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Background. Because the rate of rehospitalization after
major cardiac surgery has been reported up to 22%, an
investigation of potential modifiable elements in the
discharge process has led our group to evaluate whether
the day of discharge affects readmission performance.

Methods. Our institutional Society of Thoracic Sur-
geons registry was used to identify all adult patients
undergoing elective cardiac operations from 2008 to 2016.
Emergency, transplant, and mechanical assist patients
were excluded. The primary outcome was all-cause
readmission within 30 days of operation. Multivariable
logistic regression was used to develop a risk-adjusted
predictive model of readmission risk.

Results. Of 4,877 patients discharged from our insti-
tution, 20% were discharged on a weekend or holiday.
The overall rehospitalization rate was 11.3%, with com-
parable readmission rates for weekday and weekend
and holiday discharges (11.4 vs 10.9, p = 0.73). A greater
proportion of patients are discharged to facilities on

he Hospital Readmissions Reduction Program enac-
ted by the Centers for Medicare and Medicaid Ser-
vices encourages hospitals to reduce unplanned
rehospitalizations [1, 2]. Although the validity of read-
mission performance as a metric for quality is widely
debated, studies have demonstrated increased morbidity
and diminished quality of life after readmission [3-5].
Furthermore, Centers for Medicare and Medicaid Ser-
vices penalties for excess readmissions will encompass
additional surgical interventions and conditions beyond
the categories enacted in the preliminary program to
eventually include coronary artery bypass grafting [6].
Readmission after cardiac surgery occurs in 8% to 22%
of patients and presents a major burden to patients and
health care institutions alike [7, 8]. Several studies have
shown that advanced age, female sex, history of chronic
lung disease, nonwhite race, and psychiatric illness are
associated with increased rehospitalization after coronary
artery bypass grafting [9-13]. Some groups have proposed
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weekdays than on weekends and holidays (15.0% vs
5.7%, p < 0.001). Discharge to a facility is associated with
a higher all-cause, unadjusted readmission rate (16.7%
vs 12.7%, p = 0.01). After adjusting for patient comor-
bidities, operative performance, and postoperative
complications, weekend or holiday discharge is not
associated with worse readmission performance
(adjusted odds ratio, 1.0; 95% confidence interval, 0.77 to
1.32).

Conclusions. Cardiac surgical patients in the weekend
and holiday discharge cohort did not have significantly
higher odds of readmission regardless of operative type
and discharge disposition. Allocation of resources to
changing weekend staffing may be better allocated to
surgical site infection prevention and outpatient
intervention programs.

(Ann Thorac Surg 2018;m:m—m)
© 2018 by The Society of Thoracic Surgeons

lack of social support to be a direct risk factor for read-
mission, but socioeconomic status has not been broadly
accepted as such [14-19]. Hospital discharge is an intri-
cate and dynamic process requiring choreography of
patients, physicians, ancillary staff, and outpatient care-
givers. The demand for increasing hospital accountability
for the transition of care from the inpatient to outpatient
setting warrants further analysis of influences beyond
patient comorbidity and socioeconomic status that affect
readmission performance.

Furthermore, many of the factors already associated
with readmission cannot be readily modified. Applying
principles of the “weekend effect” to the discharge pro-
cess after cardiac surgery may provide an alternative
approach to readmission reduction [20, 21]. The weekend
effect phenomenon, which has been used to describe
higher mortality in myocardial infarction, stroke, and
cardiac arrest admissions that occur on the weekend or at
night, has been attributed to lower staffing levels and
higher physician turnover on off-hours [22-25]. Given the
strong correlation between weekend admissions and
outcomes after common conditions, we aimed to inves-
tigate whether such differences in staffing from the usual
weekday routine would affect the discharge process for
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cardiac surgical patients. Understaffing and discharge by
covering physicians may result in the delivery of insuffi-
cient discharge instructions and medication reconciliation
in the context of decreased access to outpatient clinics and
pharmacies on weekends. Thus, the present study was
performed to assess whether patients discharged on
weekend or holidays after elective adult cardiac opera-
tions incurred a higher than expected 30-day readmission
rate. We hypothesized that patients discharged after a
cardiac operation may also be vulnerable to this weekend
effect phenomenon when transitioning from inpatient to
outpatient care.

