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KEY POINTS

e Patient and family empowerment starts with effective communication beginning at
admission.

e A multidisciplinary team approach is the ideal method to address patients’ needs and
discharge barriers.

e Education throughout hospitalization and arranging postdischarge support can reduce
readmissions.

CASE SCENARIO

Mr CHF is a 60 year old man with a history of moderate dementia, insulin-dependent
diabetes mellitus, and New York Health Association class 4 congestive heart failure
(CHF) exacerbations. He has recently lost his job, will lose his insurance in 6 months,
and has been evicted from his apartment. He is currently residing in his car. He is being
admitted for decompensated CHF.

INTRODUCTION

Patient outcomes are shaped not only by the care provided during hospitalization but
also by how we prepare patients and families for the next stage of healing. While
excellent inpatient care can improve immediate outcomes, the greater challenge often
lies in ensuring that patients continue to thrive once they return home or transition into
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Abbreviation

CHF congestive heart failure

another setting. Too often, health care operates in silos, and clinicians overlook sim-
ple, but vital, concerns patients have about their care and abilities: When can | shower
again? When can | resume intimacy with my partner? How long until my quality of life
returns to normal?

Take, for example, the aforementioned case scenario. We may prescribe a new,
expensive medication, but how realistic is that for someone on a fixed income? We
may provide diet recommendations, but without understanding barriers like cost,
food access, housing stability, or cultural preferences, these instructions can feel
impossible to carry out. Addressing these questions requires more than medical
expertise; it necessitates an understanding of individuals’ life contexts.

While it is unrealistic for clinicians to solve every barrier that a patient may face, we
can empower patients and families by equipping them with knowledge, tools, and
confidence to advocate for themselves. Empowerment begins with honest conversa-
tions, early assessments of individual needs, and engagement in discharge planning
from day 1 of hospitalization. It requires a coordinated, multidisciplinary approach
to communication and a respect for patient autonomy in making choices to help maxi-
mize health outcomes following hospital discharge.

As Fig. 1 illustrates, patient empowerment and outcomes are multidimensional.
True empowerment comes from shifting medical decision-making from clinicians
alone to a shared process that includes patients and families, valuing their voices,
and helping them achieve the best possible outcomes, even when not every challenge
can be overcome.

TACKLING THE CHALLENGE OF PATIENT ENGAGEMENT

The landscape of modern health care is characterized by increasing clinical
complexity, health care system deficiencies, and complex obstacles stemming from
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at the time of
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Fig. 1. Strategies to address patient empowerment during hospitalization.
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social determinants of health. These challenges are further complicated by an erosion
of patient confidence and trust both in health care institutions and in conventional
models of patient care and disease management.”? Although this perspective is un-
derstandable, it often leads to misalignment between patients and care teams, man-
ifesting as patient guardedness and reduced engagement in treatment planning and
care progression. While lack of trust and confidence are often perceived as patient-
derived, the primary responsibility for driving change lies with clinicians and health
care institutions to cultivate an environment that fosters trust, collaboration, and effec-
tive therapeutic relationships.®

Patient attitudes toward health care institutions and providers are dynamic and can
be significantly shaped by each interaction.® This fluidity presents valuable opportu-
nities for the inpatient care team to establish and maintain a therapeutic relationship
that fosters consistent patient engagement, accountability, and respect for patient au-
tonomy. Cultivating patient confidence and trust directly influences patient satisfac-
tion, patient safety, and outcomes (eg, length of stay and readmission rates),
underscoring the importance of implementing diverse strategies that prioritize
patient-centered care.

Once a patient enters the hospital, every individual that encounters the patient be-
comes a direct or indirect part of their recovery journey. As such, each point of contact
represents an opportunity to comprehensively assess, engage, and align with the pa-
tient to ensure effective care progression. Because the goal of any hospitalization is to
address acute or life-threatening iliness and establish a trajectory toward recovery or
stabilization, each care team member has a clearly defined and essential role. Empow-
ering all members in alignment with this common goal ultimately empowers the patient
during these transitions of care.

