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Many policy-makers believe that if we
cannot reduce hospital readmissions,
we cannot improve the health care

system.1 In this issue, van Walraven and col-
leagues2 expertly summarize the relevant
research on identifying avoidable readmissions.
However, I find the premise of their article

problematic. The authors say, “Readmissions to
hospital are in creasingly being used as an indica-
tor of quality of care. However, this approach is
valid only when we know what proportion of
readmissions are avoidable.” With expert clinical
judgment and by identifying excess readmis-
sions, we can know the approximate proportion
of readmissions that are preventable.3 In addi-
tion, well-done observational and randomized
studies have clearly shown that the proportion of
readmissions can be reduced.4,5 If we combine
this knowledge with a comparison of readmis-
sion rates, we can use differences in readmission
rates among institutions and health care profes-
sionals to improve quality of care, for public
reporting and for appropriate payment incen-
tives, without knowing precisely how many
readmissions are avoidable.
Van Walraven and colleagues’ focus on iden-

tifying clinically significant adverse events as the
causative variable of hospital readmissions over-
looks the key reason why a relentless focus on
readmissions is critical to improving the overall
health care system. Researchers assessing avoid-
able readmissions often restrict themselves to
examining clinical causes. This means they
focus on only some of the causes of preventable
readmissions.

A randomized clinical trial has shown that
readmissions to hospital occur not just for clini-
cal reasons.6 They are often the result of defi-
ciencies in coordination and communication
within the health care system, such as failure to
ensure that a patient has a follow-up visit sched-
uled with his or her primary care physician at the
time of discharge. The entire health care team
needs to work together to reduce readmissions
resulting from nonclinical causes. Whereas the
causes of preventable hospital complications
(e.g., infected central lines) can be ascertained
using clinical criteria, the evaluation of pre-
ventable readmissions must take into account the
impact of administrative and socioeconomic, as
well as clinical, issues.
We should be debating two fundamental

issues pertaining to preventable readmissions:
the methods used to identify those that are poten-
tially preventable and the policy levers we
should consider as incentives for providers to
reduce the proportion of preventable readmis-
sions. There is a debate in the United States
about the meaning of the words “preventable”
and “avoidable.” The National Committee for
Quality Assurance has announced a draft all-
cause approach that makes the strange assertion
that all readmissions are potentially preventable.7

The National Quality Forum has also certified a
measure developed by UnitedHealthcare, the
largest insurance company in the United States,
that considers virtually all readmissions to be
potentially preventable.8 As a researcher, I find
myself somewhere between this patently prob-
lematic approach that has been developed and
the approach used by van Walraven and col-
leagues, which asserts that we need to know a
great deal more about which readmissions are
potentially preventable.
As the co-developer of the method that uses

claims data, I disagree with the assertion by van
Walraven that, “given the large variation in the
proportion of avoidable readmissions between
studies using primary data, ‘avoidability’ cannot
accurately be inferred based on diagnostic codes
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• Readmissions to hospital can occur for clinical, socioeconomic and
administrative reasons.

• Randomized trials show that readmissions can be reduced.

• We know today the approximate percentage of readmissions that are
potentially preventable.

• Given approximate rates, policy-makers can use confidential feedback,
public reporting and payment incentives to reduce readmissions.
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for the index admission and the readmission.
Instead, it needs to be determined through a
peer-review process in which readmissions are
classified as avoidable or not based on expert
opinion.” The method based on claims data uses
several other variables that are present on a
claims form in addition to diagnoses. The
method should be tested for validity and reliabil-
ity, as should any attempt to identify potentially
preventable readmissions to hospital. Relying on
peer review for evaluating readmissions is not
practical. Nor is it appropriate, given the vari-
ability that is known to exist among opinions
expressed by peer reviewers in research about
quality of care. Peer review becomes even more
problematic given that preventable readmissions
have many causes that extend beyond adverse
clinical events.
Whereas peer review may not be critical to

validating the causes of readmission, there is no
question that an institution must be able to repli-
cate the method used to assess readmissions if
we expect that institution to reduce readmissions
in a continuous manner to improve quality. For
example, the method used by the Center for
Medicare and Medicaid Services cannot be repli-
cated by institutions because it relies on informa-
tion that the institution does not have access to,
such as that on prior admissions to hospital
(which often were not the same hospital) or out-
patient care (which is typically provided in com-
munity settings not linked electronically to the
hospital’s medical record system).9

Once we have identified an institution’s pre-
ventable readmissions, we need to be able to
compare its rate of such readmissions with rates
in similar institutions. The approach used in the
recently passed health reform legislation in the
United States consists of comparing rates of pre-
ventable readmissions and providing a financial
incentive when there are significant differences
between rates. Thus, the focus is on lowering
readmission rates in those institutions that are
observed empirically to have higher than
expected risk-adjusted readmission rates.
Public reporting and payment incentives to

reduce readmissions have been implemented in
several states. Payment incentives, however,
need to be fair to hospitals and to clinicians. A
number of private insurers advocate simply not
paying any of the cost of the readmission,
whether it was preventable or not, instead of pro-
viding a modest incentive to hospitals to reduce
those that are preventable.10

Hospital readmissions represent a microcosm
of today’s complex and increasingly expensive
medical care system. They exemplify the many
challenging and interacting clinical and socio -
economic forces that result in a high rate. Van
Walraven and coauthors have summarized well
the literature indicating that we don’t know with
certainty the proportion of readmissions that are
clinically preventable. But unlike van Walraven
and colleagues or the National Committee for
Quality Assurance and National Quality Forum,
I am comfortable, as a practicing internist serv-
ing a lower socioeconomic patient population,
with knowing that, by identifying excess read-
missions using reproducible methods, we can
know approximately what proportion of read-
missions are preventable. As long as the health
care team can replicate this approximate measure
themselves and a modest payment incentive is
applied, I am confident that we can improve per-
formance on this all-important outcome measure.
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