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I. DISCUSSION PURPOSE
Convening Organizations
To form a community collaboration led by Access

HealthColumbus, Central Ohio Hospital Council and C| Access HealthColumbus (AHC)
Ohio Trauma System where Access HealthColumbus \ Central Ohio Hospital Council (COHG
provideoordination on behalf of the collaborative inclug Central Ohio Trauma System (COTS

administrative and financial support.

II. PARTICIPANTS

Two Iearning sessions Mi | Vm‘mrgéncm)@rtﬂqenE What |S Care Coordlnatlon’)
Care Coordination Project\weld
Services that promote the effective and
efficient utilization of resources to assu
access to necessary comprehensive hg

1 April 29, 2009WithCentral Ohio Trauma Systetiee | services for consumers.
Columbus Medical Association & Foundation

1 April 28 2009With communigatiers at Broad Street
Presbyterian Church

Pleaseaefer toAppendix A for a listing of participants

. WELCOME BRAMING:

Jeff Bietdnd Jeff Klinglmade an esitevisitwith thélilwaukee Health Care Partnék4HipPin Milwaukee

Wisconsin in February 2008arn more absit | wa u k e e 6 s E mED)Care Gaordinafiba Prejectt me n
Biehl an&lingler brought back lessmraddo share with central Ohio and hosted two leasioing \wéhk the

following framework

~

* What is the Milwaukee E.D. Care Coordination Initiative?

S

~,

¢ What did we learn during our visit?

* What are the gpportunities and challenges of advancing

a similar care coordination strategy in our community?
A

.
* What wise next steps should we consider to advance a
similar care coordination strategy in our community?

Py

Please refer to Appendixdview the full slideshow presentation



IV. SHARE

Presentation providedeerview afare coordinatidhe definitipasnapshot of EDs and commhaeadth centers in
central Ohio and vty needed.

Attendees were giveeMHCRCare Coordinati®tevised Charsatinghe purpose/aohthé initiative:

Improve ED care coordination within and across the community and the cost
effectiveness of care for all patients with a special focus on low income uninsured
and underinsured individuals and patients with chronic conditions.

Plea® refer to Appendigto view the full charter.

TheWisconsin Health Information Exchange (WHIE) linksmer gency depart ment 6s de
department information with other emergency departments does not-mmnsenpafiditnallya relationship

with Microsoft enabled them tiffiedent software systems without forcing anyone to change platforms. The view
communityide emergency department data is compiled into a virtuatisadapenotation is not steradcentral
database. This enabled competing health care providers to maintain control of their patient data while benefiti
linkage with others.

Share: Wisconsin Health Information Exchange

ED Linking Participating Hospitals*:
v" Aurora (4 EDs)

E | v" Children’s Hospital of Wisconsin (1 ED)
v" Columbia St. Mary’s (3 EDs)

v Wheaton Franciscan (5 EDs)

v" Froedtert and Community Health (1 ED)

Fegistation trigars automatic query o

regional exchange System, response provides * 14 EDs are feeding data, 10 are currently
inicans with immediate actess o past . . .
i T using system in patient care

Share: Milwaukee E.D. Care Coordination Initiative Share: Milwaukee E.D. Care Coordination Initiative

Milwaukee Health Care Partnership

Milwaukee Health Care Partnership # patients visiting 4 or more E.D. facilities in 2008

# patients with 4 or more E.D. visits in 2008 500

6,000

5,177
410

5,000 400 -

4,000

3,000

2,000

1,000

1125
91
60
56
40
32
27
18
24

1142

i
a
5 <
T T T T T T T T T T 1 ~ — -
o~
0 || —

4 5 6 7 8 98 10 11 12 13 14 15 16 17 18 19 20 >20
4 EDs SEDs 6 EDs 7 EDs 8 EDs 9EDs

Microsoftroduced a video thighligtstheir ability to capture and share data

Please click here to view the video



http://www.mshealthstories.com/?whie

EXPLORE
The Milwauke®oject ifocusdonfourstrategidtactics identified in the MHCP charter:

Explore: Preliminary observations from site visit

e Hospitals working with three
federally qualified health centers (FQHCs)

