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G iven the frequency, potential preventability, and 
costs associated with hospital readmissions, reduc-
ing readmissions is a priority in efforts to improve 
the quality and value of healthcare.1,2 State and na-

tional bodies have created diverse initiatives to facilitate im-
provements in hospital discharge practices and reduce 30-day 
readmission rates across payers.3-5 For example, the Agency for 
Healthcare Research and Quality (AHRQ) and the Institute for 
Healthcare Improvement have published tools for improving 
discharge practices.6,7 Medicare instituted financial penalties 
for hospitals with higher-than-expected readmission rates for 
acute myocardial infarction (AMI), heart failure (HF), and pneu-

monia in 2012, while private payers and Medicaid programs 
have established their own policies.8-13 Furthermore, private 
payers and Medicaid programs shifted toward capitated and 
value-based reimbursement models in which readmissions 
lead to financial losses for hospitals.14,15 Accordingly, hospitals 
have implemented diverse interventions to reduce readmis-
sions.16,17 From 2009 to 2013, 30-day readmissions declined 
among privately insured adults (from 12.4% to 11.7%), Medi-
care patients (from 22.0% to 20.0%), and uninsured individuals 
(11.5% to 11.0%) but climbed among patients with Medicaid 
(from 19.8% to 20.5%) after index admissions for AMI, HF, 
pneumonia, or chronic obstructive pulmonary disease.18 

To date, research, policies, and quality improvement interven-
tions have largely focused on improvements to one aspect of the 
system of care that provided in the inpatient setting – among older 
adults with Medicare. Yet, inpatient readmissions may underesti-
mate how often patients return to the hospital because patients 
can be placed under observation or stabilized and discharged 
from the emergency department (ED) instead of being readmitted. 
Observation and ED visits are less costly to payers than inpatient 
admissions.19 Thus, information about utilization of inpatient, ob-
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BACKGROUND: Nationally, readmissions have declined 
for acute myocardial infarction (AMI) and heart failure 
(HF) and risen slightly for pneumonia, but less is known 
about returns to the hospital for observation stays and 
emergency department (ED) visits. 

OBJECTIVE: To describe trends in rates of 30-day, all-
cause, unplanned returns to the hospital, including returns 
for observation stays and ED visits. 

DESIGN: By using Healthcare Cost and Utilization Project 
data, we compared 210,007 index hospitalizations in 2009 
and 2010 with 212,833 matched hospitalizations in 2013 
and 2014. 

SETTING: Two hundred and one hospitals in Georgia, 
Nebraska, South Carolina, and Tennessee.

PATIENTS: Adults with private insurance, Medicaid, 
or no insurance and seniors with Medicare who were 
hospitalized for AMI, HF, and pneumonia.

MEASUREMENTS: Thirty-day hospital return rates for 
inpatient, observation, and ED visits.

RESULTS: Return rates remained stable among adults with 
private insurance (15.1% vs 15.3%; P = .45) and declined 
modestly among seniors with Medicare (25.3% vs 25.0%;  
P = .04). Increases in observation and ED visits coincided with 
declines in readmissions (8.9% vs 8.2% for private insurance 
and 18.3% vs 16.9% for Medicare, both P ≤ .001). Return rates 
rose among patients with Medicaid (31.0% vs 32.1%; P = .04) 
and the uninsured (18.8% vs 20.1%; P = .004). Readmissions 
remained stable (18.7% for Medicaid and 9.5% for uninsured 
patients, both P > .75) while observation and ED visits increased.

CONCLUSIONS: Total returns to the hospital are stable 
or rising, likely because of growth in observation and 
ED visits. Hospitalists’ efforts to improve the quality and 
value of hospital care should consider observation and 
ED care. Journal of Hospital Medicine 2018;13:296-303. 
Published online first November 22, 2017. © 2018 Society 
of Hospital Medicine
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servation, and ED visits within 30 days of hospital discharge may be 
more informative than inpatient readmissions alone. However, little 
is known about trends in returns to the hospital for observation and 
ED visits and whether such trends vary by payer.

