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Abstract

Introduction: The changes resulting from the demographic and epidemiological transition, with 
a consequent increase in life expectancy and the prevalence of non-communicable chronic 
degenerative diseases, raise the need for the development and implementation of public policies. 
Within the scope of the Brazilian Unified Health System (SUS), home care is configured as a 
substitutive or complementary health care modality, consisting of health promotion, disease 
prevention and treatment, and rehabilitation actions carried out at home, ensuring continuity of care 
and its integration into health care networks. Among its main tasks is to avoid hospital readmissions. 
Objective: The objective of this work was to identify readmissions of patients followed up by a home 
care service (HCS) from June 2022 to May 2023, characterizing them in terms of cause and length 
of follow-up, in addition to defining the hospital readmission rate of the HCS and analyzing the socio-
epidemiological profile of patients who were readmitted. Methods: This was a retrospective cross-
sectional study, in which the service’s medical records and database were reviewed in pursuit of the 
objectives described above. Results: Among the main findings, in a sample of 300 readmissions out 
of a total of 2,713 patients (readmission rate of 11.06%), the leading causes were infectious (128), 
neoplastic (38), and undefined symptoms (34). The remaining causes were less representative. 
The mean follow-up time by the HCS until readmission was 25 days. Twenty-six (8.67%) occurred 
within less than 48 hours of follow-up. Conclusions: The study enhances the understanding of the 
profile of patients followed up by an HCS that progressed to readmission. Identifying comorbidities 
associated with these readmissions – many of them related to primary care-sensitive conditions 
– reveals opportunities for interventions capable of strengthening home-based care and reducing 
potentially preventable hospitalizations.
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Resumo

Introdução: Introdução. As mudanças decorrentes da transição demográfica e epidemiológica, com consequente aumento da expectativa de 
vida e da prevalência de doenças crônico-degenerativas não transmissíveis, suscitam a necessidade do desenvolvimento e da implementação 
de políticas públicas. No âmbito do Sistema Único de Saúde (SUS), a Atenção Domiciliar (AD) configura-se como uma modalidade de atenção à 
saúde de caráter substitutivo ou complementar, composta por ações de promoção da saúde, prevenção e tratamento de doenças e reabilitação 
realizadas no domicílio, assegurando a continuidade do cuidado e sua integração às redes de atenção à saúde. Entre suas atribuições, destaca-
se a contribuição para a redução de reinternações hospitalares. Objetivo: O objetivo deste trabalho foi identificar as reinternações dos pacientes 
acompanhados por um Serviço de Atenção Domiciliar (SAD) no período de junho de 2022 a maio de 2023, caracterizando-as quanto a causa e 
tempo de acompanhamento, além de definir a taxa de reinternação hospitalar do SAD e analisar o perfil socioepidemiológico dos pacientes que 
reinternaram. Métodos: Trata-se de um estudo transversal retrospectivo, em que foram revisados os prontuários e banco de dados do serviço 
em busca dos objetivos descritos acima. Resultados: Entre os principais achados do estudo, numa amostra de 300 reinternações, em um total 
de 2.713 pacientes (taxa de reinternação de 11,06%), destacaram-se como as principais causas: infecciosas (128), neoplásicas (38) e sintomas 
não definidos (34). As demais causas foram menos representativas. O tempo médio de acompanhamento pelo SAD até a reinternação foi de 25 
dias. Vinte e seis (8,67%) aconteceram com menos de 48h de acompanhamento. Conclusões: O estudo amplia o entendimento sobre o perfil 
dos pacientes acompanhados por um SAD que evoluem para reinternação. A identificação das comorbidades associadas a essas reinternações 
– muitas delas relacionadas a condições sensíveis à Atenção Primária – gera potencial de intervenções capazes de fortalecer o cuidado no 
domicílio e reduzir a ocorrência de hospitalizações potencialmente evitáveis.

Palavras-chave: Serviços de assistência domiciliar; Readmissão do paciente; Continuidade da assistência ao paciente.

