
[bookmark: _GoBack]Advisory Committee on Healthcare Innovation and Evaluation (ACHIEV)
4/24/2014 Meeting Minutes
* Denotes an action item
All handouts referenced in these minutes are in the 4/24/2014 meeting handouts or slides located at http://www.Lni.wa.gov/ClaimsIns/Providers/ProjResearchComm/PNAG/default.asp. Headers below indicate the name of the related file(s).
Safety Message: 
Recently, another Washington State Patrol officer was injured on the side of the road while helping others.  If you see flashing lights, move to a different lane. Give them space and keep them safe.

Minutes:  The January 23, 2014 meeting minutes were approved as written.

OHMS Update:
Comments from ACHIEV members following Diana Drylie’s presentation:
· For injuries at work, will clinics using OHMS be able to see notes from other providers?

Medical Provider Network (MPN) Update:
The latest MPN provider type and specialty enrollment numbers are attached at the end of these minutes. 

[bookmark: OLE_LINK1]Comments from ACHIEV members following Leah Hole-Marshall’s presentation:
· Kudos on a great job bringing up the MPN.
· There are still workers complaining they cannot find care.
· Response: Yes, this is not a network issue, but there have been cases historically and currently where it is difficult to find care.  The questions to L&I staff have been relatively small and our staff have had great success in locating a provider.  When a specific request for assistance comes to us, our Claims Managers, working with other staff like Provider Account Representatives, the Regional COHEs, and Occupational Nurse Consultants when need can usually resolve the issue.  If working with the claims manager has not been successful, contact Leah Hole-Marshall (holz235@lni.wa.gov ) if you need assistance locating care for an injured worker.
· Who is surveying injured workers and what is the process?  Please be sure to look at workers’ experiences with COHE vs. non-COHE providers.
· Response: Twice a year, L&I contracts with a professional survey company to call injured workers and evaluate their overall experience by claim units, not by COHE vs. non-COHE.
· Can we apply more risk of harm metrics during the recredentialing process?
· Response: Remember that the network credentialing standards are minimum, whereas risk of harm is a specific standard where we intend to use data to identify outliers.  For normal network operations, we need to determine which standards to focus on for the most gain and efficiencies. We need to keep this topic on the table.  Possibly, non-use of the Opioid Guidelines would be a measure of potential risk of harm.
· Does L&I have a sense of how many providers are not in the MPN, but would be eligible? For example, most psychiatrists are not seeing injured workers.  How do we change that?
· Response:  L&I has not identified an optimum network size, instead we to focus on making sure MPN members want to treat injured workers.


Quarterly Goal Team 2: Helping Injured Workers Heal and Return to Work:
[bookmark: OLE_LINK2]Comments from ACHIEV members following Vickie Kennedy’s presentation:
· How large is the fraud problem?
· Response:  Lots of anecdotal information exists on possible fraud among providers, employers, contractors, workers.  Are there patterns of abuse that would allow L&I to focus more on preventing fraud, willful deception?  
· How does the experiment of referring early for vocational services focused on return to work differ from the Early Return to Work (ERTW) program? The Early RTW Program focuses on opportunities with the employer of injury. Vocational services can also include engagement with the employer, but moves on to services to maintain motivation of the worker and potential employment with other employers.
· Is anything being done to encourage and assist employers with modifying workplaces, so injured workers can return to their job without a loss in pay?
· Response:  Yes, job modification funds are available to employers but could be better utilized.  Stay at Work, ERTW staff, and vocational rehabilitation counselors (VRCs) can all help employers with this.
· The job analysis summary sheet is great.  Push to have it used by both State Fund and Self-Insured vocational rehabilitation counselors.  Give metrics online for VRCs to use the standard job analysis forms and cover sheets.
· Provide feedback on how well physical therapists work on phone conferences.  They can be great assists or big barriers to getting injured workers focused on return to work.
· Response:  Early feedback has been positive.  A VRC teams with the physical therapist to focus on workers’ unique needs for specific treatment and return to work.  VRCs will help hold physical therapists accountable to stay on track.
· Need to address secondary disability issues with physicians to assure they recognize barriers to return to work, such as workers’ mindsets, avoidance due to fear, etc.
· Find a way to prospectively identify injured workers who will have delayed return to work, especially those with more injuries compared to the norm.  
· Are there analytics comparing how injured workers and their doctors answer “How complex is this claim likely to be?”