Our objective was to assess whether changes have occurred 
in rates of total 30-day, all-cause, unplanned returns to the 
hospital among adults with index admissions for AMI, HF, and 
pneumonia in which returns to the hospital included inpatient 
readmissions, observation visits, and ED visits. We also as-
sessed whether changes in the rate of hospital inpatient read-

missions coincided with changes in rates of returns for ED or 
observation visits. To examine the effects of readmission poli-
cies implemented by diverse payers and broad changes to the 
health system following the Affordable Care Act, we compared 
data from 201 hospitals in 4 states in 2009 and 2010 with data 
from the same hospitals for 2013 and 2014. 

METHODS
Data Sources, Populations, and Study Variables
We used Healthcare Cost and Utilization Project (HCUP) State 

TABLE 1. Characteristics of Index Admissionsa After Matching for AMI, HF, and Pneumonia in 2009 and 2010 versus 
2013 and 2014 and Subsequent Revisits Within 30 Days, by Expected Payer at the Index Admission

Characteristic

Private,
18-64 Years

Medicare,
65+ Years

Medicaid,
18-64 Years

Uninsured,  
18-64 Years

2009 and 
2010

2013 and  
2014

2009 and
 2010

2013 and
2014

2009 and
2010

2013 and
2014

2009 and
2010

2013 and
2014

Index admissions, N 35,056 31,171b 144,113 149,380b 14,575 15,566b 16,263 16,716b

    AMI 13,002 13,324b 26,566 29,452b 2290 2714b 5353 5820b

    HF 8371 7381b 63,659 65,011b 5692 6615b 5382 5726b

    Pneumonia 13,683 10,466b 53,888 54,917b 6593 6237b 5528 5170b

Variables used in matching procedure 

Patient age, years, % of index admissions

   18-24 

   25-34

   35-44

   45-54

   55-64

   65-74

   75+

1.8

4.7

13.5

32.1

48.0

–

–

1.5b

4.3b

13.2

32.4

48.6

–

–

–

–

–

–

–

35.8

64.2

–

–

–

–

–

35.9

64.1

3.8

8.9

15.9

33.6

37.9

–

–

3.4

8.4

15.8

33.8

38.6

–

–

2.2

7.7

20.3

38.9

30.9

–

–

2.0

7.4

20.2

39.2

31.3

–

–

Dual Medicare and Medicaid enrollment,  
% of index admissions 

– – 14.2 14.1 – – – –

Male, % of index admissions 59.3 60.8b 46.1 46.2 44.5 45.2 63.1 63.6

Comorbidity index, mean 11.6 11.1b 20.4 20.4 20.1 20.0 13.3 13.2

Hospital’s ratio of observation visits to inpatient stays, 
2009 and 2010, mean

0.22 0.22 0.24 0.24 0.23 0.23 0.23 0.23

Returns to hospital, N 5304 4783b 36,438 37,280b 4516 4993b 3064 3356b

Type of visit, % of returnsc

   Inpatient

   Not inpatient

       Observation

       ED

58.6

41.4

8.0

33.4

53.3b

46.7b

11.1b

35.6b

72.2

27.8

4.7

23.1

67.8b

32.1b

6.8b

25.3b

60.4

39.5

6.4

33.1

58.3b

41.8b

8.5b

33.3

50.8

49.2

6.8

42.4

47.2b

52.8b

9.9b

42.9

a Includes records that could be matched and were included in the final analysis; results are weighted for matching.
b 2013 and 2014 versus 2009 and 2010, P < .05.
c Percentage out of total revisits; other percentages are out of total index admissions. The revisit categories are mutually exclusive.

NOTE: Source: AHRQ, Center for Delivery, Organization, and Markets, HCUP, State Inpatient Databases, State Emergency Department Databases, and State Ambulatory Surgery and Services 
Databases, 4 States, 2009 and 2010 versus 2013 and 2014, weighted matched records. Abbreviations: AHRQ, Agency for Healthcare Research and Quality; AMI, acute myocardial infarction; ED, 
emergency department; HCUP, Healthcare Cost and Utilization Project; HF, heart failure. –, not applicable.