Explore: Preliminary observations from site visit

® QOverall: 7% of patients utilize 25% total ED visits

* Patients do not readily share past history,
better information = better quality  Referring Medicaid and uninsured (self pay) to FQHCs
* Reporting (conservative) from one hospital ED
with 20 patients/day > 3 ED visits in last year:
ED - 25% reduction in ancillary services Patient - 2/3 are Medicaid and uninsured
Information - reduced level of service (~5 patients/day) Assessment
Linkage - saving $2000-3500 per encounter & Referral - FQHCs receive enhanced Medicaid reimbursement
(~ $3-6 million annually in charges)

- 170,000 primary care visits to ED

- Hospitals are investing part of ED savings to expand

* No patient consent required to exchange ED data FQHC capacity for the uninsured ($1.6 M this year)

between EDs

* For ED referrals to FQHCs, measuring:
- show rates

- stick rates

Explore: Preliminary observations from site visit

* Variation in referral/appointment scheduling

® Public health department access to un-identified,
real-time data

Explore: Preliminary observations from site visit

* Some patients know how to work the ED system

* Patients with behavioral health * Patients not assigned a recognized PCP by HMOs

* Community MDs using EDs for after-hours care

Medical * ED case management resources to assess and
paticnt & make referrals

Community [ Geographic location of ED relative to vulnerable Home Intake,

populations Retention,

and Care * Variation in FQHC intake and follow-up practices
Management

Education

* Many patients lack understanding about how health
care is organized * FQHCs require patient consent to access ED data
* Many patients do not know about FQHCs and how to

1 * Working on electronic in-basket for referrals from
make appointments

EDs to FQHCs

DISCUSS

Aftewviewing the slide show presenthtartiéndees weigen the opportunity togasstionsn the information
presented today. The folloguiagtiongere shared:

E = =4 =8 -8 -8 9 = =

=

Are thd-ederally Qualified Health CeRt@kQppart of the exchange or just the EDs?

Here in Franklin CouRQHG haveayiven schedgl® hospitals for referrals for appointrhentsthey found the
show rate?

What is thele for public safety ageBtsmangmergency roomsits are initiatby public safety workers.

Were all of the EDs part of the pilot? How iotadrelito get thiemorandum of understasdinglace?
Scopeofdatan you | ook up just ED data or whole hosp
I's the pati ent aldttobad tromlmpi | ed? Or i s it

Whyisthe data dielentified?

If the health depaengets informatimom thedatan d t hey i denti fy a situatic
address the situatidii®s is wly helpful so far in the surveillance pféocké®s up wipatients is not allowed

What is the cost of this system

How many EParticipa How many locations of the §QieCGhefe

Whatypes of patients are entertedthe systefimsured, uninsured, Medit@lte data system dsextra work for
theED staff?

Is the biggest limitatmexpanding the system about gri@adycost?

3



Individually, participants were asked to answer the next question on the provided worksheet:

U What are thepportunitiesandchallenge®f advancing a similar care coordination strategy in our

community?

A summary of tB®PORTUNITIBE& outlined below:

= = =9 = = =

ClimatéEnergy
We have 4 hospital systems and 28 community healtt
i the climate in our community is ripe for exploring thi
Incredible opportunity to impadhdacdumbuiscould
prescriptions be tied in?
Opportunity to look beyond local/state
With two successful pilots (Milwaukee and DC) seem
there could be great interest and possibilities here
Broaden beyond-EIpuld broaden beyond central Ohio
We areloser than we realize
Clarifying what we have done and how it is or is nbt w
slow whole possible this is a logical next step: determ
(targets) common ground/starting point
Opportunity forgreo s pi t al t o O6obse
providedtoapg i ent who was rec
or the patient who desires to be transported to anothe
following release
| suspect the hospitals and emergency physicians wo
favor of this

CommunityParnerships

9 Access HealthColumbus (AHC) already in place to act as a

9 Central Ohio Hospital Council available as a venue to initiatg
discussion

1 From pregnancy perspective, may be opportunity to connec
with prenatal care utilizing Preg@aneyConnection (PCC)

9 PCC could also feed into the system, partneririgrthitingall
hospitals, Columbus Neighborhood Health CeGtduiatadis
Public HealtEPH

1 Working with EMS as they work to decreasgmgency runs

1 Existence of AHC anditsak eh ol der s mean
from ground zero.

91 Work wite@PHo inform and educate how this could benefit ng
the individual 6s health but

1 Integration of free clinics into data sharing isy&iknery Care
Network

1 Include behavioral health (Netcare & Twin Valley Behaviora
hospitals/ADAMH providers?)

1 Even engaging pharmacies

fé the cost benefit i n t h|fCOTShas established working groups in this emergency ca
1 Integrating free clinics into the effort
1 Createan employer model as a foundational step
Stimulus Monégupport Technology
9 Federal funding might be available to help 1 Allow data/utilization analysis for exceeding current capacity
9 Support from State of Okdbama Administration forcog fEx pl or e HI E, b ulif gdabisicdordinatienoft

=A =

sharing

Price point has to be equitable/value

Time window for qualifying for ARRA funds to suppori
demonstration efforts

Stronger interest in cost savings and outcomes with d
in state support for programming

Can we get state, federal funding support to further s
like this?

