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I. DISCUSSION PURPOSE 
 

To form a community collaboration led by Access 
HealthColumbus, Central Ohio Hospital Council and Central 
Ohio Trauma System where Access HealthColumbus will 
provide coordination on behalf of the collaborative including 
administrative and financial support. 
 

 

Convening Organizations 
 
Access HealthColumbus (AHC) 

Central Ohio Hospital Council (COHC) 
Central Ohio Trauma System (COTS) 

 

II. PARTICIPANTS 
 

Two learning sessions on Milwaukeeôs Emergency Department 
Care Coordination Project were held:  

 

¶ April 21st, 2009: With community leaders at Broad Street 
Presbyterian Church 

 

¶ April 29th, 2009: With Central Ohio Trauma System at the 
Columbus Medical Association & Foundation 

 
Please refer to Appendix A for a listing of participants 

 
 

What is Care Coordination? 
 

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

 
III. WELCOME & FRAMING:   
 

 Jeff Biehl and Jeff Klingler made an on-site visit with the Milwaukee Health Care Partnership (MHCP) in Milwaukee, 
Wisconsin in February 2009 to learn more about Milwaukeeôs Emergency Department (ED) Care Coordination Project. 
Biehl and Klingler brought back lessons learned to share with central Ohio and hosted two learning sessions with the 
following framework: 

 
 
Please refer to Appendix B to view the full slideshow presentation 
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IV. SHARE 

 
Presentation provided an overview of care coordination: the definition, a snapshot of EDs and community health centers in 
central Ohio and why it is needed. 

 
Attendees were given the MHCP Care Coordination- Revised Charter stating the purpose/aim of their 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.  

 
Please refer to Appendix C to view the full charter. 
 
The Wisconsin Health Information Exchange (WHIE) links 14 emergency departmentôs data.  The sharing of emergency 
department information with other emergency departments does not require patient-consent.  Additionally, a relationship 
with Microsoft enabled them to link different software systems without forcing anyone to change platforms.  The view of 
community-wide emergency department data is compiled into a virtual snapshot ï the information is not stored in a central 
database.  This enabled competing health care providers to maintain control of their patient data while benefiting from the 
linkage with others. 

 

 
 

  
 
Microsoft produced a video that highlights their ability to capture and share data. 
 
 Please click here to view the video 

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


 
 
 

3 
 

 
 
V.  EXPLORE 

The Milwaukee project is focused on four strategies/tactics identified in the MHCP charter: 
 

  

  

 
VI. DISCUSS 
 

After viewing the slide show presentation, the attendees were given the opportunity to ask questions on the information 
presented today. The following questions were shared: 

 

¶ Are the Federally Qualified Health Centers (FQHCs) part of the exchange or just the EDs? 

¶ Here in Franklin County, FQHCs have given schedules to hospitals for referrals for appointments ï have they found the 
show rate? 

¶ What is the role for public safety agents? So many emergency room visits are initiated by public safety workers. 

¶ Were all of the EDs part of the pilot? How long did it take to get the memorandum of understandings in place? 

¶ Scope of data - Can you look up just ED data or whole hospital systemôs data? 

¶ Is the patientsô data compiled? Or is it a list to scroll through? 

¶ Why is the data de-identified?  

¶ If the health department gets information from the data and they identify a situation, they canôt go back to hospitals to 
address the situation? This is only helpful so far in the surveillance process if follow up with patients is not allowed. 

¶ What is the cost of this system? 

¶ How many EDs participate?  How many locations of the FQHCs are there? 

¶ What types of patients are entered into the system (insured, uninsured, Medicaid)? The data system is no extra work for 
the ED staff? 

¶ Is the biggest limitation to expanding the system about privacy ï and cost? 
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Individually, participants were asked to answer the next question on the provided worksheet: 
 

ü What are the opportunities and challenges of advancing a similar care coordination strategy in our 
community? 

 
A summary of the OPPORTUNITIES are outlined below: 

Climate/Energy 

¶ We have 4 hospital systems and 28 community health centers 
ï the climate in our community is ripe for exploring this strategy 

¶ Incredible opportunity to impact care in Columbus ï could 
prescriptions be tied in? 

