Center of Occupational Health and Education (COHE)

Provider Orientation Script


Introduction

This script is the companion to the Center of Occupational Health and Education Provider Orientation PowerPoint presentations.  This is suggested language about the topics and points that should be discussed with each health care provider before they sign the L&I Provider Account Application Supplement for Attending Providers in the Center of Occupational Health & Education (COHE) Program.

The intended audience is for medical providers and not office staff; therefore, back office details are not mentioned.  The objective of the script is to give COHEs the language and messaging to consider for Provider orientation.  The script is arranged by slide number/title.  There is room in this presentation for each COHE to include their specific processes and procedures, particularly around best practices.   
This orientation should take a little over one (1) hour to deliver.  We have divided into four (4) parts to allow for breaks, but all sections need to be completed before orientation is completed.  We have also provided questions to serve as a summary for the materials and gather information about how well the health care provider understood the materials.

We encourage group and electronic delivery if individual verification is possible.  Completion of orientation counts towards the overall Provider Education contract deliverable.  
During orientation, we recommend providing a hard copy of the ROA and APF.

Once orientation is complete the health care provider should receive 2 tools:

1. The health care provider 1 page reminder

2. The COHE fee schedule

Slide 1: Title page

Welcome to COHE orientation.  This orientation is divided into four parts with each piece taking approximately 20 minutes to complete.  The COHE program’s mission focuses on:

· Preventing disability
· Community collaboration

· Quality of, Availability of, and Accountability for Occupational Health best practices

Slide 2: Topics

During this orientation we will focus on a number of topics, including:
1. Introducing Workers’ Compensation in Washington State
2. Describing a COHE

3. Discussing the future of the COHE program

4. Discussing Occupational Health best practices

5. Showing you how your COHE is organized

6. Sharing information about resources and tools available to a COHE provider

In this first section we will cover the topics listed through COHE future.  Each section ends with a few short questions to ensure that we did a good job covering the information.  We invite you to track your questions and suggestions and share them with your COHE Medical or Project Director.
Slide 3: Introduction
Workers’ Compensation in Washington State is a state-wide system that was created in 1911 to ensure that all workers in Washington are “Safe and Working”.  Employers and employees both pay into the insurance coverage that ensures a worker’s ability to get medical and lost wage coverage when they are injured at work or suffer from a work-related illness.  
There are two types of employer coverage.  Several hundred of Washington’s largest employers choose to self-insure their workers.  They administer their own claims while ensuring that their systems are substantially similar to what state-funded coverage offers.  In contrast, thousands of employers are covered under the state-fund system.  This system offers centralized claim initiation and management.  If you are unsure of a worker’s insurance status, Labor & Industries advises you to send in the Report of Accident and allow L&I to determine where coverage is.  You can get more information from the employer look-up page on the L&I website listed on this slide.  A reminder that employers located in other jurisdictions and Federal employees have separate coverage.
There are two types of claims per statute: an industrial injury and an occupational disease.  The attending medical provider’s opinion regarding the type of claim and causality are legally binding for establishing a claim.  Sometimes the cause of an injury is very clear.  The patient was at work and hurt themselves while performing their job.  Other times, it’s a bit more difficult to determine.  For example, the patient has an occupational disease that has worsened throughout their career, or was caused in conjunction with things they’ve done outside of the workplace.  
The claim manager needs to sort out this information to determine if the claim should be opened (also known as “allowed”).  To do this, claim managers need health care providers’ help.  Any clear, objective data you can provide about the nature, timing, and cause of the injury or illness is very helpful.  In Washington State a health care provider visit and subsequent submission of the Report of Accident (ROA) is the official way injured workers request coverage.   Make it as clear as possible to the claim manager through your notes and entries on the Report of Accident what work activity led to the injury or illness.  We will cover the ROA in more detail later in this orientation.

