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Summary 
 

168 patients were identified, 125 (74%) medical records were available and 
audited. 

31 (37%) of readmissions were avoidable. 

9 (29%) patients whose readmission was avoidable had no follow up arrangements 
in place following their initial admission. 

6 (19%) patients whose readmission was avoidable were admitted and discharged 
on the same day.  14 (45%) avoidable readmissions involved a length of stay of 
between 1 to 4 days. 

22 (71%) avoidable readmissions were to General Medicine, with 8 (26%) patients 
suffering from respiratory problems. 

29 (94%) patients whose readmission was avoidable were discharged following 
their initial admission and readmitted from their usual place of residence (this 
excludes residential accommodation). 

 
The audit demonstrated that the main causes of avoidable readmission included: 

Lack of primary care and/or community support 

Communication, i.e., between healthcare and patient, carers and primary care, 
primary and secondary care, etc. 

Lack of IV therapy at home 

Lack of Palliative/End of Life Care at home 

Condition not managed effectively during initial admission 
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1. Audit Background 
 
On the 16 February 2012 the Payment by Results Guidance for 2012-13 was published.  
This states that “In 2011-12 the policy of non-payment for emergency readmissions 
applied to all readmissions following an elective admission and to a locally agreed 
proportion of readmissions following a non-elective admission.  Both types were subject to 
a number of exemptions and the local threshold following a non-elective admission was to 
be set to deliver a reduction of 25% where clinically possible.  
 
After engaging with NHS colleagues and reviewing the impact of the policy in Quarter 1, 
we understand that the application of the policy has proved very difficult to operate locally 
from the perspective of both commissioners and providers.  Nationally this has resulted in 
an unacceptable level of variation on how the policy has been implemented.  There are 
also concerns about the management of the savings generated by the policy with a 
significant amount either not being reinvested or not being reinvested in an agreed, 
transparent way.  We have therefore worked with a number of pilot sites to assess the 
feasibility of replacing the 2011-12 guidance with simpler rules for 2012-13.  
 
Key changes for 2012-13:  

 No distinction between readmission following elective and non-elective initial 
admission (unless otherwise agreed)  

 Clinical reviews to determine level of non-payment for readmission  

 Deduction following readmission to a second provider subject to national rules” 
 
The guidance goes on to state that “Five pilot sites carried out reviews of admissions 
which had taken place in a single week, working to an agreed methodology which included 
the composition of the review team and a standard reporting proforma.  For each patient, 
joint acute and primary care teams were asked to reach a decision as to whether the 
admission was avoidable through the actions of either the providing trust, the primary care 
team, community health services or social services.  The aim was not just to identify poor 
quality care in hospitals, but to uncover any actions by any appropriate agency which 
could have prevented readmission.” 
 
The Payment by Results guidance suggests that “The review team must be clinically led 
by a person not employed by the provider, for example a general practitioner or public 
health physician.  Relevant clinical staff from the provider trust must be included as must 
representatives from the commissioning body, local primary care providers and, if at all 
possible, social services.  The pilot programme suggested that the inclusion of a 
pharmacist in the team was highly desirable and, in some areas, the ambulance service 
may also be involved.”  
 
The guidance goes on to state that “Providers should not be reimbursed for readmissions 
above the agreed threshold.  Commissioners must reinvest money from the non-payment 
for emergency readmissions into post discharge reablement services which support 
rehabilitation, reablement and the prevention of readmission, and particularly into those 
areas suggested by the clinical reviews.”  
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2. Audit Method  
 
The emergency readmission audit was undertaken on all readmissions that occurred in a 
randomly selected week; i.e., week beginning 4 September 2011, to County Durham and 
Darlington NHS Foundation Trust (CDDFT).  A total of 168 patients were identified as 
readmissions during that week.  CDDFT provided the medical records for these patients 
and the audit team undertook the review of the records on 14 and 21 May 2012.  43 (26%) 
medical records were not available to the auditors.  The data was collected by completion 
of the proforma in the Payment by Results Guidance (Appendix 1).  As suggested by the 
guidance the audit teams included representatives from: 

 NHS County Durham and Darlington (NHSCDD) - commissioners  

 County Durham and Darlington NHS Foundation Trust (CDDFT) – acute trust 

 Clinical Quality Lead, Darlington Clinical Commissioning Group (CCG) 

 Tees, Esk and Wear Valleys NHS Foundation Trust (TEWV) – mental health trust 

 Darlington Borough Council 
 
In addition to the auditors the group included NHSCDD facilitators working with each group 
and two NHSCDD Clinical Auditors.  Appendix 2 details a full list of audit participants. 
 
