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INTRODUCTION
Every day nearly 96,000 patients are discharged from hospitals across the United 

States. During the discharge process, the nurse or discharge coordinator typically 

gives the patient necessary information to transition home or to another facility 

to stay on the path to wellness. After the nurse or discharge coordinator reviews 

medication instructions or specific dietary restrictions, he or she gives the patient a 

supplemental information packet for future reference. 

This process is seemingly straightforward, however, many of these conversations 

are rushed as patients are eager to leave the hospital. This often causes patients to 

forget or misinterpret key pieces of information, which leads to non-compliance. 

Furthermore, caregivers responsible for patient recovery are not always present 

during the discharge process, which can cause confusion and frustration.

With the implementation of Project RED, teach-back methods, and the widespread 

use of the internet, patients can comprehend and review their post-care instructions 

better than ever. However, a key reference is still missing – the discharge conversation 

between the patient and the nurse or coordinator. 

According to the US Department of Education, nearly 90% of adults in the US are 

less than proficient in reading, understanding, and acting on medical information. 

Additionally, patients with lower medical literacy are 50% more likely to be 

hospitalized. Ultimately, for a majority of patients, there is a significant difference 

between a discharge information packet and a nurse clearly communicating discharge 

instructions. 

In this case study, we will examine how one hospital addressed the challenges 

and shortcomings of the traditional discharge process with recorded discharge 

instructions. We will also uncover the benefits that a short recording has on patient 

engagement, outcomes, and satisfaction.

“a key reference is still 
missing - the discharge 
conversation between 
the patient and the 
nurse or coordinator.”
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THE CHALLENGE: COMPREHENSION AND COMMUNICATION
The most common issues that patients experience post-discharge are a lack of 

medication adherence and discharge instruction comprehension. Patients are 

often unable to recall receiving discharge instructions and cite this as a reason for 

dissatisfaction. 

It is apparent that communication and comprehension are still major challenges for 

providers and patients. Even though a patient may seem attentive during the discharge 

process, he or she may not be fully engaged in the conversation and likely thinking 

about his or her normal routine. When there is a communication gap, the transition 

from hospital to home can be unsuccessful, which leads to adverse events and low 

HCAHPS scores. 

Even when communication is at its best, comprehension is still another factor to 

consider. Nearly 30% of patients have difficulty understanding medication information, 

while 50% of patients struggle to understand diet recommendations. When patients 

don’t understand how to properly take their medications or follow diet restrictions, 

they are significantly more likely to be readmitted into the hospital. 

Hospitals need to address these issues proactively by using more engaging ways to 

deliver discharge instructions when patients settle back into their normal routines.

1. Discharge instruction 
     comprehension

2. Medication adherence

3. Scheduling a follow-up
     appointment 

4. Patient satisfaction 
     concerns

5. Symptom management

Top 5 Issues Post-Discharge

3 Reasons for Miscommunication of Discharge Instructions 

Patients are often distracted during the discharge process, and 
can quickly forget key pieces of discharge information such as 
symptoms and disease management. 

Patients might be overwhelmed, medicated, and confused 
post-discharge, making it difficult to recall important discharge 
information. 

Patients have varying degrees of health literacy due to differing 
education levels, primary languages, and other socioeconomic 
factors. 

1

2

3
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THE SOLUTION: BRINGING THE CONVERSATION HOME
To address these challenges, hospitals can provide a recording of the discharge 

conversation a patient has with his or her discharge coordinator. The patient can then 

hear exactly what he or she needs to do to stay on the path to recovery in terms that 

are easy to comprehend. The recordings are approximately 90-120 seconds and can 

provide personalized information that patients and their caregivers need to properly 

understand the treatment plan.  

A CASE STUDY ON IMPROVING THE DISCHARGE PROCESS 
A Denver-based healthcare system has been using CipherHealth’s patient outreach 

solution, CipherOutreach, since 2012 to proactively call and follow up with patients 

post-discharge. With CipherOutreach, hospital staff tracked and trended issues, 

as well as identified patients at risk for an adverse event. After a year of using the 

platform, the hospital saw discharge comprehension as a major opportunity area to 

improve medication compliance and reduce questions about discharge instructions. 

To improve discharge comprehension, the hospital implemented CipherHealth’s 

recorded care instructions platform, Care Recordings. In addition to the standard 

discharge packet, nurses creates the care recording at the time of discharge with a 

phone or web-enabled device. Once recorded, patients could replay the instructions 

Best Practice Tips:

The average recording 
should be between 90 and 
120 seconds to keep the 
patient’s attention on the 
most important pieces of 
information. 

