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Summary

The rate of attendance at the Emergency Department
(ED) is annually increasing worldwide. Return vi-
sits constitute 5% of all visits to the ED. The aim of
this review is to determine the incidence and reasons
of the readmissions to the ED as well as to provide
possible solutions in order to avoid unscheduled re-
turn visits. Therefore, literature review was conduc-
ted using the databases of Medline, PubMed, Cinahl
and Cochrane (from inception to September, 2019).
Various keywords were used in the advanced search:
return visits, unscheduled returns, revisits, unplan-
ned return visits, readmission. Approximately 40 ar-
ticles that met the inclusion criteria were selected for
this paper. Various time frames — 48 hours, 72 hours,
7 days, 30 days, 180 days — were applied for the eva-
luation of return visits. Unplanned return visits (URV)
are more likely to happen in elderly patients, in those
who have the underlying disease and in younger chil-
dren aged less than six years. The main causes of the
return visits are the factors related to the patients or to
the physicians (disease progression, medical errors,
delayed diagnosis, or misdiagnosis). The highest re-
turn rates according to the medical conditions have
been recorded for the abdominal pain, urinary tract
infections, and migraine. Hospitalized patients cons-
titute up to 40% of returning patient cases. There is
no consensus on the term or time frame employed to
classify the return visits to the ED. Most commonly

used readmission time frames reveal the evidence
regarding the factors related to patients, illnesses,
and staff. The future researches should focus on pa-
tient education, clinicians and healthcare providers
in order to facilitate the creation of predictive models
for reduction of unplanned readmissions. These pro-
ceedings will significantly reduce the expenses, both
personnel resources and institutional costs.

Introduction

The annual increase in the Emergency Department (ED)
admissions significantly boost the expenses worldwide.
Admission rates have a close connection with unemploy-
ment rates, availability to receive the healthcare services
from alternative primary care service providers, and urban/
rural status of the patients. These rates vary widely among
different healthcare systems. However, the reasons of return
visits to the ED are complex and involve such causes as
disease progression, medical errors, delayed diagnosis, or
misdiagnosis. High rate of unplanned return visits (URV)
may be an indicator of poor medical care, especially requi-
ring admission to an intensive care unit [1]. Monitoring of the
URV to the ED is a quality indicator of emergency care, both
of individual clinicians and healthcare organization systems.

There is no solid consensus on a term referring to the
URV to the ED. A wide variety of keywords, such as return
visits, returns, revisits, unscheduled return visits, unplanned
reattendances, unplanned revisits can be found in the medical
literature, referring to the same phenomena [2-7].

There is also no unequivocal agreement of all the re-
searchers what time frame coresponds to a return visit [8].
Seventy-two hours is the most frequently mentioned period
of time in the literature since 1987 and it has been widely
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used all over the world to designate the unplanned visits to
the ED [9,10]. Now this time frame is questioned due to the
lack of validity and longer time frames are recommended — 7
days, 9 days, 1 month [11,12]. In the articles, selected for this
review, the interval varies from 48 hours to 180 days, while
the majority of authors choose the period of 30 days. Such
tendency to shift to a lengthy time frame is related to the
higher readmission rates in a longer period as Hutchinson et
al. have also noted in the recent review [13]. Consequently,
additional causes of the ED readmissions could be detected
and managed.

Moreover, review of the currently available scientific
literature suggest that difficulties in analyzing the data arise
when the classification lacks specificity or when the URV
are not related to the first visit issues [14]. Further analysis,
clear time frame, and investigation from the perspective of
patients are required to explain the causes of the URV.

The aim of this research is to describe the character and
issues of the readmissions to the ED as well as to present
proposals concerning the decrease of the URV. To achieve
this aim, the following objectives have been set: to provide
a broad review of literature on the URV; to determine the
incidence and causes of the URV; to introduce possible so-
lutions for patients suffering from the URV.

Research methodology

Four databases (Medline, PubMed, Cinahl, and Coch-
rane) were used for searching of articles which had been
published in 2009-2019. The researchers had chosen the
following keywords: return visits, unscheduled returns, revi-
sits, unplanned return visits, readmission. The studies, which
are focusing on hospital ward readmissions, readmissions of
specific rare conditions, investigating, and the frequent ED
visitors, were rejected. There were 133 publications that were
selected for the further detailed analysis; they investigate
readmissions in the setting of the ED in developed countries,.
After thorough discussion among all the authors, 38 scientific
papers were included in the final review.

