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Purpose: Describe the distribution and clinical characteristics of unplanned readmission patients.

Patients and methods: This study employed a retrospective observational design to investigate patients who were unplanned
readmissions at a general hospital in Guangdong Province between January 2016 and December 2019. It compared and analyzed the
distribution patterns and clinical characteristics of patients readmitted unplanned across different subgroups.

Results: We collected data on 15,585 patients. Among unplanned readmissions, patients aged 41 or older (10,618, 68.13%), females
(8243, 52.89%), married individuals (10,660, 68.4%), and employees (3834, 24.6%) had higher proportions. Most patients had some
form of insurance (12,026, 77.16%). Significant differences were observed in the sociodemographic statistics of unplanned readmission
patients across different time periods. The average duration of unplanned readmission was approximately two weeks. Among patients
aged 41 and above, nearly half (6803; 43.65%) had unplanned readmissions lasting more than 2 weeks. Most patients had undergone
surgery (11,395, 73.12%), with the highest proportions undergoing urological (2575, 16.5%) and gynecological (2437, 15.6%) surgery.
Conclusion: Unplanned readmission patients are primarily middle-aged and older adults aged 40 and above, women, married
individuals, and employed persons. They bear a heavy disease burden, and while most have health insurance, a significant proportion
remain uninsured. These patients are mainly referred from surgical departments, particularly urology and obstetrics and gynecology.
Unplanned readmissions most frequently occur within two weeks of discharge, and hospitalization costs rise significantly with age;
therefore, greater attention should be paid to this issue in discharge instructions.
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Background

Recent research in the medical field has increasingly focused on strategies to reduce unplanned readmission rates. Short-
term unplanned readmissions have become a key global indicator of healthcare quality. This metric not only directly
reflects the quality of medical services but also plays a crucial role in strengthening hospital service management and
identifying and improving deficiencies in medical procedures.' An unplanned readmission refers to a readmission to the
hospital within 30 days for any unplanned reason, excluding planned readmissions.” Unplanned readmissions are closely
linked to poor outcomes, excessive use of healthcare resources, and pressure on health insurance payments. Unplanned
readmissions are a widespread phenomenon worldwide. A systematic review indicates that approximately one-quarter of
readmissions in medical, surgical, and geriatric care could be prevented by optimizing care processes.’ In Australia, for
example, there are more than 600,000 potentially avoidable unplanned readmissions each year.* Under US health
insurance coverage, the readmission rate is approximately 17.5%, and such readmissions result in annual losses of
over $17 billion for health insurers.”® To address this challenge, many countries have incorporated 30-day readmission
rates into their hospital performance evaluation and payment systems, such as the Hospital Readmission Reduction
Program (HRRP) in the United States and the German Diagnosis-Related Groups (G-DRG) system, with the aim of
curbing inappropriate early discharges and strengthening continuity of care.”®
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Currently, North America has established hospital-wide readmission metrics covering multiple specialties to drive
systematic quality improvement. However, epidemiological studies of unplanned readmissions in large populations remain
relatively limited in other countries, with most focusing on specific diseases or surgical populations.”'® There is a lack of
systematic epidemiological descriptions of unplanned readmissions to inpatient care across all age groups. In particular,
there is a lack of systematic analysis of non-surgical departments and regional healthcare networks. Therefore, conducting
an in-depth examination of the incidence and distribution patterns of unplanned readmissions is of significant practical
importance for optimizing post-discharge management strategies and reducing the risk of avoidable readmissions.

Methods

Between January 2016 and December 2019, this study included 15,585 cases of unplanned readmissions, which were
verified by the Medical Records Department of a hospital in Guangdong Province. The data for this study were derived
from four years (2016-2019) of complete inpatient data from the hospital’s electronic medical record system. The
integrity of case inclusion was ensured through a standardized data extraction process conducted by the hospital’s
information technology department. Given that patients who voluntarily discharged lacked a complete treatment history
and that deceased patients no longer faced the risk of readmission, this study excluded patients who voluntarily
discharged (n = 320) and deceased patients (n = 270).