In addition, a clear understanding through the Activity Prescription Form (APF) and/or your chart notes, particular after diagnostics are completed, of your recommended treatment plan makes the difference between a smooth process and endless letters, as well as frustrated patients, staff, and administration.  
Slide 4: Avoiding Disability
Treating an injured worker is different than treating a typical patient.  Up to 80% of all patients return to their work without issues after 1 or 2 visits and without losing much time from work.  But for an average of 20% of patients, they will need more visits and more detailed medical management.  As this graph shows, COHE is trying to intervene early in claims to decrease the amount of claims with time-loss.  Time-loss , time away from the workplace, increases the likelihood that the worker will lose connection with their employer, lose an interest in returning to work, and lose the ability to take care of themselves and their families.  For these patients, health care providers need to be extra vigilant and use all the Occupational Health best practices to work towards the best possible outcome.  
Slide 5: What is a COHE?

A Center of Occupational Health and Education (COHE) works with providers, employers, and injured workers within their healthcare delivery community and offers an infrastructure to facilitate the implementation of Occupational Health best practices during the early phase of a claim. This is done by increasing the knowledge, and supporting the use of Occupational Health best practices, primarily by providers but also employers, workers, and L&I so that everyone involved in the claim can be focused on getting the best possible outcome.

L&I and its partners developed the COHE model as a community- based health care concept.  The COHE is established in the community and works with the community to improve outcomes for injured workers.  
Slide 6: COHE – in more detail

Note to COHE: this is an animated slide 

 (Click for first section)  A COHE helps everyone implement Occupational Health best practices. For health care providers, this allows them to deliver the best care possible for injured workers while realizing financial and non-financial incentives for their medical practice.  

(Click for next section) When a health care provider expresses interest in joining a COHE, they receive training on best practices and are offered continual support and feedback from the COHE on how well they are doing. They are encouraged to work closely with the worker and employer so that everyone shares the same goal.

(Click for 3rd section) Another tool of the COHE is Health Services Coordination (“HSC”).  HSCs assist and guide health care providers, workers, employers and claim managers.  They coordinate care, return-to-work, and answer workers’ compensation questions.  HSCs are a great resource for the provider in their return-to- work efforts with patients and in navigating the often complex L&I system.  
(Click for last section) COHEs are most successful when both business and labor are engaged and supportive.  These groups can be powerful partners as a COHE works to achieve its goals.

Slide 7: Why Health Care Providers Participate
Note to COHE: animated slide
There are lots of reasons to become a COHE provider.  We’ve listed a few here to introduce them to you.  

· COHE providers receive enhanced payment for submitting the ROA in 2 business days or less (150% of the standard reimbursement).  

· Non-COHE providers can complete (and bill) an Activity Prescription Form (APF) only on the patient’s first visit or at the request of the claim manager.  COHE providers can generate (and bill) an APF whenever worker restrictions, treatment plan, or other components change.

· COHE providers have access to a Health Services Coordinator.  You can refer claims to an HSC so they can speak with the worker and/or the employer to arrange modified work, coordinate care, get access to a COHE Advisor, or to answer questions about L&I processes.  HSCs are always reviewing claims and may contact you if they have questions.  You can also see their notes on the Claim and Account Center
,
 (“CAC” - L&I’s claim web application) under “Medical”.

· COHE providers are required to receive annual training in Occupational Health each year.  This orientation counts as your first training, and then each subsequent year the COHE team will visit you to discuss new best practices, specific claim examples, and other materials.  Please let your COHE Project Director know if you have attended non-COHE sponsored Occupational Health training so that they can track your training hours correctly.  Training is available through the Labor & Industries website as well as other society and organizations’ seminars.  All training must be certified to count against the 30 minute per year training requirement.

· Your COHE also does community outreach to employers in their service area.  All these special benefits help to create a Return to Work focus for COHE providers.  We hope you take this information and begin to apply it with the injured workers you treat.

· In addition, you have access to COHE Advisors for claim-specific questions.  Your COHE Medical Director leads this group and your HSC can help you get their contact information.

· Each quarter you’ll receive reporting specific to all the state-fund workers you’ve treated during the last six months and how you’ve done on implementing best practices and medical guidelines.  This reporting is an excellent opportunity to ask questions, address specific issues, and make improvements.  This reporting is for your information only and we hope you will find it helpful.

· Taking reporting one step further is the COHE quality improvement team.  Continuous quality improvement is a large part of what makes COHEs different.  Please contact your COHE Project Director if you’d like to participate or if you have suggestions for future quality improvement areas.  