Patients and Methods

The University of California, Los Angeles Institutional
Review Board approved this study. Prospectively main-
tained data from our institutional The Society of Thoracic
Surgeons Adult Cardiac Surgery database was used to
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identify all patients aged older than 18 years who un-
derwent a cardiac operation between January 2008 and
December 2016. The study excluded patients who had
emergent/urgent, transplant, ventricular assist device, or
extracorporeal membrane oxygenation support proced-
ures to reduce heterogeneity and enhance generaliz-
ability of results to typical surgical practices.

Patients were categorized into weekday versus week-
end and holiday discharges. Weekday discharges were
defined as any discharge occurring Monday to Friday,
excluding holidays and weekend discharges as any
discharge occurring on Saturday, Sunday, or any Federal
holiday. Federal holidays were identified using the
“isHoliday” feature of R software (R Development Core
Team, Vienna, Austria).

Baseline demographics included age, sex, body mass
index, New York Heart Association Functional Classifi-
cation, and several other clinically relevant characteristics
(Table 1). Low preoperative and postoperative ejection

Table 1. Patient Comorbidities, Perioperative Events, Discharge Disposition Associated With 30-Day Readmission

Variable Not Readmitted (n = 4,326) Readmitted (n = 551) Overall (N = 4,877) p Value
Age >65 years, % 51.8 53.0 52.0 0.605
Male sex, % 66.0 64.4 65.9 0.452
Cigarette use, % 28.8 33.8 29.4 0.017
Racial minority, % 14.0 12.0 13.7 0.203
Diabetes, % 26.5 325 27.2 0.003
History of cerebrovascular disease, % 129 14.0 13.0 0.470
Preoperative dialysis, % 5.5 8.7 5.8 0.002
Chronic lung disease, % 14.8 18.7 15.2 0.015
Preoperative B-blocker use, % 58.7 64.8 59.4 0.006
Preoperative warfarin use, % 7.5 12.2 8.0 <0.001
Extubation within 6 hours, % 41.2 35.0 40.5 0.005
Aortic cross-clamp time, mean minutes 115 117 115 0.51
Reoperation for
Any reason, % 4.6 5.8 4.8 0.220
Bleeding, % 31 4.4 3.3 0.133
Valve, % 0.2 0.2 0.2 0.986
Graft failure, % 0.1 0.0 0.1 0.425
Other, % 15 1.8 1.6 0.610
Discharged with antiarrhythmic, % 18.2 23.1 18.7 0.006
Discharged with warfarin, % 36.9 421 37.5 0.025
Any complication, % 35.8 47.7 37.2 <0.0001
Postoperative
Atrial fibrillation, % 14.7 20.7 15.4 <0.0001
Sepsis, % 0.3 0.7 0.3 0.08
Renal failure, % 1.6 24 1.7 0.21
Stroke, % 1.0 0.9 1.0 0.77
Surgical site infection, % 0.3 1.8 0.5 <0.001
Cardiac arrest, % 11 13 1.1 0.78
Pleural effusion, % 1.8 3.6 2.0 0.00
Depressed ejection fraction (<0.35), % 2.6 5.1 2.9 0.00
Prolonged length of stay, % 35.7 50.5 373 <0.0001
Weekend holiday, % 19.7 19.1 19.6 0.7
Discharge to home, % 84.6 80.94 84.15 0.03
Discharged to facility,” % 12.7 16.7 13.18 0.01

? Includes rehabilitation facility, intermediate hospital, or nursing home.
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Fig 1. Discharge disposition by day of discharge. Proportion of dis-
charges to each potential disposition location for weekday and
weekend discharges. Patients in the weekend or holiday cohort have
increased discharge to home, whereas the Weekday cohort have
higher rates of discharge to skilled nursing facilities (SNF). (AMA =
against medical advice.)

fraction was categorized as an ejection fraction of 0.35 or
less. Intraoperative variables included type of operation
and aortic cross-clamp times. The primary outcome was
the 30-day all-cause readmission rate. Secondary out-
comes included index hospitalization mortality and
occurrence of major adverse events, including prolonged
ventilatory support, postoperative atrial fibrillation,
stroke or transient ischemic attack, renal failure, surgical
site infection, sepsis, and reoperation for any reason. All
patient data, including demographics, perioperative data,
and postoperative events, as defined by The Society of
Thoracic Surgeons, were retrieved from the institutional
database [26]. Prolonged length of stay was defined as
hospitalization longer than the median duration (>9
days).