¶ Opportunity to look beyond local/state 

¶ With two successful pilots (Milwaukee and DC) seems like 
there could be great interest and possibilities here 

¶ Broaden beyond ED- Could broaden beyond central Ohio? 

¶ We are closer than we realize 

¶ Clarifying what we have done and how it is or is not working ï 
slow whole possible this is a logical next step: determine 
(targets) common ground/starting point 

¶ Opportunity for pre-hospital to óobserveô what care was 
provided to a patient who was recently released from an EDé 
or the patient who desires to be transported to another ED 
following release 

¶ I suspect the hospitals and emergency physicians would be in 
favor of this 

¶ é the cost benefit in this economic climate 
 

Community Partnerships 

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

¶ Central Ohio Hospital Council available as a venue to initiate 
discussion 

¶ From pregnancy perspective, may be opportunity to connect women 
with prenatal care utilizing Pregnancy Care Connection (PCC) 

¶ PCC could also feed into the system, partnering with all birthing 
hospitals, Columbus Neighborhood Health Center and  Columbus 
Public Health (CPH)   

¶ Working with EMS as they work to decrease non-emergency runs 

¶ Existence of AHC and its stakeholders means we donôt have to start 
from ground zero.  

¶ Work with CPH to inform and educate how this could benefit not only 
the individualôs health but the health of the general population 

¶ Integration of free clinics into data sharing systems ï Voluntary Care 
Network 

¶ Include behavioral health (Netcare & Twin Valley Behavioral Healthcare 
hospitals/ADAMH providers?) 

¶ Even engaging pharmacies 

¶ COTS has established working groups in this emergency care area 

¶ Integrating free clinics into the effort  

¶ Create an employer model as a foundational step 
 

 

Stimulus Money/Support 

¶ Federal funding might be available to help  

¶ Support from State of Ohio ï Obama Administration for cost 
sharing 

¶ Price point has to be equitable/value 

¶ Time window for qualifying for ARRA funds to support 
demonstration efforts  

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

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

¶ National funders  
 

Technology 

¶ Allow data/utilization analysis for exceeding current capacity 

¶ Explore HIE, but donôt restrict only to ED ï if goal is coordination of 
care across the entire life-cycle  

¶ Technical expertise to provide structure to program 

¶ Data driven ï ID/gap analysis of community resources 

¶ EMS systems struggle to close the loop in data collection. By having 
óaccessô to a small data set, we could vastly improve our QA process. 
For example, the ED diagnosis would help us validate our dispatch 
message, the patient chief complaint, our provider impression of the 
malady  

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

¶ The Governorôs new Director of Health IT already envisions creating a 
Health Information Exchange (HIE) and would be very interested in 
learning more. 
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Hospital Systems/FQHCs Partnership 

¶ Bring 4 major health systems together as a base for central 
Ohio HIE. Add state agency as secondary partner. 

¶ Could be first a good step if hospital system, FQHC, clinics 
chose to participate 

¶ Already connected health care systems through the Columbus 
Hospital Association, but few in number  

¶ Already established community health center systems, but few 
in number 

¶ Work with PCP/FQHC on appointment availability (7am start 
9pm stop; 2-3 days per week) 

¶ This could also provide a strategy of providing/paying for more 
medical homes that are needed in our community through 
hospital/Federally Qualified Health Center (FQHC) model, by 
using money from savings 

¶ It would help develop the FQHC in our community that are 
currently at capacity 

¶ Strengthening our FQHC providers resulting in more 
appropriate care and better fee recovery for 
Medicaid/uninsured patients 

¶ Only 4 systems to coordinate ï in theory 

¶ Smaller number of hospital systems to agree to participate 

¶ Heart of Ohio Family Health Centers are extremely interested 
in pursuing this strategy with hospitals 

¶ Increasing knowledge of FQHCs preferred Medicaid 
reimbursement rateé win-win is available for hospitals ï 
FQHCs ï patients 