Resumen

Introducción: Los cambios derivados de la transición demográfica y epidemiológica, con el consecuente aumento de la expectativa de vida y 
de la prevalencia de enfermedades crónicas no transmisibles, generan la necesidad de desarrollar e implementar políticas públicas. En el ámbito 
del Sistema Único de Salud (SUS) de Brasil, la Atención Domiciliaria (AD) se configura como una modalidad de atención a la salud de carácter 
sustitutivo o complementario, compuesta por acciones de promoción de la salud, prevención y tratamiento de enfermedades y rehabilitación 
realizadas en el domicilio, asegurando la continuidad del cuidado y su integración a las redes de atención a la salud. Entre sus principales 
atribuciones se encuentra la de evitar readmisiones hospitalarias. Objetivo: El objetivo de este trabajo fue identificar los reingresos de pacientes 
seguidos en un Servicio de Atención Domiciliaria (SAD) desde junio de 2022 hasta mayo de 2023, caracterizándolos en términos de causa y 
tiempo de seguimiento, además de definir la tasa de reingreso hospitalario el SAD y analizar el perfil socioepidemiológico de los pacientes que 
reingresaron. Métodos: Se trata de un estudio transversal retrospectivo, en el que se revisaron las historias clínicas y la base de datos del servicio 
en búsqueda de los objetivos descritos anteriormente. Resultados: Entre los principales hallazgos, en una muestra de 300 reingresos de un 
total de 2.713 pacientes (tasa de reingreso del 11,06%), se destacaron como causas principales: infecciosas (128), neoplásicas (38) y síntomas 
no definidos (34). Las demás causas fueron menos representativas. El tiempo medio de seguimiento por el SAD hasta el reingreso fue de 25 
días. Veintiséis (8,67%) ocurrieron con menos de 48 horas de seguimiento. Conclusiones: El estudio amplía la comprensión sobre el perfil de 
los pacientes atendidos por un Servicio de Atención Domiciliaria (SAD) que evolucionan hacia el reingreso. La identificación de comorbilidades 
asociadas a estos reingresos —muchas de ellas relacionadas con condiciones sensibles a la Atención Primaria— genera oportunidades de 
intervención capaces de fortalecer el cuidado en el domicilio y reducir la ocurrencia de hospitalizaciones potencialmente evitables.

Palabras clave: Servicios de atención de salud a domicilio; Readmisión del paciente; Continuidad de la atención al paciente.

INTRODUCTION

The changes resulting from the demographic and epidemiological transition, with the consequent 
increase in life expectancy and the prevalence of chronic-degenerative non-communicable diseases,1 
underscore the need for the development and implementation of public and health policies capable of 
meeting the population’s demands.2

The expansion of Family Health Strategy has brought about significant improvements in the 
population’s access to health services, while also reaffirming the importance of the home environment as 
a therapeutic space.3 It is within this context that home care emerges, a modality of care offered by the 
Unified Health System (SUS). According to Ordinance No. 3,005 of 2024 (a reformulation of Ordinance 
No. 963 of 2013), HC is a healthcare modality that serves as a substitute for, or a complement to, existing 
services. It is characterized by health promotion, disease prevention and treatment, and rehabilitation 
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activities delivered within the home setting, thereby ensuring continuity of care and integration with the 
Health Care Network (RAS).4

Home care services (HCS) may be provided by various teams, ranging from primary care teams 
to specialized HCS teams, depending on the specific needs of each patient, whether they involve stable 
chronic conditions, acute conditions, or conditions of greater complexity.5

One of the primary focuses of HCS teams is “dehospitalization,” a process that facilitates increased 
hospital bed turnover and optimizes financial and structural resources. Its objective is to accelerate 
the hospital discharge process and provide continuous care in the home setting for patients who meet 
specific, pre-established criteria. Furthermore, it seeks to reduce clinical complications and the risk of 
hospital-acquired infections, in addition to offering emotional support to the patient and their family, thereby 
establishing the fundamental role of the caregiver and emphasizing patient autonomy. It also facilitates 
the deinstitutionalization of patients admitted to secondary and tertiary care services, aims to prevent 
hospitalizations stemming from emergency room visits, and supports primary care teams.6-8 

One of the possible outcomes following hospital discharge is hospital readmission, which may occur up 
to 30 days after discharge. In addition to increasing the risks associated with the hospital environment, such 
readmission is also linked to an elevated risk of iatrogenic complications.9 In this context, dehospitalization, 
the assurance of continuity of care, and integration into health care networks following hospital discharge, 
facilitated by an HCS, prove to be essential.