Statistical analyses were performed using Stata 15.0
software (StataCorp, College Station, TX). We used X2
analysis of categorical variables and the Student ¢ test of
means to identify correlations between variables and the
primary outcome. A multivariable logistic model pre-
dicting 30-day readmission was constructed using sig-
nificant univariate interactions and clinically relevant
factors. Model fit was tested using receiver operating
characteristic curves. Statistical significance was deter-
mined at p values of less than 0.05.

Results

Between January 2008 and December 2016, 6,061 patients
underwent cardiac operations at our institution and were
available for consideration in this study. After application
of exclusion criteria, 4,877 patients survived index hos-
pitalization, of whom 19.6% were discharged on a week-
end or holiday. Cumulative in-hospital mortality was
2.5%, while 11.3% were readmitted within 30 days.
Compared with the overall cohort, readmitted patients
had a higher prevalence of current tobacco abuse,

SANAIHA ET AL 3
READMIT RISK UNAFFECTED BY DISCHARGE DAY

diabetes, preoperative renal failure requiring dialysis,
chronic lung disease, use of PB-blockers and warfarin,
surgical site infection, postoperative pleural effusion
requiring intervention, and postoperative atrial fibrilla-
tion (Table 1). Patients requiring rehospitalization had
lower rates of extubation within 6 hours postoperatively
(35% vs 40%, p = 0.012) and experienced a longer length
of stay (10.9 days vs 9.4 days, p = 0.0002). Intraoperative
variables such as aortic cross-clamp time were not
significantly associated with 30-day readmission. Post-
operative complications, such as atrial fibrillation, pleural
effusions, surgical site infections, were more prevalent in
the readmitted cohort (Table 1).

Of all patients who survived to discharge, 84.2% were
discharged to home, and 13.2% were transferred to an
acute rehabilitation, intermediate hospital, or nursing
home facility. The proportion of patients discharged to a
facility other than home was significantly greater in the
readmitted cohort than in patients who were not reho-
spitalized within 30 days (16.7% vs 12.7%, p < 0.001;
Table 1). Thus, the rate of readmission for patients dis-
charged to a facility was significantly higher (14.3% vs
10.8%, p = 0.01).

Weekday Versus Weekend and Holiday Discharge

Overall, nearly 20% of all discharges occurred on week-
ends and holidays, with no significant difference in the
weekend and holiday discharge proportion for patients
who were readmitted (19.1%) compared with those who
were not (19.7%, p = 0.73). Given that discharge desti-
nation was associated with the readmission rate, we
examined the differences in facility discharge by day of
discharge (Fig 1). Within our institutional data, patients
were discharged to a rehabilitation/skilled nursing facility
more often on weekdays (15.0% vs 5.7%, p < 0.001) and
more often home on the weekend and holidays (82.3% vs
924%, p < 0.001; Table 2). Beyond differences in
discharge destination, the weekday cohort had a greater
proportion of current tobacco use, history of cerebrovas-
cular disease, chronic lung disease, postoperative stroke,
and prolonged length of stay. Among the two discharge
cohorts there was no statistically significant difference
between index reoperation rates and depressed post-
operative ejection fraction (Table 2). Unadjusted 30-day
readmission rates were similar between the weekend
and holiday cohort and the weekday cohort (11.4% vs
11.0%, p = 0.73).

After adjusting for baseline differences using a multi-
variable model with a final C-statistic of 0.68, current to-
bacco use (adjusted odds ratio [AOR], 1.3; 95% confidence
interval [CI], 1.1 to 1.7, p = 0.02,), use of preoperative
B-blockers (AOR, 1.3; 95% CI, 1.04 to 1.66; p = 0.02), deep
or superficial surgical site infection (AOR, 5.1; 95% CI, 2.1
to 12.8; p < 0.001), and low postoperative ejection fraction
(AOR, 1.9, 95% CI, 1.1 to 3.1; p = 0.013,) were associated
with increased risk-adjusted odds of readmission. In
contrast, nonhome discharge (AOR, 1.1; 95% CI, 0.85 to
1.5; p = 0.36) was not associated with increased read-
mission (Table 3). Thus, after accounting for additional
variables, weekend and holiday discharge was not
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Table 2. Patient Comorbidities, Perioperative Events, Discharge Disposition, Readmission by Day of Discharge