¶ Link folks with FQHCs to reduce costly ED care and better 
coordinate care they receive across various sites or at different 
times 

¶ 3 FQHCs are looking at opportunities to collaborate on EMRs 
and other opportunities to provide more access to care 

¶ Hospital/CIO  
o exchange information without a database 
o e-prescribing  
o stimulus funding 
o state health IT director 

¶ FQHCs are struggling and way to efficiently provide more 
capacity would only help our residents. Great for PH 
information and intervention possibilities 

¶ FQHC working together/federal partnerships 

¶ 3 FQHCs beginning to discuss opportunities for service 
coordination ï stimulus from feds 

¶ Central Ohioôs 4 hospital systems have already agreed in 
principle to share data and the 4 CIOs meet regularly to 
discuss how to increase adoption. This gives us a chance to try 
a similar program. 

 

Impact on ED Services 

¶ Decrease redundancies in diagnostic services 

¶ EDs have already demonstrated their overuse by their expansion of 
capacity 

¶ The impact of increasing numbers of under and uninsured at the stress 
on the health care system to better utilize resources affords the 
opportunity for creative solutions. 

¶ Opportunity to improve patient care 

¶ Reducing redundancy, inefficiency and cost in care  

¶ Care coordination ï multiple sites vs. centralized? 

¶ Sharing ED information could be useful ï hospitals may be open to the 
idea 

¶ Definite need ï much duplication of effort under current system 

¶ Reduce the number of people using the ER for primary health care 

¶ Opportunity to reduce burden of uncompensated care for hospitals 

¶ Defragmenting teaches patients to properly navigate health system 
correctly 

¶ Improving care especially of those not well networked into health care 
alternatives 

¶ Money saved in repeated tests along with time and decreased patient 
risk to multiple radiographs, lab sticks, etc. 

¶ Opportunity to have access to information that could save lives, reduce 
redundancies, lower overall costs of providing health care  

¶ Improved health care for ED patients 

¶ Directing chronic disease management into PCP environment 

¶ At Childrenôs ï the ability to identify children being seen in multiple EDs 
for injuries resulting from possible abuse 

¶ The ability to quickly access medical information necessary for quick 
diagnosis when patient unable to answer 

¶ Cut costs, track patients from ED encounter to ED encounter 

¶ Access to care and continuity of care 

¶ Increased quality/continuity 

¶ Chronic disease management improvement ï centralized management 

¶ Quality ï uncovering/discovering information ie. needs, allergies, 
conflicting diagnosis and plan implementations that increase cost, 
diminish the quality of care, reduce efficiency in provision of care, 
cause delays in caring for others, etc. 

¶ Refer patient to health care facility to increase effectiveness and 
efficiency 

¶ Better/ more timely care to patients that frequent different health 
systems 

¶ Eliminate some of the misuse and repeated diagnostic testing 

¶ Increased efficiency of care of ED patients by providing more 
comprehensive information 

¶ ED physician groups in general work well together. We are a pretty 
progressive group and I think all would be eager to share this info.  

¶ Makes it harder to patients to abuse system by going to multiple EDs 

¶ Can it be used to document need for primary care providers to have 
extended hours, etc. if it shows insured and repeat users who go to ED 
out of convenience? 

¶ Improving d/c plan for patients based on history 

¶ Sharing information will help provide continuity of care for patients, 
even when the patient cannot communicate 
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A summary of the CHALLENGES are outlined below: 
 

Funding/Costs 

¶ FQHC ï are they able/willing to consider how to take on more 
reduction of city funding?é what resources are available to help 
them grow and learn? 

¶ Funding have been invested by multiple systems ï question of 
how to demonstrate benefit of considering a more coordinated 
plans ï basically how do we answer question of ówhatôs in it for 
each playerô? 

¶ Funding this now and moving forward 

¶ Ongoing cost to operate/sustainability 

¶ Time frame to implement structure to qualify for financial support 

¶ Costs of system and of disruption 

¶ Cost may be a factor, donôt know costs. Also oversight ï but with 
COHC now in place maybe workable 

¶ Expense 

¶ Cost of putting it together (where are slots for uninsured going to 
come from?) 

