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Abstract
Background
This study aims to develop and validate a comprehensive prediction model for ICU readmissions.
Readmission following ICU discharge is associated with adverse outcomes such as increased mortality,
prolonged hospital stays, and elevated healthcare costs. Consequently, predicting and preventing
readmissions is crucial. Previous models for predicting ICU readmissions were primarily based on
physiological indices; however, these indices fail to capture the complete nature of treatment or patient
conditions beyond physiological measures, thereby limiting the accuracy of these predictions.

Methodology
A total of 1,400 patients who had an unplanned ICU admission at Sapporo Medical University Hospital from
January 2015 to October 2022 were included; a single regression analysis was performed using unplanned
ICU readmission as the dependent variable. After performing a single regression analysis, logistic regression
analysis using the stepwise method was performed using variables with significant differences, and a
predictive nomogram was created using the variables that remained in the final model. To internally validate
the predictive nomogram model, nonparametric bootstrapping (1,000 replications) was performed on the
original model.

Results
Of the 1,400 patients who had an unplanned admission to the ICU, 114 (8.1%) were readmitted to the ICU
unplanned. Seven main variables (Sequential Organ Failure Assessment score, respiratory rate, Glasgow
Coma Scale, sleep disturbance, Continuous Kidney Replacement Therapy, presence of tracheal suctioning,
and Oxygen Saturation) were selected to be associated with ICU readmission. The evaluation of the models
showed excellent discrimination with an area under the receiver operating characteristic of 0.805 (original
model) and 0.796 (bootstrap model). Calibration plots also confirmed good agreement between observed and
predicted reentry.

Conclusions
This new predictive model is more accurate than previous models because it includes physiological
indicators as well as other patient conditions and procedures needed and is expected to be used in clinical
practice. In particular, the inclusion of new factors, such as sleep disturbance and the need for tracheal
suctioning, enabled a more comprehensive patient assessment. The use of this predictive nomogram as a
criterion for discharging ICU patients may prevent unplanned ICU readmission.

Categories: Other, Emergency Medicine, Anesthesiology
Keywords: icu readmission, intensive care unit, nomogram, prediction model, sleep disturbance

Introduction
Unplanned intensive care unit (ICU) readmissions occur in 4.5% to 9.2% of patients discharged from the ICU
and are events that must be prevented because of their negative impact on patient outcomes and the
hospital as a whole [1]. Unplanned readmission to ICUs not only increases mortality (21.4%-40%) in patient
outcomes but also negatively impacts hospital outcomes, including prolonged length of stay [2] and
increased healthcare costs [3]. However, methods to accurately predict ICU readmissions have yet to be
established.

Physiological measures such as the Stability and Workload Index for Transfer [4] and the National Early
Warning Score (NEWS) [5] at ICU discharge have been used to predict unplanned ICU readmission.
Nonetheless, these measures have limited validity because they do not reflect the nature of ICU treatment or
patient factors such as delirium and sleep. In addition, the factors associated with ICU readmission are
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diverse and difficult to predict with a single measure or factor.

Therefore, it would be clinically significant to develop a prediction model for ICU readmission that uses
comprehensive data on the patient's physical and mental status and the procedures required for the patient,
in addition to the nature of treatment during ICU and vital signs at discharge. This study aims to develop
and validate a comprehensive prediction model for ICU readmissions.

Materials And Methods
Design, setting, and inclusion criteria
More data are required to develop a comprehensive nomogram for predicting ICU readmission. Therefore,
we conducted a single-center retrospective observational study. The study design and protocol were
approved by the Institutional Review Board (IRB) of Sapporo Medical University (IRB approval number 342-
157, December 1, 2022). Owing to the observational nature of this study, the information was released on an
opt-out basis. In this study, we used information from previous ICU patients, so it was difficult to obtain
consent directly from the patients. Therefore, we published the purpose of this study on a web page within
the research group and provided each patient with the opportunity to refuse to participate in the study. Data
was collected from the electronic health records of patients who were admitted to the ICU at Sapporo
Medical University Hospital for unplanned reasons between January 2015 and October 2022. In this study,
we made sure to sufficiently reduce the bias in patient information that can occur in retrospective
observational studies through statistical processing. These patients, excluding those meeting exclusion
criteria, were enrolled; the three researchers collected data using a dedicated data sheet between January
and March 2023. A third party checked for any inconsistencies in the data. Based on previous studies, ICU
readmission was defined as readmission to the ICU within seven days after ICU discharge [6,7].

Exclusion criteria
We did not collect data on patients who fell under the following categories: (1) patients under 18 years of
age, because pediatric patients require specialized care due to differences in physiology, treatment
protocols, and equipment needs, (2) patients who were deceased in the ICU, (3) patients who had signed
DNAR consent forms when leaving the ICU as these patients would not be readmitted to the ICU even if
their condition worsens, (4) patients who were transferred to another hospital within seven days following
ICU discharge, and (5) patients who were lacking vital signs or other essential items at the time of ICU
discharge.