National fulers

care across the entirecljide

1 Technical expertise to provide structure to program

1 Data driveinlD/gap analysis of community resources

1 EMS systems struggle to close the loop in data collection. B
baccessO6 to a small data se
For example, the ED diagnosis would help us validate our d
message, thmtient chief complaint, our provider impression
malady

1 Financial impact is huge if you look at money spent for more
technology which becomes standard of care

fThe Governoro6és new Director
Healthnformation Exchange (HIE) and would be very intereg
learning more.
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Hospital SystemBQHC®artnership
Bring 4 major health systems together as a base for G
Ohio HIE. Add state agency as secondary partner.
Could be first a good stepspital system, FQHC, clinics
chose to participate
Already connected health care systems through the ¢
Hospital Association, but few in number
Already established community health center system
in number
Work with PCP/FQHC on appoiravadability (7am start
9pm stop;-2 days per week)
This could also provide a strategy of providing/paying
medical homes that are needed in our community thr
hospital/Federally Qualified Health Center (FQHC) m
using money from sawing
It would help develop the FQHC in our community thg
currently at capacity
Strengthening our FQHC providers resulting in more
appropriate care and better fee recovery for
Medicaid/uninsured patients
Only 4 systems to coordinateéheory
Smallenumber of hospital systems to agree to particiy
Heart of Ohio Family Health Centers are extremely in
in pursuing this strategy with hospitals
Increasing knowledge of FQHCs preferred Medicaid
rei mbur s e memsavailablé fer @ospitalsn
FQHCS$ patients
Link folks with FQHCs to reduce costly ED care and |
coordinate care they receive across various sites or g
times
3 FQHCs are looking at opportunities to collaborate o
and other opportunities to provide moret@cezess
Hospital/CIO

o exchange information without a database

0 eprescribing

0 stimulus funding

0 state health IT director
FQHCs are struggling and way to efficiently provide n
capacity would only help our residents. Great for PH
information and intereenpiossibilities
FQHC working together/federal partnerships
3 FQHCs beginning to discuss opportunities for servi
coordinatidnstimulus from feds
Centr al Ohi o0b6s 4 hospit 3
principle to share data and the 4 CIOs mesdy tegula
discuss how to increase adoption. This gives us a ch
a similar program.

Impact on ED Services

9 Decrease redundancies in diagnostic services

9 EDs have already demonstrated their overuse by their expa
capacity

9 The impact mfcreasing numbers of under and uninsured at tH
on the health care system to better utilize resources affords
opportunity for creative solutions.

1 Opportunity to improve patient care

9 Reducing redundancy, inefficiency and cost in care

i Care coondationn multiple sites vs. centralized?

1 Sharing ED information could beiusefyitals may be open to
idea

1 Definite neddmuch duplication of effort under current system

1 Reduce the number of people using the ER for primary heal

9 Opportunitto reduce burden of uncompensated care for hosj

1 Defragmenting teaches patients to properly navigate health
correctly

1 Improving care especially of those not well networked into h
alternatives

9 Money saved in repeated tests alotigweimd decreased patie
risk to multiple radiographs, lab sticks, etc.

9 Opportunity to have access to information that could save Ii\
redundancies, lower overall costs of providing health care

1 Improved health care for ED patients

1 Directing obinic disease management into PCP environment

TAt Chithealiligy to &dsntify children being seen in mult
for injuries resulting from possible abuse

1 The ability to quickly access medical information necessary
diagnosis when patigmable to answer

9 Cut costs, track patients from ED encounter to ED encounte

9 Access to care and continuity of care

9 Increased quality/continuity

9 Chronic disease management improvememalized managem

9 Quality uncovering/discovering informatiweeis, allergies,
conflicting diagnosis and plan implementations that increase
diminish the quality of care, reduce efficiency in provision of
cause delays in caring for others, etc.

