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In 2012/13 there were more
than one million emergency 
readmissions within 30 days of 
discharge, costing an estimated...

The cost of readmission
of older people have 
three or more medicines 
changed during their 
hospital stay.

According to                  , since 
June 2010 the NHS has lost 
almost two million bed days 
owing to patients waiting for 
social care assessments, a care 
home place, a care package or 
adaptations to be made to their 
own homes.

The likelihood that an elderly 
medical patient will be 
discharged on the same 
medicines that they were 
admitted on is less than...

Adverse
drug events
occur in up
to 20% of 

patients after
discharge 

28%
would prefer 
to die in a 
hospice

55%
die in hospital

4.5%
die in a hospice

18%
die in care homes

of the UK’s 
population 
want to die 
at home

The first three months 
after discharge are a 
time of particularly 
high suicide risk; this is 
especially true within 
the first 1-2 weeks.

In 2010/11 201,000
older people over the age 
of 75 experienced an 
emergency readmission.

£2m Emergency readmissions 
are thought to cost the NHS 
more than £2 billion every year.

60%

People
feel stigmatised and 
discriminated against
and that they are not 

treated with appropriate 
respect because of

their conditions and 
circumstances;

People are 
experiencing delays 

and a lack of 
co-ordination

between different
services

People are
feeling left

without the services 
and support they

need after
discharge;

People feel
they are not

involved in decisions 
about their care or 
given information

they need

People feel that 
their full range
of needs is not 

considered.

2

3

4

5

1

reasons things 
go wrong
(on discharge)

5

January
February

January

8%
want to die 
in a hospital 
or care home

21%
die at 
home

This infographic has utilised the following data sources and can be found on our website.
“What happens when people leave hospital and care settings? Healthwatch England special inquiry findings July 2015”
“Review of National Reporting and Learning System (NRLS) incident data relating to discharge from acute and mental health trusts – August 2014”

www.emahsn.org.uk/PSCTransfers #PSCpatientsafety



Deaths and severe harms 
reviewed relating to acute 
and mental health trusts 

Moderate, low and no harm incidents 
relating discharge from acute trusts 

Apparent breakdown or failure with 
communication was a key factor in 
12 incidents and an additional factor 
in 7 incidents.

Of the 39 deaths and severe 
harms related to discharge 
that were reviewed:

Of the 300 moderate, 
low and no harm 
incidents reviewed,
192 related to 
discharge from an
acute trust.

Apparent breakdown
or failure with 
communication was
key factor in 33%
of all moderate, low
and no harm incidents. 

Problems related to 
medication were a key 
factor in 13% of all 
moderate, low and
no harm incidents

Apparent inappropriate 
discharge (e.g. discharged 
late/ incomplete treatment
/incomplete assessment)
was a key factor in
15% of all incidents. 

Other issues (including 
equipment problems, 
cannula left in situ,
and discharge delays) 
were a key factor in
30% of all incidents.

Apparent unexpected 
deterioration post 
discharge was a key 
factor in 9% of all 
moderate, low and
no harm incidents

Problem related
to medication was
a key factor in
1 incident and an 
additional factor 
in 4 incidents

Apparent inappropriate 
discharge (e.g. 
discharged late/ 
incomplete treatment/ 
incomplete assessment) 
was a key factor in
9 incidents and an 
additional factor
in 6 incidents 

Apparent 
unexpected 
deterioration post 
discharge was
a key factor in 17 
incidents and an 
additional factor 
in 6 incidents.

6,000 patients 
remain in hospital 
longer than clinically 
necessary

7
incidents

12
incidents

Key
Factor

Additional 
Factor

Subthemes
included: 

15%192 of 

300

30%33%

9%13%
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