¶ Funding 

¶ Must create a means of funding the HIE on an on-going basis to 
make it sustainable 

¶ Getting hospitals to share funding for uninsured portions 

¶ Cost to sustain an evolving system 

¶ Cost, resources required? 

¶ Funding for the technology piece 

¶ Money to implement 

¶ Lack of funding given current economic conditions 

¶ Cost ï upfront 
 

Technology 

¶ Building a database where all data is readable, time consuming, staff 
hours, may be 1-3 years 

¶ What is Ohioôs interpretation of ósafe harborô? 

¶ Overcoming lack of patient/consent needing sharing ED 

¶ No ready/available system/vendor real as Microsoft 

¶ Time and commitment of leadership ï need to integrate and build 
on/work in existing HIT efforts 

¶ Different systems but different stages of IT life cycle 

¶ Patient identification 

¶ Need to establish entity who will óhostô the HIE system 

¶ Information security 

¶ Technology changes 

¶ Is there a trust risk with the reliability of the data being entered 

¶ Trust between systems in sharing data and accuracy of data put into 
systems 

¶ IT system integration 

¶ Reassuring the patient of his/her confidentiality 

¶ Coordination/consensus of different systems 

¶ Health systems being unafraid to allow the sharing of information i.e. 
getting pas I.S. security issues 

¶ Coordination of communication across different and competing health 
systems 

 

Cooperation Between Hospital/FQHC Systems 

¶ Developing Memorandum of Agreements/sign ïoffs from all 
hospital/FQHC systems 

¶ Agreement on parameters ï EDs and FQHCs sharing 
information and savings to expand care 

¶ Willingness of facilities to collaborate 

¶ Complete nature of market ï can we collaborate? 

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

¶ Get collaboration between individual hospital and community 
health centers 

¶ Sharing of information (HIPPA rules) 

¶ Willingness of hospital systems to participate and possibly share 
information 

¶ Commitment of partners in long term collaboration 

¶ Getting commitment from the potential partners to actually have 
open discussions and dialogue that will result in a strategy that 
moves the initiative forward ï committing the time 

¶ Buy in from all local EDs (sharing of information) and the time to 
get the buy in  

¶ Getting everyone to cooperate 

¶ Legal and regulatory will have issues 

Community Energy/Support 

¶ Is the effort moving forward? 

¶ Length of time before interest is lost. Having good models such as 
Milwaukee to help with not reinventing the ówhatô may help! 

¶ No one system, whether hospital or community health center has 
been willing to take the lead/risk to start the process 

¶ Challenge is who is the óworker beeô organization to get this done? 

¶ Challenge is defining realistic steps ï incrementally and decrease 
timeliness across all health care sectors 

¶ Lack of initial infrastructure supports to get system implemented 

¶ Who would convene t his? I would suggest COTS 

¶ Finding the right venue to convene the conversation and be the 
catalyst to ómake it happenô 

¶ I believe all the politics and competition will be set aside ï I donôt see 
this as a significant challenge 

¶ Need more info ï would like to hear from Milwaukee Childrenôs 
regarding their opinion of value 

¶ Resistance to change 

¶ Ability to bring different organizations together ï COTS has shown 
ability to do this effectively and efficiently 

¶ Having local entities recognize the work efforts in Milwaukee and 
capitalize upon their efforts  
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¶ Fear between organizations 

¶ Getting buy in from parts of systems that currently make money 
from inappropriate use of EDs and diagnostic 

¶ Getting al pertinent stakeholders committed to the effort 

¶ é make sure they work together toward the common goal with 
success measures, etc. 

¶ Getting all partners to óbuy-inô to the concept 
 

 

¶ Corporate level executive may not be as enthralled with this 

¶ Leveraging investment with value-based outcomes 

Current Capacity 

¶ If FQHC capacity to serve referred clients is not improved, the 
óstickô rate will be undercut  

¶ Lack of primary care availability ï can the FQHCs handle all of 
the referrals? 