We identified all patients admitted to a Grade A Level 3 general hospital in Guangdong Province between January 1,
2016, and January 1, 2020, who experienced a first unplanned readmission within 30 days of discharge. Doctors had
already decided whether to admit each patient for an unplanned readmission. Excludes scheduled readmissions (such as
chemotherapy, follow-up surgery, or postoperative suture removal). Inpatients of all ages and from all clinical depart-
ments were included. We developed a medical utilization data collection form covering multiple dimensions, including
patients’ sociodemographic characteristics, length of stay, medical costs, and insurance status. Surgery was defined as
a procedure performed during the patient’s previous hospitalization, identified using ICD-9-CM-3 coding. Resuscitation
was defined as life-saving interventions received during the previous hospitalization, identified through temporary
physician orders for “resuscitation of critically ill patients” or by searching for the keyword “resuscitation” in the
patient’s medical records. All data were sourced from electronic medical records. To ensure data completeness and
comprehensiveness, the hospital’s electronic medical record system enforces mandatory entry and logical validation rules
for all key fields relevant to the study; incomplete records cannot be submitted. We used ICD-10 codes to identify
patients with co-coded hypertension and diabetes. For patients with multiple hospitalizations during the study period, this
study defined the first admission as the reference event and limited the analysis to the first unplanned readmission
occurring within 30 days of discharge. This approach ensured the completeness of all patient records included in the
analysis. In addition, patients who were readmitted for specific planned purposes, discharged through an automated
process, or were still recovering; as well as those for whom key variables such as age, gender, hospitalization costs, and
health insurance type could not be extracted from the electronic medical records were excluded from the study.

Ethical Aspects

This study was conducted in accordance with the ethical standards of the Jiangmen Central Hospital Ethics Committee
(approval number: [2023-262]) and with the Declaration of Helsinki. We engaged a diverse group of participants and
stakeholders, instructing them to align with the guidelines on patient records while ensuring the confidentiality of patient
identities. The findings were published only after all patient identity information had been anonymized. As this was
a retrospective analysis of de-identified data, no consent was required following ethical approval.

Statistical Analysis

Statistical analysis was performed using SPSS version 25.0. Continuous variables were expressed as mean + SD, and
data distributions were illustrated using pie charts. Categorical data were described as frequency and percentage.
Comparisons between groups were conducted using the chi-square test or Fisher’s exact test, as appropriate. All data
were entered after the patient was admitted to the hospital, so no missing data were found.
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Results
This study included a cohort of 15,585 patients, distributed across 34 wards. Over the four-year period from 2016 to
2019, the annual patient numbers were as follows: 3869 in 2016, 4336 in 2017, 3414 in 2018, and 3966 in 2019. Using
2016 as the baseline, the subsequent rates of change were 12.07% increase, 11.76% decline, and 2.51% increase.
Table 1 presents the sociodemographic characteristics of patients categorized by the number of days until unplanned
readmission. The average age was recorded as 50.26 + 20.31 years. Women constituted a higher proportion of the sample
(8243; 52.9%). The largest demographic within this patient group was those who were married (10,660; 68.4%).
Regarding occupational distribution, employees formed the largest segment, followed by those who were retired or

unemployed. The majority of patients had medical insurance. Hypertension and diabetes were the most frequently

Table | Sociodemographic Characteristics of Patients with Different days of Unplanned Readmission