The HCS featured in this study serves a segment of the population in Porto Alegre, Brazil, the capital 
of the state of Rio Grande do Sul. It caters to a population of approximately 500,000 inhabitants and 
accepts referrals from any service within the municipality’s RAS.10

This study was motivated by an understanding of the importance of this topic, as well as by the 
scarcity of research identifying the causes of hospital readmission among patients receiving care from 
an HCS. The primary objective was to identify patient readmissions occurring between June 2022 and 
May 2023. The specific objectives were to: analyze the sociodemographic profile of patients readmitted 
during the follow-up period; identify the most frequent causes of readmission; determine the readmission 
rate among the patients under care; and identify the duration of home care follow-up prior to readmission, 
as well as the specific day of the week and shift during which the readmission occurred. Thus, this study 
sought to expand the body of knowledge regarding home care and to inform the planning of care and 
management strategies, with a view to enhancing the quality of care provided and formulating plans to 
prevent hospital readmissions among patients under home care. 

METHODS

The study conducted was a retrospective, cross-sectional investigation carried out through a 
quantitative analysis of proprietary databases belonging to a HCS affiliated with the Nossa Senhora da 
Conceição Hospital (Porto Alegre, Rio Grande do Sul), alongside qualitative data recorded in electronic 
health records. The HCS consists of five Multiprofessional Home Care Teams (EMADs) and one 
Multiprofessional Support Team (EMAP), and it serves the northern region of the municipality.

The inclusion criteria were: age over 18 years, current enrollment in the HCS, and having experienced 
a hospital readmission during the period from June 2022 to May 2023. The exclusion criteria were: age 
under 18 years, and readmissions involving patients monitored by the HCS who did not possess a Hospital 
Admission Authorization (AIH) within the HCS – a document required to formalize the patient’s affiliation 
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with the service. The HCS utilizes the same electronic health record system as the hospital to which it is 
affiliated; therefore, the issuance of an AIH is mandatory for home-based admission within said service.

Data were collected through an analysis of patient records, in which the documentation of care 
provided by professionals served as the basis for identifying the established variables, and through 
the HCS’s readmission database, which lists the names of all patients who experienced hospital 
readmissions. Registration details, such as the National SUS Card number, date of birth, age, sex, race/
skin color, occupation, educational level, and address, were collected directly from the registration data 
contained within the electronic health records. To identify the admission date, duration of care, patient 
comorbidities, and date of hospital readmission, as well as the specific time and shift during which it 
occurred, the medical entries within each patient’s record were analyzed. The daily shifts during which 
readmissions occurred were defined according to the HCS’s work shifts: the morning shift encompasses 
the hours from 7:00 a.m. to 1:00 p.m.; afternoon, from 1:00 p.m. to 7:00 p.m.; and night, from 7:00 p.m. 
to 7:00 a.m. the following morning. 

To determine the causes of readmission, the descriptions in the HCS discharge notes and the 
corresponding International Classification of Diseases (ICD) codes at discharge were examined. In cases 
where patients were readmitted to the same hospital to which the HCS is affiliated, the ICD code from the 
AIH associated with the emergency admission was also analyzed.

The Charlson Comorbidity Index (CCI),11 a classic predictor of mortality that assigns distinct weights 
to 19 pathologies, is widely used to estimate prognosis based on the degree of comorbidity12,13 and has 
been studied by various authors as a predictive variable for hospital readmission.12-16 In the present study, 
the index was derived from routine entries in the patient medical records, completed by the attending 
physician at the time of the patient’s enrollment in the HCS.

The tabulation and analysis of the collected data were performed using Microsoft Excel and Statistical 
Product and Service Solutions (SPSS) software. The study was approved by the Ethics Committee (CAAE: 
74867423.5.0000.5530).

RESULTS

During the period from June 2022 to May 2023, a total of 320 readmissions were identified among 
patients monitored by the HCS. Of these, 19 readmissions were excluded from the sample because 
they involved patients monitored by the pediatric team who were under 18 years of age. One additional 
readmission was also excluded from the sample because of the absence of an AIH record within the HCS 
system. The final study sample consisted of 300 readmissions during the period analyzed, drawn from a 
total of 2,713 adult patients monitored during that time.