Variable Weekday (n = 3,921) (%) Weekend/Holiday (n = 956) (%) Overall (N = 4,877) (%) p Value
Age >65 years 52.61 49.27 51.96 0.06
Male sex 65.24 68.41 65.86 0.06
Cigarette use 30.07 26.57 29.38 0.03
Racial minority 14.15 12.03 13.74 0.09
Diabetes 27.19 26.99 27.15 0.90
History of cerebrovascular disease 13.64 10.36 13.00 0.01
Preoperative dialysis 5.94 5.33 5.82 0.47
Chronic lung disease 16.22 10.98 15.19 <0.0001
Preoperative p-blocker use 59.32 59.62 59.38 0.87
Preoperative warfarin use 8.01 8.16 8.04 0.88
Extubation within 6 hours 39.22 45.82 40.52 <0.001
Reoperation for
Any reason 4.77 4.71 4.76 0.94
Bleeding 3.32 3.14 3.28 0.78
Valve 0.15 0.31 0.18 0.30
Graft failure 0.10 0.10 0.10 0.98
Other 1.56 1.57 1.56 0.98
Discharge with antiarrhythmic 18.90 17.99 18.72 0.52
Discharge with warfarin 37.35 37.90 37.46 0.77
Any complication 38.66 31.07 37.17 <0.0001
Postoperative
Atrial fibrillation 15.63 14.44 15.40 0.36
Sepsis 0.38 0.10 0.33 0.18
Renal failure 1.86 1.05 1.70 0.08
Stroke 1.22 0.21 1.03 0.01
Surgical site infection 0.46 0.42 0.45 0.87
Cardiac arrest 1.17 1.05 1.15 0.74
Pleural effusion 2.14 1.26 1.97 0.08
Depressed ejection fraction (<0.35) 2.88 2.82 2.87 0.92
Prolonged length of stay 38.84 31.17 37.34 <0.0001
Discharge home 82.15 92.36 84.15 <0.0001
Discharge not home 15.02 5.65 13.18 <0.0001
Readmitted 11.37 10.98 11.3 0.732

associated with an increased adjusted risk of readmission
(Table 3). On subgroup analysis of different operation
types (ie, valve vs coronary artery bypass grafting) and
discharge destinations (Table 3), there was no significant
association between weekend and holiday discharge and
readmission within 30 days. Furthermore, among active
smokers (AOR, 1.55; 95% CI, 1.0 to 2.42; p = 0.05) and
patients on preoperative B-blockade (AOR, 0.97; 95% CIJ,
0.70 to 1.35; p = 0.87) weekend and holiday discharge did
not have increased odds of readmission.

Indications for Readmission After Primary Operation

For this patient population, 38% of all readmissions were
related to the primary operation without additional
specificity, and 16.7% were not related to the cardiac
operation. Cardiac disorders comprised 20.1% (Fig 2).
Among cardiac readmissions, arrhythmia/heart block was
most common (10%), and pericardial effusion or tampo-
nade and heart failure comprised 4.3% and 3.9%,
respectively (Table 4). When the readmission diagnoses

by day of discharge were compared, more patients who
returned with pericardial effusion or tamponade after
discharge were part of the weekday cohort (58.3% vs
41.7%, p = 0.007). All other readmission diagnoses had
comparable distributions.

Comment

Care coordination and seamless transition from inpatient
to outpatient care have been emphasized as means of
reducing hospital readmissions, a surrogate marker for
quality of care. Cardiac surgical patients often have a
number of comorbidities that predispose them to read-
mission. Discharge planning for cardiac surgical patients
requires intensive management of patient comorbidities,
frailty, and postoperative issues. We were interested in
determining whether the relative lack of hospital re-
sources during weekends and holidays would lead to
increased readmission rates. If true, holding weekend
discharges of cardiac surgical patients may serve to
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Table 3. Adjusted Odds Ratio of Readmission Within 30 Days Overall and Discharge Disposition

