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Welcome to the Sg2 Service Kit
Reducing 30-Day Emergency Readmissions

In April 2011, the Department of Health introduced a policy of non payment for 
emergency readmissions to English hospitals within 30 days of discharge. According to 
the 2011/2012 Payment by Results (PbR) guidance, commissioners will no longer pay for 
any eligible emergency readmissions to a hospital within 30 days of discharge following 
a planned hospital stay. This approach is being extended locally to include some 
readmissions occurring after a previous emergency hospital stay.

The Sg2 Service Kit contains an analysis of the scale of readmission penalties at the 
national and acute trust level. Sg2 estimates that total penalties associated with 30-day 
emergency readmissions would potentially cost NHS trusts £584 million in lost income 
(an average of £4 million per trust and 3% of the total PbR tariff). The prospect of 
significant income loss for trusts that are already operating in a cost-constrained 
environment creates real impetus to reduce readmissions.

This service kit is designed to help you:

Understand the financial impact of the non payment policy 
for 30 day emergency readmissions
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In this kit you’ll find: Use this resource to:

Data  Understand the scale of the financial impact of the 
PbR guidance on emergency readmissions for your 
organisation

Global Improvement 
Guide

 Identify and prioritise improvement options to reduce 
readmissions

Global Practice Summary  Learn from international best practice

for 30-day emergency readmissions

Identify clinical areas of opportunity to reduce readmissions

Reduce readmissions by implementing customised 
improvement initiatives and learning from international 
best practice

1



Introduction

The 50% increase in emergency readmissions observed in the NHS in England between 
1998/1999 and 2007/2008* is a cause of concern and the Department of Health hopes that 
financial penalties will incentivise efforts to curb this trend. Readmissions are generally indicative 
of ineffective patient management and call the quality of care provided across the continuum 
into question. However, while many readmissions are preventable, some are clinically necessary 
or unavoidable.  

Multiple factors usually contribute to readmissions, rather than a single, discrete cause. Frequent 
drivers include the quality of inpatient care, the transitions to community and primary care, the 
availability of community resources for follow-up care, the patient’s characteristics and the home 
environment. Addressing readmissions requires complex, clinically focused, system-wide solutions 
based on communication and collaboration between commissioners, acute, primary care and 
community providers, and social services. However, acute trusts faced with the prospect of 
financial penalties can identify groups of readmissions that they can impact directly in a rapid 
time frame. 

The analysis presented in this Service Kit identifies the potential income loss that acute trusts 
may experience based on the application of the 2011/2012 PbR guidance rules to 2009/2010 
emergency readmissions†. It is not intended to highlight appropriate rates of readmissions, define 
clinically related readmissions or benchmark trust-specific risk-adjusted readmission rates, but 
rather to analyse income loss based on actual readmission volumes if no action is taken. The kit 
also helps trusts to prioritise intervention areas and identify effective improvement opportunities. 

© 2011 Sg2
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*Department of Health. Payment by Results Guidance for 2011-12. Feb 2011: Gateway Reference 15618.
†All data in this service kit are based on Sg2 analysis of the 2009/2010 Hospital Episode Statistics inpatient data set unless explicitly 
stated otherwise.
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National Table

Impact of 2011/2012 PbR Penalty on 30-Day Emergency Readmissions 

England Acute Trust

Minimum Maximum

Number of PbR-eligible 30-day emergency 
readmissions

661,893 1,056 13,374

30-day emergency readmission rate* 5.6% 2.9% 9.1%

Proportion of PbR-eligible 30-day readmissions 
that follow an elective admission

23% 11% 42%

Financial penalty relating to emergency 
readmissions†

£583.7M £0.9M £10.1M

Financial penalty for readmissions following an 
elective admission

£302.9M £0.3M £5.5M

Financial penalty as a % of total tariff 3.0% 2.0% 4.6%

© 2011 Sg2
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*Total number of 30-day emergency readmissions (with PbR eligibility exclusions applied)/total number of admissions 
(with PbR eligibility exclusions applied)
†Assumes that the penalty for 30-day emergency readmissions following a nonelective admission is applicable to 25% of 
eligible readmissions.
Note: This analysis uses 2009/2010 Hospital Episode Statistics (HES) data for acute and foundation trusts in the NHS in 
England and applies 2011/2012 PbR tariff and rules on emergency readmissions. Specialist trusts are excluded from 
this analysis.
COPD = chronic obstructive pulmonary disease; CHF = chronic heart failure.

Most Common Clinical Causes of Readmission (As a Percent of All Readmissions)

Infections 
(primarily: pneumonia, bronchitis, urinary tract infection, skin infections)

15%

Long-term conditions (COPD, asthma, diabetes, dementia, epilepsy, CHF) 11%

Complications of medical care, surgery or medical devices 7%

Noncardiac chest pain 4%

Abdominal pain 4%
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Improvement Options

Engage in Short- and Long-Term Solutions

Faced with immediate pressure to reduce readmissions, NHS trusts need to act on 2 fronts:

1. Take focused action now to negotiate with commissioners, reduce readmissions and avoid 
being subject to hefty penalties in the 2011/2012 financial year.

2. Implement sustainable initiatives that will prevent readmissions, improve patient outcomes 
and increase care quality in the long-term.  

Monitor Readmissions

Trusts must immediately begin collecting and analysing detailed readmission data to 
understand the diseases, clinical practices, patient characteristics and factors driving 
readmission trends. This will help to identify appropriate improvement options.  

Prioritise Improvement Strategies

Trusts must achieve a rapid reduction in readmissions to reduce financial penalties. This 
requires identifying groups of readmissions that represent substantial volumes and that can be 
improved with blanket approaches implemented by the acute trust directly. 