¶ Capacity for FQHCs to handle all referrals 

¶ Do we have enough capacity in FQHCs to accommodate 
increased referrals that would result? 

¶ How to coordinate in Columbus where we have many providers 
with sliding scales versus a smaller number of FQHCs in 
Milwaukee 

¶ FQHC Capacity 

¶ Primary care capacity/after hours capacity 

¶ Local primary care capacity enough to accommodate referrals 

¶ FQHCs will need to be stronger and have administrative 
support to be able to become  trusted and reliable partners 

¶ Competition among FQHCs 
 

Impact on ED Operation 

¶ Loss of downstream revenue  

¶ How do you align incentives to decrease utilization? 

¶ Continuous care ï ED access 

¶ Whatôs in it for me ï as it relates to patient behaviors 

¶ ED physician groups 

¶ Physician groups participation losing volume 

¶ Challenge of serving all of COTS region (multiple counties) 
 

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

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

 
A summary of the WISE NEXT STEPS are outlined below: 

 

Identify cost  and research funding opportunities 

¶ ID funding opportunities ï grants ï price point participation 

¶ Research cost, raise funds, access stimulus money 

¶ Identify cost savings, benefits vs. cost 

¶ Take advantage of stimulus opportunities (FQHCs) 

¶ Determine the real cost to the community to implement this 
program now and to support it over time 

¶ National funders ï stimulus money can be used to support 
effort 

¶ Explore state support to champion the effort to the Obama 
administration 

¶ Application to appropriate funding sources to get ARRA funds in 
a quick manner to start program in Central Ohio - Structure 
collaborative to facilitate access to funds 

 
 
 
 

Research IT 

¶ Research other software and models 

¶ Identify technology that is available to begin 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 wise to examine the potential for a federally mandated 
EMR and whether this is likely to happen soon enough to make 
adopting a system like AMALGA worthwhile or not ï we donôt want to 
waste time/resources only to have it be unnecessary. Otherwise, I am 
excited by the idea 
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Engage Hospitals/FQHCs 

¶ Hospital CEOs must be on board and fully willing to support 
this: work with them all to get a commitment to begin this 
initiative with the ED data ï sharing process. Local government 
partners must be willing to fully support the initiative as it goes 
on to public health and FQHCs 

¶ Convene CEOs and gain conceptual buy-in. Collect data for our 
community and determine the right person/people to ólead the 
chargeô 

¶ Each of us to run the concept by our ED physicians/IT folks 
(CIO) 

¶ Talk to hospital EDs about the idea of information sharing 

¶ Engage ED physician groups first ï they will see immediate 
benefits. Stress financial saving to institution with this program. 
Stress value of COTS to help funding this initiative 

¶ Convene the hospitals and FQHCs 

¶ Need involvement by those who would ultimately fund such a 
system ï I presume hospital administrates ï not just ED 
managers and physicians 

 

 
 

Create Leadership Team 

¶ Create, assign and empower a leadership team to facilitate a defined 
plan to set the stage and direction of who, what, when, where, why 
and how this would be implemented ï with performance criteria, etc 

¶ System champion with level of authority to approve and drive projects 

¶ Establish governing/oversight group 

¶ Identify/engage partners to implement leadership 

¶ Ensure the ñrightò individuals from each organization are participating 
in the discussions 

¶ Bring interested parties to table for further discussion 

¶ Form an exploration task force ï under  COTS framework for 
exploring common issues ï this has proven to be a good venue for 
bringing these kind of issues forward 

 

Engage Other Partners 

¶ Present to central Ohio RHIO steering committee which 
includes Rex Plouck (Ohio Director of IT) 

¶ OSUMC hospitals (Main and OSU East) partner with CNHC 
and PCN, and Ohio State prescription faculty to start process.  