Variable All Patients  p Value Discharge to Home p Value Discharge to Facility p Value
Age >65 years 0.94 0.60 0.95 0.65 1.13 0.73
Male sex 0.83 0.10 0.78 0.05 1.15 0.62
Racial minority 0.86 0.35 0.95 0.79 0.24 0.02
Cigarette use 1.33 0.01 1.29 0.06 1.63 0.08
Pre-op B-blocker 1.32 0.02 1.31 0.04 1.18 0.59
Pre-op dialysis 1.44 0.07 1.70 0.02 0.93 0.88
Cerebrovascular disease 1.11 0.48 1.07 0.69 1.52 0.18
Peripheral vascular disease 0.93 0.70 0.92 0.72 1.11 0.78
Chronic lung disease 1.09 0.60 1.21 0.31 0.67 0.33
Liver disease 1.15 0.60 1.24 0.45 0.33 0.30
Diabetes 1.20 0.13 1.13 0.37 1.59 0.10
Pre-op arrhythmia/atrial fibrillation 1.12 0.17 1.15 0.10 0.96 0.87
Cross-clamp time 1.00 0.69 1.00 0.26 1.00 0.15
Extubated <6 hours 0.83 0.10 0.89 0.35 0.66 0.21
Prolonged length of stay 1.25 0.07 1.34 0.04 0.83 0.54
Intraaoartic balloon pump 1.05 0.84 1.32 0.29 0.38 0.14
Any complication 1.23 0.16 1.17 0.37 1.52 0.24
Post-op atrial fibrillation 111 0.50 1.14 0.48 1.21 0.58
Post-op cardiac arrest 0.65 0.34 0.73 0.58 0.22 0.16
Surgical site infection 5.31 <0.001 8.05 0.00 2.74 0.29
Pleural effusion 1.62 0.09 1.71 0.13 2.08 0.22
Post-op renal failure 0.60 0.23 1.24 0.64 — —
Septicemia 1.12 0.87 1.68 0.58 0.56 0.61
Low post-op ejection fraction (<0.35) 1.96 0.01 2.02 0.01 2.29 0.20
Weekend/holiday 1.01 0.95 1.02 0.90 1.06 0.90
Reoperation for any cardiac indication 0.85 0.51 0.82 0.49 1.13 0.81
Discharge other than home 1.15 0.36 — — — —
C statistic 0.63 0.63 0.71

Post-op = postoperative; pre-op = preoperative.
reduce readmission rates. In this retrospective single-
institution study of patients undergoing elective major
cardiac operations, weekend or holiday discharge was not
associated with worse readmission performance after
adjusting for patient comorbidities and intraoperative
variables. Use of preoperative f-antagonist medications,
tobacco use, and surgical site infections were indepen-
dent predictors of rehospitalization within 30 days.

Debate regarding the complement of patient and
hospital factors that increase the risk of readmission
continues for a wide array of medical and surgical con-
ditions. Comorbidities historically implicated in worse
readmission performance, specifically after cardiac oper-
ations, such as advanced age, chronic lung disease, dial-
ysis dependence, postoperative pleural effusion, and
neurologic complications, were not significant in our pa-
tient population [9-12]. The present study also demon-
strated a higher risk of readmission associated with
current tobacco use and preoperative B-blocker medica-
tions. Use of P-blockers may represent an otherwise
uncaptured burden of cardiovascular disease and explain
this paradox.

The burden is on the health care system to implement
preoperative optimization and postoperative care pro-
grams to address these patients with a higher risk for

rehospitalization. Furthermore, patients who were
readmitted in the present study had slightly longer
length of stay, which may not be clinically relevant. This
is in contrast to several studies in the heart failure and
surgical literature that have shown shorter hospitaliza-
tion duration is associated with increased readmission
[27]. This discrepancy likely represents the fact that
patients with prolonged hospital stay likely suffered
from additional complications or were physiologically
unfit to be discharged, thereby increasing their risk for
readmission.

Other studies have reported increased mortality with
weekend or after-hour hospitalizations in stroke and
myocardial infarction [22-25]. However, few have
examined weekend discharge and its effect on post-
surgical patient readmissions. Cloyd and colleagues [28]
studied the relationship between weekend discharge
and outcomes after colectomy, abdominal aortic aneu-
rysm repair, hip arthroplasty, and pancreatectomy and
found no general association with day of discharge.
Rather, they found that colectomy patients discharged
on weekends had fewer readmissions [28]. Finally, a
study of nonsurgical patients admitted to an internal
medicine service observed no correlation between
weekend discharge and readmission rates [29]. To the
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Fig 2. Readmission diagnoses by categories defined by The Society of
Thoracic Surgeons readmission reasons. Surgical reasons for read-
mission, such as pharmacologic anticoagulation complication,
vascular complication, coronary artery graft, or valve dysfunction or
related admission, were the most common indications for read-
mission. Cardiac (arrhythmia, pericardial effusion, congestive heart
failure exacerbation, recurrent myocardial infarction/angina, or pul-
monary embolism), followed by infectious (pneumonia, infection of
conduit harvest site, infection deep sternum/mediastinitis) and res-
piratory (pleural effusion, other respiratory) complications were the
next three most common categories for readmission beyond the un-
specified “other” category.