Within the context of the PbR penalty, a useful starting point for such an immediate readmission 
reduction strategy is to focus on 7-day emergency readmissions:

 Seven-day readmissions relate to a large extent to traditional patient-hospital interactions,

© 2011 Sg2
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Seven day readmissions relate to a large extent to traditional patient hospital interactions, 
which are directly influenceable by acute trusts.

 Reducing readmissions that extend beyond 7 days requires greater communication and 
integration with clinical care occurring outside the hospital. 

 Other readmissions will benefit more extensively from disease-specific interventions. Use 
tracked readmission data to identify particular “problem” diseases. 

Further information on available strategies, their clinical 
relevance and prioritisation options can be found in the Global 
Improvement Guide and Global Practice Summary.

4



Improvement Options

Start by Reducing 7-Day Readmissions

 Nearly 50% of readmitted patients return to hospital within 7 days of their initial discharge 
(including 15% of readmissions within 1 day of discharge), potentially costing acute trusts 
£300 million in lost annual income or 1.5% of PbR tariff. This substantial volume highlights 
a significant potential for improvement. 

 Readmissions within a rapid time frame can reveal issues related to hospital care or 
shortcomings in the process of discharging patients to the community. Readmissions within 
a longer time frame may be related to issues with follow-up care, patient education and 
compliance, and community-based readmission prevention strategies. 

 Seven-day readmissions should be a focus of acute trusts’ immediate improvement initiatives, 
since corrective interventions tend to be more within the remit of the acute trust than those 
required to reduce readmissions occurring over a longer time frame.  

 Trust-driven interventions that are effective at reducing 7-day readmissions focus on addressing 
gaps in initial medical management and discharging patients to the appropriate level of care.

80

Number of 30-Day Emergency Readmissions by Days After Discharge 
England, 2009/2010 HES Data*

Thousands
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Global Improvement Guide
Reducing Emergency Readmissions

Improvement Imperative
Emergency readmissions within 30 days of an inpatient 
stay generate significant costs for the National Health 
Service (NHS) and could suggest ineffective care 
management. Readmissions have also become a 
financial priority since the 2011/2012 Payment by 
Results (PbR) guidance has introduced non payment for 
eligible emergency readmissions to a hospital within 30 
days of discharge from a previous planned hospital stay. 
This approach is being extended locally to include some 
readmissions occurring after a previous emergency 
hospital stay. Applying the PbR rules to inpatient data, the 
financial case for reducing admissions (quite apart from 
the clinical case) is very clear:
 Nearly 5% of all admitted patients in England are 

readmitted as emergency cases within 30 days.
 Nearly 80% of all 30-day emergency readmissions 

follow a previous unplanned stay in a hospital.
 Nearly half of readmitted patients return to a hospital 

within 7 days of their initial discharge.
T t l lti i t d ith d i i ld t

Auditing and analysing readmission trends from 
multiple perspectives is an essential starting point for 
commissioners and providers in understanding the 
causes of readmissions in the local economy and 
identifying the greatest improvement opportunities. This 
allows acute providers to identify areas that they can 
impact directly or quickly versus those that may require 
extensive collaboration with other providers. It is 
particularly relevant for this analysis to take into 
account:
 Time frame of readmissions, such as readmissions 

within 7 and 30 days of discharge. Quick rebounds, 
particularly within 7 days, often indicate suboptimal 
medical management during the initial stay or 
postdischarge placement to an insufficient level of 
care. In contrast, socio-economic factors, limited 
post-acute care follow-up and inadequate patient 
education are common causes of readmissions that 
occur between 8 and 30 days postdischarge. 

 The patient’s clinical condition (by diagnosis), linking 

© 2011 Sg2
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 Total penalties associated with readmissions could cost 
NHS trusts nearly £600 million in lost income. This 
represents 3% of the PbR tariff and an average of £4 
million per acute trust. 

Acute trusts must take action now to prevent 
unnecessary readmissions and thereby avoid hefty 
financial penalties. However, while there are areas acute 
trusts can control, a sustainable reduction in 
readmissions requires complex system-wide solutions, 
involving all providers across the care continuum, 
commissioners, patients, their families and caregivers.

p ( y g ), g
to the patient’s characteristics, such as comorbidities
and demographics. This also should include a 
clinician-level analysis (to identify whether 
readmission patterns make sense clinically) and a 
source-of-readmission analysis (eg, home, nursing 
home) to determine the most common origin of 
readmitted patients.

Reducing readmissions requires effective connections across the care system. Improved risk assessment at 
admission, tailored care and standardised discharge processes within the acute care setting reduce readmission 
risk. Good communication with general practitioners (GPs) and post-acute care providers is also critical.

Intermediate, Follow-up 
and Rehab CareAcute CarePrimary Care

Home GP A&E Inpatient Wards

Social 
Services

Community 
Health 

Services

Outpatient 
Clinics

MAU

Care Connections

A&E = accident and emergency; MAU = medical admissions unit.
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Global Improvement Guide |

Prioritise Interventions

Clinical Condition of Initial Admission Readmission Reduction Rationale Improvement Focus

Occasional 
 Initial admission with a condition that 

can be resolved in a short period of 
time and does not require 
substantial ongoing medical therapy
 Examples: Abdominal pain, 

noncardiac chest pain, pneumonia

 Readmissions from occasional 
conditions represent nearly 60% of 
emergency readmissions. 
 76% of these patients do not 

present with major complexities or 
comorbidities.
 Readmissions, particularly at 7 days, 

should be largely preventable

 Optimise medical 
management in hospital.
 Identify chronic patients. 
 Organise prompt post-acute 

care.

