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Readmissions are often indicative of 
ineffective patient management, 
questioning the quality of care pro-

vided and generating significant costs for 
the health-care system (Halfon et al, 
2006). Although some readmissions are 
unavoidable as a result of patient frailty or 
inevitable disease progression, others are 
preventable if patients receive the right 
care, at the right time. Reducing unneces-
sary readmissions is a desirable objective 
and this is now reflected in government 
policy (NHS Confederation, 2011). 
England was unique in the UK in paying 
its hospitals for each treatment carried out, 
a system called Payment by Results. It was 

noted that between 1998 and 2008 
readmissions had increased significantly 
with a corresponding additional payment 
for each readmission (Blunt et al, 2010).

In April 2011, the Department of Health 
introduced a policy of non-payment for 
emergency readmissions, with the inten-
tion that financial penalties incentivize 
hospital trusts to reduce readmissions 
(Department of Health, 2010). This, 
potentially, could lead to savings for the 
government of nearly £600 million per year 
(Druilhe, 2011). The Payment by Results 
guidance states that providers will not be 
paid for most emergency readmissions 
within 30 days of a prior admission, regard-
less of the location of the readmission or 
the clinical reason for readmission (NHS 
Confederation, 2011).

Given the gravity of these costs, it is 
important that junior staff are made aware 
of the financial implications associated 
with readmissions. With junior staff heav-
ily involved in the discharge process, they 
are well positioned to effect a reduction in 
readmission rates. While there is little in 
the current literature looking at junior doc-
tors’ knowledge of health-care economics, 

they often have little knowledge about the 
NHS budget and health-care commission-
ing (Palazzo and Chehab, 2013).

Aims 
The aim of this quality improvement 
project was to:
1.	 Determine the number of readmissions 

to the ear, nose and throat department 
at a district general hospital over a spe-
cific time period (the calendar year of 
2012) and the causes of these

2.	 Determine the resulting financial 
implications to both the ear, nose and 
throat department and the trust

3.	 Raise awareness of these costs and sug-
gest ways in which they could be 
reduced within the Trust via the quality 
improvement system. 

Methods 
A service evaluation was performed of all 
readmissions to the ear, nose and throat 
department of the authors’ hospital over 
12 months (January–December 2012). 
These occurred within 30 days of a prior 
admission. Readmitted patients were iden-
tified using the hospital archive database. 
Data were collected on the reason for 
readmission and subsequent length of stay. 
Financial implications were estimated as 
per the Payment by Results guidance. 

Results
Number and causes of 
readmission
A total of 81 patients were identified who 
met the inclusion criteria. The commonest 
cause of readmission was complications 
following tonsillectomy (27/81 or 33.3%), 
which included infection, bleeding or 
inadequate pain management. Of the 
patients returning post-tonsillectomy, four 
required a return to theatre for a surgical 
intervention. 

Causes of readmission are summarized 
in Table 1. The departmental readmission 
rate within the 30-day period was 3.12% 
(81/2606). 
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Readmission rates and financial penalties after ear, 
nose and throat surgery: how can we improve?

Introduction: Since April 2011, all patient readmissions within 30 days have resulted in a financial penalty to 
the hospital trust, and therefore the responsible department. These costs may be substantial and potentially 
preventable. 
Methods: A service evaluation of readmissions within 30 days of discharge, over a 12-month period 
(January–December 2012), was performed in the ear, nose and throat department of a district general 
hospital, and findings were used as a basis to suggest areas for potential quality improvement. 
Aims: To determine the number of readmissions, causes of readmission and resulting costs, and to explore 
how these readmissions may be prevented. 
Results: The departmental 30-day readmission rate over the study period was 3.12% (81/2606). The 
commonest causes of readmission (33.3%) were complications following tonsillectomy (27/81) such as pain, 
infection or bleeding. Over a third of these patients (30/81) were readmitted for less than 24 hours, with 
the average length of stay being less than 2.5 days. 
Financial implications: In 2011 the trust had 7526 emergency readmissions which were eligible for penalty 
within the 30-day time frame. This resulted in a loss of income of more than £60 000 to the ear, nose and 
throat department.
Conclusions: Optimizing postoperative care and improving patient understanding of common complications 
may reduce readmission rates, thus limiting the financial burden on the trust. These areas could serve as a 
basis for future quality improvement projects.
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Length of stay 
The average length of stay was 2.3 days. 
The majority of patients were readmitted 
for less than 48 hours (51/81) and a third 
(30/81) were readmitted for less than 
24 hours. 