Characteristic Days of Unplanned Readmission P value

0-7 (n=3668) 8-14 (n=3208) 15-21 (n=3981) 22-30 (n=4728)
Gender, n (%) <0.001
Male 1343 (36.6%) 1561 (48.7%) 2067 (51.9%) 2371 (50.1%)
Female 2325 (63.4%) 1647 (51.3%) 1914 (48.1%) 2357 (49.9%)
Age, years, n (%) 37 (29-61) 54 (34-67) 57 (44-67) 56 (43-66) <0.001
<18 386 (10.5%) 287 (8.9%) 181 (4.5%) 200 (4.2%)
1840 1632 (44.5%) 756 (23.6%) 673 (16.9%) 852 (18.0%)
41-65 981 (26.7%) 1266 (39.5%) 1934 (48.6%) 2391 (50.6%)
>65 669 (18.2%) 899 (28.0%) 1193 (30.0%) 1285 (27.2%)
Marital status, n (%) <0.001
Unmarried 324 (8.8%) 274 (8.5%) 188 (4.7%) 216 (4.6%)
Married 2365 (64.5%) 2101 (65.5%) 2802 (70.4%) 3392 (71.7%)
Divorced/Widowed 979 (26.7%) 833 (26.0%) 991 (24.9%) 1120 (23.7%)
Occupation, n (%) <0.001
Student 94 (2.6%) 90 (2.8%) 68 (1.7%) 74 (1.6%)
Employee 1073 (29.3%) 738 (23.0%) 877 (22.0%) 1146 (24.2%)
Farmer 215 (5.9%) 293 (9.1%) 444 (11.2%) 497 (10.5%)
Retired/unemployed 511 (13.9%) 623 (19.4%) 766 (19.2%) 893 (18.9%)
Other 1775 (48.4%) 1464 (45.6%) 1826 (45.9%) 2118 (44.8%)
Medical insurance, n (%) <0.001
Residents’ medical insurance 1123 (30.6%) 1315 (41.0%) 1690 (42.5%) 2099 (44.4%)
Employees’ medical insurance 872 (23.8%) 1236 (38.5%) 1729 (43.4%) 1962 (41.5%)
No medical insurance 1673 (45.6%) 657 (20.5%) 562 (14.1%) 667 (14.1%)
Hypertension/Diabetes, n (%) <0.001
Yes 734 (20.0%) 947 (29.5%) 1294 (32.5%) 1294 (27.4%)
No 2934 (80.0%) 2261 (70.5%) 2689 (67.5%) 3434 (72.6%)

(Continued)
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Table 1 (Continued).

Characteristic Days of Unplanned Readmission P value
0-7 (n=3668) 8-14 (n=3208) 15-21 (n=3981) 22-30 (n=4728)

Length of hospital stay, median (Quartiles)

Last time 7 (4-12) 7 (4-12) 7 (4-12) 7 (4-11) 0.015

This time 6 (4-10) 7 (4-12) 7 (4-11) 6 (3-10) <0.001

Hospitalization costs, median (Quartiles)

Last time 7066 (3150-15,013) | 9085 (4680-17,383) 10,294 (5634-18,659) 10,886 (5816-20,340) <0.001

This time 7106 (4150-13,124) | 9743 (5064-19,327) 10,976 (5676-21,440) 8127 (3732-17,625) <0.001

Rescues, n (%) <0.001

Yes 328 (8.9%) 254 (7.9%) 202 (5.1%) 220 (4.7%)

No 3340 (91.1%) 2954 (92.1%) 3779 (94.9%) 4508 (95.3%)

Surgical procedures, n (%) <0.001

Yes 2649 (72.2%) 2218 (69.1%) 2957 (74.3%) 3571 (75.5%)

No 1019 (27.8%) 990 (30.9%) 1024 (25.7%) 1157 (24.5%)

Note: “Days of unplanned readmission” refers to the time interval between the day of discharge from the previous hospitalization and the first day of unplanned readmission
to the hospital, measured in days.

represented chronic conditions in this cohort. The analysis revealed that most unplanned readmission patients did not
suffer from these conditions. Significant statistical differences were observed in the sociodemographic characteristics of
patients across different readmission intervals, including age, gender, marital status, occupation, medical insurance status,
presence of chronic conditions (hypertension/diabetes), length of hospital stay, costs associated with two hospitalizations,
rescue interventions, and surgical procedures.