Discussion

Detailed analysis of medical literature revealed four
groups of factors associated with the URV rate similarly.
The arrangement of related factors is as follows: 1) patient-
related, 2) illness-related, 3) organization-related, 4) clini-
cian-related. Before developing the interventions aimed at
reducing the frequency of readmissions and using this rate as
a reliable and reproducible quality indicator, a thorough ana-
lysis and understanding how these criteria contribute to the
URV is required. In addition, the adoption of a standardized
grading and measurement system will also help researchers

to produce prognostic models that allow the prediction of
readmission rates in the future [15].

Patient-related factors. When discussing the underlying
causes of the unplanned returns to the ED, the patient-related
factors are one of the main determinants. Such factors as
age, purpose of attendance, or earlier experience of recei-
ved emergency medicine services are likely to influence
decision making when the patient arrives to the ED [16-18].
Patients of the opposite age, for example, the elderly and the
children, might have a higher risk of the unplanned returns
because of the social as well as the medical problems. A
study of adults has showed that the patients over 65 years
old who have been assessed as “less acute” in the process
of triage, returned to the ED 16 times more often than the
control group (patients aged 45 to 50 years old). If a patient
is older than 85 years and during the triade process he/she
is included in the category of “low acuity” patients, the risk
of the URV arises within a period of 14 days [17]. Also, the
recent observational study has found that such factors as
young patient’s age, multiple previous hospitalizations and
co-morbidities are related to the higher number of patient
revisits in the field of pediatrics [16]. Furthermore, some
patients with non-urgent health conditions attend the ED in
order to receive comprehensive health care, good service
quality and accessibility; they are encouraged by previous
positive experience as well. This need to attend the ED can
emerge in patients with a lower level of education or those
affected by relevant psychosocial factors. According to the
degree of patient confidence in their own primary care pro-
vider, the decision to get a second opinion at the ED during
the subsequent visit is made [18].

Illness- or complaint-related factors. These factors
constitute the largest group of readmission causes. During
their study, Wu et al. have found that more than 80% of all
readmission rates (on average 5.47%) are associated with
progression of illness and symptoms [7]. Moreover, com-
plaints are pretty highly connected to abdominal pain rating
as a state related to the ED revisits. It may be possible that
abdominal pain which manifests as a symptom of the parti-
cular disease is obscure and might change over time. For this
reason, patients with non-specific abdominal pain are more
likely to revisit the ED in comparison to people suffering
from non-specific chest pain for whom it is probably sim-
plier to identify the risk and to diagnose the existing illness
[19,20]. The progression of symptoms and non-identified
causes of the illness are more likely to lead to higher rates
of risk for the URV as well. Furthermore, if their health
problems are not resolved, patients with long-term inde-
terminate symptoms might become regular attenders of the
ED [21]. As the qualitative study which had been conducted
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at the University of British Columbia showed, perception
of the illness course and the progression of symptoms, also
expectations for quality of the health care services provided
in the ED impact the revisitation rate which is associated to
the illnesses among pediatric patients [22]. The natural course
of the disease is also related to the returns. The patients with
acute illnesses, such as appendicitis, might return 24 or 48
hours after their first visit when the disease course and the
symptoms are typical, however, the patients with congestive
heart failure might present themselves to the ED several
times before an appropriate treatment plan and recommen-
dations for the adherence to this plan are constructed. Also,
the shorter time frames used for recording the revisits better
reflect the returns which occur due to acute illnesses whereas
the returns of the patients diagnosed with chronic diseases
usually happen repeatedly in the longer periods of time [23].

Organization-related factors. The group of factors
related to the hospital’s work organization are treated as
avoidable [7]. The extent of their distribution depends on
the particular literature source and includes the effective
communication of health care employees, patient education
and appropriate follow-up prescription, at discharge both
from hospital and the ED [24,25]. In terms of the patient’s
education and the communication between health care spe-
cialist and the patient, clear guidelines provided before the
discharge and the conveyance of information about alterna-
tive locations of health care for future medical needs reduce
the number of the URV within 30 days at discharge both
from hospital and the ED [24]. Moreover, the follow-up is
a relevant method used to reduce the reattendance rate, but
in order to get the maximum benefit it is highly important to
choose an appropriate intervention approach. The randomi-
zed controlled research which had been performed by Patel
et al. showed that the patients older than 65 years are more
likely to answer the telephone calls meanwhile the patients
aged less than 65 years are more likely to respond to emails.
Nevertheless, identifying the optimal population at which
the interventions should be targeted is an object of further
studies and discussions [25].