Data collection
We collected the most recent patient data from our electronic medical record within 24 hours before ICU
discharge. Patient characteristics such as age, sex, and underlying medical conditions were collected, and
data on the Charlson Comorbidity Index, ICU length of stay, mortality rate, presence of sepsis, Acute
Physiology and Chronic Health Evaluation (APACHE) II score at ICU, Sequential Organ Failure Assessment
(SOFA) score, mechanical ventilation, mechanical ventilator days, continuous kidney replacement therapy
(CKRT), intra-aortic balloon pumping, Impella®�, extracorporeal membrane oxygenation, and high-flow
nasal cannula oxygen use were also collected. The results of blood gas analysis at ICU discharge were
collected for PaO2, PaCO2, and pH. Vital signs collected at ICU discharge included respiratory rate (RR),

temperature (BT), systolic blood pressure, diastolic blood pressure, heart rate (HR), cold extremities, tracheal
suctioning, sleep disturbance, and delirium. Vital signs (RR, BT, SpO2) were selected because they are

frequently used as early warning signs and are versatile parameters that are generally measured in clinical
practice.

Sleep data were collected on the day before the patient was discharged from the ICU, whether or not they
had a sleep disturbance. Although there was no sleep assessment tool, the sleep status of ICU patients was
recorded in the electronic medical record every day at the research facility. Sleep disorders were determined
to be present when there was a subjective complaint of insomnia from the patient or when the patient was
judged to have insomnia based on information from the nurse's observations of sleep [8]. Delirium was also
assessed using the intensive care delirium screening checklist score on the day before discharge from the
ICU, and a score of 4 or higher was defined as delirium [9].

Criteria for ICU discharge
The intensivists, attending physicians, and ICU medical staff shared the patient's condition through
morning rounds and meetings to determine if the patient was suitable for ICU discharge according to the
ICU admission, discharge, and triage guidelines [10]. Communication was based on the ICU admission,
discharge, and triage guidelines, and the final decision to discharge the patient from the ICU was made after
a consensus was reached by the team. The ICU discharge criteria for our ICU were as follows: (1) stable
patient not requiring ICU treatment or monitoring. (2) In a multidisciplinary setting with the attending
physician, it was confirmed that the patient was ready for ICU discharge.
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Statistical analysis
Data were evaluated for Gaussian distribution using the Shapiro-Wilk normality test. Normally distributed
data were presented as mean ± standard deviation (SD), and non-normally distributed data were presented
as median and interquartile range (IQR). Because the number of ICU readmission cases in this study was
small, we used the Shapiro-Wilk test to check for normality. Categorical data were presented as counts and
corresponding frequencies (%). Patient characteristics were analyzed using the Mann-Whitney U test for
continuous variables and Fisher's exact test for categorical variables.

Univariate and single regression analyses were performed with ICU readmission as the dependent variable to
establish an appropriately calibrated nomogram to predict outcomes. Logistic regression analysis using a
stepwise decreasing method was performed using factors with P-values less than 0.05 as a result of the
single regression analysis. In the logistic regression analysis, we set the significance level at 0.05. Predictive
nomograms were created using the remaining variables in the final model of the logistic regression analysis.
Nonparametric bootstrapping (1,000 replications) of the original model was performed for internal
validation of the model for the predictive nomogram [11]. Using the bootstrap method, the bias of the model
can be quantitively evaluated using resampled data and its impact can be reduced. Furthermore, training the
model on various subsets of the data may improve the model's prediction accuracy. This is because it is
expected to reduce the risk of overfitting and improve the model's ability to make predictions on new data.
By creating models for multiple data sets using bootstrapping, the adaptability of the model to new data
(generalization ability) can be evaluated. By using a variety of data sets through resampling, the risk of the
model becoming overly specific to a particular data set can be reduced, and an indicator for creating a model
with high generalization performance can be obtained. The bootstrap sample was created by extracting
random samples from the development database. To confirm the identification, AUROCs obtained from the
development database and bootstrap were calculated, respectively. As a validation, overfitting was checked
based on optimism <0.2, and a calibration plot was created [12]. Based on these results, a nomogram
prediction model based on independent risk factors associated with ICU readmission was constructed. The
significance level was set at less than 5%. The analysis software used for this study was R version 4.2.2 (The R
Foundation for Statistical Computing, Vienna, Austria). The R package rms was used to create the
nomogram.

Results
Patient characteristics
Figure 1 shows the flowchart of patient enrollment. Of the 1,818 patients who had unplanned ICU admission
during the study period, 418 were excluded based on exclusion criteria. The remaining 1,400 patients were
included in the study. A total of 113 patients (8.1%) were readmitted to the ICU within seven days of ICU
discharge.