· Currently your COHE is working on the following quality improvement projects:

Note: COHEs – please include a small section about what you’ve been doing or what you plan to do in the near future.
Slide 8: COHE track record
Are we sure this works?  Labor & Industries has had pilot sites since 2002 in Renton and Eastern Washington, adding sites in The Everett Clinic and Harborview in 2007.  L&I’s partner, the University of Washington, has studied the process and outcomes repeatedly over the last ten years and found positive results and continuing improvement. If you’d like to see a summary of these results, please visit the COHE website at the address listed on this slide.
Slide 9: Our COHE

Note to COHE: Animated Slide.  Your organization may be different, try to build a picture for the provider that includes everyone who’s participating and their contact information.  Examples:
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Each COHE is organized differently so that it meets the needs of the community it serves.  COHE team members include:
· A Medical Director: Oversees the COHE, COHE Advisor, and COHE Provider recruiting and training activities.

· A Project Director: Oversees COHE staff, operations, and reporting.

· Health Services Coordinator(s): Assist providers, workers, and employers with care coordination, return-to-work planning and implementation, identify workers at high risk of disability, and answer questions about workers’ compensation.

· Provider Trainer: can either be a separate specific staff person dedicated to provider orientation, training, reporting, and feedback, or a part of a role for other COHE staff.

· Community Outreach: can either be a separate specific staff person dedicated to identification, communication, facilitation, and partnership with business, labor, and other community entities or a part of a role for other COHE staff.

· COHE Advisors: a special group of providers selected for their knowledge, training, and experience with Washington Workers’ Compensation.  They can answer general provider questions, speak with providers about a specific claim, or accept referrals for consultation.

· COHEs work with providers that treat injured workers.  The largest provider specialties include those listed here.

· Community Business and Labor work together with COHEs to build and sustain community support, staff quality improvement and community oversight teams, and communicate the COHE model to workers to prevent job injuries and improve outcomes if workers become injured.

· Labor & Industries has a deep interest in ensuring that COHEs succeed.  To this end, 
· There are special L&I Contract Managers for each COHE.  
· In addition, the University of Washington Occupational Medicine Research team assists with researching and recommending Occupational Health best practices and measuring quality and outcomes.  
· Lastly, L&I’s Claims Administration collaborates with COHEs to identify and resolve issues and streamline processes.
Slide 10: COHE’s future

The COHE program continues to evolve and grow.  It continues to research and implement best practices, with the next set due out by 2012.  

With research confirming the success of the program, the Washington Legislature has mandated COHE expansion statewide so that it is available to at least 50% of all providers, injured workers, and employers by 2013, and to 100% of all providers, injured workers, and employers by 2015.

With COHE expansion and development, existing COHEs are beginning to work together more closely, helping provide models and tools for continued quality improvement and coordination.

The COHE program was developed within the state-fund workers’ compensation program, but there is no reason it couldn’t work for self-insured employers.  Self-insured employers are currently discussing with COHEs their ability to work within COHEs.

Slides 11 and 12: Questions
To wrap-up this first session of orientation, please take a few moments to answer these short questions.

Part II

Slide 1 – Title Page

Welcome to Part II of COHE Provider Orientation.
Slide 2 – Topics

During this second part of orientation we will focus on the development process of Occupational Health best practices and a detailed discussion of the first COHE Occupational Health best practice – timely Report of Accidents (ROAs).
Slide 3 – Best practice development process

Note to COHE: this is an animated slide 

The best practice development process begins with a broad and comprehensive review of medical literature. (Click for first arrow) This is often done with L&I’s research partner, the University of Washington. 

After completing the literature review, a list of potential best practices is compiled.  (Click for new arrow) 

L&I then recruits independent experts who select the best practices they believe will have the largest impact on improving care for injured workers.  As experts in their field, COHE Medical Directors are often invited to participate in this review.  (Click for new arrow)

(Click for new arrow) The next step is to implement the best practices using the COHE quality improvement process. (Click for new arrow) This process refines the implementation in provider offices — by planning, testing, observing the results, and acting on what is learned. 