Financial implications
In 2011 the trust had 7526 emergency 
readmissions which were eligible for pen-
alty within the 30-day timeframe. 
Calculations using the Payment by Results 
figures predicted a potential loss of income 
for the trust of over £5.5 million, equating 
to 3.28% of the total tariff for the year. The 
ear, nose and throat department was penal-
ised just over £60 000 during the study 
period. 

Discussion
This study shows that the majority of 
readmissions related to minor problems 
requiring only short hospital stays. The 
significant financial impact to the depart-
ment and the trust suggest that this is an 
area where potential savings could be 
made. Since 2011, NHS trusts have faced 
financial penalties for emergency readmis-
sions within 30 days of the patient being 
discharged. The changes to payment arose 
after the increase in the number of emer-
gency readmissions in England. In the 
period between 1998–9 and 2007–8 these 

increased from around 350 000 to nearly 
500 000 (Blunt et al, 2010). In addition, 
readmissions as a percentage of all patient 
discharges went up marginally, from 8% in 
1998–9 to 10.5% in 2007–8. 

Under the 2011 Payment by Results 
Reforms, all trusts receive funding for the 
first hospital stay, plus treatment for the 
patient’s first 30 days after discharge. 
Although the majority (77%) of eligible 
emergency readmissions follow an 
unplanned stay, owing to the structure of 
the penalty, the financial loss is split equal-
ly between readmissions following an elec-
tive stay or following an unplanned stay 
(NHS Confederation, 2011).

In the UK, the number of patients that 
fell into the criteria of a 30-day emergency 
readmission was approximately 650 000 in  
a year – an average readmission rate of 
around 5.5% (Blunt et al, 2010). This 
results in potential financial penalties to 
acute service NHS trusts in England of up 
to £583.7 million per year (Druilhe, 2011). 
The potential income lost for individual 
trusts ranged from £900 000 to £10 million 
(Sg2, 2011).

The UK is not the only country imple-
menting similar policies on penalties or 
curtailed payments. There are now many 
national governments and health-care pro-
viders which are also scrutinizing readmis-
sions and considering the introduction of 
partial tariffs; for example Medicare in the 
USA already withholds payment for 
readmissions within 24 hours of discharge 
for the same diagnosis (Druilhe, 2011).

Nearly 50% of readmissions occur 
within 7 days of hospital discharge (with 
15% of readmissions within 24 hours of 
discharge). Readmissions within a short 
timeframe from discharge can reveal sub-
optimal hospital care, inappropriate dis-
charge or shortcomings in the process of 
discharging patients. Readmissions within 
a longer timeframe may be more likely 
related to underlying pathology and need 
for ongoing medical care (Schneider et al, 
2015). 

Readmissions within a 7-day period 
should be a focus of trusts’ improvement 
initiatives (Hansen et al, 2011). Effective 
trust-driven interventions that reduced 
7-day readmissions focused on improving 
the initial medical management and the 
discharge of patients to the appropriate 
environment (Hansen et al, 2011). 

How can we improve?
There are several generic interventions 
which, when implemented by hospital 
trusts, may be effective in reducing emer-
gency readmissions post-surgery. These 
could form the basis for future quality 
improvement projects. These interventions 
include:

Patient education
Ensure the patient has full understanding 
of normal postoperative expectations and 
common complications. If the patient 
understands the ‘normal’ postoperative 
course, this may go some way to reassuring 
him/her about what can be expected fol-
lowing an operation or procedure. 
Likewise, educating patients to understand 
which complications require urgent atten-
tion and which may be dealt with by a GP 
may reduce the likelihood that the patient 
will re-present to the department following 
discharge. 

Written information
Written information could be provided on 
discharge with contact details and com-
mon postoperative symptoms and com-
plaints. Giving patients contact informa-
tion for the departmental ward may pro-
vide readily accessible telephone reassur-
ance and advice from nurses who are 
familiar with ear, nose and throat disease. 
This could act as a ‘triage’ system which 
identifies patients who may or may not 
require urgent review. 

Verbal communication with a patient is 
not always effective when discussing medi-
cal issues (Kessels, 2003), and so providing 
written advice may allow patients to be 
better informed. 