Readmission 
Time Frame

Possible Causes of Readmissions Ownership of Improvement Strategies

Within 7 Days  Incomplete medical management
 Medication reconciliation
 Wrong site of post-acute care
 Insufficient discharge support

 Acute trust
 Community and primary care providers

Within 8–30 Days  Socioeconomic factors
 GP follow-up
 Rehab support and home health nursing
 Patient noncompliance
 Disease trajectory

 Acute trust
 Community and primary care providers
 Social services

Tailor Improvement Strategies to Time Frame

Tailor Improvement Strategies to Clinical Condition

Reducing Emergency Readmissions

© 2011 Sg2
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should be largely preventable.

Elective 
 Initial admission with a diagnosis 

that does not pose significant risk of 
loss of life/substantial reduction in 
functional ability if treatment is 
delayed
 Examples: Cataract, hip or knee 

replacement for osteoarthritis

 A readmission following a hospital 
stay for an elective condition should 
be preventable and therefore will be 
scrutinised closely.

 Encourage collaboration 
between clinicians, 
operating staff, relevant 
clinical units,  rehab facilities 
and social care.
 Educate patients to enable 

effective postdischarge care.

Complex Critical
 Initial admission for a condition that 

requires immediate hospitalisation
and is life threatening (usually 
involves an intensive care stay)
 Examples: Myocardial infarction, hip 

fracture, stroke

 Patients admitted for a complex 
critical condition have unique needs 
and require individualised and 
coordinated post-acute care in order 
to prevent readmissions.

 Align discharge destination 
with patient’s unique clinical 
needs. 
 Improve communication 

between care sites to 
ensure effective handoffs.

Chronic
 Initial admission for 1 or more 

chronic conditions that have 
extended over a multiyear period and 
require ongoing medical therapy 
 Examples: Chronic obstructive 

pulmonary disease (COPD), chronic 
heart failure (CHF)

 25% of readmissions are for 
patients with chronic conditions.
 Complex, comorbid patients 

generate 30% of all chronic patient 
readmissions and are 3 times more 
likely to be readmitted than simple 
cases with no comorbidities.
 Community and primary care must 

be collaborative and proactive.

 Conduct inpatient risk 
screening.
 Improve early support of 

discharge and outpatient 
management.
 Focus on relationship with 

community services and 
GPs to offer alternatives to 
A&E.
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Component Overview Indicators

Monitor 
Readmission 
Rates 

Owner: 
Hospital and 
Community

Rationale: Few hospitals now document the origin of readmitted patients 
or track reasons, missing opportunities to improve overall care.

Actions:
 Track the diagnoses and admission sources of readmissions.

 Adapt care plans and discharge processes based on trends identified 
in the data.

 Regularly share data with medical directors of post-acute care sites 
and collaborate on ways to improve rates.

 Use statistical process control charts to benchmark and provide alerts for 
unexpected patterns or rates.

 Consider preferred status for postdischarge referrals based on data.

Cost: 

Time: 

Culture: 

Impact: 
(7- day & 30-day)

Address Gaps 
in Initial
Medical 
Management

Owner:
Hospital

Rationale: Incomplete medical management during initial admission 
compromises patient outcomes.

Actions:

 Identify potential causes of readmissions through clinician peer review. 

 Fully assess and review comorbidities that influence primary diagnosis. 
 Ensure all test results come back prior to discharge or are 

adequately reviewed in a timely manner postdischarge. 
 Communicate results to all post-acute care providers.

 Evaluate patients’ palliative care and/or hospice needs on admission.

Cost: 

Time: 

Culture: 

Impact : 

(7-day)

(30-day)

Tailor Care Rationale: Failure to recognise patients at high risk of readmission during Cost: 

Implement Improvement Options

Global Improvement Guide | Reducing Emergency Readmissions
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Plans Based 
on 
Readmission 
Risk

Owner: 
Hospital

g p g g
their initial stay limits the ability to provide optimal care.

Actions:
 Use predictive modelling to identify high-risk patients. 
 Conduct admission evaluations with an eye toward risk and discharge 

needs.
 Assess need for immediate case management.
 Include structured process for medication reconciliation.

 Adjust inpatient care plans during stay to address patient’s discharge 
needs.

 Automate referrals for postdischarge rehabilitation for high-risk patients 
as appropriate (eg, occupational therapy, cardiac  or pulmonary rehab).

 Provide high-risk patients with a nurse hotline number and online support 
for immediate assistance.

Time: 

Culture: 

Impact:

(7-day)

(30-day)

Indicators Key

Cost (facility, technology, staff): = ≤£100K; = £100K–£500K; = £500K+
Time: = 0–6 months; = 6–18 months; = 18+ months
Culture (organisation-wide change management): = limited; = moderate; = significant
Impact: = limited; = moderate; = significant
7-day = 7-day emergency readmissions; 30-day = 30-day emergency readmissions
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Global Improvement Guide | Reducing Emergency Readmissions

Component Overview Indicators

Improve the 
Discharge 
Process

Owner: 
Hospital 

Rationale: Inadequate discharge planning can leave patients and families 
ill-equipped to manage care after a hospital stay.

Actions:
 Create standardised, diagnosis-specific discharge summary templates.
 Facilitate clinician use of discharge templates.
 Take steps early to educate patients and families about care plan.

Cost: 

Time: 

Culture: 

Impact: 

(7-day)

(30-day)

Discharge to 
Appropriate
Level of Care

Owner:

Hospital and 
Community

Rationale: The proportion of patients discharged home with support from 
social services or to a nursing home increases after a readmission, possibly 
indicating suboptimal postdischarge placement of the original admission. 