FIGURE 1: Patient enrollment flowchart.

Patient characteristics are shown in Table 1. Compared with the ICU non-readmission group, the ICU
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readmission group had significantly higher APACHE II and SOFA scores at the time of ICU admission (18 vs.
19, P = 0.002; 6 vs. 7, P < 0.001). In addition, the ICU readmission group had significantly higher HR, RR, and
BT at ICU discharge than the ICU non-readmission group (69 vs. 69, P < 0.001; 21 vs. 19, P < 0.001; 37.0 vs.
37.2; P = 0.006). Furthermore, the SpO2 and GCS at ICU discharge were significantly lower in the ICU

readmission group than in the ICU non-readmission group (97 vs. 98; P = 0.003). Patients who required
tracheal suctioning for expectoration and those who had sleep disorders were significantly more common in
the ICU readmission group (30, 26.5%, vs. 154, 12.0%, P < 0.001; 72, 63.7%, vs. 193, 15%, P < 0.001). The ICU
mortality rate was significantly higher in the ICU readmission group (11, 9.7%, vs. 54, 4.2%, P = 0.014).

-
Overall (n =
1,400)

Readmission group (n =
113)

Non-readmission group (n =
1,287)

P-
value

Demographic data     

Age (years), median (IQR) 68 (56-76） 70 (59-77） 68 (56-76) 0.318

Male, n (%) 836 (59.7) 74 (65.5) 762 (59.2) 0.238

Clinical characteristics     

Charlson Comorbidity Index, median
(IQR)

5 (3-6) 5 (3-7) 5 (3-6) 0.460

APACHE II, median (IQR) 18 (15-22) 19 (16-23) 18 (15-21) 0.002

SOFA at ICU admission, median (IQR) 6 (4-8) 7 (5-10) 6 (4-8) <0.001

ICU length of stay (days), median (IQR) 3 (2-6) 4 (2-8) 3 (2-6) 0.002

Mortality for 28 days 65 (4.6) 11 (9.7) 54 (4.2) 0.014

ICU admission source

Medical, n (%) 797 (56.9) 79 (69.9) 718 (55.8) 0.005

Surgical, n (%) 603 (43.1) 34 (30.1) 569 (54.2) 0.005

Reasons for ICU admission

Sepsis, n (%) 256 (18.3) 28 (24.8) 228 (17.2) 0.082

Cardiovascular surgery, n (%) 195 (13.9) 13 (11.5) 182 (14.1) 0.526

Other surgery, n (%) 405 (28.9) 21 (18.6) 384 (29.8) 0.015

Respiratory failure, n (%) 220 (15.7) 29 (25.7) 191 (14.8) 0.004

Circulatory failure, n (%) 145 (10.4) 11 (9.7) 134 (10.4) 0.948

Cerebrovascular disease, n (%) 24 (1.7) 1 (0.9) 23 (1.8) 0.741

Acute kidney injury, n (%) 59 (4.2) 1 (0.9) 58 (4.5) 0.111

Acute pancreatitis, n (%) 31 (2.2) 4 (3.5) 27 (2.1) 0.506

Endocrine disease, n (%) 67 (4.8) 3 (2.7) 64 (5.0) 0.381

Liver failure, n (%) 27 (1.9) 5 (4.4) 22 (1.7) 0.097

Metabolic disorder, n (%) 16 (1.1) 1 (0.9) 15 (1.2) 1.000

Treatment variables of the group

Mechanical ventilation, n (%) 757 (54.1) 65 (57.5) 692 (53.8) 0.503

Ventilator days, median (IQR) 1.0 (0-3.0） 2.0 (0-5.3） 1.0 (0-3.0） 0.006

CKRT, n (%) 253 (18.1) 36 (31.9) 217 (16.9) <0.001

PMX-DHP, n (%) 74 (5.3) 10 (8.8) 64 (5.0) 0.122

IABP, n (%) 30 (2.1) 0 (0) 30 (2.3) 0.193

Impella®�, n (%) 7 (0.5) 1 (0.9) 6 (0.5) 1.000

Tracheal suctioning, n (%) 184 (13.1) 30 (26.5) 154 (12.0) <0.001
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Use of catecholamine, n (%) 51 (3.6) 5 (4.4) 46 (3.5) 0.841