Medication
Providing adequate analgesia and antibiot-
ics (if required) on discharge is important. 
While pain in isolation only contributed to 
a small number of readmissions, providing 
adequate analgesia is vital for high quality 
patient care. Following tonsillectomy, there 
could be an argument that pain will limit a 
patient’s oral intake, which may result in 
readmission for a different reason, such as 
infection. Where indicated, appropriate 
antibiotic choice, duration and patient 
education to improve compliance may 
reduce readmission rates resulting from 
infection. 

Reason for readmission	 Number

Throat 	 Post-tonsillectomy bleed 	 20 

	 Post-tonsillectomy infection 	 7 

	 Acute tonsillitis recurrence 	 5 

	 Throat pain 	 2 

Nose	 Epistaxis	 7 

	 Infection post-nasal surgery 	 3 

Ear	 Otitis externa or media 	 5 

	 Postoperative infection 	 6 

	 Postoperative haematoma 	 6 
	 or bleed 	

Head and	 Cancer-related issue 	 5 
neck	 Tracheostomy complication 	 6 

	 Postoperative haemorrhage 	 4 

	 Postoperative infection 	 3 

	 Wound problem	 2 

Table 1. Causes of readmission
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Postoperative follow-up telephone call 
A routine follow-up telephone call would 
not be too resource intensive and may reas-
sure patients, improve patient satisfaction 
and reduce the likelihood of readmission. 

Patient review within departmental 
emergency clinic for postoperative 
complications
Provision of written information to patients 
on discharge with post-procedure advice 
and telephone numbers may allow queries 
to be addressed via telephone, preventing 
the need for re-attendance, and potentially 
readmission, at the hospital. This would 
open up the possibility of managing all 
non-emergency complications on an out-
patient basis in ear, nose and throat clinic. 

Training for emergency department 
doctors 
In the event that a patient does present to 
the emergency department following dis-
charge, adequate training for emergency 
department practitioners could allow com-
mon postoperative complications to be 
managed without the need for admission. 
This would require good communication 
between the ear, nose and throat team and 
the emergency department. Swift review 
by an on-call ear, nose and throat surgeon 
(where possible) in the emergency depart-
ment may also reduce the need for 
readmission.

Reviewing management of common ear, 
nose and throat conditions
This is an extremely broad category for 
improvement, but it is important that 
patients are treated in accordance with best 
practice and up-to-date evidence. 

A relevant example to these findings 
would be the high number of readmissions 
pertaining to post-tonsillectomy bleeding. 
Many tonsillectomies are performed by 
trainees, whose secondary haemorrhage 
rates may be higher than those of an expe-
rienced consultant. The National 
Prospective Tonsillectomy Audit showed 
that cold steel tonsillectomy using ties and/
or packs was the technique with by far the 
lowest risk of postoperative haemorrhage 
(Royal College of Surgeons Clinical 
Effectiveness Unit, 2005). There is also 
evidence that bipolar diathermy power 
relates to increased risk of haemorrhage 
following cold steel dissection, and there-

fore is a modifiable factor which may 
reduce the incidence of post-tonsillectomy 
bleeding (Lowe et al, 2009). 

Conclusions
The 2011 Payment by Results policy 
around non-payment for eligible emergen-
cy readmission created a clear sense of 
urgency around the need to reduce 
readmissions. All readmitted patients are 
associated with greater resource use and 
increased costs. All departmental costs are 
now further magnified by the penalty 
imposed on them as a result of readmis-
sion. Overall, there is a large volume of 
readmissions that could be prevented with 
appropriate action. This would not only 
reduce the financial loss faced by trusts, 
but ultimately improve patient outcomes 
and quality of care. 

The above points may serve as the basis 
for future quality improvement projects 
which aim to reduce readmission rates, 
thus reducing the financial implication of 
such an eventuality. There are still many 
changes ongoing for the provision of emer-
gency and follow-up care for patients 
recently discharged from hospital after an 
elective procedure. It is vital that junior 
staff, as well as consultants and managers, 
stay up-to-date with care provision and 
costs as, often, they are well placed to effect 
positive change. BJHM
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LEARNING POINTS
n	 Readmissions in ear, nose and throat surgery are potentially expensive, with post-tonsillectomy 

problems the most common.

n	 The majority of admissions are with relatively minor problems which do not require significant 
intervention.

n	 Readmissions may be prevented with better patient education, provision of written information and 
postoperative advice, and adequate analgesia.