The hospital readmission rate during the months studied was 11.06%. The mean age of the patients 
at the time of the 300 readmissions was 67.42 years. Of those who were readmitted, 52.66% (158) were 
female, and 47.33% (142) were male (Table 1). Regarding race/color, 76.33% (229) identified as White, 
17.33% (52) as Black, and 6.33% (19) as Brown (Table 1). As for educational attainment, 6% (18) had 
no formal education; 20% (60) had completed grades 1 through 4 of elementary school (Elementary I); 
22.33% (67) had completed grades 5 through 8 of elementary school (Elementary II); 10.33% (31) had 
completed high school; 2.66% (8) held a completed higher education degree; 0.33% (1) had incomplete 
higher education; and 38.33% (115) had no record of educational attainment in their medical charts 
(Table 1). Twenty-six readmissions occurred within the first 48 hours of home care, equivalent to 8.67% 
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of the total. The median duration of follow-up by HCS was 25 days, and the mean was 58.65 days. 
The highest number of readmissions for a single patient was 7. The mean CCI was 5.32. 

The causes, described in Table 2, were divided into the following groups: 
•	 Infectious,
•	 Cardiovascular, 
•	 Neurological, 
•	 Gastrointestinal, 
•	 Neoplastic, 
•	 Metabolic, 
•	 Musculoskeletal, 
•	 No defined cause/Symptoms (in the case of referrals for readmission due to symptoms only and not 

due to a presumed diagnosis), and 
•	 Others (causes that do not fall into the previous groups).

Table 1. Socio-epidemiological data on patients readmitted during follow-up by a home care service between June 2022 
and May 2023. Brasil, 2023.

Race/skin color Sex Education

White 229 (76%) Female 158 (53%) No education 18 (6%)

Black 52 (17%) Male 142 (47%) Elementary I, Grades 1-5 6 (2%)

Brown 19  (6%) Elementary II, Grades 6-9 67 (22%)

High school 31 (10%

Some college 1 (<1%)

Bachelor’s 8 (3%)

Not specified 115 (38%)

Total 300 Total 300 Total 300

Source: Prepared by the authors.

Table 2. Frequency, Charlson Index, mean follow-up time (days), and mean age (years) by causes of readmission in 
patients followed by a home care service between June 2022 and May 2023. Brasil, 2023.

Cause Readmissions Charlson index Time of follow-up Mean age

Infectious 128 42.67% 5.30 24.00 69.37

Neoplastic 38 12.67% 6.55 25.50 58.39

No cause indicated 34 11.33% 5.35 18.50 67.96

Neurological 21 7.00% 4.62 66.00 65.27

Others 18 6.00% 4.11 31.00 60.79

Metabolic 17 5.67% 5.65 25.00 72.25

Cardiovascular 16 5.33% 5.25 31.50 73.67

Gastrointestinal 14 4.67% 4.93 20.00 69.17

Cause not specified 13 4.33% 4.54 34.00 68.16

Fracture 1 0.33% 7 66.00 90.89

Total 300

Source: Prepared by the authors.
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There was also a group for which the cause of readmission could not be determined due to a lack 
of recorded information. Each group was further subdivided whenever specific causes were identified. 
Readmissions due to respiratory causes occurred entirely as a result of the decompensation of chronic 
obstructive pulmonary disease triggered by infection; consequently, these cases were included in the group 
of respiratory infectious causes. One hundred and twenty-eight readmissions, 42.66%, constituted the 
largest group: that of infectious causes (Table 2). Among these, sepsis was the most prevalent condition, 
accounting for 41.40% (53 cases), followed by respiratory infections, which made up 30.46% (39 cases) 
(Table 3). Skin infections totaled 10.15% (13 cases), followed by urinary tract infections 7.81% (10 cases), 
osteomyelitis 3.12% (4 cases), surgical wound infections 2.34% (3 cases), infections of an undefined 
source 2.34% (3 cases), infections of an abdominal source 1.56% (2 cases), and one catheter-related 
infection 0.78% (Table 3).

Among the neoplastic causes, which represented the second-largest group, accounting for 12.66% 
(38) of all readmissions, lung cancer constituted the majority, totaling 8 readmissions (Table 3). The other 
neoplasms identified are described below.

