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Cleveland Clinic has a long history of measur-
ing and reporting data on health outcomes,
most famously in our Outcomes Books, the
yearly reports on how patients treated in our
different departments fare. We've realized that
you cannot improve something if you don’t
measure it and share what you find — so in
that vein, I’d like to share some of our experi-
ences in building this system at Cleveland
Clinic.

We began tracking clinical outcomes for
cardiac patients in 1979, and have been using
such data to facilitate accountability and learn-
ing since 1989. In 1998, we began publishing
and distributing that data to referring physi-
cians. In 2004, CEO Dr. Toby Cosgrove ex-
tended the expectation of measuring and
publicly reporting outcomes to other clinical
areas. This eventually produced what are now
called the Cleveland Clinic Outcomes Books:
14 in all, published annually and publicly
available online. (https://my.clevelandclinic.org/
about-cleveland-clinic/quality-patient-safety/
treatment-outcomes)

As the chair of the Outcomes Books edito-
rial board, I work with my fellow board mem-
bers to make the principle of transparency a
practical reality and a worldwide source of
learning. What we achieve at Cleveland Clinic
is obviously not perfect, but allowing all com-

ers to see what we do helps everyone, includ-
ing us, get better. Indeed, the chief purpose of
the Outcomes Books is to be a catalyst for
quality improvement in patient care and out-
comes. Annually reporting our results, wheth-
er good or bad, motivates us to improve them.

Our secondary purpose is to inform medi-
cal decision making — specifically, to com-
municate to a clinician what to expect when
referring a patient to Cleveland Clinic for a
particular condition. For example, our out-
comes data for patients who undergo radical
prostatectomy for clinically localized prostate
cancer show that the risk for survival without
biochemical relapse within five years is 94%.
Notably, the purpose is simply to inform the
clinical decision maker, not to drive referrals
to Cleveland Clinic.

In fact, we obligate ourselves to report all
useful outcomes that we measure, regardless
of how we look relative to our peers and re-
gardless of what we are required to publicly
report. Sometimes clinicians are surprised by
how good we are — or startled that we do not
perform better than we do. When possible, we
compare ourselves with recognized bench-
marks or simply with ourselves over time.
Even if we cannot observe a meaningful trend
or benchmark comparison, we report our out-
comes anyway.



How do we guard against cherry-picking
outcomes? Each book is reviewed by the Out-
comes Books Editorial Board — a group of 18
volunteers, primarily physicians representing
14 clinical institutes plus a few statisticians.
This group helps to identify missing outcomes
that should be reported, as well as outcomes
that are unclearly presented or poorly mea-
sured.

We have been annually producing our Out-
comes Books for more than a decade, but we
certainly have room for improvement. Some-
times, for particular treatment —condition
combinations, we have only volume or process
measures. In those cases, we report what we
have, with an eye toward better measurement
next time. In consultation with Cleveland
Clinic’s Quantitative Health Sciences Depart-
ment, we always look for better data sources
and methods of analysis.

Nonetheless, it is challenging to accurately
measure all outcomes that are of interest to
clinicians. Ideally, data for many measures
should come directly from the patient (for ex-
ample, the severity of hip-related pain one year
after a hip-replacement operation). But if patients
do not return to Cleveland Clinic for follow-up
care, getting that information is not easy.

We do our utmost to grow the number of
reported outcomes by challenging the 14 insti-
tutes to measure more outcomes as best they
can — and to document their progress in a
yearly improvement report. Many of the insti-
tutes have taken up that challenge.

For health care institutions that want to
emulate our outcomes reporting, here are
some suggestions:

1. Identify the target audience, because the
audience shapes the reporting. We have
chosen peer physicians, but one could ar-
gue the case for patients, employers, or
even commercial insurers as target audi-
ences. Whatever audience you choose,

make the choice early — it will greatly af-
fect how you present the data, the lan-
guage you use, and the look and feel of
your published products.

2. Recognize that most measures of substan-
tial interest are the long-term ones, so they
are likely to take years to collect properly.
Fortunately, we were a very early adopter of
an electronic health record system, which
has greatly facilitated some of our mea-
surement. However, organizations just
starting down this road may have a very
limited number of outcomes available for
reporting, which could be discouraging,
although specialties that report to nation-
al registries can begin with those data.
Wherever you are now in this process,
have hope: The many pages of measures
that Cleveland Clinic reports across our 14
books has grown considerably, even
though we started relatively small.

3. Acceptthat reporting outcomes requires re-
sources, and plan to fund and support your
effort. Data collection, preparation, analy-
sis, and reporting all take time and effort
from many people. If the top leadership of
your organization supports the effort to
report outcomes, it is much more likely to
be sustainable.

I recognize that this advice may not work
for every institution, given the wide variation
in size, location, clinical population, resourc-
es, and so on. My modest hope is that our
work at Cleveland Clinic will help you tailor
your own outcomes-reporting program so that
it serves you and, ultimately, the patients cared
for at your institution well. In an ideal world,
a fully informed consumer and his or her phy-
sician could compare expected health out-
comes and costs — the total value of care —
across all of the institutions where such care
is provided.



