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Executive Summary 

Stroke is a major cause of long-term disability and mortality in the United States, 

exemplifying a complex chronic disease with high co-morbidity, associated healthcare costs, 

and readmission rates. Unfortunately, patients diagnosed with strokes often present to acute 

care settings with stroke events after they have had been previously diagnosed. Readmission 

rates among stroke patients are as high as 13% with most readmissions being unplanned and 

many avoidable (Brom et al., 2021). An estimated 6.6 million Americans aged 20 years and 

older have had a stroke, and each year approximately 795,000 people experience a new or 

recurrent stroke (Duncan et al., 2017). 

Readmissions in the immediate post‐discharge phase of care may reflect unresolved 

problems in the hospital and poor discharge planning (Brom et al., 2021). The purpose of this 

benchmark project is to demonstrate the need for a new and improved discharge education 

process. I propose establishing a program that will emphasize providing adequate education 

prior to discharge, tailoring to the patient’s health literacy. This program entails providing 

education verbally, physically, and visually. The teach-back method will also be utilized as well 

as the implementation of follow-up phone calls post-discharge. Providing education in different 

ways will assist patients in not only retaining the information provided but applying it as well. 

1. Rationale for the Project 

The transition between hospital and home is often fragmented, leading to adverse 

health outcomes, hospital readmissions, and increased healthcare costs (Markle-Reid et al., 

2020). Globally, stroke is the second highest cause of death and the third-highest reason for 

disability. Despite acute stroke management being highly protocolized, variation still exists 
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regarding patient outcomes. One-year post-stroke, 40.4% of patients had been readmitted in a 

US Medicare study and only 15% of patients survived admission-free for 5 years (Rohweder et 

al., 2017). Reducing hospital readmission is a focus of national quality initiatives designed to 

minimize costs of care and the burden of disease. The annual cost of unplanned 

rehospitalizations has been estimated at >$17 billion for Medicare alone; thus, this focus is 

likely to sharpen as public reporting of readmission data becomes more common and as 

financial incentives for reducing readmissions increase.  

Stroke readmissions are a priority because they are common and associated with high 

mortality, morbidity, and cost. Reducing hospital readmission is an important goal to optimize 

post-stroke care and reduce costs (Terman et al., 2018). The characteristics of patients at 

highest risk for readmission parallel those of the population with low health literacy (Cloonan et 

al, 2013). Providing educational materials in several ways will increase health literacy and 

contribute to the reduction of hospital readmission. Cloonan et al. (2013) define health literacy 

as the ability to obtain, communicate, process, and understand the basic health information 

and services needed to make appropriate health decisions. It is an essential skill for self-

management after discharge.  

2. Literature Synthesis 

Several articles were collected that demonstrated interventions such as providing 

education, making phone calls post-discharge, and using the teach-back method were sufficient 

in reducing readmissions. Multiple studies emphasized the importance of discharge planning 

and having a transitional care program after hospitalization for acute stroke. The interventions 

incorporated into the transitional care program consisted of coaching, providing education, and 
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initiating follow-up phone calls post-discharge. Lin, et al. (2020) and Janet Prvu Bettger, et al. 

(2012) established the effect of health coaching strategies on health outcomes and hospital 

readmissions. The authors stressed the importance of initiating interventions before discharge. 

The focused interventions were providing education and health coaching to patients and family 

members. It was determined that health coaching and education equated to better health 

outcomes regarding quality of life and depression than readmissions. 

Gonçalves-Bradley, et al. (2016) completed a randomized control trial (RCT) to assess the 

effectiveness of planning the discharge of individual patients discharged. The authors 

concluded that a discharge plan can be a stand-alone intervention or may be embedded within 

another intervention. They also concluded that a discharge plan tailored to the individual 

patient brings a small reduction in hospital length of stay and reduces the risk of readmission to 

hospitals. Mabire, et al. (2017) highlighted that nursing discharge planning interventions such 

as education/teaching, medication self-management, post-discharge follow-up phone calls 

were necessary interventions to be considered when implementing a transitional care program.  

Post-discharge follow-up phone calls were revealed to be an effective intervention in each 

article. Condon, et al. (2016) determined that follow-up phone calls made within seven days to 

discuss stroke education, secondary prevention, medication adherence, and evaluation for 

post-stroke complications were effective in reducing 30-day readmissions. Jayakody, et al. 

(2016) found five out of ten studies that were effective in reducing readmissions within 30 days. 

However, they concluded that TFU alone is not effective in reducing readmissions when 

implemented alone. TFU combined with other intervention components, such as education, 

discharge planning, and medication assessment were effective in reducing readmissions.   
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Randomized controlled trials (RCTs) by Deng, Yang, and Xiong (2020) and Wong and Yeung 

(2014) explored the effect of an integrated transitional care program on health outcomes, 

quality of life, and hospital visits. Both studies combined the interventions of home visits with 

telephone calls. Wong and Yeung (2014) concluded that mere telephone calls are not enough to 

bring about significant patient outcomes in readmissions. Combining the two Interventions was 

proven to improve health-related outcomes, increased quality of life, and reduce hospital visits. 