After the quality improvement process is complete, the COHE Program and COHE test sites assess whether the best practices improved care for injured workers.  
Slide 4: Current best practices
Note to COHE: animated slide
In 2002, the COHE program launched with four Occupational Health best practices.  First, the experts felt that getting a Report of Accident (ROA) in quickly allowed the benefit decisions to be made in a timely manner and allowed treatment to follow more quickly.  Form completeness is an important component of timeliness because receiving an incomplete form, regardless of timing, makes it difficult for the claim manager to make a decision and will often lead to letters and requests being sent to the health care provider asking for additional information.  On average, COHE providers’ claims are adjudicated fifteen days faster than non-COHE claims because of improved performance with completeness.
Second, COHEs, with provider input, created the Activity Prescription Form (APF).  The form is focused on documenting worker restrictions and treatment follow-up so that they can be clearly communicated to the worker and their employer.  The form also serves to certify time-loss, so getting it quickly to the claim manager is important.  

Third, the experts encouraged communication between the provider and the employer.  This communication allows the employer to ask questions about the condition, restrictions, and treatment plan and makes it more likely that the employer will stay engaged with the injured worker.

Fourth, the program recognized that some workers need special, focused management.  The Barriers to Recovery Assessment allows a provider to identify barriers, get consultation on how to proceed, and determine a treatment plan, thereby lowering the chances of a worker becoming disabled.  
Slide 5: Report of accident (ROA)

At this point, we’d like to spend some time explaining the ROA and how important a complete Health Care Provider’s section is to you and your patient.
The ROA is the first official notice L&I receives that an injury or illness has occurred.  The first treating health care provider completes this form.  It begins the benefit adjudication process and allows the health care provider to get paid for their services.  Under current law, a health care provider is paid for the 1st medical visit and accompanying diagnostics only until a decision is made to “allow” a claim.  You can track the progress of a claim through the Claim and Account Center or call L&I for automated information.  

Slide 6: ROA form

Here’s the whole form.  L&I would appreciate any help you and your staff can provide workers to complete the form.  We’re going to focus on the bottom section called “Health Care Provider Information.”  As we review the document example information will populate each of the fields.
Slide 7 & 8: Diagnosis & ICD codes

Boxes 1 and 2 allow you to communicate the condition to the claim manager.  It is important to be as complete as possible in this section because adding diagnoses at a later time may complicate the claim process and patient treatment.
Slide 9 & 10: Date you first saw patient for this condition

Box 3 can cause confusion.  The date of first medical treatment is very important to a claim manager.  Fill in the first date that you saw or treated the injured worker for the diagnosed condition.  As mentioned previously, in the case of a potential occupational disease claim, this may be more complicated than in the case of an industrial injury claim.

 The claim manager will look here to help determine if this illness may be an occupational disease.  It also allows the health care provider to bill L&I for past services.  Lastly, it is the box that is used to compare against the ROA received date to determine the provider ROA payment amount.  Your billing office should be aware that they should watch the reimbursed amounts received for ROAs, and if an error is made because of the date in this box, they can send in a request for adjustments.

Slide 11 & 12: Patient id
L&I recognizes that you probably don’t keep track of injured workers through their L&I claim number.  If you have a patient number in your patient system, please enter it here so that when the claim manager communicates with you and your office he/she can include this number.

Slide 13 & 14: Specific incident & objective findings

Box 4 asks if the condition is due to a specific incident – another area the claim manager reviews to determine if the condition may be occupational disease.
Box 5 asks for objective findings supporting your diagnosis.  The information in this box is crucial for the claim manager to allow a claim.  Please remember that pain or fatigue is NOT an objective finding.  Please help the claim manager and the injured worker by providing as much data-driven information in this section as possible so that an accurate claim decision can be made.  Please do NOT mark this section “refer to chart notes”.  These are often delayed in getting to L&I and the L&I claim manager needs as much real time information as possible.
Slide 15 & 16: Treatment and diagnostic testing recommendations

Box 6 asks for your follow-up recommendations, which can be helpful to alert the claim manager to things you may be asking for soon.
Slide 17 & 18: Was the diagnosed condition caused by this injury or exposure?