Actions:

 Establish admission criteria for each level of post-acute care.

 Provide home health assessments. 

Cost: 

Time: 

Culture: 

Impact:

(7-day)

(30-day)

Redesign 
Transitions to 
Post-Acute 
Settings

Owner:
Hospital and 
Community

Rationale: Pertinent patient information is often lost during transition 
between care settings.

Actions:

 Schedule timely specialty and GP follow-up appointments for all patients 
within 3 to 5 days of discharge. Managing the patient’s main condition 
and comorbidities after hospitalisation requires both generalist and 
specialist care.

 Notify GP within 24 hours of a patient’s discharge.

Cost: 

Time: 

Culture: 

Impact: 

(7-day & 
30-day)

Implement Improvement Options (Continued)

© 2011 Sg2
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 Encourage completion and communication of discharge summaries to GP 
in less than 7 days.

 Consider a cross-continuum care team.

 Include individuals from the acute hospital, community hospital and 
post-acute care settings to identify and address breakdowns that can 
result in readmissions.

 Front-load home visits to activate family support and improve patient and 
caregiver education. 

Organise Post-
Acute Care

Owner: 
Community

Rationale: Patients’ health status can quickly deteriorate due to gaps in 
communication or lack of follow-up across care settings.

Actions:
 Place follow-up calls to high-risk patients at predetermined intervals.
 Explore remote monitoring options for highest-risk patients.
 Develop condition-specific patient support networks.

Cost: 

Time: 

Culture: 

Impact: 

(7-day )

(30-day)

Indicators Key

Cost (facility, technology, staff): = ≤£100K; = £100K–£500K; = £500K+
Time: = 0–6 months; = 6–18 months; = 18+ months
Culture (organisation-wide change management): = limited; = moderate; = significant
Impact: = limited; = moderate; = significant
7-day = 7-day emergency readmissions; 30-day = 30-day emergency readmissions
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Define In-depth Strategies for Representative Clinical Conditions

Example Solution Implementation Steps

Address Gaps in 
Initial Medical 
Management

 Initiate antibiotics quickly upon presentation/diagnosis. Use an antibiotic “ladder” to 
choose the appropriate initial antibiotic.

 Ensure collection of blood samples is timely and suitable.
 Measure blood oxygen saturation levels.
 Vaccinate for influenza and pneumonia.
 Assess and review comorbidities. 
 Treat COPD aggressively in appropriate patients.

Tailor Care Plans 
Based on 
Readmission Risk

 Use a risk stratification tool to identify opportunities based on patient demographics and 
readmissions history.

 Refer at-risk patients for smoking cessation/counselling and postdischarge
rehabilitation as appropriate (eg, pulmonary rehabilitation).

 Schedule timely GP follow-up before discharge.

Global Improvement Guide | Reducing Emergency Readmissions

Admission for an Occasional Condition: Pneumonia
 Eleven percent of pneumonia patients are readmitted as an emergency within 30 days of discharge (45% within 

7 days). 

 Readmitted patients tend to be older (average age of 72 years) than those who are not readmitted (average age of 
64 years) and are more likely to present with complexities or comorbidities.

 More than 50% are readmitted for a respiratory-related condition, 60% of whom are readmitted due to pneumonia.

Admission for an Elective Condition: Hip or Knee Replacement for Osteoarthritis
 After a joint replacement for osteoarthritis, 6% of patients are readmitted within 30 days of discharge (47% within 

7 d )

© 2011 Sg2
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Example Solution Implementation Steps

Monitor  
Readmission 
Rates

 Analyse all-cause, orthopaedic-specific readmission rates at 1, 7 and 30 days, monthly or 
quarterly. Segment by planned and emergency cases. 

 Track readmission rates by procedure, surgeon, discharge disposition and destination.
 Review all readmission cases to identify reasons for readmission. 
 Segment reasons directly related to surgery (infection, haematoma, wounds, medication, 

prosthesis, pneumonia, cardiac) from those unrelated to surgery (gastrointestinal). 

Tailor Care Plans 
Based on 
Readmission Risk

 Screen for conditions that increase readmission risk: diabetes, sleep apnoea, alcoholism, 
tobacco abuse, extreme obesity, chronic use of anticoagulants, preexisting symptoms of 
angina pectoris, CHF, COPD, prior VTE, use of psychiatric medications and MRSA.

 Delay surgeries for patients with abnormal lab results and/or indications of illness. 
 Refer patients with high-risk conditions (eg, cardiac, renal, alcohol issues). Some patients 

may require preoperative alcohol detox. 

Improve the 
Discharge Process

 Better prepare patients for discharge to home: 
 Educate patients on wound care, nutrition/hydration, fall prevention and the 

importance of staying mobile.
 Provide a clear point of contact for patients’ questions postdischarge.
 Have a nurse call the patient 1 or 2 days postdischarge to review medication regimen 

and discharge instructions.

7 days).
 Readmitted patients tend to be slightly older and are more likely to exhibit complexities and comorbidities.
 A third of patients are readmitted due to an infection or a complication relating to the original surgery or the implant.

10



Example Solution Implementation Steps

Address Gaps in 
Initial Medical 
Management/
Redesign 
Transitions to Post-
Acute Settings

 Assess appropriateness of care setting (eg, hyperacute stroke unit vs general ward).
 Utilise a ward-based case manager to review patient-level data daily for procedure 

compliance and medication accuracy.
 Authorise inpatient case managers to contact the patient’s GP or stroke consultant to 

address care gaps identified through the data.
 Ensure heightened medication compliance by having nurse stroke experts provide 

customised patient education.
 Establish a hospital-based stroke case management programme to:
 Align patients’ discharge destinations with their post-acute care and daily needs
 Arrange follow-up patient care with other rehab and primary care providers
 Offer a postdischarge stroke clinic for patients and families

Discharge to 
Appropriate Level 
of Care

 In cases where a delayed discharge is anticipated, assign a hospital-based nurse 
consultant to serve as a care integrator for patients identified as high readmission risk.

