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Cleveland Clinic Today

• 67,500 caregivers

• 10 million total visits

• 309,000 hospital admissions

• 4,500 physicians & scientists

• 1,974 residents & fellows
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Care for the Sick

Investigate their Problems

Educate those who Serve 

Mission





Polling Question #1
Who’s most able to reduce 30-day hospital 
readmissions?

1) Hospital-based Providers/teams

2) Primary Care Providers/teams

3) Patient 

4) Everyone involved in the patient’s care



Overall Strategy
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Readmission Reduction Strategy

• Individualized Care Plans (ICP)

• Tiered Huddle 

• Technology supports patients 

(MyChart Care Companion)

• Connecting local community 

resources to address SDOH

• DrConnect for SNFs



Solid Safe Transitions

• Medication List Perfection
- Admission Medication Reconciliation

- Discharge Medication Reconciliation

• Medication Access

• Correct Disposition & Follow up
- Home, Home Health, SNF, LTAC, Acute 

Rehab

• Communication



Polling Question #2

Did you know you can access your patient’s 
Cleveland Clinic records from anywhere in 
the world (if you’re the PCP)?

1) Yes, I knew!

2) This is news to me!





Transitional Care Management

• RN

• Network Navigators

• Pharmacists

• Teams
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EHR Tools to Help 



Polling Question #3

Have you ever had a patient get admitted or 
readmitted to a hospital and you didn’t know 
the patient was readmitted?

1) Yes

2) No



Help to Providers



Help to Providers

• The Storyboard 
banner

• EHR Columns



System Lists

• Tiered Huddles



Polling Question #4

Do you think that was enough to reduce 
readmissions for Cleveland Clinic?

1) Yes

2) No



We needed more…
The development of Patient-
Centered Individualized Care Plans



Special Populations 

• CHF

• COPD





Key Stakeholders:

- Patient

- PCP

- Subspecialists

- Social Work

- Palliative Medicine

- Post-Discharge teams





ICP Best Practice Alert





Workflow

Quality Data 
Curates the 

List 

Hospital A Hospital B Hospital C Hospital D Hospital E

Enterprise Individualized Care Plan Weekly Huddle, Quantitative Review

Enterprise Individualized Care Plan Governance Committee, Monthly Qualitative Review



ICP Patients

ICP 

Exists?

Average 

Age

Average 

Readmission 

Risk Score

0 Readmits 

Before

1 Readmit 

Before

2+ Readmits

Before

Total

Yes 79 29 137 40 20 197

No 79 23 1391 148 32 1571

Internal data sources, excludes CCHS Florida hospitals

Data demonstrates equal months prior to and after ICP

Data ends 9/30 to allow for at least one 30 day readmission post ICP

Excludes known deceased



ICP Impact, 0-1 Readmits before ICP
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How many of our All-cause Readmissions 
are from “High Utilizer” patients in 2019?

11,740; 51% of 
Total 

Readmissions

11,190; 49% of 
Total 

Readmissions

Total High Utilizer
Readmissions

Total non High
utilizer
Readmissions

High Utilizer patient = patient who has undergone at least two 30-day readmissions within  a 90 days. Put another way, these 

patients have had at least 3 inpatient hospital stays within a 90 days, 2 of which were 30-day inpatient readmissions.

High Utilizer Patients; 
3,882; 2.8%

Other = 134610 or 97.2%

High Utilizer
Patients

Other

N = 138,492 Unique Patients

2019 CCHS Patient Population

N = 22,930 Total Readmissions

High Utilizer Readmissions



Number of 

patients

Number of 

Readmissions 

Before

Number of 

Readmissions

After

Variance Variance %

20 52 17 -35 -65%

ICP Impact, 2 + Readmits before ICP

• Patients with a least 2 readmissions prior to 
ICP with equal time period before and after 
ICP creation

*Over 10 months, the average number of hospitalizations before ICP was 5.7



To Act as a Unit

ICP 9/2





Qualitative Impact

• All programs improving with volume, 
efficiency, workflow

• Addressing vital patient-centered issues
- SDOH

- Palliative conversations

- Resource referrals (SMA, Chronic Care Clinic)

• Enhancing teamwork between geographic 
silos and patients feel the difference
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Key Takeaways

• Readmission Reduction requires a Team of 
Teams 

• Individualized Care Plans and EHR tools 
can help




