
 

 

7-Day Readmission Checklist and Audit Tool Instructions 

Purpose: To obtain insight into why a readmission within 7 days of a hospital discharge has occurred and how it 
could have been avoided. To identify patterns and trends among readmitted patients, existing gaps in the 
organization’s current discharge processes, and opportunities for performance improvement.   

Description: This one-page audit tool prompts clinical or quality staff members to review a list of factors 
commonly attributed to preventable hospital readmissions. The review can help you understand the kinds of 
barriers patients, families, and providers face during preparation of discharge to the post-hospital transitional 
care period and the circumstances leading patients to return to the hospital.  

Data Collection: The audit can be completed by performing a brief chart review of the first admission and the 
readmission, and/or through an interview of the patient, family member, or clinicians involved in the patient’s 
care.  Additional assessment can be obtained by contacting the patient’s primary care provider, home health 
agency, or mental health provider, for example, to gain their perspective. Another approach that you may want 
to consider is to use the audit questions as a start-point in conversation when conducting the 7-day huddle. 

Implementation: Each day, identify the patients in your care who were readmitted within 7 days of their last 
hospital discharge. Patients with a planned readmission are excluded from the audit. Complete the audit tool on 
each patient or use the questions as a start-point in conversation when conducting the 7-day huddle. Share 
these results with the interdisciplinary team, a readmission workgroup, or a daily 7-day readmission huddle.  

Performance Improvement: Aggregate the results of your audits each month to identify the common trends, 
patterns, and themes. Review current processes surrounding the pre-hospital preparation and post-hospital 
transitions of patients, and focus process improvement efforts that close the gaps found.   

Potential Gaps:  
1. Evaluation of patient self-management knowledge, skills, and confidence 

2. Evaluation of health literacy and use of teach-back to validate comprehension 

3. Focusing on patient’s reason for admission while ignoring chronic comorbid condition 
management 

4. Failure to obtain an accurate and comprehensive medication history and incomplete 
medication reconciliation 

5. Evaluation of social determinants of health, including food insecurity, lack of quality 
housing, medical care, transportation, and financial and social resources 

6. Failure to secure and communicate a timely follow-up appointment within the 7-day 
period after discharge 

7. Failure to provide a timely follow-up phone call to reinforce disease and medication 
discharge orders and follow up care 

8. Failure to identify and secure skilled services for patient needing higher level of care 
support after discharge 
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