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Hospital readmissions among elderly patients continue to pose a serious challenge to the NHS and its affiliated care services. Particularly, unplanned readmissions within 30 days are widely recognised as markers of suboptimal care coordination, ineffective discharge processes, and the absence of integrated community follow-up mechanisms (Health Foundation, 2020). These readmissions not only increase the emotional and physical burden on older patients and their families but also place a significant financial and operational strain on healthcare services.
As a manager of Greenfield District General Hospital, this guidance document has been created for health and social care professionals to improve multidisciplinary collaboration in addressing hospital readmissions among elderly patients. It outlines the specific health and social care policy context, the importance of partnership working, the role of legislation, and how implementation can be evaluated.

[bookmark: _Toc205126429]2. Background and Stakeholders
Greenfield District General Hospital, located in a suburban area of England, serves a demographically ageing population. Recent audits show that 22% of elderly patients discharged from the hospital are readmitted within 30 days—primarily due to chronic conditions such as heart failure, diabetes, and COPD. Analysis of these cases indicates root causes including ineffective communication during discharge, lack of timely follow-up care, inadequate medication reconciliation, and insufficient home support (NHS Confederation, 2021).
To address this, a wide array of stakeholders must be engaged:
· Hospital staff: discharge coordinators, geriatricians, nurses, and pharmacists
· Community care providers: GPs, district nurses, community matrons
· Social care professionals: adult social care managers, reablement teams
· Voluntary sector: Age UK, local befriending services, Red Cross, Meals on Wheels
· Carers and family members: often the frontline responders to decline
Each of these partners plays a critical role in ensuring a seamless care journey from hospital to home.

[bookmark: _Toc205126430]3. The Issue: Preventable Readmissions
Preventable readmissions arise from system-level and practice-level failures. According to King's Fund (2018), a significant proportion of elderly readmissions are avoidable if discharge processes are better aligned with individual care needs. Older people are often discharged without appropriate medication guidance, with unaddressed social care needs, or without scheduled community follow-ups.
Barriers include:
· Inconsistent discharge summaries reaching GPs
· Delayed referral to social services
· Lack of patient understanding of self-care plans
· Poor coordination between acute and community care services
These issues highlight the fragmented nature of care delivery in the absence of effective partnership working. Elderly patients, especially those living alone or with cognitive impairments, are particularly vulnerable to these care gaps. Unplanned readmissions result in unnecessary suffering, lost autonomy, and higher mortality risks (Coulter et al., 2015).

[bookmark: _Toc205126431]4. Addressing the Issue: Proposed Steps
To reduce readmissions, the following five-step strategy is recommended for implementation at Greenfield Hospital:
[bookmark: _Toc205126432]1. Enhanced Discharge Planning
Start planning discharge on admission. Every patient should have a tailored discharge plan co-developed with family, hospital staff, and community providers. Early identification of social and medical needs allows for appropriate support arrangements.
[bookmark: _Toc205126433]2. Effective Communication
Discharge summaries must be completed promptly (within 24 hours) and shared electronically with GPs via systems like EMIS or SystmOne. This ensures continuity of care and prevents avoidable medication errors or follow-up delays (Royal College of Physicians, 2020).
[bookmark: _Toc205126434]3. Home Assessment and Support
Pre-discharge assessments by occupational therapists and district nurses can identify home safety risks. Where necessary, home adaptations, telecare equipment, or reablement services should be put in place.
[bookmark: _Toc205126435]4. Structured Follow-up
Schedule community nurse visits within 48 hours post-discharge for high-risk patients. A “virtual ward” model—where care is provided at home but monitored by hospital clinicians—can help prevent deterioration.
[bookmark: _Toc205126436]5. Medication Reconciliation
Pharmacists must play a more prominent role both before and after discharge to explain medication changes, identify potential side effects, and prevent duplication or omission (NHS England, 2022).

[bookmark: _Toc205126437]5. Partnership Working
Partnership working is essential to bridge the gap between hospital and home care. According to Glasby and Dickinson (2014), effective partnership involves shared goals, integrated planning, joint assessments, and coordinated service delivery. In the case of reducing hospital readmissions, this means every stakeholder must collaborate actively to ensure safe, timely, and effective transitions.
At Greenfield, partnership initiatives include:
· Weekly multidisciplinary team (MDT) meetings involving hospital clinicians, social workers, and voluntary sector representatives.
· Shared digital care plans accessible by both hospital and community services.
· A designated care navigator who acts as a single point of contact for patients and families.
These measures foster shared accountability, eliminate service duplication, and streamline interventions. Collaborative working is particularly crucial in supporting patients with complex, multifactorial needs where no single agency has all the answers.

[bookmark: _Toc205126438]6. Relevant Principles, Policy, and Legislation
The following policies and principles underpin the implementation of this guidance:
Care Act 2014
· Emphasises the duty to cooperate between health and social care providers.
· Mandates person-centred care, early intervention, and prevention.
· Introduces statutory responsibilities for adult safeguarding and continuity of care during transitions.
NHS Long Term Plan (2019)
· Focuses on expanding personalised care, community-based interventions, and preventing unnecessary hospital use.
· Encourages the roll-out of enhanced health in care homes (EHCH) and virtual ward models.
Health and Care Act 2022
· Establishes Integrated Care Systems (ICSs) to coordinate services across NHS bodies, local authorities, and the voluntary sector.
· Supports data-sharing platforms and collaborative commissioning for population health management.
On top of these, ethical concepts like beneficence, autonomy, and non-maleficence have to be applied in all decision making so that the rights and well-being of patients are not violated. The principles promote compassionate, respectful, and informed care that reflects the values of patients being congruent with their dignity and promoting their independence and quality of life in the long-term perspective.
[bookmark: _Toc205126439]7. Evaluation of Implementation

Evaluation should be done to ensure that this means of partnership delivers on its objectives. It is advisable to use the following tools:
Key Performance Indicators (KPIs): measure 30-day readmission rates and length of stay and ED attendances of elderly patients.
Patient Feedback: Standardise the use of surveys and interviews to retrieve information regarding patient and care giver satisfaction.
Audit Reports: Auditing of discharge summation, medication reconciliation, and community to be.
Case Reviews: Reviewing the readmission cases on quarterly MDT with the aim of identifying interventions that were missed.
Data will have to be triangulated in order to pick the trends and make improvements in real-time. As an illustration, when delayed GP follow-ups are identified to be a persistent problem, the hospital can liaise with the PCNs to ensure there is no problem with scheduling appointments.
[bookmark: _Toc205126440]8. Conclusion and Recommendations

To sum up, it is essential to minimize unplanned readmission of elderly patients through a system-based strategy that relies on effective partnership working between hospitals and community services, social care, voluntary sector, and social care. This recommendation has outlined an approach involving early discharge planning, communication on time, support at home, follow-ups with structure and, finally, medication reconciliation, all of which can be performed in coordination with integrated multi-professional groups. Legislative environments like the Care Act 2014 and the Health and Care Act 2022 give legal support to this kind of collaboration where person-centred values are also present to make sure individuals need-specific care. To maintain this model, organisations are advised to have formal agreements between sectors, the use of shared care plans, having care navigators among services and use of real time data systems to measure progress. Quality improvement should be based on regular audits, patient response, and multidisciplinary review. All these synchronized efforts will eventually not only bring down the cases of avoidable readmissions, but should also benefit the elderly patients as a whole regarding their independent living and their quality of life back in the society.
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