As a key member of the care team, the clinician plays a pivotal role in fostering this
empowerment by guiding the patient and other care team members to take ownership
of their contributions to the patient’s recovery and care progression. The first step in
this process is establishing an environment of trust, mutual respect, and consistent
communication. As outlined in Fig. 1, several leadership empowerment strategies®
can be implemented within health care settings to enhance patient engagement and
improve patient outcomes.

Optimize the Initial Patient Assessment and Promote Bidirectional Communication

¢ Delegate authority and tasks® within the care team during the admission process.
For example, with the knowledge that identification and assessment of social de-
terminants of health and potential barriers to care progression will have an impact
on the patient’s immediate and long-term recovery, the case manager should
have a standardized process for obtaining this information during the admission
process. Standardized integration of the expertise of the multimodal care team
helps to ensure that each component of the patient’s overall care and progres-
sion is tended to, facilitating smooth progression through the hospital stay and
successful transition to the outpatient setting.®

e Promote and prioritize patient education and bidirectional communication of
expectations.

Prioritize Patient Engagement and Discharge Planning at Time of Hospital
Admission

e Introduce the patient to the concept of a team-based approach at the time of
admission and help them to anticipate the involvement of each team member
as a part of their hospital course.
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e At the time of admission, emphasize specific goals for the hospitalization to
ensure a shared mental model and orientation toward progression to the next
level of care on discharge.

e Provide the patient with a means of communicating questions about their hospi-
tal course and their discharge with members of the team by offering contact
emails, phone numbers, and so forth, as appropriate.

Maintain a Structured and Interdisciplinary Approach to Education and
Engagement

e Utilize the expertise of the care team, that is, pharmacy, nutritional services, and
so forth to provide specific patient-centered educations (eg, pharmacy using a
teach-back technique for new medications).

e Educate to inspire the patient’s sense of confidence in their knowledge and abil-
ity to own their role in their recovery, promoting psychological empowerment.’
Communication with each team member should incorporate teaching (patho-
physiology, medication mechanism of action, nutrition, self-care, and so forth)
and a bidirectional and empathetic exchange about ways that the patient can
creatively impact the various components of their health and recovery.

¢ Maintain information-sharing® as an expectation and priority within the care team
to ensure team alignment.

e Ensure that the care team is interdisciplinary rather than simply multidisciplinary;
while multidisciplinary teams merely provide space for input from experts across
multiple disciplines, interdisciplinary teams integrate the expertise and recom-
mendations from each discipline to develop a cohesive plan for the patient.

Prioritize Patient Autonomy

e Minimize a sense of powerlessness for the patient by encouraging questions and
maintaining a stance of active listening.

e Emphasize best practices from a medical perspective and teach back when the
patients communicate their goals and wishes related to overall care.

To apply these strategies to the case scenario, as the team initiates care for Mr CHF,
it is essential to gather comprehensive information regarding social determinants of
health, past medical history, and medication and nutritional adherence. The patient
engaging in a bidirectional dialog with each care team member serves multiple pur-
poses: First, it helps to establish an environment of trust and mutual respect; Second,
it helps to identify clinical information crucial to the development of an effective treat-
ment plan; and finally, it helps to initiate steps for effective discharge planning by pro-
actively addressing any identified barriers. The most effective approach to address Mr
CHF’s acute illness while setting him up for success postdischarge is to standardize
measures that foster his understanding of the team’s goals and promote active
engagement in his treatment plan. By maintaining a commitment to patient-
centered care, the team can support Mr CHF in feeling empowered during this hospi-
talization and through future transitions of care.

INTEGRATING METHODS FOR EFFECTIVE COMMUNICATION

Effective communication is an essential clinical competency for patient-centered care
and has a direct impact on patient engagement, alignment,® and outcomes. Readmis-
sion rates, for example, are directly correlated with both the quality of clinical care and
patient education.’® Prioritizing and optimizing effective communication can help
mitigate eroded patient trust and facilitate positive patient-provider interaction.
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Consistent and structured communication engages both the patient and family more
effectively for shared decision-making and care progression. This engagement is most
effectively championed by the physician, although organizational workflow structures
must emphasize this communication as a baseline component of any patient-centered
strategy across the care team, as patients are often reluctant to ask questions.