 Consider offering patients a home visit within 48 hours that covers medication 
reconciliation, dietary education, a home safety check and a physical assessment.

Define In-depth Strategies for Representative Clinical Conditions (Cont’d)

Admission for a Complex Critical Condition: Stroke
 Nine percent of stroke patients are readmitted as an emergency within 30 days of discharge (52% within 7 days). 

 Complications and chronic diseases that are risk factors for stroke are major drivers of readmissions. The most 
common reasons for readmission are neurological conditions (40% of readmissions) including stroke (25%), 
followed by infections (12%) and long-term conditions (10%).

Ad i i f Ch i C di i Ch i H F il (CHF)

Global Improvement Guide | Reducing Emergency Readmissions
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Example Solution Implementation Steps

Address Gaps in 
Initial Medical 
Management

 Prescribe ACE inhibitor, angiotensin-receptor blockers, beta blockers and aldosterone
antagonists as standard care for most patients with CHF.

 Evaluate cardiac function during admission.
 Screen patients for CHF readmission risk.

Improve the 
Discharge Process

 Organise follow-up appointment with GP/cardiologist within 3 days of discharge.
 Develop thorough discharge instructions; use teach-back method to ensure patients 

understand discharge plans.
 Use a standardised checklist of transitional care requirements. Include activity level 

requirements, diet, medications, follow-up appointments, telehealth arrangements and 
whom to contact if symptoms worsen.

Organise Post-
Acute Care

 Consider telemonitoring options for patients for whom geography presents a barrier.
 Assess range of technical options.
 Explore feasibility of electronic remote cardiac monitoring. 

 Establish community networks and support programmes.
 Partner with GPs and post-acute care providers to share data and brainstorm on ways 

to improve care coordination. Hold regular meetings to discuss data.
 Develop support groups for patients to share their concerns and successes.

Admission for a Chronic Condition: Chronic Heart Failure (CHF)
 Sixteen percent of CHF patients are readmitted as an emergency within 30 days of discharge (40% within 7 days).

 About 40% of all CHF patients (admitted and readmitted) are complex or present comorbidities. 

 More than 1 in 3 readmissions are due to the original CHF diagnosis. Other common causes of readmission are 
pneumonia and other respiratory disease (10% of readmissions) and other cardiac conditions (15%).
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Management Considerations
 Initiatives to reduce readmissions prove most effective when they involve all stakeholders: patients, clinicians 

pharmacists, social workers, therapists, nurses and general practitioners. 

 Management must ensure a nonpunitive approach to efforts to identify individual clinician’s readmission trends. 
They should enlist clinicians’ help in discovering care gaps rather than assigning blame. 

 Readmission rates tracked by an individual acute trust may not reflect the extent of the problem, since patients 
in some cases return to a different acute facility. For a more comprehensive view, trusts should encourage and 
participate in data-sharing initiatives with other acute providers in the catchment area.

 Commissioners are to use the savings generated by the new PbR policy on non payment for emergency 
readmission to increase postdischarge support. Acute trust management should be proactive in negotiating with 
commissioners to develop effective postdischarge support that will not only prevent readmissions, but, 
ultimately, improve patient care.

 Managers should expect that rolling out initiatives to tackle readmissions will take at least 1 year.

Operational Considerations
 Not all acute trusts have readmission trends that warrant intervention. Initiatives should be tailored to the 

individual organisation’s trends and available resources. 

 Some readmissions are unavoidable, owing to patient frailty or disease trajectory.

 How well community hospitals, social services and other post-acute care providers are coordinated with the 
acute trust will affect clinician referral patterns and patients’ discharge processes. Readmissions, as well as 
hospital length of stay, typically rise when clinicians do not trust the quality of services provided by post-acute 
care providers. 

 Trusts with well-established information technology will be best positioned to track readmissions and to 
integrate predictive models.

Global Improvement Guide | Reducing Emergency Readmissions
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External Resources
 NHS Institute for Innovation and Improvement.

www.institute.nhs.uk

 Payment By Results Guidance 2011/12
www.dh.gov.uk/en/Publicationsandstatistics/
Publications/PublicationsPolicyAndGuidance/D
H_124356

 Emergency Readmission Rates: Further 
Analysis, Department of Health 2008
www.dh.gov.uk/en/Publicationsandstatistics/
Publications/PublicationsPolicyAndGuidance/
DH_090053

Related Sg2 Resources
 Sg2 Global Practice Summary: Physician Peer Review 

Reduces Readmission Rates, June 2011

 Sg2 Improvement Guide: Reducing 30-day Readmissions for 
Elective Orthopaedic Patients, September 2010

 Sg2 Improvement Guide: Reducing 30-day Readmissions for 
Congestive Heart Failure, April 2010

 Sg2 Improvement Guide: Reducing 30-day Readmissions for 
Stroke Patients, December 2010 

 Sg2 Improvement Guide: Reducing 30-day Readmission 
Rates, April 2010

 Sg2 Improvement Guide: Reducing 7-day Readmission Rates, 
March 2011

Data Details
Analyses in this report used Hospital Episode Statistics (HES) data from April 2009 to March 2010. 30-day
readmissions and tariff penalties were calculated according to PbR guidance 2011/2012. See the 30-day 
Readmissions Service Kit methodology document for further details. Data were split into 4 readmission condition 
types denominated by Sg2 CARE Families, Sg2’s clinical grouping by ICD-10 primary diagnosis codes. The 177 Sg2 
CARE Families were assigned a condition type according to the clinical features outlined on page 2. Patients who 
had complexities or comorbidities were identified via their assignment to an HRG with complications or major 
complications.

