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INTRODUCTION

Patient follow up has become a larger strategic priority for healthcare providers. 

The rise of consumerism in healthcare has given patients more of a voice in their 

care while changing regulations have supported both improving patient experiences 

and outcomes. Therefore, it has become critical for providers to stay engaged and 

provide meaningful interactions with patients after they have left the four walls of 

the facility or hospital. 

When performed properly, post-discharge follow up can provide an additional 

patient touch point that supports patient’s clinical needs and personal preferences. 

A follow-up interaction signals to patients that their providers care about their 

recovery while also enabling the provider to proactively address any issues or 

concerns.

In addition to creating a more seamless patient experience, follow up can also have 

a positive impact on hospitals’ financials. Given that providers operate under tight 

margins, capitalizing on incentives such as the Hospital Readmissions Reduction 

Program (HHRP) and Value-Based Payment Programs can offer bottom-line 

increases well into the millions. 

Patient Follow Up is an 

important aspect of 

providing quality care. It 

allows providers the 

opportunity to ensure 

patients are recovering and 

potential adverse events are 

proactively addressed and 

avoided. 

In this whitepaper, we will explore the following aspects of follow-up programs:

-    The Benefits of Performing Patient Follow Up

-    The Value of Creating a Centralized Follow-Up Process

-    How to Leverage Technology to Improve Follow Up

Improve Patient Outcomes 

with Follow Up
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THE BENEFITS AND CHALLENGES OF PATIENT FOLLOW UP

Patient follow up has proven to provide a variety of benefits to both patients and 

providers. For patients, the additional touch point post-discharge can reduce 

confusion, improve compliance with care plans, and enhance the recovery process. 

For providers, follow up can reduce avoidable readmissions, improve patient 

satisfaction, hence, boosting HCAHPS scores, and augment patient loyalty efforts. 

Considering that hospitals are increasingly held accountable for the entire care 

episode, it is not surprising that post-discharge follow up has increased in priority 

for healthcare leaders. However, more often than not, follow up processes are 

inconsistent, making it difficult for leaders to measure effectiveness and the ROI. 

Without consistency, follow-up programs prove to be a resource-consuming and 

expensive task. Many providers look to staff members to make time to follow up 

with discharged patients in addition to existing tasks. Often this leads to only a 

subset of patients receiving a call and even fewer reached effectively. 

Even with additional dedicated resources, high patient volumes make it difficult to 

reach out to patients in a timely manner. Many patients return to the emergency 

department and are readmitted within days of discharge, indicating the importance 

of reaching out to patients within quickly after leaving the facility. 

According to the Center for Healthcare Quality and Payment Reform, most 

readmissions happen quickly, between the 15 and 30-day window. Additionally, as 

the graph below shows, when follow up does occur, providers who resolve patient 

concerns within 24 hours see reduced readmission rates.

 

Readmission Reduction Based on Follow-Up Timeliness

Readmission rates average 

between 15-25% of all 

discharged patients. 

According to CMS research, 

patients with more chronic 

conditions are more likely to 

be readmitted to the facility. 

- American Hospital 

Association

This graph highlights CipherHealth’s analysis of 

more than 20,000 patient follow-up calls  across 

multiple hospitals in the U.S. between January 

and August 2016. The 24-hour follow-up period 

refers to the time it takes for staff members to 

call patients and resolve issues after an initial 

outreach attempt.  As the graph shows, patients 

who receive a call back within 24 hours show a 

20% improvement in results. 
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CHALLENGES TYPICALLY ASSOCIATED WITH PATIENT FOLLOW UP

Although patient follow up seems like an obvious strategy to pursue, it is important to 
prepare for barriers that typically emerge during the process. Lack of standardization in 
processes, resourcing issues, and delayed intervention are the most common pitfalls. 

Three Success Factors: 

TYPES OF FOLLOW UP AND OUTREACH PROGRAMS

There are many types of follow up and outreach programs your organization can partake 
in.  As healthcare moves further away from a fee-for-service payment model to a value-
based one, providers, especially hospitals, will need to effectively engage patients 
outside of the facility

Here are some examples of outreach programs: 

Readmissions Reduction: 
As discussed in this whitepaper, post-discharge follow-up 
programs can prove effective in reducing readmissions. 