Vision  
Comments from ACHIEV members following Gary Franklin, MD, MPH’s presentation:
· Where can complaints about providers be submitted?
· Response: Send e-mails with complaints containing as much detail as possible to Angie.Emter@Lni.wa.gov 

COHE Metrics and Oversight
Comments from ACHIEV members following Morgan Wear’s presentation:
· Have statistical significance measures been calculated comparing COHE and non-COHE?
· After an emergency department visit, how quickly can injured workers be seen by a COHE vs. a non-COHE doctor?
· What is being done to further develop and improve COHE services? What are some of the most innovative accomplishments and challenges they’ve worked through?
· Response:  Each COHE is charged with developing improvement projects to be reported at ACHIEV meetings.  Additionally, the Surgical Best Practices Pilot Project is starting; its request for proposal is out for bids.
· One advantage of COHE claims is that claim adjudication occurs in the first couple months, yet often longer for non-COHE claims.  What is the long term outcome of this difference?  Anecdotally, self-insured and other claims can take months to be accepted and injured workers don’t obtain care until the claim is accepted as they can’t afford it.
· Response:  L&I is improving procedures in Claims to address claims earlier.
· Health Services Coordinators (HSCs):  How do HSC roles differ between COHEs?  How effective are performance feedback measures with HSCs?  There are standard requirements in the contracts for HSC work.  
· It will be interesting to review COHE vs. non-COHE claims at five years to identify cost savings.
· Can a web app be provided that assists injured workers in locating a COHE doctor in their area?
· Response: Find a Doctor at https://secure.lni.wa.gov/provdir/ provides a yellow star by a doctor’s contact information to identify COHE providers.  Over the next year, L&I staff are working to format Find a Doctor for tablets and phones.

COHE Expansion and Top Tier Update
Comments from ACHIEV members following Noha Gindy’s presentation:
· Is COHE participation necessary to become Top Tier?
· Response:  No
· Will the Top Tier selection criteria be evaluated on a routine basis to see how well they are working?
· Response:  Like all COHE and Top Tier programs, the program is routinely evaluated to ensure that it is meeting its objectives.
· Will there be continuing education requirements and a core curriculum that Top Tier providers have to pass?
· Response:  Yes, hopefully these trainings will be available both online and in person, depending on the best way to train specific topics and skills.
· Why isn’t continuing medical education included in the list of Top Tier selection criteria?
· Response:  Training is an important component of the top tier program.  L&I is in the process of analyzing training needs and available content. 
· Is the ultimate vision that all doctors would become COHE and Top Tier?
· Response:  The goal is to increase the number of providers providing high quality care.
· It appears to be impossible for non-COHE doctors to get into Top Tier, as they have no care coordinator available.  How does this impact providers within smaller clinics?  
· Response: We are assessing how this component will be implemented.
· Program alignment (how top tier works with COHE and other best practice programs) was preliminarily discussed and recommendations will be brought back to the group.
· L&I staff requested ACHIEv participant’s assistance in determining which top tier topics were most important to discuss and which they would be willing to work on as part of work groups.  


Appendix:  Participants
· On the phone:  
· Christopher Goodwin, MD

· In person:
	Members
	L&I
	Public

	Dianna Chamblin, MD, Chair
	 Gary Franklin, MD, MPH
	  Paul S. Darby, MD

	Clay Bartness, DC
	 Leah Hole-Marshall, JD
	  Milina K. Kochhar, DPM

	Mike Dowling, DC, Alternate
	 Diana Drylie
	 Regine Neiders

	Andrew Friedman, MD
	 Vickie Kennedy
	  Susan Raga

	Kirk Harmon, MD, Alternate
	 Steve Reinmuth
	 Jerri Wood

	Teri Rideout, JD
	 Ryan Guppy
	  

	Stephen Thielke, MD
	 Noha Gindy
	  

	Robert Waring, MD
	 Garth Johnson
	 

	Ron Wilcox, DC, Vice Chair
	 Joanne McDaniel
	  

	
	 Bob Mootz, DC
	  

	
	 Nicholas Reul, MD
	 

	
	 Hal Stockbridge, MD, MPH
	

	
	 Morgan Wear
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