Low-flow oxygen therapy, n (%) 946 (67.6) 82 (72.6) 864 (67.1) 0.281

HFNC, n (%) 86 (6.1) 3 (2.7) 83 (6.5) 0.160

Parameters at ICU discharge

SBP (mmHg), median (IQR) 121 (108-135) 123 (108-139) 121 (108-135) 0.457

DBP (mmHg), median (IQR) 69 (60-79) 69 (60-83) 69 (60-78) 0.906

HR (bpm), median (IQR) 83 (72-96) 89 (80-102) 82 (72-95) <0.001

BT (℃), median (IQR) 37.0 (37.0-37.8) 37.2 (37.0-38.0) 37.0 (36.9-37.7) 0.006

RR (bpm), median (IQR) 19 (16-22) 21 (17-25) 19 (16-22) <0.001

SpO2 (%), median (IQR) 98 (96-99) 97 (96-98) 98 (96-99) 0.003

GCS, median (IQR) 15 (14-15) 14 (12-15) 15 (14-15) <0.001

Cold extremities, n (%) 124 (8.9) 37 (32.7) 87 (6.8) <0.001

P/F, median (IQR) 357 (269-438) 333 (238-397) 358 (274-443) 0.004

PaCO2 (mmHg), median (IQR) 37.0 (34.0-41.0) 36.0 (34.2-41.3) 37.0 (34.0-41.0) 0.514

pH, median (IQR) 7.43 (7.40-7.47) 7.44 (7.41-7.48) 7.43 (7.40-7.47) 0.059

Sleep disturbance, n (%) 265 (18.9) 72 (63.7) 193 (15.0) <0.001

Delirium, n (%) 116 (8.3) 11 (9.7) 91 (7.1) 0.342

Reason for ICU readmission

Respiratory failure, n (%) - 46 (40.7) - -

Circulatory failure, n (%) - 35 (31.0) - -

Renal failure, n (%) - 13 (11.5) - -

Electrolyte disturbances, n (%) - 10 (8.8) - -

Neurological failure, n (%) - 9 (8.0) - -

TABLE 1: Patient characteristics.
APACHE Ⅱ, Acute Physiology and Chronic Health Evaluation Ⅱ; SOFA, Sequential Organ Failure Assessment; CKRT, Continuous Kidney Replacement
Therapy; PMX-DHP, direct hemoperfusion using polymyxin B-immobilized fiber column; IABP, Intra-Aortic Balloon Pumping; Impella®�, percutaneous
ventricular assist device; SBP, systolic blood pressure; DBP, diastolic blood pressure; HR, heart rate; BT, body temperature; RR, respiratory rate; SpO2,
saturation of percutaneous oxygen; GCS, Glasgow Coma Scale; P/F, partial pressure of arterial oxygen/fraction of inspiratory oxygen ratio; PaCO2, partial
pressure of arterial carbon dioxide; HFNC, high-flow nasal cannula

Predictors of ICU readmission
The results of a logistic regression analysis (stepwise decreasing method) to explore predictors of ICU
readmission are shown in Table 2.

Variables Unadjusted Adjusted

 Odds ratio (95% CI) P-value Odds ratio (95% CI) P-value

Age 1.006 (0.994-1.022) 0.326   

Sex 1.301 (0.997-1.947) 0.202   

CCI 1.019 (0.948-1.095) 0.617   

APACHE Ⅱ 1.050 (1.019-1.081) 0.001   

 

2024 Nakano et al. Cureus 16(10): e71555. DOI 10.7759/cureus.71555 5 of 10

javascript:void(0)