Clinician-related factors. The data that has been deri-
ved from scientific literature shows that the revisits associ-
ated with physicians vary widely. The capability of the ED
physician to identify the diagnose correctly and to initiate
the effective treatment is based on the combination of all
factors mentioned above. This process is especially difficult
when such communication problems as language barriers
are present [26]. Also, early discharge from the ED is linked
to the readmissions and it is possible that these mistakes in
treatment might be foreseen if the patients are monitored
for a longer term before the discharge [7]. Another impor-

tant process which is related to clinician factor and which
could have resulted the higher rates of the URV is safety
netting. An example of it can be a situation when the patients
with certain conditions such as abdominal pain are asked
to return to the ED after a period of time if the symptoms
get worse. A recent Dutch study suggests that re-evaluation
which has been performed within 30 hours in 306 patients
out of 356 people with non-specific abdominal pain resulted
in relevant clinical diagnosis and the following treatment
change from 21 to 22 percent of cases [19]. All in all, it is
doubtful whether safety netting can be treated as a form of
reattendance and this situation clearly demonstrates a case
of system failure.

Measures to reduce ED revisits

As multiple factors as well as causes of repeated visits
to the ED have been identified, measures for minimising the
number of readmissions can be suggested. These measures
are divided into three groups: follow-up, interventions to
improve physical status of patients, and education.

Studies have proposed several types of follow-up which
include telephone calls made and emails sent by a nurse or a
pharmacist, a home visit carried out by a nurse and planned
return visits. The purpose of a call is to provide the addi-
tional information, clarification on medication regimens,
instructions for the further medical care [24]. Focusing on the
evaluation of daily activities and concentration on the rehabi-
litation plan should be emphasized for older adults [27]. The
accompanying nurse has been suggested for leading the pa-
tients home after discharge, arranging their medications and
the subsequent medical visits [28]. Planned follow-up visits
were efficient in patients with abdominal pain, as a quarter
of them had their diagnosis changed during the secondary
evaluation [19]. The efficacy of this type of intervention
remains unclear. Some authors find it ineffective while others
note that the communication has reduced revisits to the ED
so the latter authors even suggest using an automated calling
system as very few patients have questions [25,28-30].

Certain interventions have been suggested to improve the
general health of the patient. Physical therapy was found to
be beneficial in elderly adults, admitted to the ED because
of the falls [31]. However, this kind of intervention should
be limited because it causes the general weakness and pain,
often associated with numerous medical conditions [31].

The lack of education regarding the expected further
course of the disease is highlighted as one of the most im-
portant factors causing the patient to return to the ED. Also,
patients who feel uncertain about the quality of healthcare
services provided, tend to revisit the ED more often [32].
Both spoken and written instructions are recommended to
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be given before the discharge from the ED. The instructions
should include the pre-prepared information on diagnosis,
prescribed medications and recommendations concerning
the date on which a patient should seek for medical attention
again [33]. The visits to the ED can also be reduced by in-
formation provision on medical services which are available
in case of non-emergency illness [34].

Predicting models of revisits to the ED. Technologies
used to collect the health information, such as electronic
health records or health information exchange capabilities,
provide better access to the patient information among
organizations. In addition, more and more public sources
comprised of data describing the social determinants of he-
alth subjects are emerging [35]. Discharge disposition is an
important factor that influences the risk of future revisit to
the ED. An older adult with multiple comorbidities such as
diabetes, hyponatremia (< 135 mmol/l) and dehydration or
foreign speaker who also returned 2 times or more to the ED
within 6 month period are at higher risk than an individual
with few comorbidities and diagnosed with the tension hea-
dache after being discharged [36]. Such information should
be reflected in the illness severity score that would be used
to predict the possible outcomes. On the other hand, it is
extremely difficult to create a general model because of the
large differences in work’s organization of different institu-
tions. Although a constructive prediction model of revisits
has not yet been developed, the early ED reattendances are
one of the strongest predictors of adverse outcomes in older
adults [37].

Limitations. The main aim of this literature review is
to identify the subjects that could be used to create new
amendments instead of designating specific causes or even
blaming certain circumstances. First of all, the definition
of reattendance is rarely clearly described in the reviewed
medical literature. This situation might cover the exclusion
of patients whose attendance was unrelated to previous con-
dition or those who were diagnosed with different illnesses
during the revisit. Such division has its specific advantages
and disadvantages, but the term can hardly be standardi-
zed and as a result it appears confusing to use the URV
rate as a quality indicator [38]. Another limitation of revisit
studies should be noted because of a number of patients
who subsequently attended from other health care facilities
and have not been given much consideration [22]. On that
point, the URV rate may cause the devaluation of the actual
representation extent in healthcare overall. Moreover, there
is necessity to interrupt the unplanned returns of the regular
ED attenders or “frequent flyers” [21]. Even if this group of
patients increase all the URV rate, they significantly distort
the data, so their situation should be discussed separately.