Although home visits were recommended as a possible intervention, it is not considered 

to be feasible. The interventions that displayed promise in reducing readmissions and were 

considered feasible were having a discharge plan in place, education, and telephone follow-up 

calls (TFU). Another intervention that had a positive effect on the reduction of readmission 

rates was the utilization of the teach-back method. Oh, et al. (2019) focus on the teach-back 

method (TBM) when delivering education. Teach-back methods are reported to improve 

patient outcomes by encouraging patient understanding and participation. “Ineffective and 

inadequate discharge education can lead to failure of self-care after discharge, which increases 

the likelihood of readmission and secondary health problems.” (Oh, et al., 2019, p. 306). 

Similarly, Dinh et al. (2016) also discussed the utilization of the TBM. Generally, fewer 

readmissions and hospitalization were seen in the intervention groups, although they were not 

always statistically significant. It was reported that there was a 39% reduction in all-cause 

hospital readmission rates in the intervention group compared with that of the control group. 

These studies indicate that a reduction in readmission rates or hospitalizations might be a 

promising outcome for studies with the teach-back method, although further explorations are 

required to provide stronger evidence. 
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Of the 12 articles collected, two articles discoursed the effectiveness of video-based 

education. Appalasamy, et al. (2020) provided a single-blind, randomized controlled trial with 

216 post-stroke patients who were randomly assigned to receive either a combination of video 

narratives or standard care alone. The intervention included a video narrative that showed 

improvement in health literacy and self-management. Denny et al. (2017) concluded that an 

educational video was associated with improved stroke knowledge, self-efficiency, in 

reorganizing stroke symptoms, and satisfaction with education in hospitalized stroke patients. 

3. Project Stakeholders 

According to Knickman and Elbel (2019), a stakeholder group is a set of people who have a 

strong interest in how something in our society is done. In addition, Stakeholders generally have 

some power in shape and what happens. Therefore, it is imperative to select a team to 

implement this project. For this benchmark project, stakeholders will include the Chief Nursing 

Officer (CNO), the director and managers of the medical-surgical unit, registered nurses on the 

medical-surgical unit, nursing supervisors, case managers, and stroke patients and their 

families/caregivers. To determine if this project will be successful, the patient preferences and 

values must be considered. A committee that will consist of nurse leaders and a few selected 

nurses will meet weekly to discuss the progress of the project. 

4. Implementation Plan 

For this benchmark project, the proposed implementation is to establish a program that 

will emphasize providing adequate education verbally, physically, and visually. Phase one will 

consist of tracking readmissions for stroke patients using the quality database, the Nationwide 

Readmissions Database (NRD) assessed by the quality department. Another source of data 
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collection is via the electronic medical record (EMR), Cerna. The primary source of data will 

come from Cerna. 

Phase two will consist of educating the nurses on the new process that is to be 

implemented because they are the ones that perform discharges. The nurses are to be 

educated on all the education that will be given to the patient, how to perform the teach-back 

method, how to initiate the educational videos, and how to conduct follow-up phone calls. 

According to The Joint Commission website, appropriate education for stroke patients must 

include activation of the emergency medical system, need for follow-up after discharge, 

medications prescribed at discharge, risk factors for stroke, and warning signs and symptoms of 

stroke (2020). All of this material is already instilled in the patient’s electric health record (EHR). 

The nurse will simply have to print the material, staple it together and provide it to the 

patient/caregiver. This material should be given and reviewed utilizing the teach-back method 

with the patient/caregiver the moment a confirmed stroke diagnosis has been made.  

In phase three, the nurse will obtain the iPad stored on their unit and bring it into the 

patient’s room along with printed material. The nurse will turn on the iPad, locate the YouTube 

app, and proceed to type in stroke education for patients and families. An animated video that 

is less than 6 minutes will be displayed that discusses stroke in detail using verbal explanations 

and illustrations. This will be the preferred video for English-speaking patients. If the patient is a 

non-English speaking patient, the nurse will then type “stroke education” and the preferred 

language of the patient. The nurse will first review the packet with the patient and caregivers 

by sitting down explained the material. Afterward, the nurse will choose the appropriate video 

and allow the video to be watched. Once this is completed, the nurse will reenter the room and 
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access for comprehension of the educational material by asking questions. Printed templates 

will be provided for nurses to use for the assessment (see Appendix A). At the point of 

discharge, the nurse will again review the stroke packet and have the patient/caregiver watch 

video once again.  