The audit proforma was partially completed by the NHSCDD Performance Analyst Data 
Officer from the national Secondary Uses Service (SUS) database.  On the day of each 
audit the auditors divided in to two groups, with each group reviewing approximately 30 to 
40 medical records.  Each group member looked at one set of medical records, completed 
the data collection tool (questions 11, 15 and 16) and then presented the case to the 
group.  The group then decided collectively whether the readmission was unavoidable or 
avoidable and completed questions 18, 19 and 20.  The payment by results guidance 
states that “In cases of any dispute as to whether an admission was avoidable or not, the 
SHA Medical Director should be asked to adjudicate.”  Agreement was reached for all 
cases; therefore, further advice as per the guidance was not required.   
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3. Results and Discussion  
 
Of the 168 patients identified as readmissions during the week beginning 4 September 
2011: 

 83 (49%) medical records were included in the audit 

 85 (51%) medical records were excluded.  The reasons for exclusion are detailed in 
figure 1. 

 
Figure 1  

Reason for Exclusion Number of Patients 

Coding errors 25 (29%) 

Including 
o A patient who attended hospital weekly and should not have been coded as a readmission 
o A clinic appointment coded as a readmission 
o Planned admissions coded as readmissions 
o A&E attendances coded as admissions 
o Patient was not admitted to ward on second admission 
o Seen at RAMAC not readmitted 

No record of one or both admissions (there were 

no outstanding volumes of medical records) 
10 (12%) 

Medical records were unavailable on the audit 
days, e.g., due to appointments or admissions, etc 

43 (51%) 

Initial admission resulted in the patient being 
diagnosed with cancer 

7 (8%) 

Total 85 (100%) 

 
Of the 83 medical records audited the auditors decided that: 

 31 (37%) readmissions were avoidable 

 52 (63)% readmissions were unavoidable 
 
The audit teams reached agreement in all cases. 
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3.1 Demographic Data 
 
The following results are based on the 31 avoidable readmissions.  The age and gender of 
these patients is detailed in figure 2. 
 
Figure 2 

 
 
The largest proportion of readmissions were females between 17 and 64 years of age. 
 
3.2 Length of Stay 
 
The number of days the 31 patients stayed in hospital during their “avoidable” 
readmissions were calculated, the results are detailed in figure 3. 
 
Figure 3        

Length of Stay (days) 

Total Initial 
Admission 

Readmission 

Same 
Day 

1-4 5-14 15-24 25-34 
35 or 
over 

Same Day1 
 

3 1 
   

4 (13%) 

1-4 5 6 2 
   

13 (42%) 

5-14 1 3 4 1 1 
 

10 (32%) 

15-24 
 

2 
   

1 3 (10%) 

25 or over 
  

1 
   

1 

Total 6 (19%) 14 (45%) 8 (26%) 1 1 1 31 (100%) 

1  “
Same Day” refers to patients admitted and discharged on the same day. 
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The length of stay for most patients with an avoidable readmission was between 1 and 4 
days. 
 
Figures 4 and 5 compare the length of stay for avoidable and unavoidable readmissions. 
 
Figure 4 

 
 
The length of stay for initial admissions showed similar distribution for patients with 
avoidable and unavoidable readmissions. 
 
Figure 5 

 
 
6 patients with avoidable readmissions were admitted and discharged on the same day.  3 
avoidable readmissions involved a stay of more than 15 days. 
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3.3 Speciality 
 
Figure 6 details the specialities patients were discharged from following their initial 
admission (in bold) and the speciality they were discharged from following their 
readmission. 
 