Therefore researches specifically oriented to the frequent
attenders or particular disease processes were not included
in this survey.

Conclusions

There is no consensus on the term or time frame which
should be employed to classify return visits to the ED. The
most commonly used readmission time frames reveal the
findings of patient-related, illness-related and staff-related
factors. Future researches should focus on enhancement of
patient education, facilitation to clinicians and healthcare
providers for predictive model creation in order to reduce
the unplanned readmissions. These courses of action will
significantly reduce the expenses, both personnel resources
and institutional costs.
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NEPLANUOTI PAKARTOTINIAI VIZITAI SKUBIOS
PAGALBOS SKYRIUJE: DAZNIS, PRIEZASTYS,
GALIMI SPRENDIMO BUDAI
A.Bilotiené-Motiejiiniené, A.KlimaSauskas,
E.Kontrimaviciiité, R.Janulevi¢iené, D.Majauskyté, R.Stukas

Raktazodziai: pakartotinis vizitas, neplanuotas grjzimas j sku-
bios pagalbos skyriy, nenumatytas vizitas, neplanuotas pakartoti-
nis vizitas, grizimas.

Santrauka

Besikreipianciy j skubios pagalbos skyriy pacienty skaicius
visame pasaulyje kasmet didéja. Mokslinéje literatiiroje pateiktais
duomenimis, neplanuoty grizimy j §j skyriy skai¢ius svyruoja, su-
darydamas 5 proc. visy pakartotiniy vizity. Sios literatiiros apZ-
valgos tikslas — nustatyti pakartotiniy vizity skubios pagalbos sky-
riuje daznj ir prieZastis bei ieSkoti galimy sprendimo biidy, siekiant
sumazinti neplanuoty grizimy skaiéiy. Literatlros paieska atlikta
naudojantis duomeny bazémis MEDLINE, PubMed, CINAHL ir
Cochrane (rinkti moksliniai straipsniai, pasirodg iki 2019 mety rug-
s¢jo ménesio imtinai). Vykdant iSpléstine paieska, buvo vartojami
jvairlis terminai: pakartotinis vizitas, neplanuotas grizimas j sku-
bios pagalbos skyriy, nenumatytas vizitas, neplanuotas pakartoti-
nis vizitas, grizimas. Siai apzvalgai atrinkta apie 40 straipsniy, ku-
rie atitiko jtraukimo kriterijus. Vertintas pakartotiniy vizity skubios
pagalbos skyriuje skaiCius jvairiais laikotarpiais — per 48 valandas,
72 valandas, 7 dienas, 30 dieny, 180 dieny. Remiantis literatiiros
duomenimis, tikétina, kad pakartotinai j skubios pagalbos skyriy
dazniau grjzta vyresnio amzZiaus zmongés, sergantys létine liga pa-
cientai bei jaunesni nei SeSeriy mety vaikai. Neplanuoty pakartoti-
niy vizity skaicius priklauso nuo veiksniy, kuriuos lemia pacientai
ir medicinos personalas (nattiralaus ligos progresavimo, medicini-
niy klaidy, ne laiku ar neteisingai nustatytos diagnozés). DidZioji
dalis grjztanciyjy skundési nespecifiniu pilvo skausmu. Pakarto-
tinai apsilankiusiy pacienty hospitalizacijos daznis sieké 40 proc.
Neéra bendro susitarimo dél pakartotinj vizita j skubios pagalbos
skyriy apibréziancios savokos termino ir laikotarpio. Dazniausiai
neplanuotiems grizimams vertinti naudojami laikotarpiai nurodo,
kad jtaka dazniui turi faktoriai, susij¢ su pacientais, ligos ir simp-
tomy eiga bei medicinos personalu. Tolesni tyrimai turéty biiti su-
telkti j pacienty §vietimo efektyvuma ir pakartotinio sugrjzimo pro-
gnozés modeliy klirima bei diegima sveikatos prieziiiros jstaigose.
Tai galéty sumazinti zmogiSkiesiems istekliams skirtas islaidas ir
medicinos paslaugy jkainius.
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