A follow-up phone call will be conducted by a nurse 48-hours post-discharge to answer 

any questions, remind the patient of follow-up visits, and reiterate education. The nurse will 

obtain contact information before discharge (see Appendix B). The nurse will use script and 

documents on the sheets provided (see Appendix C). The nurse will obtain contact information 

along with preferred language, and the ideal time to call from the patient before discharge. The 

discharge summary will be available for the nurse to review before calling. The call will focus on 

the assessment of health status, medications, and appointments. The documents will be kept in 

folders located at the nursing station. There must be a 30-day waiting period to allow data to 

be developed. Therefore, there will be a 30-day time frame after implementation to collect this 

data.  Phase 4 will consist of gathering readmission data to compare pre-and post-intervention. 

After the implementation phase has concluded, data will be collected, compared, and 

documented using the form (see Appendix D). The data obtained will be presented to 

stakeholders to display if the proposed intervention decreased readmission rates for stroke 

patients. 

5. Timetable/Flowchart 

The development of a PICOT question was initiated through previous coursework. 

Evidence was gathered and presented to management. However, due to the recent healthcare 

crisis, the ability to implement the proposed intervention was not permitted. Therefore, the 
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following action plan was created for this benchmark study. The projected timeline and 

flowchart for the completion of this project are in Table 1 and Figure 1. This project is expected 

to take 15 weeks to complete. 

Table 1 

Stroke Education Timeline  

Week  0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 
Data collection. 
Develop clinical tools 

                

Educate nurses                 
Implementation                 
Waiting period                 
Data collection. 
Analyze 

                

Disseminate 
Evidence  

                

Figure 1 

Stroke Education Flowchart 

 

Day 0
Collect Baseline 

Data

collect data for 
previous 3 

months Develop 
clinical tools

Day 1-7 Educate Nurses 

Educuate Nurses 
on clinincal tools 
and the overall 

process

Day 8-56 Implementation
Nurses will 

provide 
education using 

Day 57-85 Waiting Period
30 day waiting 

period to capture 
readmissions

Day 86-100
Collect data to 

compare

Compare data 
pre/post-

intervention
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6. Data Collection Methods 

First, data will be collected using the NRD database and Cerna to get a baseline of the 

patients previously admitted and discharge with a stroke diagnosis. The NRD is part of a family 

of databases and software tools developed for the Healthcare Cost and Utilization Project 

(HCUP). The NRD is a unique and powerful database designed to support various types of 

analyses of national readmission rates for all patients, regardless of the expected payer for the 

hospital stay (NRD Overview. Healthcare Cost and Utilization Project, 2021). Cerna reports can 

be obtained that include the patient’s MRN admission dates and diagnosis and discharges 

dates, and readmissions. The outcome measure for this project is the 30-Day readmission rate. 

This data can be tracked and compared against previous data to determine whether the 

interventions have been effective in reducing readmission rates. 

Data will be collected up to 3 months before the purposed interventions. Two months 

after the implementation, readmission rates will be evaluated to determine if a reduction in 

readmission rates has occurred. Then, the nurses will keep track of all participants by retaining 

their MRN, admit date, and discharge date (see Appendix D). Finally, the team leader will collect 

this data and use it to begin post-intervention readmission data.  

 The main objective is to evaluate the effectiveness of interventions on readmission rates 

however, surveys will be collected to evaluate patient’s and nurse’s feedback. Utilizing the pre 

and post-intervention comparison design, The one-sample t-test can be used to analyze results. 

The t-test developed by William S. Gosset (also known as Student’s t-test and the two-sample t-

test) is commonly used to compare one sample mean on a measure with another sample mean 

on the same measure. The outcome of the t-test is used to draw inferences about how different 
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the samples are from each other. It is probably one of the most frequently relied upon statistics 

in inferential research (Jankowski et al., 2017). It is typically implemented on small samples 

(One-Sample T-test, 2021). The difference in readmission percentage will show the efficiency of 

the change project. 

7. Cost and Benefit Discussion 

 Anticipated costs for this project include paper to print educational materials. 

Fortunately, each unit houses an iPad which can be used to show Stroke videos. There is no 

additional cost for materials. Nurses are encouraged to present educational materials at the 

patient’s bedside and make follow-up phone calls during their free time. However, there may 

not be time to make follow-up phone calls during a nurse's shift. Therefore, there may be a 

small cost for nurse's time as they may pick up shifts to make phone calls. These interventions 

are feasible and can easily be incorporated. There are no other additional costs foreseen at this 

time.  

8. Discussion/Results 

The expectation of this benchmark project will not only be to reduce readmission rates 

by to increase patients’ health literacy as well. In preparation for this project several studies 

were found and reviewed that discussed interventions to decrease readmission rates within 30 

days. However, there was no specific intervention indicated that could reduce readmissions 

alone. Most of the evidence collected suggested incorporating two or more interventions 

together would have a better outcome. After collecting evidence and presenting it to a 

manager, It was recommended for me to do a benchmarks project due to staffing shortages 

and increased census from COVID-19. Although the implementation of the presented 
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interventions is very feasible, the organization was not structured to incorporate new 

interventions at this time. When the hospital has returned to pre-pandemic status, it is 

anticipated that this project will be implemented in the months to come. 