9 Refer patient to health care facility to increaseeseative
efficiency

9 Better/ more timely care to patients that frequent different he
systems

9 Eliminate some of the misuse and repeated diagnostic testir|

1 Increased efficiency of care of ED patients by providing mor
comprehensive information

1 ED physiamegroups in general work well together. We are a |
progressive group and | think all would be slzayer ttus info.

9 Makes it harder to patients to abuse system by going to mul

1 Can it be used to document need for primary care phawiders
extended hours, etc. if it shows insured and repeat users wh
out of convenience?

1 Improving d/c plan for patients based on history

1 Sharing information will help provide continuity of care for pa
even when the patient cannot communicat




A summary of tBelALLENGESe outlined below:

Funding/Costs

9 FQHQ are they able/willing to consider how to take on
reduction of <c¢city fundin
them grow and learn?

1 Funding have been invested by nayiifg@ms question of
how to demonstrate benefit of considering a more coo
pangsbasically how do we a
each player6?

1 Funding this now and moving forward

9 Ongoing cost to operate/sustainability

1 Time frame to implent structure to qualify for financial g

1 Costs of system and of disruption

fCost may be a f act or i butdvity
COHC now in place maybe workable

9 Expense

1 Cost of putting it together (where are slots for uninsurg
come from?)

9 Funding

9 Must create a means of funding the HIE egomy dasis t
make it sustainable

1 Getting hospitals to share funding for uninsured portio

1 Cost to sustain an evolving system

1 Cost, resources required?

9 Funding for the technology piece

1 Money to implement

1 Lack of funding given current economic conditions

9 Costi upfront

E =4 =2 =8 -8 -8 -8 9 E =
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Technology
Building a database where all data is readable, time consu
hours, may be3lyears
What is Ohiobs interpretat
Overcoming lackpatient/consent needing sharing ED
No ready/available system/vendor real as Microsoft
Time and commitment of lead@énsegd to integrate and build
on/work in existing HIT efforts
Different systems but different stages of IT life cycle
Patient identdimon
Need to establi
Information security
Technology changes
Is there a trust risk with the reliability of the data being ents
Trust between systems in sharing data and accuracy of dg
systems
IT systerimtegration
Reassuring the patient of his/her confidentiality
Coordination/consensus of different systems
Health systems being unafraid to allow the sharing of infor
getting pas |.S. security issues
Coordination of communication acrosst @iffdresmpeting heg
systems

sh entity w

Cooperation Betweétfospital/FQHC Systems

9 Developing Memorandum of Agreementdfsi§rom all
hospital/FQHC systems

9 Agreement on paramétét®s and FQHCs sharing
information and savings to expand care

1 Willingness facilities to collaborate

9 Complete nature of mdrkein we collaborate?

9 The current article in the OHA regarding hospital ERs
want to consider not participating in concern of ER

1 Get collaboration between individual hospital and com
healtfcenters

9 Sharing of information (HIPPA rules)

9 Willingness of hospital systems to participate and poss
information

9 Commitment of partners in long term collaboration

9 Getting commitment from the potential partners to actt
open discussionsdadialogue that will result in a strategy
moves the initiative forwaammitting the time

1 Buy in from all local EDs (sharing of information) and {
get the buy in

1 Getting everyone to cooperate

1 Legal and regulatory will have issues

= =

= =

ESRE

=a =

Community Energy/Support
Is the effort moving forward?
Length of time before interest is lost. Having good models
Mi |l waukee to help with not
No one sysin, whether hospital or community health cente
been willing to take the lead/risk to start the process
Challenge is who is the oW
Challenge is defining realisticistepementally and decrease
timeliness awss all health care sectors
Lack of initial infrastructure supports to get system implem
Who would convene t his? | would suggest COTS
Finding the right venue to convene the conversation and b
catalyst to 6make it happe
| believe all the paditand competition will be setialsided o n
this as a significant challenge
Need moreinfavo u | d | i
regarding their opinion of value
Resistance to change
Ability to bring different organizations to@€iehas shown
ability to do this effectively and efficiently
Having local entities recognize the work efforts in Milwauk
capitalize upon their efforts

ke to hear f

6



i Feambetween organizations

1 Getting buy in from parts of systems that currently ma
from inappropriate use of EDs and diagnostic

1 Getting al pertinent stakeholders committed to the effg

= =

Corporate level executive may not be as enthralled with th
Leveraging investment with-balsstbutcomes