Resources
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Physician Peer Review Reduces Readmission Rate

Readmissions within 30 days of an inpatient stay are

costly and call the quality of care across the continuum

into question. Readmissions have recently come under

the scrutiny of health systems and governments, as

reflected in recent policies by the NHS in England and

Medicare in the US to introduce curtailed payments 

or penalties for 30-day emergency readmissions. 

Eager to improve patient outcomes and care quality,

pioneering organisations have long implemented

initiatives to tackle readmission rates. These provide

tested examples to those organisations that are today

faced with the prospect of financial penalties. 

Since 2005, Evergreen Hospital Medical Center, a

general acute medical centre located near Seattle in

Washington state, has set up a regular physician peer

review of readmissions, which has driven a reduction in

readmissions and encouraged physician accountability.

Since then, Evergreen’s all-cause 30-day readmission

rate has fallen to 5.3% compared with a risk-adjusted

rate of 11.9% for a standard performer in the US
1

.

Improvement Initiative

The hospitalist team (ie, general medical team) at

Evergreen Hospital Medical Center recognised they 

could improve their 30-day readmission rate. The team’s

objectives were to improve patient outcomes and

demonstrate superior clinical performance to internal and

external stakeholders, including primary care physicians. 

The team launched an independent review of

readmissions, conducting case note peer reviews of 

all patients readmitted within 7 days to Evergreen

Hospital in 2004 (120 sets of notes). This review had 

2 valuable outcomes:

1. The results provided insights into the hospital’s

readmission rates and trends.

2. The process of peer review increased the sensitivity

of the hospitalist team to the issue of readmissions

and created a culture of collaboration and

improvement. 

Evergreen Hospital Medical Center Snapshot

g 275-bed short-term acute hospital located in

the suburbs of Seattle

g Catchment area of 2 million people

g Adult, paediatric and intensive care (20 beds)

services as well as an accident and emergency

(A&E) department

g 110,000 inpatient stays and outpatient

appointments and 55,000 A&E attendances

per year

Global Practice Summaries
Bringing You Good Ideas From Around the World

June 2011Evergreen Hospital Medical Center, Kirkland, WA, US

© 2011 Sg2

www.sg2.com

This initial analysis identified a number of issues

including:

g Patients commonly lacked a clearly documented

follow-up appointment in discharge notes.

g Discharge notes were completed at inconsistent

times and their level of detail varied widely, 

leading to confusion amongst primary care physicians

and patients.

g Handoffs between medical teams were not

standardised at admission or postdischarge,

leading to medication mismanagement.

Following the success of this initial review, the lead

hospitalist convened a team to share the findings 

and generate support for an ongoing improvement

initiative.

Programme Components

From 2005 onwards a cycle of improvement has 

been established to reduce readmission rates:

g Semi-annual case reviews are conducted for

patients who are readmitted within 30 days after 

an inpatient discharge. 

g Ongoing reviews of readmissions are conducted

and their scope has been expanded to include 

4 specialties (hospital medicine, oncology, cardiology

and nonhospitalist internal medicine). A data

support and quality team gathers data from the1 Data from Sg2’s proprietary hospital database and INSIGHT analysis.
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selected case notes (more than 300 per annum).

Reviews are undertaken by a dedicated case

reviewer for each of the 4 specialties of the medical

team and for individual physicians. A physician

champion reviews trends and presents the data 

to fellow physicians.

g Since 2009, 30-day readmission rates have been

incorporated into the annual consultant physician

performance evaluations. 

g Physicians responsible for readmitting patients have

been tasked with notifying original discharging

physicians of readmission causes. Analysis has

found that 44% of patients are readmitted for

infections, with pneumonia accounting for 46% of

those readmissions, followed by urinary tract

infections (26%). 

g Each subspecialty is encouraged to use the data to

develop an explicit action plan with financial and

management support from the medical director. For

example, the hospitalist team now consults with the

hospital’s heart failure team on any patient with a

secondary diagnosis of chronic heart failure. Data

are used to link high readmission rates for these

patients to variations in discharge instructions

regarding when to restart diuretics. 

Implementation Considerations

Over the past 5 years, Evergreen’s hospitalist team

has gained valuable insights into what has caused

their readmission rate to drop and what has helped

them maintain their commitment to progress. 

g It is critical to get the buy-in of physicians who have

the most influence over their colleagues. 

g It must be recognised that a portion of 30-day

readmissions are attributable to patient frailty and

inevitable disease trajectory, on which interventions

are unlikely to have an impact. 

g The dedicated case reviewer must have credibility

with his or her fellow physicians. 

g It is important to keep the programme visible

through regularly scheduled reviews and to

demonstrate outcomes to management

stakeholders so that financial support is maintained

as the project expands. 

g A nonpunitive culture is essential. Simply showing

the data often inspires improvement, even without a

detailed action plan. Physicians take personal pride

in the care that they deliver, and letting them know

that they could perform at a higher level is the best

way to consistently improve outcomes.

Sources: Sg2 Analysis, 2011; US Census Bureau. State and county quick facts: King County, Washington. 

http://quickfacts.census.gov/qfd/states/53/53033.html. Accessed 28 April 2011; Evergreen Hospital Medical Center. 

www.evergreenhospital.org/body.cfm?id=78. Accessed 28 April 2011; HealthGrades.com. Evergreen Hospital Medical Center. 

www.healthgrades.com/hospital-directory/washington-wa-seattle/evergreen-hospital-medical-center-hgstfcea6bc6500124. 