9. Conclusion/Recommendations 

 Readmissions are costly to hospitals and displeasing for patients and their families. 

Enhancing the standard education program to include multiple ways information is retained can 

increase patients’ health literacy and decrease readmission rates. Studies have shown that 

education Is vital for a patient’s self-management. Therefore, it is recommended that all 

learning styles be explored to ensure patients retain the education provided. Several studies, 

such as systemic reviews and RCTs, have provided evidence that suggests customized education 

tailoring to patients’ learning abilities can reduce readmission. The next step for this project 

would be to continue to eliminate barriers and implement this into practice.   
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Appendix A 

CONFIRMED STROKE 

 

 

    1                             2                           3 

       VERBAL                               PHYSICAL                                 VIDEO 

  
 
 

 

ASSESS 
 
 
 

DISCHARGED 

 
 

 

    1                             2                           3 

     VERBAL                               PHYSICAL                                 VIDEO 

 
 

  

  ASSESS 
 

ASSESS 

ASSESS 
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Initial Assessment 

Questions 1 2 3 

What is a Stroke? 

What happens? 

Symptoms? 

 

No answer 

Wrong answer 

 
_________ 

Mentions blood clots 
or blocked artery 

FAST 

_________ 

Verbalize process in 
detail 
FAST 

_________ 

What are the Risk 
Factors? 

 
 

No answer 

Wrong answer 

 
_________ 

List 1 or 2  
 

 
_________ 

List 2+ and states 
how to decrease RF 

 
_________ 

What are the 
medications 

prescribed after a 
stroke? 

Able to name 
medication 

 
 

________ 

Able to name 
medication and state 

indication 

    
      ________ 

Able to state 
medication, 

indication, and side 
effect 

      ________ 

Discharge Assessment 

Questions 1 2 3 

What is a Stroke? 

What happens? 

Symptoms? 

 

No answer 

Wrong answer 
 

_________ 

Mentions blood clots 
or blocked artery  

FAST 

_________ 

Verbalize process in 
detail 
FAST 

        __________ 

What are the Risk 
Factors? 

 
 

No answer 

Wrong answer 

_________ 

List 1 or 2  
 

_________ 

List 2+ and states 
how to decrease RF 

_________ 

What are the 
medications 

prescribed after a 
stroke? 

 

Able to name 
medication 

 
 

________ 

Able to name 
medication and state 

indication 

 
________ 

Able state 
medication, 

indication, and side 
effect 

________ 
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Appendix B 

Follow Up Phone Call Pre-Discharge Information 

Patient Name ____________________________________ 

Discharge Date _________________________ 

Preferred Language __________________________________ 

Preferred Phone Number:  Home ____ Cell____ Work____ 

Number ____________________________ 

Best Time to Call ____________________________ 

Contact Person _____________________________ 

Relationship to Patient _____________________________ 
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Appendix C 

Follow up Script 

Hello Mr./Ms._____________. This is ____________Nurse for _________ at MHHS. I just wanted to call 

and check on you. How are you doing? Do you have a few minutes to answer a couple of questions that 

will help us improve how we teach patients and their families to better care for themselves after leaving 

the hospital?  

Has your follow up appointment been made? Will you be able to keep this appointment? It’s VERY 

important that you attend all your follow up appointments.  

Let’s talk about your medicines.  Were you able to get ALL of your medications filled? _________ If not, 

why? _________________________ Is the list of medicines we gave you helpful? I just want to remind 

you that it is VERY important that you take your medications as directed by your doctor. Do you have 

any questions about your medications? Do you understand why you are taking these medications?  

Have you looked at your discharge plan since you left the hospital? Has it been helpful? 

 

Did you find the stroke education package helpful? On a scale 0-10 how would you rate the education 

reading material? Circle one.  

1 2 3 4 5 6 7 8 9 10 

 

And the video? On a scaled 0-10 how would you rate the educational video? Circle one. 

1 2 3 4 5 6 7 8 9 10 

 

I appreciate you taking the time to speak with me about your care.  I hope you have a great 

day! 
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Data Collection Pre-Discharge Form 

Date Time Pt Name Account number Discharge 

date 

Phone 

call 1 

Pt 

reached 

Phone 

call 2 

Pt 

reached 

Spoke with? 

Relationship 

Notes 
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Appendix D 

Data Collection Form for Evaluation  

Patient MRN Date of 
Admission 

Date of Discharge Readmitted in 30 days Readmit Diagnosis Date Data obtained 

               Y           N   
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