Case continued...

In treating the Mr CHF’s decompensated CHF, he is diuresed into acute renal failure
and needs to initiate hemodialysis. The medical team reaches out to the patient’s
daughter, who is distraught, as she was unaware of how sick he was and of his current
living situation.

The hallmarks of effective communication in the inpatient setting are consistent:
clear education and anticipatory guidance initiated at admission and reinforced
throughout the hospital stay. Fig. 2 lists specific elements of communication that pri-
oritize shared decision-making, ensuring autonomy and alignment are central to the
patients’ care. Quality communication involves discussion about the treatment plan
but also the expected impact on quality of life beyond the hospital. As the physician
is the most authoritative source of real-time clinical insight during hospitalization,
communication should be thorough and transparent to foster trust, promote align-
ment, and mitigate the tendency for patients and families to seek outside information
to fill knowledge gaps.® In the case scenario presented, had Mr CHF’s daughter been
more effectively engaged, informed of his condition, and provided with anticipatory
guidance of potential clinical trajectories, she would likely have been better pre-
pared—both emotionally and logistically—for the possible clinical outcomes. If
“knowledge is power,” then the most effective way to empower patients and families
is through robust, multilayered education delivered with structure, consistency, and
clarity.

Inherent to the role of a physician is the responsibility to be an effective teacher, to
facilitate patient understanding, not merely to convey information. To accomplish this,
physicians must understand health literacy and how a patient’s ability to obtain, inter-
pret, and apply health information directly affects their engagement in treatment,
discharge follow-up, medication adherence, and readmission risk.'?'® Health literacy
varies widely and often averages at or below a sixth grade reading level'# highlighting
the importance of clear, understandable communication.

Physicians must ensure that both written and verbal communication is clear, under-
standable, and encourages open dialog.'® Creating an environment that encourages
dialog, for example, by asking open-ended questions, enables clinicians to more
effectively gauge and meet patients at their level of understanding and comfort. Pro-
viders should use plain language instead of medical jargon; for example, saying “weak

Critical Elements of Structured Communication in the Inpatient Setting

* Goals of the inpatient stay

* Affirmation of the patient’s goals of care

* Overall treatment goal, daily treatment plan, and associated risks

* |deal, anticipated, and suboptimal responses to treatment and associated probabilities

* Expected impact on quality of life related to current clinical condition and planned intervention
* Expectations for and necessity of patient engagement

* Overall plan and progress related to discharge planning

* Goal date for progression out of the hospital to the next phase of recovery

Fig. 2. Critical elements of structured communication in the inpatient setting.
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heart” or “fluid buildup” rather than “CHF” helps create a visual understanding for pa-
tients and families. Combining oral and written instructions with the teach-back
method ensures comprehension, improves retention, and supports better outcomes,
particularly in conditions with high readmission rates.'® When patients and families are
in the hospital, the care team can provide hands-on education for tasks such as dres-
sing changes, insulin injection, or selecting and preparing healthy foods. Multimedia
tools, including videos, webinars, and tutorials for complex devices such as pleural
catheters or pacemakers can enhance both patient and family understanding and
satisfaction.’”

SETTING EXPECTATIONS FOR HOSPITALIZATION USING A TEAM-BASED APPROACH
Setting Clear Expectations Throughout the Duration of the Hospital Course

The point of admission offers an ideal opportunity to establish patient education and
communication as strategic priorities for the hospital stay, while setting clear, shared
expectations for the course of care. Patient interaction within an interdisciplinary care
team should follow a standardized workflow aligned with each member’s role. For
example, care management should take the lead in communicating with patients
and families about postacute care options and outpatient resources. As the primary
driver of patient throughput and the trusted authority for patients and families, the
physician should consistently incorporate key aspects of care progression into their
routine patient and family communication.