Accessed 04 May 2011.

Transferable Learnings

Physicians and hospital staff planning to tackle readmissions should expect to take at least 1 year to fully

implement any reduced readmission initiative. Vital components for success include:

g A dedicated clinician responsible for conducting case reviews and uncovering trends

g A physician champion to present data to fellow physicians and review trends

g A data support team responsible for gathering information on readmitted patients

g A medical director to advocate financial and management support

g A quality department to assist with utilisation review

g An electronic medical record with transcribed admission and discharge notes

14
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Sg2 30-Day Emergency Readmissions 

Methodology Statement 

 

 

Data Source 

All analyses were based on Hospital Episode Statistics (HES) data from April 2009 to March 

2010. Sg2 understands that trusts will have access to other data sources and we are happy to 

work with you to understand how this may influence our analyses. 

 

Definition of 30-Day Emergency Readmissions 

Sg2 defined 30-day emergency readmissions according to the methodology outlined in the 

Department of Health Payment by Results (PbR) Guidance published 18th February 2011, which 

is summarised below. 

Emergency readmissions were identified by flagging any emergency admission that was 

preceded by an admission for the same patient with a discharge date occurring within the 30 

days preceding the emergency admission. In cases where there was more than 1 admission by 

the patient in the 30 days prior to the emergency readmission, the admission closest in time to 

the emergency readmission was designated to be the initial admission. The initial and emergency 

admissions could be to any provider in the NHS in England. As per the PbR rules, when a patient 

was readmitted to a different NHS trust, this readmission was “attributed” to the provider 

organisation where the initial spell of treatment took place. 

Emergency readmissions with certain characteristics are excluded from the PbR readmissions 

penalty. Details of these characteristics can be found in Table 1. Readmissions which had any of 

these attributes were excluded from the readmissions analysis.  

In order to convey the true magnitude of the potential financial penalty to which trusts will be 

exposed under the 2011/2012 PbR guidance, given their actual numbers of PbR-eligible 

readmissions in 2009/2010, the readmissions analysis has not been risk-adjusted.  

 

Total Tariff 

Throughout this analysis, 2009/2010 data were assigned the 2011/2012 local payment tariff. 

The total tariff for each provider was therefore the sum of 2011/2012 PbR tariff for each tariff-

eligible spell that occurred in 2009/2010. Local payment tariff calculations incorporated base 

tariff, emergency adjustments, long-stay payments, specialist service top-ups, market force 

factors and, wherever possible, best-practice tariffs. 
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Table 1: Characteristics of Emergency Readmissions Excluded From 2011/2012 PbR 

Tariff Penalty 

Characteristic Detail 

Young Child Age of readmission <4 years 

Maternity and 

Childbirth 

Initial admission or readmission HRG of subchapter NZ  

(obstetric medicine) 

Self-Discharge 

Against Medical 

Advice 

Initial admission discharge method code 2 

Transport Accident Secondary diagnosis ICD-10 code beginning with „V‟ 

Severe Multiple 

Trauma 

Readmission HRG VA14 (multiple trauma diagnoses, with interventions, 

score 30–44) or VA15 (multiple trauma diagnoses, with interventions, 

score ≥45) 

Cancer Primary diagnosis of cancer in the initial admission or readmission:  

ICD-10 C00-C97, D37-D48 

and/or initial admission or readmission has unbundled HRG of 

subchapter SB (chemotherapy) or SC (radiotherapy) 

Emergency Transfer Readmission admission method code 28 (emergency transfer from an 

initial admission) 

HRG = Healthcare Resource Group; ICD = International Classification of Diseases. 

 

Tariff Penalty 

To calculate the potential tariff penalty to which providers will be subject under the 2011/2012 

guidance, 2009/2010 spells were assigned the 2011/2012 local payment tariff. 

As per the PbR rules, all tariff penalties were imposed upon the provider of the initial admission, 

no matter where the patient was readmitted. 

The 2011/2012 PbR guidance states that, with the exception of the exclusions in Table 1,  

there will be no payment for emergency readmissions occurring within 30 days of an elective 

admission. This includes ordinary elective, day-case and regular day/night admissions. The 

potential penalty for each provider for emergency readmissions occurring within 30 days of an 

elective admission was therefore calculated as follows: 

Total potential tariff penalty for 

Provider relating to emergency 

readmissions following an 

elective admission 

= 

Sum of 2011/2012 tariff for emergency admissions to 

any provider that occurred within 30 days of an elective 

admission to Provider and did not have any of the 

exclusion characteristics in Table 1 
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The 2011/2012 PbR guidance states that, with the exception of the exclusions in Table 1, the 

payment for emergency readmissions occurring within 30 days of a nonelective admission is 

open to local negotiation. Providers and commissioners are to agree upon a threshold for 

emergency readmissions following nonelective admissions, beyond which the provider will not be 

paid. The recommended threshold is 75% of the total number of emergency readmissions that 

occurred within 30 days of nonelective admissions in the preceding financial year. For the 

purposes of this analysis, every provider was assumed to incur the maximum penalty of a 25% 

reduction in emergency readmissions following a nonelective admission. The potential penalty for 

each provider for emergency readmissions occurring within 30 days of a nonelective admission 

was therefore calculated as follows:  

Total potential tariff 

penalty for Provider 

relating to emergency 

readmissions following a 

nonelective admission 

= 

 

Average 2011/2012 tariff for emergency admissions to any 

provider that occurred within 30 days of a nonelective 

admission to Provider and did not have any of the exclusion 

characteristics in Table 1 

× 

Total number of emergency admissions to any provider that 

occurred within 30 days of a nonelective admission to Provider 

and did not have any of the exclusion characteristics in Table 1 

× 

25% 

 

7-Day Emergency Readmissions 

A readmission occurring within 7 days of the initial admission was defined as one where the 

admission date of the readmission was 7 or fewer days after the discharge date of the initial 

admission. The discharge date of the initial admission was defined as day 0. 

