
Reducing CHF Readmissions with 
Post-Discharge Follow Up



Challenges in Reducing CHF Readmissions

When it comes to following up with CHF patients, it is 
challenging to find the resources necessary to follow up with 
100% of patients multiple times post-discharge. For this reason, 
care providers are using post-discharge follow-up solutions to 
bring efficiency to the system and drive results.   



Why Use Follow-Up Calls? 

Using follow up calls to reduce 
readmissions has proven to identify 
patients at-risk for readmission and to 
allow hospitals to intervene in a cost 
effective and efficient way before an 
adverse event occurs, all while collecting 
actionable data. 



How to Leverage Automation
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2. PATIENT ENGAGEMENT

Patient education during his or her 
visit leads to compliance with the 
outreach program.

1. PATIENT EDUCATION

Patient receives and engages with the 
outreach call after his or her visit and 
indicates any issues.

3. CARE TEAM INTERVENTION

Patient issues are reported in real time 
to designated staff members for 
prompt resolution.

4. EXECUTIVE REPORTING

In-depth reports are sent to the 
organization’s executives to drive 
improvements.



Taking the First Step Towards Effective 
Follow Up

Before patients are discharged from the 
hospital, they are educated about the calls 
they will receive and when they will receive 
them. This way patients are expecting the 
call and are more likely to engage. Nurses 
give patients an informative flyer, like the 
one to the right, explaining the follow-up 
process. By educating patients before they 
leave the hospital, the follow-up calls are 
more successful.

Patient Education



Asking the Right Questions

Prescriptions
Were you able to fill 
your prescriptions?

Medications

Diet

SOB

Weight

Gain

Scale

Follow Up

Helpfulness

Are you able to take your 
medications as directed?

Are you following a 
low-salt diet?

Are you feeling more short of 
breath since being discharged 
from the hospital?

Are you weighing 
yourself daily?

Have you gained two or 
more pounds since 
discharge?

Do you have a scale 
to weigh yourself?

Do you have a follow-up 
appointment?

Has this call been a helpful 
reminder of how to manage 
your heart condition?

Patient Engages with Call



Customized for Your Population
In order to ensure patients are on the path to 
wellness, best practices indicate they should be called 
four times in the first 30 days after discharge.

Multi-call System

Multi-language Post-discharge follow-up calls are sent to patients in any 
language to ensure optimal engagement, including 
English, Spanish, Mandarin, Arabic, Tagalog, Russian, etc.

The appropriate staff member is alerted in real time when a patient 
responds negatively about his or her health on any Voice call.
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Follow-Up Program at an Urban Hospital 

Patients 
Called

5,158
Patients 
Reached

3,691
Issues 

Resolved

1,857

Top 5 Follow Up Actions Taken by Staff

CHF Program at-a-Glance

95 of patients find the call 
helpful in managing 
their CHF

1. Review diet       4. Review discharge instruction orders
2. Review fluid intake     5. Identify barriers for obtaining meds
3. Order scale through clinic program

Over a three year period, one academic urban hospital was able to understand the 
top issues for CHF patients while helping thousands of patients manage their care. 



Results: Penalty Reduction
Each year CMS penalizes hospitals for excessive readmissions. The penalties are rated on 
a scale of 0-3, indicating the percentage of payments a hospital will lose. CipherOutreach 
has helped our clients reduce 30-day readmission rates and in turn reduce the penalties 
against them.

Hospital

SCL Lutheran Medical Center

Bronx-Lebanon Hospital Center

SCL Saint Joseph

St. Joseph Hospital Health Center

Charleston Area Medical Center
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0.45

1.00

0.08

1.07

0.44

0.13

0.60

0.05

0.72

0.38

71.11%

40.00%

37.50%

32.71%

13.60%



Results: Readmissions Reduction

Corrected All Cause 
Readmission Rate

Corrected Primary 
Readmission Rate # of Patients

January 26.9% 3.85% 26

February 14.3% 0.00% 21

March 24% 12% 25

April 21% 7% 14

May 27% 20% 15

June 8.3% 0.00% 12

July 0.00% 0.00% 11

Within six months, CipherOutreach was able to help reduce CHF all cause and primary 
readmission rates to 0.0%. The small urban hospital was also able to follow up with 
patients in less than one hour, enabling them to quickly resolve issues. 



Results: Readmission Reduction
After implementing CipherOutreach, a large urban hospital saw dramatic 
decreases in CHF and pneumonia readmissions. This combined program proved to 
be an effective program for reducing readmissions across patient cohorts. 
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Proactively following up with CHF patients has a number of 
benefits for patients and care providers alike. 

With customizable scripts, multiple calls, and automated alerts, 
CipherOutreach provides CHF stakeholders with the right tools 
for the best results.

Want More?

To schedule a free demo or for more information 
visit us at www.cipherhealth.com/voice 

or email us at info@cipherhealth.com