The third-largest group, “No defined cause/Symptoms,” consisted of patients whose cause was 
described solely by isolated symptoms or who required further investigation; examples included fever, 
pain, altered level of consciousness, worsening of general condition, and non-gastrointestinal bleeding. 
These cases accounted for 11.33% (34) of the total readmissions (Table 3).

The “Other causes” group (comprising cases that did not fit into the previous categories—such 
as readmission due to social circumstances, elective procedures, insertion of a new feeding tube, or 
residence in a conflict zone preventing continuity of care) accounted for 6% (18) of all causes (Table 3). 

Table 3. Number of readmissions by specific group and etiology among patients with follow-up by a home care service 
between June 2022 and May 2023. Brasil, 2023.

Infectious Neoplastic Neurological Gastrointestinal

Sepsis 53 Lung 8 Seizure 9 Bleeding 10

Respiratory infection 39 Stomach 5 CVA 7 Others 4

Urinary tract infection 10 CNS 5 TBI 3 Total 14

Others 26 Colon/rectum 4 Others 2

Total 128 Pancreas/hepatobiliary 3 Total 21

Head and neck 3

No cause defined Breast 2 Metabolic Cardiovascular

Abdominal pain 7 Angiosarcoma 2 AKI/CKD 8 Cardiac insufficiency 8

Fever 7 Melanoma 2 Hyponatremia 3 PAD 6

Decreased 
consciousness

7 Prostate 1 Hypo/hyperkalemia 3 AMI 2

Worsening of 
general condition

5 Bladder 1 Hyperglycemia 3 Total 16

Chest pain 5 Lymphomas/myelomas 1 Total 17

Bleeding 3 Vulva 1

Total 34 Total 38

CNS: Central nervous system; CVA: Cerebrovascular accident; TBI: Traumatic brain injury; AKI: Acute kidney injury; CKD: Chronic 
kidney disease; PAD: Peripheral arterial disease; AMI: Acute myocardial infarction. 
Source: Prepared by the authors.
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In 4.33% (13) of the readmissions, no reason for the readmission was recorded (Table 3). Finally, Table 3 
presents the specific causes identified within the remaining groups.

Regarding the day of the week, out of the 300 readmissions: 16.66% (50) occurred on Mondays, 
17.33% (52) on Tuesdays, 14.33% (43) on Wednesdays, 12.66% (38) on Thursdays, 19.66% (59) on 
Fridays, 9.33% (28) on Saturdays, and 9.66% (29) on Sundays; for 0.33% (1) of the cases, it was not 
possible to identify the day of the week on which the readmission occurred. Regarding the time of day of 
readmissions, 21% (63) occurred in the morning, 29.66% (89) in the afternoon, 19% (57) at night, and for 
30.33% (91) of the patients, it was not possible to identify the time of day. 

DISCUSSION

The main findings of the study included a total of 300 hospital readmissions among adult patients 
monitored by HCS during the period from June 2022 to May 2023; this figure corresponds to an 11.06% 
readmission rate out of the 2,713 adult patients monitored by HCS during that same period. The leading 
causes of readmission were identified as infectious conditions (128 cases), neoplastic diseases (38 cases), 
and undefined symptoms (34 cases). The mean duration of HCS monitoring prior to readmission was 25 
days, with 26 (8.67%) of the readmissions occurring after less than 48 hours of monitoring.

One of the primary objectives of home care is to prevent unnecessary hospitalizations⁸. However, 
it is acknowledged that a subset of patients monitored via home care services will eventually require 
hospital readmission. The study revealed a lack of robust published research analyzing the causes of 
hospital readmissions among patients served by HCS affiliated with the “Melhor em Casa” (Better at 
Home) Program in Brazil. In this regard, the present study was pioneering in its exploration of this topic. 
The discussion is grounded in both national and international literature addressing similar themes related 
to home care and hospital readmissions.

Given the vast demographic diversity and the varying organizational models of HCS, whether 
differentiated by local population health profiles or by the political-administrative characteristics of the 
municipalities involved,17 it is pertinent to note that the specific HCS evaluated in this study possesses 
a unique organizational structure: it is registered with and physically housed within a tertiary-level 
hospital, from which it receives a significant proportion of its patient referrals. This specific characteristic 
is not necessarily representative of other HCSs operating in Brazil, including those located in state 
capital cities.