best of our knowledge, our study of cardiac surgical
patients at a tertiary care urban medical center concurs
with the day of discharge literature but offers novel pa-
tient comorbidities not previously considered as risk
factors for worse readmission performance [4-6].
Implementation of multidisciplinary care coordination
efforts at our institution, with proactive discharge edu-
cation, detailed medication instructions, and in some in-
stances, telehealth visits, may explain why weekend or
holiday discharge had no effect on rates of rehospitali-
zation [30]. Based on previous work from our group, pa-
tients who were called by a member of the care team
within 48 hours of discharge and every 4 to 5 days for 30
days benefited from improved access to expert advice
after their hospitalization [30]. System interventions in-
tegrated in our practice may have mitigated the weekend
effect on patient outcomes. Large randomized trials of
telehealth visits are scarce in cardiac surgery and are
warranted to determine which elements of the discharge
process have the greatest effect on patient outcomes.
This study has several limitations inherent to its retro-
spective nature. Because randomization of discharge time
was not practical, we attempted to perform a comprehen-
sive regression model to minimize bias and account for
inherent differences in the weekday and weekend
discharge cohorts. Furthermore, this study represents the
outcomes of a single academic institution, limiting the
generalizability of the results. Nonetheless, we have
demonstrated that the use of the present resources and a

Ann Thorac Surg
2018;m:m-1

Table 4. Readmission Diagnoses for Each Category

Readmissions

Readmission Diagnosis (n = 558) (%)

Cardiac 20.7
Arrhythmia/heart block 10.04
Pericardial effusion/tamponade 4.3
Heart failure 3.0
Myocardial infarction/recurrent 11

angina
Pulmonary embolus 0.72

Respiratory 3.3
Pleural effusion requiring intervention 2.2
Respiratory complication, other 1.1

Renal failure 0.36

Surgical 4.0
Vascular complication 0.7
Anticoagulation-related complication 1.43
Coronary artery/graft dysfunction 0.18
Valve dysfunction 0.18
Related readmission 37.8

Neurologic 0.1
Transient ischemic attack 0.54
Stroke 0.36

Infectious 12.7
Pneumonia 9.5
Infection of conduit harvest site 1.6
Infection deep sternum/mediastinitis 1.6

Other 22.8
Other planned readmission 1.25
Other nonrelated readmission 16.7
Unknown 32

patient-centered readmission reduction program using
existing hospital resources could minimize any potential
effect from weekend and holiday discharge.

Inability to characterize costs and length of stay of
readmission episodes was an additional limitation of this
investigation. The study follow-up duration of 30 days also
prevents capture of intermediate and late-stage read-
missions. Assessment of whether readmissions occurred at
index or nonindex institutions was not possible.

Furthermore, community-based readmission preven-
tion programs were not included in this study. Future
research should be aimed at patient factors and
community-based interventions to continue to mitigate
patient morbidity and hospital costs associated with
readmission. Benbassat and Taragin [31] conducted a
meta-analysis suggesting that to reduce hospital read-
missions, one needed to include community-based ser-
vices, which have been shown to be integral in reducing
readmission rates in patients with chronic disease. In
patients with heart failure, community interventions such
as structured telephone support, home visits, and phar-
macist care, were shown to reduce readmissions [31].
Randomized assessment of these community-based in-
terventions and protocols may provide a target for future
efforts to reduce health care spending and readmission.
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In summary, weekend discharge did not appear to in-

crease rates of hospital readmission after cardiac opera-
tions. Delaying weekend discharges is unlikely to confer a
beneficial reduction in readmission rates. Given this
finding, hospital readmission reduction programs should
focus on identifying patients with known risk factors for
readmission rather than expanding existing weekend
staff coverage.
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