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About University Hospitals

• Founded May 14, 1866

• Located in Northeast Ohio

• Eighteen hospital system

• Forty health centers

• Serving over 1 million patients



The Problem

Approximately 20% of Medicare 
beneficiaries are readmitted 
within 30 days of discharge, 

and these readmissions have 
been estimated to cost the 

American public more that $15 
billion per year (nih.gov)

Medicare Payment Advisory 
Commission estimated that 

12% of readmission are 
potentially avoidable



The 
Underlying 
Problem
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Transitions 
of Care



Transitional Care Clinics in the Literature

Brigham
Significant reduction in ED 

visits and hospitalization in 3 
months before and after 

interventions

Rush
Significant reduction in 30 

days readmission for those 
patients attending a 

transitional care visit.  
Nonsignificant for PCP arm.

Significant reduction for all pt 
if visit < 14 days vs > 14 days

Univ. of Florida
Significant reduction 90 days 
readmission but not 30 or 60 
days for those pt referred to 

transitional clinic vs PCP

NYITCOM - AK
Significant reduction 30 days 
readmissions for transitional 

clinic patient vs usual care

Northwestern
Significant reduction 90- and 

180-days readmission but not 
30 days for those pt referred 
to transitional clinic vs PCP

SUNY Downstate
Significant reduction in 7- and 
30-day readmission for those 

patients attending a 
transitional care visit vs those 

who did not



Limitations of Transitional Care Clinics in the Literature

BANKING HOURS SINGLE VISIT FOCUS ON PATIENTS 
WITHOUT PCPS

BRICK AND MORTAR



How is University Hospitals Different



Patient 
Enrolled

Same day 
contact 

with HHVC 
RN

Medication 
reconciliation & 

financial 
assessment/PAP 

enrollment by 
Pharmacy within 48 hrs

Physician virtual 
visit within 48 hrs

Daily HHVC 
RN Calls

Daily HHVC 
RN Calls

Daily HHVC 
RN Calls

Patient 
discharged 

when 
milestones 

met

Virtual physician 
intervention on regular 
intervals or on-demand

Coordinate referrals & 
ambulatory visits and 
assure proper follow-

upVirtual pharmacist 
intervention on regular 
intervals or on-demand

Acute assessment by EMS 
(community paramedicine) 

or home health when the 
need arises

Social determinants 
of health screen & 
connect patient to 

community 
resources

Inform and 
collaborate 

with PCP 
and 

specialists in 
real time

Remote 
Patient 

Monitoring

Social 
Work & 
CHW 

Intervention



Video Visits 
or 

Telephonic



Patient Criteria for Enrollment

Focus on CHF, COPD and DM

No geographic limitations

No insurance limitations

Diverse referral source

Exclusion:  primary psychiatric and pain management



Care 
Plans and 
Pathways





Referral 
Volumes



Referral 
Volumes 

by 
Source



Readmission rates

Comparison groups:  enrolled in program vs declined program
October 2023 – October 2024



Readmission 
Rates by DRG

Comparison groups:  enrolled in program vs declined program
October 2023 – October 2024



Lessons Learned & Future State



Technology



Clinical



Growth
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