Nuckols et al   |   Returns to Acute Care Within 30 Days After Hospitalization

298          Journal of Hospital Medicine    Vol 13  |  No 5  |  May 2018 An Official Publication of the Society of Hospital Medicine

Inpatient Databases, State Emergency Department Data-
bases, and State Ambulatory Surgery and Services Databas-
es from Georgia, Nebraska, South Carolina, and Tennessee. 
These states comprise 7% of the US population and were the 
only states with data that included all observation and ED visits 
as well as encrypted patient identification numbers that per-
mitted linkage across facilities and hospitals.20 

Index admissions for patients aged 18 years and older were 
eligible if they occurred at nonfederal general medical/surgical 
hospitals (excluding critical access hospitals) that had at least 
1 index admission per target condition per year and at least 5 
inpatient, observation, and ED visits for any condition per year. 

We classified patients into the following 4 populations by 
age and insurance coverage: 18 to 64 years with private insur-
ance, 65 years and older with Medicare (excluding younger 
adults with Medicare), 18 to 64 years with Medicaid, and 18 
to 64 years without insurance. We identified patients aged 65 
years and older with Medicare by using the primary or second-
ary expected payer for the index admission. This group includ-

ed patients who were dually eligible for Medicare and Med-
icaid. If Medicare was not the primary or secondary payer, we 
used the primary payer to identify Medicaid, privately insured, 
and uninsured patients aged 18 to 64 years. None of the states 
expanded Medicaid coverage during the years studied.

The primary outcome of interest was the rate of having 1 or 
more all-cause, unplanned return(s) to an acute care hospital 
within 30 days of discharge after an index admission for AMI, 
HF, and pneumonia as defined by a modified version of Cen-
ters for Medicare & Medicaid Services’ readmission metrics.21,22 
We examined total return rates as well as rates for inpatient, 
observation, and ED care. We also examined the leading di-
agnoses associated with returns to the hospital. For each in-
dex admission, we included only 1 return visit, giving priority 
to inpatient readmissions, then observation visits, and then ED 
visits. 

The HCUP databases are consistent with the definition of 
limited data sets under the Health Insurance Portability and 
Accountability Act Privacy Rule and contain no direct patient 

TABLE 2. Principal (First-Listed) Diagnosis at Return to Hospital, by Type of Return Visit and Whether the Index 
Admission was for AMI, HF, or Pneumonia

Condition at the Index Admission and Principal (First-Listed) Diagnosis  
at the Revisit