Figure 6   

Speciality 
Readmission 

Total 
Avoidable Unavoidable 

Accident & Emergency 
 

4 (5%) 4 (5%) 

Accident & Emergency 
 

2 2 

General Medicine 
 

1 1 

General Surgery 
 

1 1 

Cardiology 
 

1 1 

General Medicine 
 

1 1 

Clinical Haematology 
 

1 1 

Clinical Haematology 
 

1 1 

ENT 
 

1 1 

General Surgery 
 

1 1 

General Medicine  
(includes 1 RAMAC patient) 

22 (27%) 22 (27%) 44 (53%) 

Accident & Emergency 
 

3 3 

Cardiology 1 1 2 

General Medicine 19 18 37 

General Surgery 1 
 

1 

Geriatric Medicine 1 
 

1 

General Surgery 3 (4%) 13 (16%) 16 (19%) 

Accident & Emergency 1 
 

1 

General Medicine 
 

4 4 

General Surgery 2 9 11 

Geriatric Medicine 1 
 

1 

General Medicine 1 
 

1 

Gynaecology 2 (2%) 6 (7%) 8 (10%) 

General Surgery 
 

1 1 

Gynaecology 2 5 7 

Ophthalmology 1 
 

1 

General Medicine 1 
 

1 

Paediatrics 1 
 

1 

Paediatrics 1 
 

1 

Plastic Surgery 
 

1 1 

Plastic Surgery 
 

1 1 

Trauma & Orthopaedics 1 2 (2%) 3 (4%) 

General Medicine 
 

2 2 

Geriatric Medicine 1 
 

1 

Urology 
 

1 1 

General Surgery 
 

1 1 

Total 31 (37%) 52 (63%) 83 (100%) 

 
44 (53%) patients were initially admitted to General Medicine.  
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3.4 Discharge Destination and Admission Source 
 
The audit documented where patients were discharged to following their initial admission.  
The audit also documented where patients were admitted from for the readmission.  Figure 
7 details the discharge destination and readmission source for avoidable and unavoidable 
readmissions. 
 
Figure 7      

Initial Discharge 
Destination 

Readmission Source 

Total 

Avoidable Unavoidable 

NHS other 
hospital provider 
- mentally health 

or learning 
disabilities 

Non-NHS 
run Hospice 

- Nursing 
Home 

Usual 
place of 

residence 

Usual place 
of residence. 

Non-NHS run Care 
Home  

1 
  

1 2 (2%) 

Temporary place of 
residence     

2 2 (2%) 

Usual place of 
residence   

1 29 49 79 (95%) 

Total 1 1 29 (35%) 52 (63%) 83 (100%) 

 
The largest proportion of patients were readmitted from their usual place of residence. 
 
3.5 Follow Up 
 
The details of planned follow up arrangements following the initial admission were 
collected during the audit.  For the 31 patients whose readmissions were avoidable 12 
(39%) had follow up arrangements made following the initial admission, 9 (29%) did not.  
Figure 8 compares the follow up arrangements made following the initial admission for 
avoidable and unavoidable readmissions. 
 
Figure 8    

Planned Following Up  
Readmission 

Total 
Avoidable Unavoidable 

Primary 2 3 5 (6%) 

Primary and Secondary 1 1 2 (2%) 

Secondary 5 20 25 (30%) 

Community 1 6 7 (8%) 

Community and Secondary 1 
 

1 

Mental Health Services 
 

1 1 

Follow up arranged not specified 2 2 4 (5%) 

No follow up arranged 9 4 13 (16%) 

Response not recorded 10 15 25 (30%) 

Total 31 (37%) 52 (63%) 83 (100%) 
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3.6 Reason for Readmission 
 
The reasons for the 31 avoidable readmissions are detailed below (some patients had 
multiple reasons for readmission): 

 15 patients had the same diagnosis 

 6 patients had a deterioration in their condition 

 5 patients had a new episode 

 2 patients had complications from original admission 

 2 patients had poor discharge plan 

 2 patients had another infection 

 1 patient had a relapse of their long term condition 

 1 patient had an adverse reaction to medication 

 1 patient was non-compliant with medication 

 1 patient had an unrelated illness/different diagnosis 

 8 patients had other reasons for readmission 
 
Figure 9 details the primary diagnosis for the patients whose readmission was determined 
to be avoidable. 
 
