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Introduction

Discharge after hospitalization for heart failure transfers much of daily disease management from the
clinical team to patients and caregivers at a time when people may still be fatigued, anxious, or
processing complex medication changes. The teach-back method is especially relevant because it
replaces the weak question “Do you understand?” with a request for the patient to explain important
information or demonstrate a skill in their own words. AHRQ describes teach-back as an evidence-
based health-literacy intervention designed to confirm that clinicians have explained information
clearly rather than to test the intelligence or worth of the patient (AHRQ, 2024). Heart-failure
discharge is an appropriate setting because successful transition may require knowledge of
medicines, symptom monitoring, follow-up appointments, diet, activity, and when to contact the
clinical team. Teach-back can expose misunderstandings before the patient leaves, but it should not
be presented as a stand-alone solution to readmission. Return hospitalization is influenced by disease
severity, renal function, medication access, social support, transportation, housing, food security, and
follow-up availability. The project therefore evaluates teach-back as one component of a coordinated
transition-of-care system.

Why Heart-Failure Transitions Are Vulnerable

Heart failure is a chronic clinical syndrome in which patients can move quickly between relative
stability and congestion, fatigue, breathlessness, or other symptoms requiring reassessment.
Hospitalization may involve diuresis, medication initiation or adjustment, diagnostic testing, and
discussion of several self-care behaviors within a short period. Once home, patients may need to
recognize worsening symptoms, follow a medication schedule, obtain prescriptions, attend early
follow-up, and understand individualized guidance about diet or fluid intake. A written discharge
packet cannot guarantee that these tasks are understood or feasible. The American Heart
Association’s Target: Heart Failure resources therefore group enhanced patient education with
medication optimization and early follow-up care coordination rather than treating education as an
isolated intervention (American Heart Association, 2025). Readmission also should not be assumed to
represent failure because some returns are clinically appropriate despite careful self-management.
The quality objective is to reduce avoidable transitions caused by misunderstanding, inaccessible
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treatment, delayed follow-up, or unrecognized deterioration while ensuring that patients who truly
need hospital care are not discouraged from seeking it.

Teach-Back as a Communication Process

Teach-back works through a repeating cycle of explanation, confirmation, clarification, and
rechecking. A nurse might explain how a patient should take a newly changed medicine and then say,
“l want to be sure | explained that clearly. Please tell me how you will take this medicine when you
are home.” For weight or symptom monitoring, the patient can describe what will be tracked and
what change would prompt a call. If the response is incomplete, the clinician explains the point
differently and checks again. AHRQ's current Health Literacy Universal Precautions Toolkit
recommends teach-back or show-me methods for all patients rather than limiting them to people
whom staff assume have low literacy (AHRQ, 2024). Universal use reduces stigma and recognizes that
illness, pain, hearing loss, language barriers, unfamiliar terminology, and stress can affect anyone’s
comprehension. Written materials remain useful as reminders, but they support rather than replace
conversation. Interpreters and caregivers should be included when appropriate, and demonstration
may be preferable to verbal repetition when the task involves equipment, medication administration,
or another practical skill.

Evidence, Readmission, and the Limits of Causal
Claims

Research on heart-failure transitions supports attention to self-care and communication, but evidence
should be interpreted carefully. Ryan and colleagues examined preventability of 30-day heart-failure
readmissions in the context of a quality-improvement initiative, while Sterne and colleagues
examined nurses’ knowledge of heart failure and implications for reducing readmission (Ryan et al.,
2014; Sterne et al., 2014). These studies address related problems rather than proving that teach-
back by itself causes a specific reduction in return hospitalization. Riegel and colleagues similarly
describe heart-failure self-care as a combination of maintenance, symptom perception, and
management behaviors that depend on knowledge as well as confidence, resources, and timely
clinical support (Riegel et al., 2017). A strong project should therefore measure intermediate
outcomes in addition to readmission: whether patients can explain medicines, recognize warning
signs, identify whom to contact, obtain prescriptions, and attend follow-up. If understanding improves
without a large change in hospitalization, the intervention may still have clinical value, while an
apparent decline in readmission should not automatically be attributed to education when medication
optimization or population changes occurred simultaneously.
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Implementation, Staff Knowledge, and Equity

Implementation requires more than instructing nurses to add one question to a discharge checklist.
Staff need training in plain language, chunking information, open-ended teach-back prompts,
interpreter use, respectful correction, documentation, and escalation when a barrier cannot be
resolved before discharge. Nurses also need sufficient heart-failure knowledge to teach accurately; a
communication technique cannot compensate for incorrect content. Workflow design should include
pharmacy, medicine, nursing, case management, nutrition, and outpatient teams so patients do not
receive conflicting instructions. Equity must be built into the process. Cognitive impairment, delirium,
hearing or visual limitations, language differences, unstable housing, medication cost, and limited
transportation can prevent successful self-management even when the patient can repeat the plan.
Teach-back should reveal these barriers rather than turn them into patient blame. A response that
shows misunderstanding should be documented as information requiring a different explanation or
support plan, not as a “failed” patient. Evening and weekend discharges should receive the same
standards as weekday transitions, and interpreters or accessible materials need to be practically
available.

Evaluation of a Teach-Back Quality-Improvement
Project

A useful evaluation should combine outcome, process, and balancing measures. The main clinical
outcome may be all-cause or heart-failure-related readmission within 28 or 30 days, but other
outcomes can include emergency visits, medication discrepancies, timely contact for worsening
symptoms, quality of life, and patient confidence. Process measures can track whether teach-back
occurred for key topics, whether follow-up was scheduled, medication access was confirmed,
caregivers were involved when appropriate, and interpreter needs were met. Balancing measures are
equally important because a program that delays discharge substantially, overloads staff, or exhausts
patients may not be sustainable. Readmission data should be interpreted over a sufficient period and
with attention to case mix because one month of improvement can reflect chance or a different
population. Implementation can begin with one unit, establish baseline performance, test changes
iteratively, and obtain feedback from patients and caregivers. AHRQ's toolkit specifically recommends
observation and follow-up measurement when organizations are building consistent teach-back
practice, supporting an improvement model rather than a one-time educational campaign (AHRQ,
2024).

Conclusion

Teach-back is well suited to heart-failure discharge because it makes patient understanding
observable before responsibility shifts from hospital staff to the patient and family. Its value lies in
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testing the clarity of clinical communication, not in testing whether a patient is “good” at learning.
Current AHRQ guidance supports universal teach-back, and the American Heart Association places
enhanced patient education alongside medication optimization and early follow-up as part of stronger
heart-failure transitions (AHRQ, 2024; American Heart Association, 2025). The method should
therefore be embedded within a broader discharge system that reconciles medicines, confirms
access, arranges follow-up, identifies social barriers, uses interpreters when required, and provides a
rapid pathway for worsening symptoms. Evaluation should measure comprehension, process
reliability, equity, patient experience, and safety as well as readmission. This approach avoids
overstating what education alone can accomplish while preserving the practical insight at the center
of the project: misunderstandings that are discovered in the hospital can often be corrected, whereas
misunderstandings discovered only after deterioration may result in preventable harm or emergency
care.
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