Carnaúba et  al.18 (2017) observe that the typical patient profile within a specific HCS in Maceió 
consists predominantly of individuals with neurological disorders who do not require high-complexity 
procedures or specialized medical equipment. Rajão and Martins19 (2020), regarding the origin of home 
hospitalizations in Brazil between 2008 and 2016, showed that 54.5% of patients originated from primary 
care, while 23% originated from hospitals. Johann et al.20 (2020) in turn, in an analysis of the patient profile 
served by an HCS in Curitiba, cite that 76% of patients originated from primary care.

In accordance with Ordinance No. 3,005, dated January 2, 2024, which stipulates that hospital 
referrals should account for more than 70% of admissions in municipalities with over 500,000 inhabitants, 
it was identified that, during the study period, 73.2% of new patients admitted to the HCS evaluated in this 
study were referred from a hospital. With a view to ensuring safe dehospitalization and care transitions, 
and to prevent adverse events in the immediate post-discharge period, the HCS evaluated is organized to 
ensure that the initial assessment by the EMAD is conducted on the first business day following hospital 
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discharge. Consequently, the readmission rate identified within the first 48 hours of home care was 8.6% 
of the total number of readmissions.

The majority of studies identified in the literature evaluated readmissions within a timeframe ranging 
from seven days post-discharge21 to as long as three months,22-25 and consequently, this limited the 
feasibility of comparing readmission rates with those found in the current study. Only one Brazilian study, 
conducted within a home care setting in Maceió and previously cited herein, was identified as presenting a 
comparable timeframe; that study reported a hospital readmission rate of 24% among patients monitored 
between January 2011 and December 201518. It is noteworthy that the readmission rate observed in the 
Maceió HCS is more than double that of the HCS evaluated in the present study.

The literature identifies cardiovascular diseases as the primary cause of hospital readmission, 
followed by respiratory system diseases, neoplasms, and diseases of the digestive tract and nervous 
system, albeit with varying frequencies.21,23,25 In the present study, it is believed that cardiovascular causes 
are encompassed within the “No defined cause” category, the third-largest group of causes identified, 
as this category includes the symptoms most frequently associated with cardiovascular diseases, such as 
pain, dyspnea, and altered level of consciousness. Consistent with the findings of other studies, neoplasms 
were also identified as a significant cause of hospital readmission in this study. Consistent with Borges 
et al.21 (2008), the primary comorbidities associated with the underlying disease in the HCS patients in 
question were hypertension, diabetes mellitus, smoking, chronic renal failure, ischemic heart disease, 
sequelae of stroke, and chronic obstructive pulmonary disease (COPD), among others.

In line with one of the objectives of home care, namely the avoidance of unnecessary hospitalizations, 
a meta-analysis demonstrated a reduction in hospital readmission rates among patients with chronic 
diseases who received home-based follow-up from a nursing team or a physician.26 Furthermore, there 
is an inverse correlation between the frequency of visits by Home Health Care teams and the need for 
hospital readmission, particularly regarding visits by physical therapists and among patients with greater 
functional limitations. Additionally, the study analysis revealed that readmissions occurred in 11.5% of 
patients, with an average follow-up period of 20 days.27

The patient profile in the present study consists of elderly individuals with multiple comorbidities 
(evidenced by a high CCI—an average score greater than 4 across all groups), with a high rate of hospital-
based referral, including prior stays in intensive care units and the use of invasive devices. Consistent with 
these findings, Cramer and Fonager14 identified a high CCI and a history of hospital-based care as risk 
factors for readmission among patients receiving parenteral treatment via home care services.

It is well established that this patient profile carries a higher predisposition to infectious complications 
within the home setting, including the development of new cases of sepsis.28 Bowles et  al.28 (2020) 
demonstrated that patients who have survived a septic episode are twice as likely to require hospital 
readmission within 30 days compared to patients who have not experienced sepsis. They also note that 
up to 32% of readmissions occur within a timeframe of one week or less. Home visits conducted within 48 
hours on a weekly basis may reduce the likelihood of readmission by up to 7%.28 