Figure 9  

Primary Diagnosis Number of Patients 

Lung conditions 8 (26%) 

Pain localized to other parts of lower abdomen 3 (10%) 

Cellulitis of other parts of limb 2 (2%) 

Senility 2 (2%) 

Alcoholic hepatitis 1 

Allergy, unspecified 1 

Atrial fibrillation and flutter 1 

Calculus of gallbladder without cholecystitis 1 

Disorientation, unspecified 1 

Dizziness and giddiness 1 

Epilepsy, unspecified 1 

Haemorrhage and haematoma complicating a procedure 1 

Headache 1 

Non-infective gastroenteritis and colitis, unspecified 1 

Orthostatic hypotension 1 

Pelvic and perineal pain 1 

Poisoning: 4-Aminophenol derivatives 1 

Precordial pain 1 

Syncope and collapse 1 

Unspecified renal colic 1 

Total 31 (100%) 
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3.7 Social Factors 
 
The audit aimed to identify whether there were any social factors involved in the 
readmissions.  The results demonstrated that for the 31 avoidable readmissions 4 (13%) 
readmissions had a social factor including: 

 1 readmission demonstrated a failure in communication  

 1 readmission demonstrated a failure of planned community health services at 
home (DN/CRT etc)  

 1 readmission demonstrated a failure to adhere to agreed care plan  

 1 readmission demonstrated that the patient “was not well on discharge” 
 
3.8 Previous Admissions 
 
The number of times the patient had been admitted in the 6 months prior to the 
readmission; including the original admission, was calculated.  All types of admissions 
were included, e.g., elective, emergency.  Figure 10 details the number of admissions for 
both avoidable and unavoidable readmissions. 
 
Figure 10 

 
 

15 (48%) patients with avoidable readmissions had three or more admissions in the 6 
months prior to the readmission. 
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3.9 Readmission – Intervention and Cause 
 
The audit aimed to identify whether there were any interventions that could have been 
implemented following the initial admission that could have prevented readmission, and 
what the audit team felt was the cause of the readmission.  Figure 11 details the 
interventions and causes identified for 24 (77%) of the 31 avoidable readmissions.  The 
remaining 7 (23%) audit tools either did not document answers to these questions or were 
unclear. 
 
The audit demonstrated that the main causes of avoidable readmission included: 

 Lack of primary care and/or community support (7) 

 Communication, i.e., between healthcare and patient, carers and primary care, 
primary and secondary care, etc. (3) 

 Lack of IV therapy at home (3) 

 Lack of Palliative/End of Life Care at home (2) 

 Condition not managed effectively during initial admission (6) 
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Figure 11           

Intervention to 
Prevent 
Readmission 

Reason Considered as the Cause of the Readmission 

Total 

Communication, 

i.e., between 
healthcare and 
patient, carers 

and primary care, 
primary and 

secondary care, 
etc. 

Condition 
Not 

Managed 
Effectively 

Inappropriate 
advice 

IV therapy 
at home 

Lack of 
involvement 

of RIACT 

Lack of 
Palliative/End 
of Life Care 

at home 

Lack of 
Primary 

Care 
and/or 

Community 
Support 

No follow 
up 

arranged 

Communication, i.e., 
between healthcare 
and patient, carers 
and primary care, 
primary and 
secondary care, etc. 

      
1  1 

Condition Not 
Managed Effectively 
During Initial 
Admission 

 
3 

   
1 

 
 4 (17%) 

Intervention Delayed 
or Not organised 

1 
   

1 
 

1  3 (13%) 

Involvement of 
Primary Care and/or 
Community Services 

 
2 1 

   
3 1 7 (29%) 

No Intervention 
 

1 
 

2 
   

 3 (13%) 

Palliative/End of Life 
Care      

1 
 

 1 

Patient compliance 
      

1  1 

Response not clear 2 
  

1 
  

1  4 (17%) 

Total 3 (13%) 6 (25%) 1 3 (13%) 1 2 (8%) 7 (29%) 1 
24 

(100%) 
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4. Comments: 
 
The following comments were made: 

 “GP directed to A&E on number of occasions” 

 “Problem with several record systems in place - not a cohesive record.  
Contradictory notes.” 

 
 
5. Recommendations 
 
This report will be disseminated to NHSCDD contracting team to inform their processes. 
 
6. Conclusion 
 
31 (37%) of readmissions were avoidable. 
 
The audit demonstrated that the main causes of avoidable readmission included: 

 Lack of primary care and/or community support 

 Communication, i.e., between healthcare and patient, carers and primary care, 
primary and secondary care, etc. 