To further elucidate the distribution patterns of patients with unplanned readmissions, an in-depth analysis was
conducted focusing on age groups and surgical conditions (refer to Tables 2 and 3). The findings reveal that the majority
of readmissions occur within two weeks. The median hospitalization cost increases with age, particularly among indivi-
duals aged 41 and older, where it has exceeded 10,000 yuan. The majority of these patients have undergone surgical
procedures. There are substantial statistical differences in the distributions of gender, marital status, occupation, days of
unplanned readmission, medical insurance coverage, chronic disease prevalence, the number of patients readmitted within
four years, length of hospital stay, hospitalization costs, rescue efforts, and surgical history across different age groups.

Between 2016 and 2019, a total of 211 patients died following unplanned readmissions, with annual death tolls of 69, 36,
24, and 83, respectively. Over this period, the average and median durations from unplanned readmission to death were
18.49 days and 12 days, respectively. The annual breakdown of these figures is as follows: 20.68 days average and 14 days
median in the first year; 15.11 days average and 10.5 days median in the second year; 11.61 days average and 7 days median
in the third year; and 20.05 days average and 12 days median in the fourth year. The all-cause mortality rates per thousand
for the four years were 13.54%o, with annual rates of 17.83%o, 8.3%o, 7.03%o, and 20.96%., respectively.

Additionally, this study examined the sociodemographic characteristics of both surgical and non-surgical patients,
categorizing individuals based on their surgical history. Significant statistical differences were observed between the two
groups for gender, marital status, occupation, days of unplanned readmission, medical insurance coverage, chronic
disease prevalence, length of hospital stay, hospitalization costs, and rescue interventions.

Figure 1 illustrates the distribution of patients with unplanned readmissions across various departments. More than
70% of these patients originate from surgical departments, with urology and obstetrics accounting for the highest
proportions, representing 17% (2575 patients) and 16% (2437 patients) respectively.
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Table 2 Sociodemographic Characteristics and Admission Status of Unplanned Readmission Patients by Different Age Groups

Characteristic Age Groups P value

<18 Years (n=1054) 18-40 Years (n=3913) 41-65 Years (n=6572) >65 Years (n=4046) Total (n=15585)
Gender, n (%) <0.001
Male 678 (64.3%) 694 (17.7%) 3448 (52.5%) 2522 (62.3%) 7342 (47.1%)
Female 376 (35.7%) 3219 (82.3%) 3124 (47.5%) 1524 (37.7%) 8243 (52.9%)
Marital status, n (%) <0.001
Unmarried 941 (89.3%) 272 (7.0%) 21 (0.3%) 8 (0.2%) 1242 (8.0%)
Married 113 (10.7%) 2582 (66.0%) 4988 (75.9%) 2977 (73.6%) 10,660 (68.4%)
Divorced/Widowed 0 1059 (27.1%) 1563 (23.8%) 1061 (26.2%) 3683 (23.6%)
Occupation, n (%) <0.001
Student 270 (25.6%) 56 (1.4%) 0 0 326 (2.1%)
Employee 3 (0.3%) 1806 (46.2%) 1714 (26.1%) 311 (7.7%) 3834 (24.6%)
Farmer 0 76 (1.9%) 824 (12.5%) 549 (13.6%) 1449 (9.3%)
Retired/unemployed 147 (13.9%) 218 (5.6%) 960 (14.6%) 1468 (36.3%) 2793 (17.9%)
Other 634 (60.2%) 1757 (44.9%) 3074 (46.8%) 1718 (42.5%) 7183 (46.1%)
Days of unplanned readmission, n (%) 12.4+8.4 11.8+£10.0 17.8+8.4 17.0£8.3 15.749.2 <0.001
0-7 386 (36.6%) 1632 (41.7%) 981 (14.9%) 669 (16.5%) 3668 (23.5%)
8-14 287 (27.2%) 756 (19.3%) 1266 (19.3%) 899 (22.2%) 3208 (20.6%)
15-21 181 (17.2%) 673 (17.2%) 1934 (29.4%) 1193 (29.5%) 3981 (25.5%)
22-30 200 (19.0%) 852 (21.8%) 2391 (36.4%) 1285 (31.8%) 4728 (30.3%)
Medical insurance, n (%) <0.001
Residents’ medical insurance 996 (94.5%) 591 (15.1%) 2920 (44.4%) 1720 (42.5%) 6227 (40.0%)
Employees’ medical insurance 0 727 (18.6%) 2977 (45.3%) 2095 (51.8%) 5799 (37.2%)
No medical insurance 58 (5.5%) 2595 (66.3%) 675 (10.3%) 231 (5.7%) 3559 (22.8%)
Hypertension/Diabetes, n (%) <0.001
Yes 4 (0.4%) 320 (8.2%) 1879 (28.6%) 2064 (51.0%) 4267 (27.4%)
No 1050 (99.6%) 3593 (91.8%) 4693 (71.4%) 1982 (49.0%) 11,318 (72.6%)