At the end of a patient’s 
stay, nurses, pharmacists, 
and physicians record 
care instructions

1

Patients replay their 
recordings to better 
understand and adhere 
to instructions

2

In-depth reports are sent 
to hospital executives to 
drive improvements

3

SAMPLE WORKFLOW
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at any time by accessing them through the patient portal, calling a designated phone 

number, or when answering questions on the CipherOutreach calls.

The hospital chose to first implement Care Recordings for surgical patients, those 

most likely to experience an adverse event due to lack of medication compliance 

or proper post-op management. The goal of the initiative was to increase patient 

comprehension of key pieces of information and thus decrease the number of patient 

issues indicated on the follow-up calls, specifically questions regarding medication 

and discharge instruction comprehension.

RESULTS: THE IMPACT OF CARE RECORDINGS
The health system found that giving patients and their caregivers options in how and 

when they could listen to critical care information empowered and improved the 

experience of all parties involved. When patients feel in control over their care, they 

are more likely to adhere to instructions. 

The recordings increased satisfaction for both patients and their caregivers. With the 

use of CipherOutreach calls, the hospital could see within 24 to 48 hours of discharge 

how patients perceived their care and if patients had any issues post-discharge. Within 

a few months of implementing Care Recordings, the number of issues among patients 

with recordings fell markedly. After seeing the results of the program, the hospital 

expanded Echo to the Telemetry Unit.

1. Post recording to   
patient portal

2. Provide call-in number 
for patients to access 
recording via phone

3. Use CipherOutreach to 
reach out and givepatients 
the option to listen to their 
care recordings directly

3 Ways to Play the 
Care Recording
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The telemetry unit experienced similar drops in discharge instruction and medication 

issues for patients post-discharge, further indicating the impact that recorded 

discharge instructions could have across units. The impact on patient comprehension 

was seen after discharge through the patient responses on the CipherOutreach calls, 

and with a positive impact on HCAHPS scores. 

With CipherHealth’s Post-Discharge Follow Up and Care Recording programs, 

the Denver-based healthcare system saw a 37% drop in questions about discharge 

instructions and a 60% decrease in questions about medications. Furthermore, Care 

Recordings encouraged patients to be more involved in their care post-discharge as 

the system saw an 11% increase in post-discharge call engagement. By decreasing 

the number of callbacks associated with discharge instructions and medications, Care 

Recordings enabled nurses to have more time in their days to provide care directly to 

patients.

With the implementation of the technology, the organization saw significant HCAHPS 

scores increases directly related to the dimensions targeted with the Care Recordings. 

The hospital saw a seven percent increase in Overall Hospital Rating, a three percent 

increase in Discharge Information, and a thirteen percent increase in Communication 

about Medications.

The increases in comprehension and engagement led to dramatic improvements in 

patient perceptions and outcomes. Compared to the standard discharge packet, this 

approach was more effective in ensuring patients were happy and safe post-discharge. 

Ultimately, these improvements not only increased patient and staff loyalty, but also 

improved hospital ratings and reimbursements. With a two-minute Care Recording, 

the organization revolutionized its discharge process with system-wide benefits.

HCAHPS IMPROVEMENTS

7% increase in 
Overall Hospital Rating

+

3% increase in 
Discharge Information

13% increase in 
Comm. about Medications

•  Understand how their patients are faring at home

•  Identify common patient issues

•  Anticipate and alleviate patient issues

•  Engage patients outside of the hospital

CIPHEROUTREACH DATA HELPS NURSE LEADERS
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SUMMARY
Enhancing the discharge process is not an easy task. Despite proven patient education 

methods such as teach-back, many patients still lack the information they need to 

care for themselves or assist their caregivers when they return home. Furthermore, 

motivating patients to adhere to their customized care plans can be a challenging 

process.

By proactively reaching out to patients at home, care providers can spur them to 

action while identifying and mitigating any obstacles they face on the path to wellness. 

Healthcare organizations can take this tactic a step further and deliver the patients’ 

recorded discharge instructions on the outreach call, leading to increased health 

literacy, discharge instruction compliance, and patient satisfaction.

With CipherHealth’s post-discharge porgram and care recordings, hospital staff 

spends more time at the bedside, while patients receive the critical information they 

need, resulting in a positive experience for everyone.

For More Information

For more information on how CipherHealth improves patient 
experience post-discharge, visit www.cipherhealth.com

How Care Recordings 
works

Impact of recorded 
discharge instructions 
case study

https://cipherhealth.com/recorded-care-instructions/
http://info.cipherhealth.com/LMC-case-study-pdf
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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.

For more information about CipherHealth, please visit 
www.cipherhealth.com

www.cipherhealth.com

info@cipherhealth.com

One Penn Plaza Suite 3101, 

New York, NY 10119