Box 7 is crucial information for the claim manager to determine allowance or rejection of the claim.  It is important because it gives the claim manager your opinion about causality.  Did the work environment or something at work cause this injury?  If the connection is clearly yes, please mark “yes”, if clearly no, please mark “no”.  The legal criteria for allowing a claim is “more probable than not” and that option is also a choice in this box.  Please select only one of these responses for Box 7.
Injured workers may request that you file an ROA on their behalf even if you don’t feel that the injury or illness is tied to work.  L&I encourages health care providers to file the ROA and allow the L&I Claim Managers to determine next steps.  Again, the claim manager will look at your opinion on causal relationship and your response to the question of objective findings together to determine claim validity.  The same holds true for worker requests not to file a claim.  The best you can do is to provide the worker with information and refer them to the right resource to answer their questions.
Slide 19 & 20: Will the condition cause the patient to miss work?

Box 8 is often a difficult one for health care providers to complete accurately.  This information is important to the claim manager to determine a worker’s entitlement to wage loss (“time-loss”) benefits.  Please remember that injured worker’s probably don’t know their organization’s modified duty policies.  If you’ve spoken to their employer, you have a better chance of answering this question correctly.  If you were unable to do that, consider the amount of restrictions that you’ve placed on the worker’s activity and then complete this box with that in mind.  Remember that 4 or more days in this box may trigger time-loss payments to the worker.  This is also the time to consider a referral to the HSC.  If there’s a restriction, modified work needed, or some other follow-up conversation with the employer, the HSC is an excellent resource to utilize.

Slide 21 & 22: Pre-existing impairments conditions 
Boxes 9 and 10 provide information to the claim manager about related conditions or injuries in the same area before the current injury.

Slide 23 & 24: Conditions slowing recovery & patient referral

Box 11 clarifies if the patient has other medical conditions that you think will complicate treatment.  Claim managers do not have access to a worker’s general health record, so they may not know about Diabetes, High Blood Pressure, or other conditions.  
This is an excellent time for us to mention HIPAA the (Health Insurance Portability and Accountability Act).  Workers’ Compensation is exempt from HIPAA constraints.  L&I does endeavor to keep non-related information (previous drug use, sexually transmitted disease, etc.) out of the L&I paperwork, but all notes (after limited redaction) are posted for workers and employers to view on the Claim and Account Center or to request from an claim manager.  The worker, employer of injury, and attending provider are entitled by law to all claim information.  The rules get more complicated when injured workers change jobs or file for injuries received in previous jobs.  If you find yourself in these situations, please contact your HSC.

Box 12 informs the claim manager of the discussions you’ve had with the worker.  This is a particularly important box if you are in an emergency department setting or do not plan to treat the injured worker long term.  Correspondence and the ability to view records is determined through the designation of “attending provider” in the L&I system, and this box informs the L&I Claim Manger that you don’t expect to be that person.  Until a change of provider card or call is received from the injured worker, the attending provider cannot be changed.  In some cases, you may have to educate the worker because they do not understand their L&I coverage.  An injured worker may be otherwise uninsured.  Please ask your administrative staff where general workers’ compensation brochures are in your clinic or department so that you can use those as part of your conversation with the worker.
Slide 25 & 26: Provider contact information

These are critical boxes to completely correctly.  Boxes 13, 14, 15, and 16 are all about identifying you and are needed to connect the correct provider to the claim.  Getting this information correct gives you access to claim information and correspondence, the ability to continue treatment, and the ability to see the claim through the Claim and Account Center.  Stamps and stickers work well, as does clear handwriting.
Slide 24: Clinical and departmental processes

We’ve discussed the health care provider section of the ROA and encourage you to contact your HSC with any follow-up questions.  Again, we cannot stress enough that your HSC is available to help you navigate the workers’ compensation system as well as help you contact injured workers and employers when there are barriers to recovery and return to work.  We wanted to spend some time talking about specific processes and procedures your clinic or department uses with the ROA.

Note to COHEs: this is where you put in specifics like where forms are kept, how they are processed, quality control, etc.  For Community COHEs this is the spot to refer them back to their appropriate staff contact for information.
Slide 28: Questions

To wrap-up this second session of orientation, please take a few moments to answer these short questions.