SOFA 1.124 (1.063-1.188) <0.001 1.078 (1.015-1.145) 0.014

Sepsis 1.530 (0.975-2.401) 0.064   

ICU LOS 1.019 (0.952-1.090) 0.410   

MV 1.164 (0.789-1.718) 0.443   

MV days 1.053 (1.017-1.091) 0.980   

Tracheotomy 1.342 (0.780-2.311) 0.288   

PMX-DHP 1.855 (0.925-3.722) 0.082   

CKRT 2.305 (1.512-3.515) <0.001 1.769 (1.122-2.790) 0.014

ECMO 0.629 (0.083-4.759) 0.654   

IABP 0 (0-0) 0.998   

Impella®� 1.906 (0.227-15.97) 0.552   

SBP 1.004 (0.995-1.014) 0.360   

DBP 1.002 (0.998-1.016) 0.768   

HR 1.020 (1.010-1.031) <0.001   

BT 1.422 (1.091-1.855) 0.009   

RR 1.094 (1.057-1.132) <0.001 1.072 (1.034-1.122) <0.001

SpO2 0.915 (0.842-0.995) 0.037 0.922 (0.854-1.005) 0.066

GCS 0.877 (0.817-0.941) <0.001 0.863 (0.794-0.938) <0.001

P/F 0.998 (0.996-0.999) 0.006   

PaCO2 1.000 (0.999-1.002) 0.684   

pH 11.68 (0.403-338.4) 0.154   

Sleep disorder 9.954 (6.587-15.04) <0.001 9.742 (6.315-15.02) <0.001

Delirium 1.417 (0.734-2.735) 0.298   

Tracheal suctioning 2.659 (1.695-4.171) <0.001 2.053 (1.288-3.273) 0.002

Catecholamine 1.249 (0.486-3.209) 0.644   

Cold extremities 1.094 (0.518-2.310) 0.814   

Low-flow oxygen therapy 0.764 (0.513-1.136) 0.184   

HFNC 0.846 (0.361-1.985) 0.701   

TABLE 2: Results of univariate and multivariate analysis.
APACHE Ⅱ, Acute Physiology and Chronic Health Evaluation Ⅱ; CCI, Charlson Comorbidity Index; SOFA, Sequential Organ Failure Assessment; CKRT,
Continuous Kidney Replacement Therapy; PMX-DHP, direct hemoperfusion using polymyxin B-immobilized fiber column; IABP, Intra-Aortic Balloon
Pumping; Impella®�, percutaneous ventricular assist device; SBP, Systolic Blood Pressure; DBP, diastolic blood pressure; HR, heart rate; BT, body
temperature; RR, respiratory rate; SpO2, saturation of percutaneous oxygen; GCS, Glasgow Coma Scale; P/F, partial pressure of arterial oxygen/fraction
of inspiratory oxygen; PaCO2, partial pressure of arterial carbon dioxide; HFNC, high-flow nasal cannula

Logistic regression analysis was performed, including variables that were significantly different from the
univariate analysis and clinically necessary variables that may be associated with ICU readmission. These
included APACHE II, SOFA, sepsis, ventilatory duration, PMX, CKRT, HR, BT, RR, SpO2, tracheal suctioning,

sleep disturbance, GCS, P/F, and PaO2. 

We created a nomogram for each of the seven variables obtained as the final model using logistic regression
analysis (stepwise method) (Figure 2). These included respiratory rate, sleep disorder, GCS, SOFA, SpO 2,

tracheal suctioning, and CKRT.
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FIGURE 2: Nomogram for predicting ICU readmission.
A nomogram for predicting ICU readmission based on seven easily obtainable clinical characteristics. To use the
nomogram, place the patient's variables on the corresponding axes, draw a line on the point axis, add up the
points, and draw a line from the total point axis to the predicted value.

SOFA, Sequential Organ Failure Assessment; CKRT, Continuous Kidney Replacement Therapy; SpO 2, saturation
of percutaneous oxygen; GCS, Glasgow Coma Scale

Evaluation of the models
The area under the receiver operating characteristic (AUROC) curve for the predicted risk of ICU readmission
was 0.805 and 0.796 for the original and bootstrap models, respectively, showing very good discrimination.
The validation of overfitting obtained with the bootstrap confirmed that the data in this study were within
the overfitting criterion, with an optimism of 0.038. The calibration plot (Figure 3) showed good agreement
between observed and predicted ICU reentry. The figure shows a model with an AUROC curve (c-statistic) of
0.80. Each of the illustrated curves shows the calibration intercept and slope. For example, when the actual
probability on the y-axis is approximately 50%, the predicted risk on the x-axis is approximately 40%,
indicating that there is a possibility of ICU readmissions being underestimated. Therefore, it is
recommended to use the prediction nomogram in this study, taking this consideration into account.

FIGURE 3: Illustrations of miscalibration.
Illustrations are a model with an area under the receiver operating characteristic curve (AUROC or c-statistic) of
0.80. Calibration intercept and slope are indicated for each illustrative curve.

Discussion
Patients readmitted to the ICU are more severely ill, resulting in longer hospital stays and increased costs
[1]. Some reports indicate that 26%-58% of patients readmitted to the ICU die [13]. Establishing an effective
ICU readmission prediction model has been shown to minimize readmissions [14]. Vital signs have been
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included as early warning signs to predict the prognosis of critically ill patients. Consistent with previous
studies, they are considered to be important variables for predicting ICU readmission. Most studies that
predict ICU readmission consider only blood data or vital signs and do not include the nature of treatment
during ICU, the patient's mental status, or the type of procedure the patient needs [15]. In our study, we
successfully developed a predictive nomogram model to identify the likelihood of ICU readmission, including
the treatment factors and physiological parameters during ICU hospitalization, as well as the patient's
required procedures, patient's delirium, and sleep status.

Our study included comprehensive data on critical illness scores, vital signs, and ICU treatment details. The
variables we included are consistent with those of other studies [14,16,17]. Furthermore, the SOFA score is a
risk factor that is often incorporated into ICU quality outcomes as well as predictive models for ICU
readmission [18,19]. Additionally, it includes respiratory system parameters such as respiratory rate and
SpO2. Respiratory rate has been widely reported as a parameter that can be used before a patient becomes

critically ill; it is also included in early warning scores, including the NEWS [20], and is a parameter that
acutely reflects a patient's physical condition [21].

Some papers incorporate the presence or absence of renal replacement therapy as part of ICU treatment
details [22]. Moreover, CKRT may be used to remove cytokines in patients with sepsis or to assist with kidney
function [23]. These treatments are designed to correct organ damage, and the use of CKRT necessarily
implies a higher degree of severity of disease.