Percentage of Index Admissions Resulting in a Return Visit

Inpatient Observation ED

2009 and  
2010

2013 and  
2014

2009 and 
2010

2013 and 
2014

2009 and 
 2010

2013 and 
 2014

AMI, total 

   Heart failure

   Nonspecific chest pain

   Other lower respiratory disease

   Complications of surgery or medical care

   Cardiac dysrhythmias

   Coronary atherosclerosis, other heart disease

11.6

2.0

0.6

0.1

0.5

0.4

0.4

10.7a

1.9

0.4a

0.1

0.4a

0.4

0.3a

1.6

0.1

0.7

<0.1

<0.1

<0.1

0.1

2.5a

0.1a

1.0a

0.1a

<0.1

0.1a

0.2a

5.4

0.2

0.8

0.3

0.1

0.1

0.1

5.9a

0.1a

0.9

0.3

0.1

0.1

0.1

HF, total

   Congestive heart failure

   Hypertension with complications

   Cardiac dysrhythmias

   Fluid and electrolyte disorders

   Nonspecific chest pain

   Other lower respiratory disease

19.5

7.1

0.8

0.7

0.4

0.3

0.1

18.6a

6.5a

0.9a

0.6

0.4a

0.1a

0.1a

1.3

0.2

<0.1

<0.1

0.1

0.2

<0.1

1.8a

0.4a

<0.1

0.1

0.1

0.3a

0.1

6.2

0.7

<0.1

0.1

0.1

0.4

0.4

6.9a

0.7

0.1

0.2

0.2a

0.4

0.5

Pneumonia, total

   Pneumonia

   Congestive heart failure

   Chronic obstructive pulmonary disease

   Other lower respiratory disease

   Nonspecific chest pain

15.1

2.9

1.2

1.0

0.2

0.1

14.5a

2.6a

1.2

0.9a

0.1a

0.1a

1.0

0.1

<0.1

0.1

<0.1

0.2

1.4a

0.1

0.1a

0.1

0.1

0.2a

6.6

0.4

0.1

0.4

0.5

0.3

7.0a

0.4

0.1

0.4

0.5

0.3

a2013 and 2014 versus 2009 and 2010, P < .05.

NOTE: The diagnosis categories are mutually exclusive. Conditions are defined according to Clinical Classification Software categories. Conditions shown are those that ranked in the top 
three reasons for inpatient, observation, or ED visits in 2009 and 2010 or 2013 and 2014 with a sample size of at least 10 patients. Conditions are sorted according to the number of inpatient 
readmissions in 2009 and 2010. Source: AHRQ, Center for Delivery, Organization, and Markets, HCUP, State Inpatient Databases, State Emergency Department Databases, and State Ambulatory 
Surgery and Services Databases, 4 States, 2009 and 2010 versus 2013 and 2014, weighted matched records. Abbreviations: AHRQ, Agency for Healthcare Research and Quality; AMI, acute 
myocardial infarction; ED, emergency department; HCUP, Healthcare Cost and Utilization Project.
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identifiers. The AHRQ Institutional Review Board considers re-
search using HCUP data to have exempt status.

Statistical Analysis
To compare rates at which patients returned to the hospital 
during 2 cohort periods (2009 and 2010 vs 2013 and 2014), we 
used coarsened exact matching, a well-established matching 
technique for balancing covariates between 2 populations of 
patients that may be related to the outcome.23 For observa-
tional datasets, coarsened exact matching is preferable to tra-
ditional matching because it enables the investigator to assess 
balance between the 2 populations, select the desired degree 
of balance, and eliminate observations for which comparable 
matches cannot be found.  

We assembled sets of index admissions in each study period 
that were similar with respect to payer, primary diagnosis, and 
other factors. Matching variables included the patient’s age 
group, sex, and Elixhauser Comorbidity Index24 (in deciles), as 
well as the hospital’s ratio of observation visits relative to inpa-
tient admissions in 2009 and 2010 combined (in quartiles; see 
supplementary Appendix). For Medicare beneficiaries, we also 
matched on dual enrollment in Medicaid. 

We conducted the matching process separately for each tar-
get condition and payer population. First, we grouped index 
admissions in both periods into strata defined by all possible 
combinations of the matching variables and allowing one-to-
many random matching within strata. We then dropped re-
cords in any strata for which there were no records in 1 of the 
time periods. Finally, we calculated weights based on the size 

of each stratum. We used these weights to account for the dif-
ferent numbers of index admissions in each stratum between 
the 2 study periods. For example, if a stratum contained 10 in-
dex admissions in 2009 and 2010 combined and 20 in 2013 and 
2014 combined, an admission weighed double in the earlier 
period. After weighting, the index admissions in each period 
(2009 and 2010; 2013 and 2014) had similar characteristics (Ta-
ble 1). After matching and weighting, we compared the per-
centage of index admissions for which patients returned to the 
hospital and the primary diagnoses at the return visit between 
the 2 study periods using 2-sided χ2 tests (P < .05). Analyses 
were conducted by using SAS software (version 9.4; SAS Insti-
tute Inc., Cary, NC). 