¢ make sure they work to
success gasures, etc.
fGetting aldlnpatrdé nelhes ¢ o@n
Current Capacity Impact orED Operation
9 If FQHC capacity to serve referred clients is not impr¢ § Loss of downstream revenue
6stickd rate will be wund9f Howdoyou alignincentives to decrease utilization?
1 Lack of primary care availdbd#y the FQHCs handle al § Continuous car€&D access
the referrals? f What 6s iiasitrelates to patientinehaviors
I Capacity for FQHCs to handle all referrals { ED physician groups
I Do we havenough capacity in FQHCs to accommodal § Physician groups participation losing volume
increased referrals that would result?  Challenge of serving all of COTS region (muitipl) cou
1 How to coordinate in Columbus where we have many

with sliding scales versus a smaller number of FQHC
Milwaukee

FQHC Capacity

Primary care capacity/after hoursityapa

Local primary care capacity enough to accommodate
FQHCs will need to be stronger and have administrat
support to be able to become trusted and reliable pa
9 Competition among FQHCs

E N N

With a partner, participants were asked to answer the next question on the provided worksheet:

U  Whatwise next stepshould we consider to advance a similar care coordination strategy in our

community?

A summary of ttMdSE NEXT STE&® outlined below:

Identify cost and research funding opportunities
ID funding opportunitigsants price point participation
Research cost, raise funds, access stimulus money
Identify cost savings, benefits vs. cost
Take advantage of stimofymortunities (FQHCS)
Determine the real cost to the community to implemer
program now and to support it over time
9 National funddrstimulus money can be used to suppo
effort
9 Explore state support to champion the effort to the Ob
administratio
9 Application to appropriate funding sources to get ARR
a quick manner to start program in Centr&8ticiore
collaborative to facilitate access to funds

= =8 -8 -8 9

= =
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Research IT
Research other software and models
Identify technology that is aleatabegin this process without
having to replace existing systems.
Cost of software package
Determine other venders capacity to provide this service
Due Diligence or software options
Investigate other software vendors and explore costs
It would be wisedxamine the potential for a federally mand
EMR and whether this is likely to happen soon enough to 1
adopting a system like AMALGA worthwhilexoenotd o n 6
waste time/resources only to have it be unnecessary. Othe
excited bthe idea
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Engage Hospitals/FQ$I1C
Hospital CEOs must be on board and fully willing to si
this: work with them all to get a commitment to begin {
initiative with the ED datharing process. Local governt
partners must be willing tosfidlyort the initiative as it gc
on to public health and FQHCs
Convene CEOs and gain conceptdal Gajlect data for ¢
community and deter mine
chargeo
Each of us to run the concept by our ED physicians/IT
(ClO)
Talk to hospital EDs about the idea of information sha
Engage ED physician groups tiivay will see immediate
benefits. Stress financial saving to institution with this
Stress value of COTS to help funding this initiative
Convene theospitals and FQHCs
Need involvement by those who would ultimately fund
systeni | presume hospital adminisfratesjust ED
managers and physicians

Create Leadership Team
9 Create, assign and empower a leadership team to facilitate
plan to set the stage and direction of who, what, when, wh
and how this would be implenmienti¢d performance criteria, €

1 System champion with level of authority to approve and dr

9 Establish governing/oversight group

1 Identify/engagartners to implement leadership

TEnsure the Arighto individ
in the discussions

1 Bring interested parties to table for further discussion

9 Form an exploration task fonogler COTS framework for

exploring commissues this has proven to be a good venue
bringing these kind of issues forward

E = = =8 =9 =
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Engage Other Partners
Present to central Ohio RHIO steering committee whit
includes Rex Plouck (Ohio Director of IT)
OSUMC hospitals (Main and OSU East) partner with ¢
and PCN, and Ohio State prescription faculty to start |
Contact with insurance companies to provide supportj
Identify key stakeholders, seek funding opportunities
Briefing of business leadergei® need to play a stronge
role in sharing health care chances
Partnering together as Access and COHC is the wise
Now keeping all stakeholders of the 2 organizations a
engaged in frequent discussions.
Bring together all willing stakekolde
Discussion between EDs in Columbus
Role for nurse practitioners & clinics (i.e. Minute Clinic
clinics)
Keep in mind though an ER physician group testified i
State House last year against ER Divé#siwaver, there
are a lot of other gliR/sicians that would be interested
Gain consensus upon partners
Find out if all the NCPs in central Ohio are interested.
EMS providers in that group
Consider utilizing COTS region and its collaboration a
already in place