(Continued)
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Table 2 (Continued).

Characteristic Age Groups P value
<18 Years (n=1054) 18-40 Years (n=3913) 41-65 Years (n=6572) >65 Years (n=4046) Total (n=15585)

Hospitalization year, n (%) <0.001

2016 273 (25.9%) 891 (22.8%) 1698 (25.8%) 1007 (24.9%) 3869 (24.8%)

2017 324 (30.7%) 1009 (25.8%) 1867 (28.4%) 1136 (28.1%) 4336 (27.8%)

2018 235 (22.3%) 937 (23.9%) 1371 (20.9%) 871 (21.5%) 3414 (21.9%)

2019 222 (21.1%) 1076 (27.5%) 1636 (24.9%) 1032 (25.5%) 3966 (25.4%)

Length of hospital stay, median (Quartiles)

Last time 6 (4-9) 539 7 (4-12) 8 (5-13) 7 (4-11) <0.001

This time 6 (4-9) 5(3-9) 7411 8 (5-13) 7 (4-11) <0.001

Hospitalization costs, median (Quartiles)

Last time 4150 (2523-8110) 4799 (2059-9976) 11,714 (6584-21,529) 11,948 (7770-22,241) 9455 (4803-18,275) <0.001

This time 4362 (2526-8609) 6049 (3395-9811) 10,803 (5277-21,646) 11,419 (6504-22,101) 8613 (4566-18,227) <0.001

Rescues, n (%) <0.001

Yes 182 (17.3%) 188 (4.8%) 312 (4.7%) 322 (7.8%) 1004 (6.4%)

No 872 (82.7%) 3725 (95.2%) 6260 (95.3%) 3724 (92.2%) 14,581 (92.0%)

Surgical procedures, n (%) <0.001

Yes

385 (36.5%)

3300 (84.3%)

5144 (78.3%)

2566 (63.4%)

11,395 (73.1%)

No

669 (63.5%)

613 (15.7%)

1428 (21.7%)

1480 (36.6%)

4190 (26.9%)

Note: “Days of unplanned readmission” refers to the time interval between the day of discharge from the previous hospitalization and the first day of unplanned readmission to the hospital, measured in days.