¶ Contact with insurance companies to provide supports 

¶ Identify key stakeholders, seek funding opportunities 

¶ Briefing of business leaders. Payers need to play a stronger 
role in sharing health care chances 

¶ Partnering together as Access and COHC is the wisest move. 
Now keeping all stakeholders of the 2 organizations actively 
engaged in frequent discussions. 

¶ Bring together all willing stakeholders 

¶ Discussion between EDs in Columbus 

¶ Role for nurse practitioners & clinics (i.e. Minute Clinics, little 
clinics)  

¶ Keep in mind though an ER physician group testified at the 
State House last year against ER Diversion ï However, there 
are a lot of other ER physicians that would be interested 

¶ Gain consensus upon partners 

¶ Find out if all the NCPs in central Ohio are interested. Include 
EMS providers in that group 

¶ Consider utilizing COTS region and its collaboration agencies 
already in place 

 

Feasibility for Central Ohio 

¶ Discuss plan to define scope, costs, standard operating procedures 

¶ Community capacity analysis ï facility/provider 

¶ First, determine if the 4 health systems in Columbus are willing to 
share data at this level and share the cost of such an endeavor 

¶ Proposal to hospitals/business/medical community, etc. to evaluate 
feasibility 

¶ Gauge interest in exploring this strategy for hospital systems in our 
community working with community health centers and Milwaukee 
model gives great examples that could be emulated in our 
community. If only EDs began to share data, it would still be a great 
start. 

¶ Exploring how potential money saved can be used to increase and 
sustain FQHC and provide system costs for sustainability effort 

¶ Community approach 

¶ ED data ï what does the utilization look like? 

¶ Determine what our ER experience (look like) 

¶ Data analysis on each systemôs ED population mix 

¶ Pick an area to start eg. ED, FQHC, Hospital discharge data 

¶ Coroner database/sharing 

¶ It is a nice beginning 

¶ Business plan a must! 

¶ Need for policy change? 
 

 
Learn from other communities 

¶ To show the people in this room some ñreal lifeò examples from Milwaukee ï what did Milwaukee focus on from the beginning that was 
most and least impactful 

¶ Price point must be equitable/value (look at Puget Sound Initiative) 

¶ National Quality Forum may have a good handle on other community efforts ï There may be a model in Rochester, NY 
- I will find this resource and send to you (Dianne Radigan) 
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¶ Research other initiatives 

¶ Find out from Wisconsin if information provided to Public Health would still be ñtraceableò to the patient by the original hospital ï if 
necessary. Also, would the health department be able to see which hospital the patient was seen. 

¶ Learn more about how Milwaukee handled cost ï split equally by hospital, based on number of visits, etc? Do FQHCs bear any costs? 

¶ In terms of the Wisconsin collaborative, was there a coordinating entity that convened the hospital systems at the outset and if so it would 
be interested to draw comparison to a similar entity in central Ohio. 

¶ Researching other initiatives 

¶ Learn how they documented savings in Milwaukee. $1.6m isnôt really all that much for 9 hospitals 

¶ Should also look at any other models 

¶ Ask Milwaukee ï what not to do and learn from their mistakes ï do not start from zero (Washington DC as well) 

¶ Develop outline of suggested process and next steps based on learned procedures (what not to do) from Milwaukee ï guiding documents 

¶ Can we get more outcomes data from Milwaukee? 

¶ Gather implementation process from Milwaukee and Washington 

¶ Continue to follow the Milwaukee process. Monitor DC Metro ï Consider having one or both of these groups present to the central Ohio 
area, using COTS as the forum to share this information with hospital and pre-hospital 

¶ 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 
and the Central Ohio Trauma System will discuss the care coordination initiative with their respective boards.  
 