Comprehensive educational materials that draw on the entire care team can
enhance patient engagement and help ensure alignment with acute care expectations
in the hospital. From outlining treatment plans to coordinating discharge, these mate-
rials guide patients through their care progression and help ensure alignment with the
care team’s goals.'® The structured progression benefits not only the health care or-
ganization but also the patient, supporting better outcomes and a smoother care
experience.

Case continued...

With Mr CHF’s permission, the medical team has been reaching out to the daughter
periodically to provide her with updates and answer questions. She would like to pro-
vide emotional support for her father, as she can see that his prolonged hospital stay is
starting to take a toll on him. She wonders where he is in his treatment course and how
long it will take him to get well enough to leave the hospital.

Fig. 3 is a model of a patient tool that we developed and use during the admission
process for our hospitalized patients. It is an educational reference that is provided to
patients and families along with case management counseling and serves as a guide
map for the hospital stay, allowing patients to more clearly understand the journey in
the acute care setting. It outlines the goals of the hospital stay, explains the stages of
hospitalization, and offers suggestions for patient and family engagement with the
care team. Serving as a dynamic tool for education and communication, it also
provides care team members with standardized language (eg, “progression,” “mo-
mentum of improvement,” “next level of recovery,” and so forth) to ensure consistent
messaging. In the case scenario, Mr CHF and his daughter could have used a similar
inpatient roadmap to better understand the care progression and engage more effec-
tively with the team regarding the patient’s current state and next steps.

Managing patient expectations at every stage of the hospital journey is essential to
effective care progression. The primary goal of hospitalization is to address acute
medical needs and facilitate a safe discharge, ideally, back to the care of the outpa-
tient physicians. A “safe discharge” encompasses more than ensuring adequate
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WELCOME TO THE HOSPITAL

OUR GOALS DURING YOUR HOSPITAL STAY
+ Treatconditions that pose an immediate risk to your health

Help lish a momentum of il

that can be maintained

Help you find as many resources as possible to continue your recovery
when you no longer need hospital-level care

WHAT TO EXPECT DURING YOUR HOSPITAL STAY

N <
R\
W R

Meet some of the members of your
new care team

Make sure to tell your team what
medications you normally take at
home

Learn what medications and/or
procedures will be needed to treat
your condition

Meet your case manager and talk
about ways you may need help when
you are no longer in the hospital

Labs, scans, and/or procedures
may be needed to understand your
condition and what is needed to
getyou better

Get to know your care team better

Your provider may ask consultants to
help treat you

Physical therapy, occupational
therapy, and speech therapy may be
needed to figure outwhat you need
to start your recovery

Your team will watch your labs,
your vitals, and your overall
condition to make sure that the
treatment plan is working

Ask your team questions to make
sure thatyou understand your
condition and are doing all thatyou
can to get better

You may need to get more labs,
scans, and/or procedures done to
help your team figure out the best
plan for your recovery

Your case manager will do their best
to make sure that everything you
need for your next level of recovery
is being taken care of

Your provider will let you know
when you have made enough
progress to be able to continue
your recovery outside of the
hospital

Let your team know what resources
you think you need to stay on the
road to recovery

Ask your team questions about next
steps, how to stay on the road to
recovery, and howto take control of
your health

Make sure you have your new
medication list

Call your primary care doctor to set
upa “hospital follow-up”

Fig. 3. Inpatient reference map.

resources and follow-up; it also involves minimizing harm through mitigating the risk of
nosocomial infection (eg, by optimizing length of stay) and deconditioning, and
through prioritizing early recovery efforts. Optimizing length of stay (ie, minimizing
excess or avoidable days in the hospital setting) requires intentional patient commu-
nication and education to foster engagement and ownership. Well-informed patients,
empowered by knowledge and understanding, are more likely to actively participate in
their care and improve length of stay.'®

Case continued...

The patient has been in the hospital over a week and is starting to feel weaker every
day. The team consults physical and occupational therapy, but some days the patient
declines working with the therapists due to fatigue, and now that he is requiring hemo-
dialysis, he has missed therapy sessions. He is concerned that he may not be able to
take care of himself the same way he used to when he gets discharged.