[e 39 usy>D



Chen et al

Table 3 Sociodemographic Characteristics and Admission Status of Unplanned Readmission Patients by

Surgery

Characteristic Surgery P value
Yes (n=11395, 73.12%) | No (n=4190, 26.88%)

Gender, n (%) <0.001
Male 5025 (44.1%) 2317 (55.3%)
Female 6370 (55.9%) 1873 (44.7%)
Age (years), n (%) 52 (35-64) 58 (33-70) 0.178
<18 385 (3.4%) 669 (16.0%)
18—40 3300 (29.0%) 613 (14.6%)
41-65 5145 (45.2%) 1427 (34.1%)
>65 2565 (22.5%) 1481 (35.3%)
Marital status, n (%) <0.001
Unmarried 459 (4.0%) 543 (13.0%)
Married 7935 (69.6%) 2725 (65.0%)
Divorced/Widowed 3001 (26.3%) 922 (22.0%)
Occupation, n (%) <0.001
Student 179 (1.6%) 147 (3.5%)
Employee 3215 (28.2%) 619 (14.8%)
Farmer 1027 (9.0%) 422 (10.1%)
Retired/unemployed 1868 (16.4%) 925 (22.1%)
Other 5106 (44.8%) 2077 (49.6%)
Days of unplanned readmission, n (%) 15.949.2 13.1£9.1 <0.001
0-7 2649 (23.2%) 1019 (24.3%)
8-14 2218 (19.5%) 990 (23.6%)
15-21 2957 (25.9%) 1024 (24.4%)
22-30 3571 (31.3%) 1157 (27.6%)
Medical insurance, n (%) <0.001
Residents’ medical insurance 4200 (36.9%) 2027 (48.4%)
Employees’ medical insurance 4221 (37.0%) 1578 (37.7%)
No medical insurance 2974 (26.1%) 585 (14.0%)
Hypertension/Diabetes, n (%) <0.001
Yes 2877 (25.2%) 1390 (33.2%)
No 8518 (74.8%) 2800 (66.8%)
Length of hospital stay, median (Quartiles)
Last time 7 (4-12) 7 (5-11) <0.001
This time 6 (3-10) 7 (4-12) <0.001
Hospitalization costs, median (Quartiles)
Last time 10473 (4943-21,129) 7845 (4608-12,628) <0.001
This time 9636 (4858-20,837) 6976 (4051-12,002) <0.001
Rescues, n (%) 0.002
Yes 692 (6.1%) 312 (7.4%)
No 10703 (93.9%) 3878 (92.6%)

Note: “Days of unplanned readmission” refers to the time interval between the day of discharge from the previous hospitalization and
the first day of unplanned readmission to the hospital, measured in days.

Discussion

Among patients experiencing unplanned readmissions, those aged 41 and older tend to have more complex medical
conditions, which may increase the risk of subsequent readmissions. There are significant differences in sociodemo-
graphic characteristics among patients across age groups and unplanned readmission durations. The largest proportion of
these patients falls within the 41-65 age group, followed by those aged 65 and older, and then those aged 18—40. This

observation is consistent with previous studies’ findings.'''® Patients under the age of 41 typically experience an
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= obstetrics

= Pediatrics

= Rheumatology and Immunology Department

= Hepatobiliary surgery

= Department of Respiratory Medicine

= Thyroid gland breast surgery

= Department of Rehabilitation Medicine

= urology

= Department of Dermatology

= Department of General Practice

= Department of Neurology

= Department of Joint Orthopaedics of the extremities

= Department of Gastroenterology
Department of Cardiovascular Medicine

« Department of Hematology

= Traditional Chinese medicine

= Intensive care Unit

» Pediatric intensive care unit

« Department of Otolaryngology

= Gynecology department

= Department of Infectious Diseases

= Spinal Orthopedics

= Department of Intervention

= Department of Stomatology
Department of Endocrinology

= General surgery

= Department of Burns

= Department of Neurosurgery

= Gastrointestinal surgery
Cardiac Surgery
Thoracic surgery

~ Ophthalmology Department

= Department of Oncology

Figure | Department distribution of unplanned readmission patients. Among the unplanned readmission patients included in this study, the departments with the highest
proportions were urology (17%) and obstetrics (16%). The other departments were more evenly distributed, with most having a proportion of less than 5%.
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unplanned readmission within two weeks. In contrast, for patients aged 41 and older, the duration of hospitalization often
exceeds two weeks, and hypertension and diabetes are common comorbidities. Patients with a history of surgery tend to
have longer hospital stays, which may result in higher medical costs. Furthermore, the incidence of physical complica-
tions increases with age, underscoring the importance of providing personalized medical guidance for elderly patients.
Medical care for the elderly requires close attention.