Preventive Programs:
Utilize your outreach resources to encourage cancer 
screenings, flu vaccinations, and other preventive programs.

Pre-Visit Outreach: 
Educate and survey patients pre-arrival and pre-surgery to 
ensure they are prepared for their appointments.

1.   CONSISTENCY

Consistency is key.  Patient 
outreach is most effective when it 
happens to most of your patients 
in a timely manner. 

2.   DEDICATED RESOURCES

Dedicated resources who are trained 
in follow up can prove to be extremely 
effective in resolving patient issues 
and reducing readmissions.

 3.   TIMELINESS

Following up with patients within 
24-48 hours after discharge is one of 
the most effective ways to prevent 
adverse events and achieving success.

1. 

2. 

3. 
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USING TECHNOLOGY TO SCALE A CENTRALIZED APPROACH 
AND CREATE SEAMLESS CARE TRANSITIONS

Even with a centralized team, reaching out to 100% of patients is a challenge. 
Using technology to assist in the follow-up helps by ensuring resources are utilized 
efficiently, every patient receives a call, and that the organization can collect and 
analyze data gathered from the outreach. 

Solutions such as CipherOutreach uses a hybrid approach to follow up. In this model, 
100% of patients receive personalized automated calls asking tailored questions 
about his or her recovery. Should an issue arise, an alert is automatically triggered 
to the proper resource who can be transferred to the patient or alerted of the issue 
immediately. From there, the resource can document the call back and how they 
resolved the patient’s issue or concern. 

As shown in the chart below, a hybrid approach can lead to a considerable reduction 
in 30-day readmissions. In the case below, patients triaged by CipherOutreach 
were 3.4X less likely to experience a readmission. With this technology, providers 
can engage all of their patients multiple times post-discharge and help risk-stratify 
patients to prioritize interventions based on the patient’s need for additional 
support.

There are many types of outreach programs patients could benefit from. These 
programs include preventive outreach, population health programs, and post-
discharge follow up to designated DRGs, as well as all inpatients. With a centralized 
team,  scaling to add additional programs becomes less challenging and time-
consuming. 

Technology provides a cost-effective way to scale a centralized model of care. 
With CipherOutreach automated follow up, designated resources can focus on 
patients who need additional assistance and dedicate their time resolving issues 
and preventing adverse events.

 

Having the ability to call 
100% of our patients is 
extremely powerful. We 
are getting patients the 
help they need when 
they need it. With our 
HealthAnswers team, 
we are providing a 
key service in today’s 
healthcare environment. 

- Ben Becker
Clinical Communications  
Center Director
Intermountain Healthcare

Profile: Large Integrated System
Comparative: Oct 2013- Feb 2014

Not-readmitted
Readmitted within

30 days
Total

Voice-triaged 
patients

3,175 215 (6.3%) 3,390

100% manually
called patients

2,190 598 (21.5%) 2,788

Total 5,365 813 (13.2%) 6,178

Outreach-triaged 
Patients
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INTERMOUNTAIN HEALTHCARE

Intermountain Healthcare, a 22-hospital system based in Salt Lake City, 
Utah, has always prioritized improving readmission rates to augment 
patient outcomes while avoiding added costs. To streamline workflows 
and improve care transitions, Intermountain Healthcare introduced the 
Health Answers team in 2015, a group of nurses that provides support 
and advice to patients and families across the system. 

Despite being staffed 24 hours a day, 7 days a week, the Health 
Answers team experienced an enormous strain in workflow, especially 
when delivering calls 24-48 hours post-discharge. 

To improve patient engagement post-discharge and bolster cost savings, 
Intermountain implemented the CipherOutreach, post-discharge 
follow-up solution. The Health Answers team utilized solution as the 
first patient touchpoint, followed by personal calls to patients needing 
assistance, thus streamlining workflows and propelling the team’s 
performance. 

Intermountain saw significant drops in 30-day readmission rates. 
Before using CipherOutreach, Intermountain had a 14.2% weighted 
CMS readmission rate. Since implementing the CipherHealth solution, 
the thirty-day readmission rate decreased to 8.36%, resulting in a 41% 
readmissions reduction overall. By extrapolating across all reached 
patients, the hospital system estimated cost savings of over $2Million 
for thirty-day readmissions.