Just as optimizing length of stay is important for health care organizations to reduce
patient harm, patients must understand their personal role in prioritizing early recov-
ery. Elderly patients spend approximately 85% of their hospital stay in bed and
12% in a chair, leading to significant deconditioning that affects physical, cognitive,
and emotional wellness.?° With an estimated 5% loss of muscle strength per day of
bed rest, and 10 days of bed rest equating to 10 years of muscle aging, deconditioning
is a major risk factor for posthospital disability, dependency, readmission, institution-
alization, and mortality.'® Educating patients about these risks is a crucial aspect of
care, promoting engagement in activities that mitigate these risks. Initiated at admis-
sion and reinforced throughout the hospitalization, this education should orient pa-
tients toward steady improvement rather than complete recovery during the hospital
stay.

The Importance of Team-Based Communication with Unified Expectations

Interdisciplinary communication is critical and must be carefully aligned. In the case
scenario presented, consider how Mr CHF and his daughter might respond when
different members of the care team convey conflicting expectations. For instance,
the Care Manager may suggest he could be discharged home in 3 days, based on
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typical CHF cases, while the physician indicates he may require acute inpatient reha-
bilitation, and the physical therapist suggests skilled nursing facility-level rehab.
When the interdisciplinary team finally convenes, they learn that the patient does
not have insurance coverage for a skilled nursing facility, does not meet criteria for
acute inpatient rehab, and will likely go home with hemodialysis. The patient is un-
sure what to tell his family; the plan of care has not been clearly communicated to
his daughter, and misaligned messages leave both patient and family frustrated
and confused.

How can we empower our patients and families given this level of complexity? One
key strategy is to avoid making promises to the patient until the team reaches
consensus. Communication can be optimized by standardizing consistent, clear
verbiage across all disciplines. For example,

Case manager

I am going to talk with all members of the team to make sure that we are aligned with
the best plan for you for next steps from the hospital, and we will start planning imme-
diately to have you prepared for when you are ready for discharge.

Physician

Your heart failure has worsened, and we will need to start you on dialysis, which we
believe will be an ongoing need for you. Let me talk with our Case Management
team and therapists to understand the options that we have for you for your next level
of care.

Physical therapist

| have done my assessment, but | need to huddle with the team to make sure that we
have the best plan for you for discharge and that we can keep following you and work-
ing with you until you are discharged.

By educating families and allowing them to ask questions, the care team can help
them feel more confident in managing care at home and less anxious about the up-
coming transition. In the aforementioned communication scenario, this approach en-
sures consistent messaging and keeps the family engaged rather than creating
confusion or fracturing therapeutic relationships.

ENSURING PATIENT AND FAMILY-CENTEREDNESS AT THE TIME OF HOSPITAL
DISCHARGE

As emphasized throughout this article, hospital discharge is far more than an admin-
istrative task of finalizing orders and prescriptions. It is a complex, interdisciplinary
process that requires proactive planning, coordination, and collaboration across the
inpatient team and ideally also involving outpatient providers. The transition from hos-
pital to home is a pivotal stage in a patient’s recovery, one that is often both hopeful
and intimidating for families.

Many patients require additional support, whether through home health services or
temporary placement in postacute care settings, such as rehabilitation or skilled
nursing facilities. Empowering families during this transition means equipping them
with the knowledge, confidence, and resources to provide safe and effective care at
home. When patients and families are well-prepared for this transition, the risk of post-
discharge complications and readmission are significantly reduced.

In addition to the strategies addressed earlier, it is essential to remain empathetic
and offer emotional support and understanding. Families often shoulder significant
emotional and/or physical burdens when a loved one leaves the hospital. For patients
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unable to make their own decisions, the health care power of attorney may face com-
plex family dynamics, emotional strain, and financial responsibilities related to posta-
cute care arrangements.

While much research has focused on the provider perspective of discharge plan-
ning, such as the key elements of discharge summaries,?’~2° relatively little has
explored the experiences of patients and families. The American College of Physi-
cians, Society of Hospital Medicine, and Society of General Internal Medicine’s Tran-
sitions of Care Consensus Conference identified several essential components of
effective discharge communication,?* including several elements that can be directly
addressed with families to reduce stress and enhance confidence in managing post-
discharge care.