It is worth noting that nearly half of patients who experience unplanned readmissions within seven days lack health
insurance. Health insurance plays a crucial role as a risk-sharing mechanism in the healthcare system, underpinning the
provision of essential medical services. China’s health insurance system covers the majority of residents and employees,
safeguarding the health of both urban and rural populations. A large body of research indicates that medical costs have
a significant impact on patients’ healthcare decisions and overall health status.'*'® Under current conditions, basic health
insurance meets the medical needs of insured individuals to a certain extent. However, it does not cover all medical needs
that fall outside its scope. In light of this, it is essential to acknowledge the diverse needs of patients and establish
a multi-tiered insurance framework that prioritizes basic health coverage while allowing commercial health insurance to
provide additional support.

Our study shows that more than half of people aged 18 to 40 lack health insurance, suggesting that the young
workforce and the uninsured may be at a relative disadvantage among those experiencing unplanned readmissions. This
disparity may stem from issues such as healthcare billing models, reimbursement criteria, and insufficient behavioral
guidance, resulting in an excessively high out-of-pocket cost burden for this age group.'”'® Consequently, there is an
urgent need for policy and welfare systems to enhance support in this area. This group is not only pivotal to the societal
labor force but also a cornerstone of household income.

Patients with a history of surgery are more prone to unplanned readmissions, with obstetric and urological patients
identified as key demographic groups. Several studies have suggested that the severity of the condition and surgical
complications are principal factors contributing to high rates of readmission.”’?* Inadequate assessment of a patient’s
condition by the attending physician at discharge can increase the risk of unplanned readmission, often due to premature
discharge or poor compliance with post-discharge treatment protocols. To mitigate this issue, hospitals should improve
their clinical management practices by accurately assessing whether patients meet the discharge criteria and implement-
ing effective communication strategies before discharge.”® Additionally, enhancing the whole cycle of discharge readi-
ness work in hospital, actively utilizing internet resources for early disease recognition and home care guidance, and
optimizing community healthcare resource allocation are crucial.**2° These measures will improve service capacity and
quality, effectively guiding patients in seeking appropriate medical care and thus reducing the incidence of unplanned

readmissions due to inadequate or improper treatment post-discharge.?’>°

Limitations

This retrospective study does not allow for causal conclusions due to its design. Certain factors were excluded from the
analysis due to limitations in the available data. Since we do not have access to certain information on patients’ hospital
stays at other hospitals, we did not include the number of readmitted patients from those hospitals into our statistics; this
may introduce a bias in our estimates. Future research should aim to further refine and expand the dataset. The initial
survey was conducted before the COVID-19 pandemic; forthcoming studies will incorporate pandemic-era data to
evaluate the influence of uncontrollable factors. Additionally, future investigations will expand the sample size and
include a causal analysis of selected predictive factors.

Conclusions

In summary, patients readmitted for unplanned reasons are primarily middle-aged and elderly individuals over 41 years
of age, women, married individuals, and employed persons. They bear a heavy disease burden, and while the majority
have health insurance, a significant proportion remain uninsured. Patients primarily come from surgical departments,
particularly urology and obstetrics and gynecology, and a history of surgery is a key characteristic. Although hyperten-
sion and diabetes are common comorbidities, they do not constitute the main group of readmitted patients. Readmissions
most frequently occur within two weeks of discharge, and hospitalization costs rise significantly with age. This suggests
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that discharge instructions and the allocation of medical resources should be strengthened for the elderly, postoperative
patients, and those without health insurance to reduce the risk of unplanned readmissions.
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