
Figure 4. A graph demonstrating 
the percentage difference between 
flows in and out of different 
discharge locations. Bars outlined 
in red indicate a significantly 
higher number of patients were 
readmitted from these locations, 
and those outlined in yellow 
indicate a significantly lower 
number of patients were readmitted 
from these locations. This graph 
includes information on the 30-, 
60-, 90-, 180-, and 365-day period.

Figure 3. A table of the discharge locations and which payer source had a significantly different flow rate than hypothesized. Red 
indicates a significantly higher flow back rate for individuals with that payer source for the discharge locations listed, and green indicates 
a significantly lower flow back rate for individuals with that payer source and discharge location.
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the overall data set. The number of locations that were 
significant decreased corresponding to an increase in 
time for which the analysis was completed. The greatest 
amount of variation between significance and time frames 
was experienced when patients were looked at based 
on their age. Figure 5 shows which time frames were 
significant for the seven discharge locations.

CONCLUSION
Potentially preventable readmissions are a major issue 
facing the health care system in America. This study 
assessed discharge location as a potential proxy to 
determine whether post-discharge care location influences 
probability of readmission. It was found that patients who 
are sent home without any formal aid had a lower than 
hypothesized readmission rate. Patients who were sent 
to another institution upon discharge had a higher than 
expected readmission rate.

Since discharge locations that have a higher readmission 
rate tend to be institutional locations, such as a nursing 
home, this indicates a need for improvement in the 
transition relationship between institutions. Currently, most 
of the planning done before a patient leaves is conducted 
between the patient and his or her doctor. This may 
represent an area in which the discharge location should be 
involved in planning to reduce avoidable readmissions.

Future research should be conducted to determine the 
reason for the higher readmission rate from certain 
discharge locations. Patients who are sent to an outside care 
facility may be more seriously ill, causing them to need 
additional care. If this is the case, their likelihood of being 
readmitted may be higher than the average patient. Research 
needs to be conducted to see if the increased readmission 
rate was more strongly linked to the post-hospital recovery 
location or to patient diagnosis and prognosis.

The shortcoming of this study lies in using one data 
element, discharge location, as a proxy for what occurred 
outside of the hospital. A patient may have been sent to 
a nursing home upon discharge, have received excellent 
care, and then have been discharged from the nursing 
home to their home. During the transfer from nursing 
home to personal home, the illness or lack of continued 
care may have led to the readmission. The research 
technique used in this study would not have accounted for 
the home transition. Research using a more complete data 
set with additional information about discharge care and 
home setting would help alleviate this issue. 
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Figure 5. This table shows which discharge locations were 
significant for different age categories and time frames 
analyzed. Each color represents a specific time frame that was 
significant. Notice locations could be significant at one age and 
not another or for a certain time period after discharge.
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