RESULTS
There were 423,503 eligible index admissions for AMI, HF, 
and pneumonia in the 2 periods combined; 422,840 (99.8%) 
were successfully matched and included in this analysis. After 
matching weights were applied, there were few statistically sig-
nificant differences across the 2 time periods (see Table 1 and 
supplementary Appendix). 

From 2009 and 2010 to 2013 and 2014, the percent-
age of patients hospitalized for AMI, HF, and pneumonia 
who had only observation or ED visits when they returned 
to the hospital increased from 41.4% to 46.7% among pa-
tients with private insurance (P < .001), from 27.8% to 32.1% 
among older patients with Medicare (P < .001), from 39.5% 
to 41.8% among patients with Medicaid (P = .03), and 
from 49.2% to 52.8% among patients without insurance  

FIG 1. Matched comparison of hospitalizations for acute myocardial infarction, heart failure, and pneumonia combined in 2009 and 2010 versus 2013 and 2014: rates 
at which patients returned to the hospital within 30 days of discharge, by expected payer. The revisit categories are mutually exclusive and sum to the total. Expected 
payer was defined at the index admission. The asterisk indicates 2013 and 2014 versus 2009 and 2010, P < .05. 

NOTE: Source: AHRQ, Center for Delivery, Organization, and Markets, HCUP, State Inpatient Databases, State Emergency Department Databases, and State Ambulatory Surgery and Services 
Databases, 4 States, 2009 and 2010 versus 2013 and 2014, weighted matched records. Abbreviations: AHRQ, Agency for Healthcare Research and Quality; ED, emergency department; HCUP, 
Healthcare Cost and Utilization Project.
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FIG 2. Matched comparison of hospitalizations for (a) AMI (b), HF, and (c) pneumonia individually in 2009 and 2010 versus 2013 and 2014: rates at which patients re-
turned to the hospital within 30 days of discharge, by expected payer. The revisit categories are mutually exclusive and sum to the total. Expected payer was defined 
at the index admission. The asterisk indicates 2013 and 2014 versus 2009 and 2010, P < .05. NOTE: Source: AHRQ, Center for Delivery, Organization, and Markets, 
HCUP, State Inpatient Databases, State Emergency Department Databases, and State Ambulatory Surgery and Services Databases, 4 States, 2009 and 2010 versus 
2013 and 2014, weighted matched records. Abbreviations: AHRQ, Agency for Healthcare Research and Quality; AMI, acute myocardial infarction; ED, emergency 
department; HCUP, Healthcare Cost and Utilization Project; HF, heart failure. 
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(P = .004; Table 1). The percentage of returns to the hospital 
for observation increased across all payers (P < .001); in 2013 
and 2014 combined, observation visits ranged from 6.8% 
of hospital returns among patients with Medicare to 11.1% 
among patients with private insurance. The percentage of re-
turns to the hospital for an ED visit increased among patients 
with private insurance (P = .02) and Medicare (P < .001); in 
2013 and 2014, ED visits ranged from 25.3% of returns to the 
hospital among patients with Medicare to 42.9% among un-
insured patients.

The increases in 30-day observation and ED visits coincided 
with reductions in inpatient readmissions among patients with 
private insurance and Medicare and contributed to growth in 
total returns to the hospital among patients with Medicaid or 
no insurance (Figure 1). Among privately insured individuals, 
a decline in inpatient readmissions (from 8.9% to 8.2%; P = 
.001) coincided with increases in observation visits (from 1.2% 
to 1.7%; P < .001) and ED visits (from 5.1% to 5.5%; P = .02), 
leading to a stable rate of approximately 15% at which patients 
with AMI, HF, or pneumonia returned to the hospital during 
both periods (P = .45). Among Medicare patients, inpatient 
readmissions declined from 18.3% to 16.9% (P < .001), while 
observation visits and ED visits increased (from 1.2% to 1.7% 
and 5.8% to 6.3%, respectively; P < .001), leading to a small net 
decrease in total returns to the hospital (25.3% vs 25.0%; P = 
.04). Among Medicaid recipients, inpatient readmissions were 
unchanged (18.7%; P = .93), but an increase in observation vis-
its (from 2.0% to 2.7%; P < .001) and a nonsignificant increase 
in ED visits (from 10.3% to 10.7%; P = .26) led to a rise in total 
revisits (31.0% vs 32.1%; P = .04). Among uninsured adults, in-
patient readmissions were stable (around 9.5%; P = .76), while 
there was a rise in observation visits (1.3% vs 2.0%; P < .001) 
and ED visits (8.0% vs 8.6%; P = .04), yielding an increase in 
total revisits (18.8% vs 20.1%; P = .004).