Case continued...

The daughter is struggling financially, as she will need assistance taking care of her
father, because she also has young children at home. She is willing to take her father
into her home to care for him on discharge. Although, the CHF team is recommending
guideline-directed medical therapy including Entresto, which was cost prohibitive. The
team mentions that end stage renal disease (ESRD) patients can get Medicare, so the
patient and the family can initiate the process of getting new insurance coverage,
which can help cover costs. The team educates the patient and the daughter on
diet, lifestyles modifications, and medications.

Acknowledging financial limitations for patients and families when transitioning out
of the hospital is important. Medication nonadherence, often driven by cost, is a lead-
ing driver of readmissions and medical errors.?® Simplifying regimens with affordable,
easily accessible, or low-copay to no-copay medications can improve adherence.
Ensuring patients have their medications in-hand at discharge further reduces barriers
such as transportation challenges or delays from prior authorizations. In health care
systems with in-house or contracted commercial pharmacies, “meds-to-beds” pro-
grams can mitigate these barriers, improve medication adherence, and reduce read-
mission rates across vulnerable patient populations.?%?” Providers can empower
families by ensuring they understand what condition the medicine treats and the asso-
ciated side effects associated. A multimodal team approach is best for this conversa-
tion: pharmacy tech and pharmacist education have been shown to reduce
readmissions and are cost-effective interventions.?®

A variety of other resources can help reduce the burden on patients and caregivers
during discharge transitions. When available, home health services can provide valu-
able support, offering physical and occupational therapy to enhance mobility and in-
dependence, skilled nursing for clinical needs such as vital sign monitoring,
intravenous catheter care and wound management, and home health aides to assist
with activities of daily living. Beyond providing direct care, these services also educate
and reassure patients and families, strengthening their confidence in providing care at
home, an effect shown to reduce readmissions.?®° Additional supports may include
private-pay home services, diagnosis-specific programs (eg, addiction recovery
groups), and community resources for housing, transportation, and food assistance.

Case conclusion

The team discusses home health options with the daughter, and she and the patient
choose from the available options. The patient is discharged with a follow-up appoint-
ment scheduled. Upon discharge, the patient and daughter take the time to complete
the patient feedback survey and give 5 out of 5 stars.
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SUMMARY

Transitions of care are defining moments in a patient’s health journey. Each moment is
an opportunity for the care team to create a positive and lasting impact on the patient
and the family, serving as an impetus for forward momentum in recovery and a greater
sense of ownership and authority in overall well-being. As illustrated by Mr CHF’s
case, successful discharge requires more than resolving acute medical issues—it de-
mands early identification of barriers, clear and consistent communication, and active
engagement with both patients and families. Empowerment comes from equipping
patients and caregivers with knowledge, resources, and confidence, while ensuring
that each member of the multidisciplinary team delivers a unified message with intent.
By prioritizing education, alignment, and patient-centered communication from
admission through discharge, we can reduce readmissions, strengthen trust, and
improve long-term outcomes. Ultimately, empowering patients and families during
hospitalization and at time of discharge is not an adjunct to care; it is central to
achieving safe, effective, and compassionate healing beyond the hospital walls.

CLINICS CARE POINTS

Prioritizing and optimizing effective communication can help mitigate eroded patient trust
and facilitate positive patient-provider interaction.

e Quality communication involves discussion about the treatment plan but also the expected
impact on quality of life beyond the hospital.

The point of admission offers an ideal opportunity to establish patient education and
communication as strategic priorities for the hospital stay, while setting clear, shared
expectations for the course of care.

Interdisciplinary communication is critical and must be carefully aligned. Communication can
be optimized by standardizing consistent, clear verbiage across all disciplines.

Hospital discharge is more than an administrative task of finalizing orders and prescriptions;
it is a complex, interdisciplinary process that requires proactive planning, resource
identification and coordination, and collaboration across the inpatient team and, ideally,
outpatient providers.
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