The convening organizations will then meet in July to discuss their boardsô perspectives and communicate potential next steps 
with the broader community. 
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Attendees 
 

April 21st, 2009 
 

Nancie Bechtel Central Ohio Trauma System 

Lea Blackburn OhioHealth 

Elena Chu OhioHealth 

Dave Ciccone United Way of Central Ohio 

Larry Gabel, MD OSU Department of Family Medicine 

Jewell Garrison Columbus Medical Association 
Foundation 

Sharon Griner Lower Lights Christian Health Center 

Michelle Groux Columbus Public Health 

Ken Groves OSU Hospital East 

Tom Hadley Wells Fargo Insurance Services 

Deb Helber Access HealthColumbus consultant 

Tom Horan Columbus Neighborhood Health 
Center 

Monica Juenger The Council on Healthy Mothers and 
Babies 

Kate Matheny Franklin County Office of 
Management & Budget 

Mike Mishkind, MD Access HealthColumbus Board 

Bill Mitchin Isthmus Ltd. 

Lee S. Nathans Columbus Area Health Underwriters 
Association 

Mary Olsen 

Dielman 

Hire CIO 

Joy Parker, RN Heart of Ohio Family Health Center 

Brian Pierson Mount Carmel Health System 

Malcolm Porter Access HealthColumbus consultant 

Dianne Radigan Cardinal Health 

Ellen Rapkin Columbus Public Health 

Joe San Filippo Nationwide Better Health 

The Honorable 
Charleta Tavares 

Columbus City Council 

Rachit Thariani The Ohio State University  
Medical Center 

David Uldricks Employers Health  
Coalition of Ohio, Inc. 

Teri Watson Mount Carmel Health System 

Randy Wexler, MD OSU Family Practice 

Brody White Kroger 

Jon Wills Ohio Osteopathic Association 

Isi Ikharebha Access HealthColumbus 

 
 

April 29th, 2009 
 
Angie Allion Fairfield Medical Center 

Nancie Bechtel Central Ohio Trauma System 

Carl Bricker Riverside Methodist Hospital 

Phil Cass, PhD Columbus Medical  

Association & Foundation 

Roxanna Giambri Central Ohio Trauma System 

Jan M. Gorniak, MD Franklin County  
Coronerôs Office 

Kathy Haley Nationwide Childrenôs Hospital 

Francie Kaufman Columbus Medical Association 

Rick Kelley Grant Medical Center 

Shawn Kelly Nationwide Childrenôs Hospital 

Medard Lutmerding, MD Mount Carmel West 

Adam Marer Ohio University 

Clifford L. Mason Franklin County Chiefs 

Diane May Columbus Medical Association 

Jack McCoy Washington Township 

Darrin McElroy Central Ohio Trauma System 

Chris McKenzie Nationwide Childrenôs Hospital 

Weldon Milbourne Columbus Medical  
Association Foundation 

Rick Nelson, MD The Ohio State University 
Medical Center 

Duane Perry Grant Medical Center 

Mike Smeltzer Columbus Public Health 

Howard Werman MedFlight 
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Care Coordination
Collaborative

Lessons Learned from 
Milwaukee Emergency 

Department 
Care Coordination Project

April 21, 2009

Welcome!

 
 
 

Framing our Discussion

Share
ωWhat is the Milwaukee E.D. Care Coordination Initiative?

Explore
ωWhat did we learn during our visit?

Discuss

ωWhat are the opportunities and challengesof advancing 
a similar care coordination strategy in our community?

Next 
Steps

ωWhat wise next steps should we consider to advance a 
similar care coordination strategy in our community?
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What is Care Coordination?

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

~ Health Resources and Services 
Administration, U.S. Department 
of Health and Human Services. 

There is no 
standard

definition of 
care 

coordination.

 
 
 
 

Why is Care Coordination needed?

ωpatients and families navigate unassisted across 
different providers and care settings, fostering 
frustrating and dangerous patient experiences

ωpoor communication and lack of clear accountability 
for a patient among multiple providers lead to 
medical errors, waste, and duplication

ωthe absence of peer accountability, quality 
improvement infrastructure, and clinical information 
systems foster poor overall quality of care

ωhigh-cost, intensive medical intervention is rewarded 
over higher-value primary care, including preventive 
medicine and the management of chronic illness.

~  The Commonwealth Fund

The 
fragmentation 
of our delivery 

system is a 
fundamental 
contributor to 

the poor 
overall 

performance 
of the U.S. 
health care 

system. 
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