Figure 2 shows individual differences for each of the 3 target 
conditions between 2009 and 2010 versus 2013 and 2014 by 
payer. Overall, rates at which patients returned to the hospital 
within 30 days remained stable, with 3 exceptions. For patients 
with private insurance, total returns to the hospital rose for 
pneumonia (14.8% vs 15.9%; P = .02). For seniors with Medi-
care, total returns to the hospital declined for pneumonia (from 
24.1% to 23.5%; P = .03). Among the uninsured, total returns to 
the hospital rose for AMI (15.5% vs 17.2%; P = .02). 

Patients initially hospitalized for HF and pneumonia who re-
turned to the hospital within 30 days often returned for the 
same conditions (Table 2). Reasons for returning to the hos-
pital were similar in the 2 periods (2009 and 2010; 2013 and 
2014) across the 3 target conditions. However, when patients 
returned to the hospital in 2013 and 2014 with the same diag-
nosis as the index admission, they were less likely to be read-
mitted and more likely to be placed under observation than in 
2009 and 2010.

DISCUSSION
Matching index admissions for AMI, HF, or pneumonia in 201 
hospitals in 2009 and 2010 with those in 2013 and 2014, we 

observed that increases in observation and ED visits coincided 
with reductions in inpatient readmissions among patients with 
private insurance and Medicare and contributed to growth 
in total returns to the hospital among patients with Medicaid 
or no insurance. Among patients with private insurance and 
Medicare, inpatient readmissions declined significantly for all 
3 target conditions, but total returns to the hospital remained 
constant for AMI and HF, rose for privately insured patients 
with pneumonia, and declined modestly for Medicare patients 
with pneumonia. Inpatient readmissions were unchanged for 
adults aged 18 to 64 years with Medicaid or no insurance, but 
total returns to the hospital increased significantly, reaching 
32% among those with Medicaid. 

These findings add to recent literature, which has primarily 
emphasized inpatient readmissions among Medicare benefi-
ciaries with several exceptions. A prior analysis indicates that 
readmissions have declined among diverse payer populations 
nationally.18 Gerhardt et al25 found that from 2011 to 2012, all-
cause 30-day readmissions declined among fee-for-service 
(FFS) Medicare beneficiaries following any index admission, 
while ED revisits remained stable and observation revisits in-
creased slightly. Evaluating the CMS Hospital Readmission 
Reductions Program (HRRP), Zuckerman et al17 reported that 
from 2007 to 2015, inpatient readmissions declined among 
FFS Medicare beneficiaries aged 65 years and older who were 
hospitalized with AMI, HF, or pneumonia, while returns to the 
hospital for observation rose approximately 2%; ED visits were 
not included. We found that Medicare (FFS and Medicare Ad-
vantage) patients with AMI and HF returned to the hospital 
with the same frequency in 2009 and 2010 as in 2013 and 2014, 
and those patients with pneumonia returned slightly less often. 
In aggregate, declines in inpatient readmissions in the 4 states 
we studied coincided with increases in observation and ED 
care. Moreover, these shifts occurred not only among Medi-
care beneficiaries but also among privately insured adults, 
Medicaid recipients, and the uninsured. 

