EARLY FOLLOW-UP A KEY COMPONENT
TO REDUCING HOSPITAL READMISSIONS
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See You
in 7 Toolkit
Process
Measures
❏❏ Identifying heart failure
patients prior to discharge
❏❏ Scheduling and documenting
a follow-up visit with a
cardiologist or primary care practitioner that takes place
within seven days after discharge
❏❏ Providing the patient with documentation of the scheduled
appointment
❏❏ Identifying and addressing barriers to keeping the appointment
❏❏ Working to ensure that the patient arrives at the appointment
within seven days of discharge
❏❏ Making the discharge summary available to the follow-up
health care provider

Calculating Readmission Risk

Given the complexity of factors contributing to hospital readmissions, it is
often difficult to determine readmission
risk for patients with AMI, HF and
pneumonia before they are discharged.
In response, the Yale-New Haven
Hospital Center for Outcomes Research
and Evaluation (CORE) developed the
CORE Readmission Risk Calculator.
The calculator, which is available
as an app or on the web, uses medical
record data models developed for the
Centers for Medicare and Medicaid
Services and distributed through the
H2H initiative. The custom tool then
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factors in a patient’s demographic and
clinical characteristics to evaluate risk.
“It has been helpful to draw
attention to the level of risk – we hear
about high rates of readmission but it
seems to surprise people still when they
calculate it for a patient and actually see
such a high number for the person in
front of them,” said Harlan M.
Krumholz, MD, SM,
FACC, who led the
development efforts.
The calculator has
sparked innovation in
hospitals across the
country, and while unavoidable variables

are always possible, the ability to
anticipate readmissions risk opens doors
to future advancements in the quality of
patient care “The indicators used in the
tools are definitely the high risk
markers, and when present they warrant
close attention in achieving successful
transitions along the continuum of care
for heart failure,” said
Linda L. Tavares, MS,
RN, ACNP-BC,
AACC, after experimenting with the tool.
For more information on the calculator, visit
H2HQuality.org.
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