Feasibilityfor Gentral Ohio

9 Discuss plan to define scope, costs, standard operating pr

9 Community capacity anailyfsisility/provider

9 First, determine if the 4 health systems in Columbus are w|
share data at this level and share the cost okEsuleaaor

9 Proposal to hospitals/business/medical community, etc. to
feasibility

9 Gauge interest in exploring this strategy for hospital syster|
community working with community health centers and Mil
model gives great examples thdtlmamulated in our
community. If only EDs began to share data, it would still &
start.

9 Exploring how potential money saved can be used to incre
sustain FQHC and provide system costs for sustainability ¢

9 Community approach

9 ED data what does the utilization look like?

1 Determine what our ER experience (look like)

fData analysis on each syst

9 Pick an area to start eg. ED, FQHC, Hospital discharge da

9 Coroner database/sharing

1 Itis a nice beginning

9 Business plan astiu

9 Need for policy change?

= =

Learn from other communities

To show the
most and least impactful

peopl e in

t his

i whatrdid Milovawkee fdauseoa from lthe hegirmingethe

Price point must be equitablefladkeat Puget Sound Initiative)
National Quality Forum may have a good handle on other cominiihiéyesffaysbe a model in Rochester, NY
- | will find this resource and send to you (Dianne Radigan)

8
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Research other initiatives

Findoutfrolhdi sconsin if information provided to Publiifc He
necessary. Also, would the health department be able to see which hospital the patient was seen.

Learn more about how Milwaukeedhandt split equally by hospital, based on number of visits, etc? Do FQHCs bear i
In terms of the Wisconsin collaborative, was there a coordinating entity that convened the hospital systémss iavtbald
be interested to drmwmparison to a similar entity in central Ohio.

Researching other initiatives

Learn how they documented savings in Milwaukee. $1.
Should also look at any other models

Ask Milwaukéavhat not to do and leanm fiheir mistakiedo not start from zero (Washington DC as well)

Develop outline of suggested process and next steps based on learned procedures (what not toidg)ittiog diibuandae
Can we get more outcomes data from Milwaukee?

Gather imgpinentation process from Milwaukee and Washington
Continue to follow the Milwaukee process. Monitori BEDM&dey having one or both of these groups present to the cer
area, using COTS as the forum to share this information with fresispitahd
End user site visits to Milwaukee

VII. NEXT STEPS

Based on the feedback we received from the two discussion sessions, Access HealthColumbus, Central Ohio Hospital Council
andthe Central Ohio Trauma Syst#indiscusie care coordination initiative with their respective boards

The convening organizatiorthevilimeet in Julydiscussthérb o ar d s 6 gndecomsupicatepotential rexssteps
with the broader community.
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Appendix B

Care Coordination
Collaborative

Lessons Learned from

Milwaukee Emergency
Department
Care Coordination Project

April 21, 2009

Welcome!

Framing our Discussion

wWhat is the Milwaukee E.D. Care Coordination Initiati\}?

~

wWhat did we learn during our visit?
J

.- - \
wWhat are theopportunities and challengesof advancing
a similar care coordination strategy in our community’.i

- . \

wWhat wise next stepshould we consider to advance a
similar care coordination strategy in our community?

J
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What is Care Coordination?

wServices that promote the effective
and efficient utilization of resources
to assure access to necessary
comprehensive health services for
consumers.

There is no
standard

definition of .
care ~ Health Resources and Services

coordination. Administration, U.S. Department
of Health and Human Services.

Why is Care Coordination needed?

w patients and families navigate unassisted across
different providers and care settings, fostering
The frustrating and dangerous patient experiences
fragmentation
R SIS poor communication and lack of clear accountability
system s a for a patient among multiple providers lead to
fundamental medical errors, waste, and duplication
contributor to
the poor wthe absence of peer accountability, quality
overall improvement infrastructure, and clinical information
performance systems foster poor overall quality of care
of the U.S.
health care w high-cost, intensive medical intervention is rewarded
system. over highervalue primary care, including preventive
medicine and the management of chronic illness.

~ The Commonwealth Fund
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