CENTRALIZED FOLLOW UP IN ACTION
A look at how leading organizations are scaling success with a centralized process

14.2% 8.4% 
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Using CipherOutreach and a 

centralized call team enables maximum 

efficiency and scale. This is especially 

important for large hospitals and multi-

hospital systems that benefit from 

consistency and standardization across 

the organization.

Readmissions Reduction at Intermountain Healthcare*

Baseline: Jun 2014 - Nov 2014    Comparative: Dec 2014 - Jun 2015

Pre-CipherHealth  Post-CipherHealth
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TIPS FOR CREATING A SUCCESSFUL CENTRALIZED 
FOLLOW-UP PROGRAM

To ensure that patient outreach and follow up goals are met, there are a number of actions 
your team can take to implement a successful program.

Utilize Clinical Resources to Perform Follow Up

Many patients have questions about clinically-related 

issues such as medications or discharge instructions. 

Clinical resources streamline workflows and ensure 

patients the help they need quickly.

Educate Patients about Follow Up

To drive success in any outreach program, it is crucial to 

engage with as many patients as possible. To do this, it 

is important to educate patients about the centralized 

team prior to discharge. 

Ask Targeted Questions

When performing patient follow-up, it is important to 

ask patients targeted questions related to their DRG 

or care plan can help ensure patients engage with the 

call and provide relevant answers.

Train Team on Community and System Resources

Training the centralized team on available community 

and system resources helps them address various 

patient concerns quickly and effectively. 

Collect and Analyze Data

With every follow-up program, your organization can 

be collecting valuable feedback that can be used to 

drive improvements. For example, if most patients 

discharged to home have questions about their 

discharge instructions, it may be time to re-evaluate 

your discharge process for those patients.

Escalate Issues to Appropriate Staff Members

Should a patient issue arise, it is important that their 

concerns be addressed. If the issue isn’t something the 

centralized team can address, it is important to escalate 

issues to those who can help the patient and resolve the 

issue.

Review Data with Executives

Reviewing data with executives provides visibility 

and can help make meaningful improvements across 

the organization. These improvements can help 

enhance patient care, reduce readmissions, and 

increase staff and patient satisfaction.

Share Data with Individual Units

With a centralized team, it is important that individual 

units receive fast feedback on areas for improvement. 

By giving units the data behind their processes, such as 

discharge instructions, they are empowered to make 

changes that positively impact patient care.

1 2

3 4

5 6

7 8
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For More Information

      CipherOutreach

      CipherRounds                         

      CipherCareManagement      

      Case Studies and More

For more information on how CipherHealth can support 
your initiatives, visit www.cipherhealth.com

CONCLUSION

Patient follow up is an important aspect of successful hospital strategy. It is proven 
to help reduce adverse events such as readmissions and is a key component of value-
based success. To create a successful foundation for patient follow up, hospital 
leadership should consider implementing a centralized team and process.

A centralized team that is well-trained is one that is able to quickly resolve patient 
concerns and issues post-discharge. Once the team is in place, technology can be a 
great asset in reaching higher-patient volumes, gathering and analyzing results, and 
achieving further success. 

For more information on how to design your follow-up team or how CipherOutreach 
solution can help streamline and enhance your follow-up process, contact info@
cipherhealth.com. 

CipherOutreach is the premier patient outreach solution used by leading 
organizations to streamline the follow-up process, identify opportunity 
areas for improvement, and improve patient outcomes and experiences.

https://cipherhealth.com/automated-patient-outreach/
https://cipherhealth.com/digital-rounding/
https://cipherhealth.com/care-management-platform/
https://cipherhealth.com/resources-library/
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ABOUT CIPHERHEALTH

CipherHealth is a New York City-based company founded in 2009 focused on creating 

solutions that help care providers effectively and efficiently to provide quality care for 

their patients. CipherHealth leverages technology to make communication between 

care providers and patients easier, engaging, and more meaningful.

www.cipherhealth.com

info@cipherhealth.com

One Penn Plaza, Suite 3101

New York, NY 10119




