelig hjelp døgntilbud i 

kommunene; 2019.

44.	 Vatnoy TK, Sundlisaeter Skinner M, Karlsen TI, Dale B. 

Nursing competence in municipal in-patient acute care in 

Norway: a cross-sectional study. BMC Nurs. 2020; 19: 70. 

DOI: https://doi.org/10.1186/s12912-020-00463-5

45.	 Helsedirektoratet. Kommunale helse- og 

omsorgstjenester 2020; 2021.

46.	 Johannessen AK, Tveiten S, Werner A. User participation 

in a Municipal Acute Ward in Norway: dilemmas in the 

interface between policy ideals and work conditions. 

Scand J Caring Sci. 2018; 32(2): 815–23. DOI: https://doi.

org/10.1111/scs.12512

47.	 Krone-Hjertstrom H, Norbye B, Abelsen B, Obstfelder 

A. Organizing work in local service implementation: 

an ethnographic study of nurses’ contributions and 

competencies in implementing a municipal acute ward. 

BMC Health Serv Res. 2021; 21(1): 840. DOI: https://doi.

org/10.1186/s12913-021-06869-4

48.	 Schmidt AK, Lilleeng B, Baste V, Mildestvedt T, Ruths S. 

First four years of operation of a municipal acute bed unit in 

rural Norway. Scand J Prim Health Care. 2018; 36(4): 390–6. 

DOI: https://doi.org/10.1080/02813432.2018.1523993

https://doi.org/10.3310/hsdr05190
https://doi.org/10.3310/hsdr07010
https://doi.org/10.1080/02813430310004939
https://doi.org/10.1080/02813430310004939
https://doi.org/10.1080/02813432.2021.1882086
https://doi.org/10.1080/02813432.2021.1882086
https://doi.org/10.5334/ijic.2463
https://doi.org/10.3310/hsdr05190
https://doi.org/10.3310/hsdr05190
https://doi.org/10.1186/s12913-015-1022-x
https://doi.org/10.1186/s12875-014-0198-1
https://doi.org/10.1007/978-3-319-99704-9_33
https://doi.org/10.1007/978-3-319-99704-9_33
https://doi.org/10.1016/j.jamda.2012.12.003
https://doi.org/10.1016/j.jamda.2012.12.003
https://doi.org/10.1097/01.mlr.0000170413.60054.54
https://doi.org/10.1097/01.mlr.0000170413.60054.54
https://doi.org/10.1111/j.1475-6765.1995.tb00632.x
https://doi.org/10.1111/j.1475-6765.1995.tb00632.x
https://doi.org/10.1068/c070273
https://doi.org/10.1186/s12913-021-06444-x
https://doi.org/10.1186/s12912-020-00463-5
https://doi.org/10.1111/scs.12512
https://doi.org/10.1111/scs.12512
https://doi.org/10.1186/s12913-021-06869-4
https://doi.org/10.1186/s12913-021-06869-4
https://doi.org/10.1080/02813432.2018.1523993


12Hagen and Tjerbo International Journal of Integrated Care DOI: 10.5334/ijic.6515

TO CITE THIS ARTICLE:
Hagen TP, Tjerbo T. The Causal Effect of Community Hospitals on General Hospital Admissions. Evaluation of a Natural Experiment 
Using Register Data. International Journal of Integrated Care, 2023; 23(2): 10, 1–12. DOI: https://doi.org/10.5334/ijic.6515

Submitted: 24 January 2022     Accepted: 21 April 2023     Published: 03 May 2023

COPYRIGHT:
© 2023 The Author(s). This is an open-access article distributed under the terms of the Creative Commons Attribution 4.0 
International License (CC-BY 4.0), which permits unrestricted use, distribution, and reproduction in any medium, provided the original 
author and source are credited. See http://creativecommons.org/licenses/by/4.0/.

International Journal of Integrated Care is a peer-reviewed open access journal published by Ubiquity Press.

49.	 Hernes SK, Baste V, Krokmyrdal KA, Todnem SL, Ruths 

S, Johansen IH. Associations between characteristics of 

the patients at municipal acute bed unit admission and 

further transfer to hospital: a prospective observational 

study. BMC Health Serv Res. 2020; 20(1): 963. DOI: https://

doi.org/10.1186/s12913-020-05823-0

50.	 Pearson M, Hunt H, Cooper C, Shepperd S, 

Pawson R, Anderson R. Providing effective 

and preferred care closer to home: a realist review 

of intermediate care. Health Soc Care Community. 

2015; 23(6): 577–93. DOI: https://doi.org/10.1111/

hsc.12183

https://doi.org/10.5334/ijic.6515
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1186/s12913-020-05823-0
https://doi.org/10.1186/s12913-020-05823-0
https://doi.org/10.1111/hsc.12183
https://doi.org/10.1111/hsc.12183