Unlike other models predicting ICU readmission, procedures related to tracheal suctioning were included as
a factor predicting readmission in this study. Notably, the presence and frequency of suctioning are
considered an important factor in patient airway management, as the frequency of tracheal suctioning is
associated with reintubation [24]. Clearing the airway is also an important factor in preventing ICU
readmission, as many patients are readmitted with respiratory failure.

Sleep disturbance is one variable that is often overlooked in the ICU. ICU patients are often given analgesic
and sedative drugs, and their sleep is often not assessed. It is well known that sleep disorders are associated
with patient delirium [25]. Furthermore, sleep is important for the prevention of post-intensive care
syndrome and the promotion of physical activity [26]. Although ICU admission delirium is not included in
this model, it may lead to the development of post-ICU discharge delirium and hinder physical recovery.
Daily sleep assessment of ICU patients may be able to predict ICU readmission. Sleep disturbances are
another factor that differs from other predictors of ICU readmission.

Strengths and limitations
The strength of this study is that the predictive model includes not only vital signs but also patient sleep
patterns and required procedures. It may be possible to predict the risk of ICU readmission for patients with
sleep disorders by evaluating sleep during ICU admission. The AUROC results of the predictive nomogram
obtained in our study were comparable to those of previous studies [15]. On the other hand, this study has
several limitations. First, because the data in this study was obtained retrospectively from a single facility, it
is possible that there was not enough data to establish a prediction model, and there may be limitations to
the generalization of the results. Future development of a prediction model using multicenter data or other
available databases may be necessary. Second, the limited amount of data in this study made external
validation difficult. However, to compensate for this, we performed validation using the bootstrap method.
The bootstrap method involves repeatedly randomly sampling from the original data, constructing multiple
models based on these samples, and then aggregating and evaluating the results. The main benefit of this
method is that it enables the estimation of unknown errors and fluctuations in the original data by
resampling. We believe that using this method has helped minimize bias. Third, we obtained metabolic and
respiratory data via blood gas analysis; however, we did not collect variables such as those related to
nutritional status or infection. The inclusion of these variables could improve the efficiency of the
prediction model. Fourth, this prediction model was not prospectively validated. We plan to conduct a
multicenter prospective study of this ICU readmission prediction model.

Implications for clinical practice
The ICU readmission prediction model developed by this study has important implications for clinical
practice. The model, which incorporates patient sleep patterns and patient care needs in addition to
common vital signs, has the potential to improve the accuracy of assessing readmission risk compared to
traditional prediction models. In particular, the inclusion of factors that are often overlooked in
conventional models, such as sleep disturbances and the need for tracheal suctioning, allows for a more
comprehensive patient assessment. In the future, it will be necessary to investigate the impact of
implementing the predictive model obtained in this study in clinical practice and to evaluate its
effectiveness in various patient populations.

Conclusions
The current study developed and demonstrated the utility of a comprehensive model for predicting
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unplanned readmission after ICU discharge. The model, which takes into account the patient's sleep status
and treatment, needs in addition to physiological indicators, contributes to an accurate assessment of
readmission risk and allows for appropriate interventions for healthcare professionals. Furthermore, it is
thought to be involved in the optimization of the allocation of medical resources and patient safety. The use
of this model is expected to improve the accuracy of decisions regarding the timing of ICU discharge, leading
to improved patient outcomes and safety, as well as the appropriate allocation of medical resources. In the
future, it will be necessary to strengthen the evidence for the predictive model by accumulating more data
and conducting external validation.

Additional Information
Author Contributions
All authors have reviewed the final version to be published and agreed to be accountable for all aspects of the
work.

Concept and design:  Junpei Haruna, Kota Nakano, Ai Harada, Hiroomi Tatsumi

Acquisition, analysis, or interpretation of data:  Junpei Haruna, Kota Nakano, Ai Harada

Drafting of the manuscript:  Junpei Haruna, Kota Nakano, Ai Harada, Hiroomi Tatsumi

Critical review of the manuscript for important intellectual content:  Junpei Haruna, Kota Nakano

Supervision:  Junpei Haruna, Hiroomi Tatsumi

Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. The Institutional Review
Board of Sapporo Medical University issued approval 342-157, December 1, 2022. Owing to the observational
nature of this study, the information was released on an opt-out basis. Animal subjects: All authors have
confirmed that this study did not involve animal subjects or tissue. Conflicts of interest: In compliance
with the ICMJE uniform disclosure form, all authors declare the following: Payment/services info: All
authors have declared that no financial support was received from any organization for the submitted work.
Financial relationships: All authors have declared that they have no financial relationships at present or
within the previous three years with any organizations that might have an interest in the submitted work.
Other relationships: All authors have declared that there are no other relationships or activities that could
appear to have influenced the submitted work.

Acknowledgements
All authors have confirmed that this study did not involve animal subjects or tissue.