 Lack of IV therapy at home 

 Lack of Palliative/End of Life Care at home 

 Condition not managed effectively during initial admission 
 
NHSCDD would like to thank all those who assisted with this process. 
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Emergency readmission review proforma 
 
Section 1 - Demography      

1. NHS number      

2. Age at readmission (years)     

3. Gender:  Female  Male  

Section 2 - Initial admission      

4. Date of original admission     

5. Date of original discharge      

6. Initial admission  Elective  
Non 

Elective 
 

7. Discharged from which specialty:      

8. Primary diagnosis:      

    Comorbidities:     

Acute myocardial infarction      

Cerebral vascular accident      

Congestive heart failure     

Connective tissue disorder      

Dementia     

Diabetes      

Liver disease     

Peptic ulcer      

Peripheral vascular disease      

Pulmonary disease     

Cancer     

Diabetes complications      

Paraplegia      

Renal disease      

Metastatic cancer      

Severe liver disease      

HIV      

Other – please specify     

9. Did patient self discharge? Yes  No  

10. Where did the patient get discharged to:      

Own home     

Residential care     

Community hospital     

Respite care     

Intermediate care     

Tertiary specialist hospital     

Nursing home      

11. Was there any planned follow-up:      

Primary     

Secondary     

Community      

  

APPENDIX 1 
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Section 3 - Readmission details      

12. Date of readmission      

13. How was the patient readmitted?   Readmission route:     

A&E     

GP     

Out Of Hours GP     

Clinic     

Clinical Decision Unit (or similar)      

14. Where from:      

Own home     

Residential care     

Community hospital     

Respite care     

Intermediate care     

Tertiary specialist hospital     

Nursing home     

Clinic      

15. Reason for readmission – what happened? – tick any that apply  

Same diagnosis      

New episode      

Deterioration of condition      

No change but carer concern      

Complications from original admission      

Surgical site infection      

Other infection      

Medication adverse reaction      

Other      

Unrelated illness/different diagnosis     

Poor discharge plan      

Failure of communication      

Relapse of long term condition      

End of life care     

Not a readmission (coding error)      

Non compliance with medication      

Risky discharge (hospital choice)      

Other – please specify      

If new unrelated illness/different diagnosis please specify  

16. Any social factors in readmission – tick any that apply:      

Failure of planned community health services at home (DN/CRT etc)    

Failure of planned social care services at home (package of care)    

Lack of response/capacity in intermediate care      

Lack of response/capacity in social care      

Failure to adhere to agreed care plan      

Failure in communication      

Other      

Risky discharge (patient choice)      
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17. How many times has this patient been admitted in the last 6 months?    

18. Was there an intervention that could have prevented readmission?  

19. What do the review team consider caused this readmission?  

20. In the opinion of the review team, was this readmission 
avoidable by the actions of any health or social care 
organisation? 

Yes  No  
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Readmission Audit Attendees 14 and 21 May 2012 
 

Name Role 

Richard Harker Clinical Quality Lead (Darlington) 

Berenice Groves NHSCDD Deputy Director Unplanned Care  

Daisy Phillips NHSCDD Development & Demand Manager 

Paula Atkinson  TEWV representative 

Sarah Perkins CDDFT - AD Operations 

Chris Schofield CDDFT – Discharge Coordinator 

Jane Haywood CDDFT – Clinical director 

Carole Fletcher CDDFT - Matron gynaecology 

Eileen Halliday CDDFT – Occupational therapist 

Jason Cram CDDFT - Senior nurse surgery 

Nicholas Watt CDDFT - pharmacist 

Sarah Smith  TEWV 

Jill Kirby CDDFT – Matron CREST 

Christine Forsyth Darlington Borough Council 

Anne Holt CDDFT 

Dean Trainer CDDFT - Head of service surgery 

Melanie Durham Clinical Lead Crisis Team Durham 

Donna Swinden TEWV – Modern Matron 

Anne Lowery TEWV – Modern Matron 

Linda Neely Audit Team 

Gillian Airey Audit Team 

Michelle Jessiman Audit Team 

Liz Herring Facilitator 

Sarah Burns Facilitator 

Kaeti Seth Facilitator 
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