Three factors may have contributed to these apparent shifts 
from readmissions to observation and ED visits. First, some au-
thors have suggested that hospitals may reduce readmissions 
by intentionally placing some of the patients who return to 
the hospital under observation instead of admitting them.17,26 
If true, hospitals with greater declines in readmissions would 
have larger increases in observation revisits. Zuckerman et al17 
found no correlation among Medicare beneficiaries between 
hospital-level trends in observation revisits and readmissions, 
but returns to observation rose more rapidly for AMI, HF, and 
pneumonia (compared with other conditions) during long term 
follow-up than during the HRRP implementation period. Other 
authors have documented that declines in readmissions have 
been greatest at hospitals with the highest baseline readmis-
sion rates,27,28 and hospitals with lower readmission rates have 
more observation return visits.29 

Second, shifts from inpatient readmissions to return visits for 
observation may reflect unintentional rather than intentional 
changes in the services provided. Clinical practice patterns are 
evolving such that patients who present to the hospital for acute 
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care increasingly are placed under observation or discharged 
from the ED instead of being admitted, regardless of whether 
they recently were hospitalized.30 Inpatient admissions, which 
are strongly correlated with readmission rates,28,31 are declining 
nationally,32 and both observation and ED visits are rising.33-35 
Although little is known about effects on health outcomes and 
patient out-of-pocket costs, shifts from inpatient admissions to 
observation and ED visits reduce costs to payers.36,37 

Third, instead of substitution, more patients may be return-
ing for lower-acuity conditions that can be treated in the ED 
or under observation. Hospitals are implementing diverse and 
multifaceted interventions to reduce readmissions that can 
involve assessing patient needs and the risk for readmission, 
educating patients about self-care and risks after discharge, 
reconciling medication, scheduling follow-up visits, and moni-
toring patients through telephone calls and home nursing vis-
its.26,38,39 Although the intent may be to reduce patients’ need 
to return to the hospital, interventions that educate patients 
about risks after discharge may lower the threshold at which 
they find symptoms worrisome enough to return. This could 
increase lower-acuity return visits. We found that reasons for 
returning were similar in 2009 and 2010 versus 2013 and 2014, 
but we did not examine acuity of illness at the time of return. 

Other areas of concern are the high rates at which Medic-
aid patients are returning to the hospital and the increases in 
rates of returns among Medicaid patients and the uninsured. 
Individuals in these disadvantaged populations may be having 
difficulty accessing ambulatory care or may be turning to the 
ED more often for lower acuity problems that arise after dis-
charge. In 3 of the 4 states we studied, 15% to 16% of adults 
live in poverty and 10% to 30% live in primary care health pro-
fessional shortage areas.40,41 Given the implications for patient 
outcomes and costs, trends among these populations warrant 
further scrutiny.42,43

This analysis has several limitations. Data were from 4 states, 
but trends in readmissions are similar nationally. From 2010 
through 2015, the all-condition readmission rate declined by 
8% among Medicare beneficiaries nationally and by 6.1% in 
South Carolina, 7.4% in Georgia, 8.3% in Nebraska, and 8.7% 
in Tennessee.44 We report trends across hospitals and did not 
examine hospital-level revisits. Therefore, further research is 
needed to determine whether these findings are related to 
co-occurring trends, intentional substitution, or other factors. 

In conclusion, measuring inpatient readmissions without ac-
counting for return visits to the ED and observation underesti-
mates the rate at which patients return to the hospital following 
an inpatient hospitalization. Because of growth in observation 
and ED visits, trends in the total rates at which patients return 
to the hospital can differ from trends in inpatient readmissions. 
In the 4 states we studied, total return rates were particularly 
high and rising among patients with Medicaid and lower, but 
also rising, among the uninsured. Policy analysts and research-
ers should investigate the factors contributing to growth in 
readmissions in these vulnerable populations and determine 
whether similar trends are occurring nationwide. Hospitalists 
play critical roles in admitting and discharging inpatients, car-

ing for patients under observation, and implementing quality 
improvement programs. Irrespective of payer, hospitalists’ ef-
forts to improve the quality and value of care should include 
observation and ED visits as well as inpatient readmissions.
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