References
1. Wong EG, Parker AM, Leung DG, Brigham EP, Arbaje AI: Association of severity of illness and intensive care

unit readmission: a systematic review. Heart Lung. 2016, 45:3-9.e2. 10.1016/j.hrtlng.2015.10.040
2. Fakhry SM, Leon S, Derderian C, Al-Harakeh H, Ferguson PL: Intensive care unit bounce back in trauma

patients: an analysis of unplanned returns to the intensive care unit. J Trauma Acute Care Surg. 2013,
74:1528-33. 10.1097/TA.0b013e31829247e7

3. Christmas AB, Freeman E, Chisolm A, Fischer PE, Sachdev G, Jacobs DG, Sing RF: Trauma intensive care unit
“bouncebacks”: identifying risk factors for unexpected return admission to the intensive care unit. Am Surg.
2014, 80:778-82. 10.1177/000313481408000827

4. Gajic O, Malinchoc M, Comfere TB, et al.: The Stability and Workload Index for Transfer score predicts
unplanned intensive care unit patient readmission: initial development and validation. Crit Care Med. 2008,
36:676-82. 10.1097/CCM.0B013E318164E3B0

5. Mcneill H, Khairat S: Impact of intensive care unit readmissions on patient outcomes and the evaluation of
the national early warning score to prevent readmissions: literature review. JMIR Perioper Med. 2020,
3:e13782. 10.2196/13782

6. Shankar-Hari M, Saha R, Wilson J, et al.: Rate and risk factors for rehospitalisation in sepsis survivors:
systematic review and meta-analysis. Intensive Care Med. 2020, 46:619-36. 10.1007/s00134-019-05908-3

7. Kastrup M, Powollik R, Balzer F, et al.: Predictive ability of the stability and workload index for transfer
score to predict unplanned readmissions after ICU discharge. Crit Care Med. 2013, 41:1608-15.
10.1097/CCM.0b013e31828a217b

8. Rood P, Frenzel T, Verhage R, Bonn M, van der Hoeven H, Pickkers P, van den Boogaard M: Development
and daily use of a numeric rating score to assess sleep quality in ICU patients. J Crit Care. 2019, 52:68-74.
10.1016/j.jcrc.2019.04.009

9. Bergeron N, Dubois MJ, Dumont M, Dial S, Skrobik Y: Intensive care delirium Screening Checklist:
evaluation of a new screening tool. Intensive Care Med. 2001, 27:859-64. 10.1007/s001340100909

10. Nates JL, Nunnally M, Kleinpell R, et al.: ICU admission, discharge, and triage guidelines: a framework to
enhance clinical operations, development of institutional policies, and further research. Crit Care Med.

 

2024 Nakano et al. Cureus 16(10): e71555. DOI 10.7759/cureus.71555 9 of 10

https://dx.doi.org/10.1016/j.hrtlng.2015.10.040?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.hrtlng.2015.10.040?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1097/TA.0b013e31829247e7?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1097/TA.0b013e31829247e7?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/000313481408000827?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/000313481408000827?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1097/CCM.0B013E318164E3B0?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1097/CCM.0B013E318164E3B0?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2196/13782?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2196/13782?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s00134-019-05908-3?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s00134-019-05908-3?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1097/CCM.0b013e31828a217b?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1097/CCM.0b013e31828a217b?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jcrc.2019.04.009?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jcrc.2019.04.009?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s001340100909?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s001340100909?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1097/CCM.0000000000001856?utm_medium=email&utm_source=transaction


2016, 44:1553-602. 10.1097/CCM.0000000000001856
11. Harrell FE Jr: Regression Modeling Strategies: With Applications to Linear Models, Logistic Regression, and

Survival Analysis. Springer, New York, NY; 2010. 10.1007/978-1-4757-3462-1
12. Van Houwelingen JC, Le Cessie S: Predictive value of statistical models. Stat Med. 1990, 9:1303-25.

10.1002/sim.4780091109
13. Araujo TG, Rieder Mde M, Kutchak FM, Franco Filho JW: Readmissions and deaths following ICU discharge:

a challenge for intensive care. Rev Bras Ter Intensiva. 2013, 25:32-8. 10.1590/s0103-507x2013000100007
14. Xue Y, Klabjan D, Luo Y: Predicting ICU readmission using grouped physiological and medication trends .