 

30-Day Emergency Readmissions 

A readmission occurring within 30 days of the initial admission was defined as one where the 

admission date of the readmission was 30 or fewer days after the discharge date of the initial 

admission. The discharge date of the initial admission was defined as day 0.  
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Who We Are

Sg2 is a global, future-focused health care intelligence and solutions firm. Sg2 provides comprehensive, integrated

systems that utilise advanced analytics and health care experts to improve performance and maximise clinical

effectiveness. Sg2 has a unique model that combines deep clinical and care delivery expertise with actionable

strategic insight to help NHS organisations make informed business decisions.

Sg2’s team includes clinicians, PhDs, nurse executives and health care leaders with extensive strategic, operational,

clinical, academic, technological and financial experience. NHS clients have included Strategic Health Authorities,

Primary Care Trusts, Acute Trusts, Foundation Trusts and national-level organisations.

In the context of the ongoing changes in health policy and the need for efficiency savings and quality improvement,

Sg2’s clinically grounded and analytical approach has enabled our NHS clients to:

g Increase care coordination and clinical quality by providing actionable and cost-effective strategies to 

move care to the community

g Better prepare for future changes in clinical services by using our vetted, expert-led analytics and 

forecasting solutions

g Adopt innovative care delivery models informed by our global experience to meet clinical, operational 

and strategic goals

Systems of Care Focus 

As health care services around the world begin to shift from the acute to the community setting, optimal

performance requires seamless coordination, integration and management of diseases across all sites of care.

Throughout the world, Sg2’s solutions have been based on analysing the whole system of care—from the patient,

to the general practitioner and community provider, to the secondary and tertiary care hospitals and rehabilitation

centre—to identify opportunities for performance improvement and quality advancement. 

Who Partners With Sg2?

Sg2 has provided solutions and guidance to more than 1,200 organisations in 10 countries. 

Asia/Australia

Bumrungrad International Hospital, Thailand

Department of Health, Victoria, Australia

Queensland Health, Australia

Sunway Medical Centre, Malaysia

Western Australia Department of Health

North America

Duke University Health System, US

Johns Hopkins Health System, US

Mayo Clinic, US

Partners HealthCare System, US

Middle East

Hamad Medical Corporation, Qatar

Sidra Medical and Research Center, Qatar

United Kingdom

Imperial College Healthcare NHS Trust

NHS Central Lancashire

NHS Halton and St Helens

NHS North West

Royal Brompton & Harefield NHS Foundation Trust

South Devon Healthcare NHS Foundation Trust

University Hospitals Bristol NHS Foundation Trust

University Hospitals Coventry and Warwickshire NHS Trust 

Worldwide

GE Healthcare

Philips Medical Systems

Toshiba Medical Systems Corporation

The Value of Sg2
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Sg2 Solutions for the NHS
g Clinical Pathway Optimisation utilises Sg2’s clinical expertise, analytics and knowledge of international leading

practices. Sg2 analyses the current clinical pathway across the care continuum in specific health economies and

identifies gaps and opportunities for optimising the linkages between primary and secondary care, improving

care quality and efficiency, and increasing patient satisfaction and outcomes.   

g Analytical Solutions based on Sg2’s proprietary tools, help organisations analyse their current performance,

identify improvement and cost-saving opportunities, and understand future demand for NHS services and the

impact of selected interventions on quality and efficiency. Sg2’s analytics have been vetted by our expert team

and have been used by many leading health care organisations across the world to support their long-term

strategic goals.

g Clinical Strategic Planning provides a framework for creating forward-thinking plans for clinical services and

building consensus between clinicians, managers and commissioners around a common vision. This is drawn

from Sg2’s experience in clinical engagement and international health care delivery. 

g Memberships allow clients to have unlimited access to Sg2 expertise and research on global leading practices.

The membership includes real-time interaction with Sg2 experts and an extensive library of reports that analyse

clinical advancements and care delivery innovations. Sg2’s research and expertise span 10 countries and the

major clinical disciplines, including cancer, cardiovascular services, neurosciences, orthopaedics, paediatrics

and diagnostic services.

How Is Sg2 Different?

Sg2 is future-focused.
Sg2 continuously scans the health care horizon to anticipate the demographic, technological, clinical and policy

changes that will transform hospitals and health care systems. 

Sg2 is expert-led.
Sg2 is the only firm that integrates expertise grounded in the major clinical disciplines into its work with clients to

support critical decision making and uncovering challenges and opportunities. 

Sg2 is data-driven and action-oriented.
All of Sg2’s solutions provide the powerful combination of expert insight and proprietary analytical tools to inform

critical decision making for today and tomorrow.

Sg2 is global.
Sg2’s international business based in London includes work with leading organisations in more than 10 countries

around the world, including the United Kingdom, Hong Kong, Thailand, Australia, Qatar and the US. 

The Value of Sg2

Contact Sg2 to Learn More

Call: +44 (0) 207 399 4450

Email: international@sg2.com 

Visit: www.sg2.com
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London W1S 4PS

+44 (0)20 7399 4450

www.sg2.com/GlobalSolutions.aspx
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Skokie, Illinois  60077
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