In this regard, the cohort studied by Gadre et  al.15 (2019) identified the following as predictors 
associated with increased 30-day readmissions among patients diagnosed with sepsis: the presence of 
diabetes, heart failure, discharge to institutional care, an CCI score ≥2, and a hospital length of stay 
exceeding 3 days.15 Other studies have also identified a positive correlation between the CCI score and 
increased readmissions among elderly patients in emergency settings,12 as well as readmissions due to 
heart failure13 and COPD.16



Pereira LN, Peruzzo FS, Soares KG, Mestriner RJS

9Rev Bras Med Fam Comunidade. Rio de Janeiro, 2026 Jan-Dez; 21(48):4524

As anticipated by the authors of the current study, the primary group of causes for readmission was 
the “Infectious” group. Within this category, it is noteworthy that cases of sepsis (53) accounted for 41.4% 
of all infectious causes, a finding that corroborates the aforementioned studies.

Readmissions due to neoplastic complications also stood out. In this group, the transition of care, 
one of the pillars of home care, ensures integration across different levels of care, thereby guaranteeing 
continuity of care.7 

 Among the most frequent causes, prominent examples include cancer patients with symptoms 
uncontrolled at home (uncontrolled oncologic pain, seizures, dyspnea, bleeding), as well as those whose 
general condition deteriorated due to disease progression. Such causes for readmission were also 
identified in another study that followed oncology patients for six months at a specialized cancer hospital 
in the United States.29

It must be emphasized that there are also patients who did not wish to die at home and/or opted for 
the hospital as their place of care, in accordance with advance directives previously discussed with the 
care team. Hospital care may, in various contexts – especially during the final months of life and in cases 
of metastatic cancer – be necessary for the patient’s quality of life, and the support provided therein should 
be optimized.30,31

Inadequate data entry in the electronic health records was one of the study’s limitations. For instance, 
gaps were identified in the completion of demographic information—particularly in the “educational 
attainment” field, resulting in the absence of this information for nearly 40% of the patients analyzed. 
Beyond demographic data, a lack of standardization in the recording of clinical information was observed—a 
weakness that hinders the collection of high-quality data for management, research, and, ultimately, the 
improvement of home care services. The difficulties encountered during the course of this research align 
with the poor quality of medical record-keeping highlighted by Lotufo and Duarte32 (1987), Modesto et al.33 
(1992), Scochi34 (1994), and Cavalcante et al.35 Vasconcellos et al.36 (2008), in turn, point out that medical 
records serve as a criterion for evaluating the quality of healthcare service delivery, as well as a resource 
for research and professional training.

Given that the de-hospitalization of patients is one of the primary objectives of home care, it is 
evident that addressing the issue of hospital readmissions is fundamental to enhancing the quality 
of care provided by HCS. Some studies have already demonstrated that post-discharge home-based 
interventions have a positive impact on patients’ health and can reduce hospital readmissions.26,37,38,39 
However, there are also conflicting results in other studies.9,40,41 The findings of the present research 
contribute to contextualizing these data within the national context; nevertheless, the need to expand 
research on this topic remains evident, in order to enhance home care and the planning of effective 
strategies to ensure safe hospital discharge.

CONCLUSION

The results presented facilitate a better understanding of patients who undergo readmission. This 
study sought to foster discussion regarding hospital readmission, specifically their causes and the socio-
epidemiological and clinical profile of patients within an HCS.

It is worth noting that the profile identified here may not necessarily align with that of other services 
elsewhere in the country; however, recognizing these characteristics, in addition to enabling greater 
integration between home care and other points within the health care network – whether hospitals or 
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primary care – represents a crucial step toward planning more effective measures aimed at reducing such 
hospital readmissions through home care interventions.

In this regard, the “Melhor em Casa” (Better at Home) Program aims to ensure safe hospital discharge, 
patient readjustment to the home environment, and the training of caregivers. Furthermore, by serving as 
a care transition tool bridging different levels of complexity within Health Care Networks, the program acts 
as a key coordinator; it proves fundamental for ensuring the continuity of care pathways within the home 
setting and, ultimately, for preventing subsequent hospitalizations.42

A significant proportion of the comorbidities identified as risk factors associated with readmissions 
are directly linked to Hospitalizations for Conditions Sensitive to Primary Care (ICSAP).43 Identifying these 
conditions, many of which are also amenable to home-based care interventions, creates opportunities for 
action aimed at reducing ICSAP rates and may pave new avenues for home care practice.
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