Artif Intell Med. 2019, 95:27-37. 10.1016/j.artmed.2018.08.004
15. Ruppert MM, Loftus TJ, Small C, et al.: Predictive modeling for readmission to intensive care: a systematic

review. Crit Care Explor. 2023, 5:e0848. 10.1097/CCE.0000000000000848
16. Sheetrit E, Brief M, Elisha O: Predicting unplanned readmissions in the intensive care unit: a multimodality

evaluation. Sci Rep. 2023, 13:15426. 10.1038/s41598-023-42372-y
17. Orangi-Fard N, Akhbardeh A, Sagreiya H: Predictive model for ICU readmission based on discharge

summaries using machine learning and natural language processing. Informatics. 2022,
9:10.10.3390/informatics9010010

18. Seol CH, Sung MD, Chang S, Yoon BR, Roh YH, Park JE, Chung KS: Development of a simple scoring system
for predicting discharge safety from the medical ICU to low-acuity wards: the role of the sequential organ
failure assessment score, albumin, and red blood cell distribution width. J Pers Med. 2024,
14:10.3390/jpm14060643

19. Palmowski L, Nowak H, Witowski A, et al.: Assessing SOFA score trajectories in sepsis using machine
learning: a pragmatic approach to improve the accuracy of mortality prediction. PLoS One. 2024,
19:e0300739. 10.1371/journal.pone.0300739

20. Smith GB, Prytherch DR, Meredith P, Schmidt PE, Featherstone PI: The ability of the National Early
Warning Score (NEWS) to discriminate patients at risk of early cardiac arrest, unanticipated intensive care
unit admission, and death. Resuscitation. 2013, 84:465-70. 10.1016/j.resuscitation.2012.12.016

21. Lynn LA, Curry JP: Patterns of unexpected in-hospital deaths: a root cause analysis . Patient Saf Surg. 2011,
5:3. 10.1186/1754-9493-5-3

22. Jo YS, Lee YJ, Park JS, Yoon HI, Lee JH, Lee CT, Cho YJ: Readmission to medical intensive care units: risk
factors and prediction. Yonsei Med J. 2015, 56:543-9. 10.3349/ymj.2015.56.2.543

23. Hellman T, Uusalo P, Järvisalo MJ: Renal replacement techniques in septic shock . Int J Mol Sci. 2021,
22:10.3390/ijms221910238

24. Haruna J, Tatsumi H, Kazuma S, Sasaki A, Masuda Y: Frequent tracheal suctioning is associated with
extubation failure in patients with successful spontaneous breathing trial: a single-center retrospective
cohort study. JA Clin Rep. 2022, 8:5. 10.1186/s40981-022-00495-7

25. Pisani MA, Devlin JW, Skrobik Y: Pain and delirium in critical illness: an exploration of key 2018 SCCM
Padis guideline evidence gaps. Semin Respir Crit Care Med. 2019, 40:604-13. 10.1055/s-0039-1698809

26. Liu K, Tronstad O, Flaws D, Churchill L, Jones AY, Nakamura K, Fraser JF: From bedside to recovery: exercise
therapy for prevention of post-intensive care syndrome. J Intensive Care. 2024, 12:11. 10.1186/s40560-024-
00724-4

 

2024 Nakano et al. Cureus 16(10): e71555. DOI 10.7759/cureus.71555 10 of 10

https://dx.doi.org/10.1097/CCM.0000000000001856?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/978-1-4757-3462-1?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/978-1-4757-3462-1?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/sim.4780091109?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/sim.4780091109?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1590/s0103-507x2013000100007?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1590/s0103-507x2013000100007?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.artmed.2018.08.004?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.artmed.2018.08.004?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1097/CCE.0000000000000848?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1097/CCE.0000000000000848?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1038/s41598-023-42372-y?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1038/s41598-023-42372-y?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.10.3390/informatics9010010?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.10.3390/informatics9010010?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3390/jpm14060643?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3390/jpm14060643?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1371/journal.pone.0300739?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1371/journal.pone.0300739?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.resuscitation.2012.12.016?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.resuscitation.2012.12.016?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/1754-9493-5-3?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/1754-9493-5-3?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3349/ymj.2015.56.2.543?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3349/ymj.2015.56.2.543?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3390/ijms221910238?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3390/ijms221910238?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s40981-022-00495-7?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s40981-022-00495-7?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1055/s-0039-1698809?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1055/s-0039-1698809?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s40560-024-00724-4?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/s40560-024-00724-4?utm_medium=email&utm_source=transaction

	Development of a Nomogram for Predicting ICU Readmission
	Abstract
	Background
	Methodology
	Results
	Conclusions

	Introduction
	Materials And Methods
	Design, setting, and inclusion criteria
	Exclusion criteria
	Data collection
	Criteria for ICU discharge
	Statistical analysis

	Results
	Patient characteristics
	FIGURE 1: Patient enrollment flowchart.
	TABLE 1: Patient characteristics.

	Predictors of ICU readmission
	TABLE 2: Results of univariate and multivariate analysis.
	FIGURE 2: Nomogram for predicting ICU readmission.

	Evaluation of the models
	FIGURE 3: Illustrations of miscalibration.


	Discussion
	Strengths and limitations
	Implications for clinical practice

	Conclusions
	Additional Information
	Author Contributions
	Disclosures
	Acknowledgements

	References