Part III

Slide 1 – Title Page

Welcome to Part III of COHE Provider Orientation.
Slide 2 – Topics

During this part of orientation we will focus on a detailed discussion of the second COHE Occupational Health best practice – the Activity Prescription Form (APF).
Slide 3: APF process

The APF is a great communication tool when used appropriately.  You can complete it upon the patient’s 1st visit and any subsequent visit when physical restrictions change.  It communicates when and if the worker will be returning to work, what restrictions are necessary, and it certifies the medical need for lost wages (aka, time-loss).  It is an important communication tool to ensure that the health care provider, injured worker, and employer are all on the same page.
Slide 4: APF

Unlike the ROA, this entire form is for the health care provider to complete.  We’ll go through each section and talk about the requirements for each area.  As we review the document example information will populate each of the fields.

Slide 5 & 6: General information

L&I averages over 100,000 state-fund claims per year.  To tie your important information to a claim, we need some information about the injured worker and some information about you.

· Patient stickers may be used, as long as all the requested information is provided. 

· Either ICD codes or written diagnoses may be listed in the Diagnosis box.

· Including the health care provider’s name and the visit date is important information for the claim manager and supports your billing staff.

Slide 7 & 8: Released to work

There are distinct sections for:

1. Return to job of injury, 

2. Modified/light duty, and 

3. Unable to work.

Providers are encouraged to be realistic on “to” dates.  It may not necessarily be the next office visit, but the point at which the provider expects the patient’s status to change.  Please complete a new APF if the status changes before the “to” date is reached on a previous APF.   Please DO NOT leave dates blank, since this causes confusion with the worker, employer, HSC, and claim manager.
Complete this section with return-to-work in mind, providing as many options as you can think of, even if you believe the employer is unable to accommodate.  Working limited days, limited duty, or limited hours keeps a worker connected to their workplace and vastly improves their ability to return to work even though medical treatment may continue.  The claim manager will determine appropriate benefits.
If you mark the box “may need assistance returning to work” please contact your HSC as follow-up and to alert them to the need for their review.  This box is also a flag to the claim manager to consider assigning a vocational counselor to assist in the process.
Slide 9 & 10: Key objective findings

Just like the ROA, the claim manager needs as much information and data as you can offer.  Claim managers need confirmation of the objective medical findings when the injured worker is released to light/modified duty or unable to return to work in order to award appropriate benefits.  The claim manager may also have questions regarding a claim in which the objective medical findings have not changed but the work status has changed.  Remember, it is the claim manager’s job to determine a worker’s benefits when there is conflicting information from the worker and their employer on work status.  
If the objective medical findings have not changed since the last APF was completed, enter the same findings in this box again.  Writing “see chart notes” is not advisable since a claim manager needs real time information and chart notes may arrive in the claim file later than the APF.

Key objective findings are verifiable on exam can be seen, felt, heard, measured, or reproduced (by the examiner) – through examination or testing.
Examples include:

· Limited ROM (specify extent of limitation)

· Decreased strength (specify extent of decrease/muscle grade)

· Swelling 

· Muscle atrophy

· Diagnostic procedure results

· Lab test results

Do not include subjective symptoms such as pain, tenderness, or fatigue.  
Slide 11 & 12: Worker abilities
This is the prescription of what the worker SHOULD physically do and not do and MUST be completed--ESPECIALLY WHEN the worker is not released to work.  Often a worker does not understand that you are focusing on his or her abilities both at home and at work.  This is a crucial discussion to continue to have with an injured worker during the entire recovery period.  
Like the ROA, the health care provider should consult the employer and not the worker concerning the availability of modified duty.  The APF should be completed with the assumption that light/modified duty is available. 
One box must be checked as to whether the restrictions are temporary or permanent.   It is an estimate based on the provider’s clinical opinion, not a performance-based evaluation.  Conservative estimates are acceptable.  Remember that even a slight increase in abilities may open the possibility of modified duty.  

Indicate restrictions only when a physical demand must be restricted for your worker. Those left blank will be considered as not restricted.  Remember that these restrictions also apply to a worker outside their workplace and should be indicated even when a worker is not returning to work.  Patients need to know what NOT to do at home to further injure themselves.  Restrictions apply 24/7.
Be specific with instructions.  Avoid “as worker feels able to” or “as tolerated”.  Use instructions like “increase lifting 5# per week” or “increase 30 minutes per week”.  
This section of the APF replaces the doctor’s estimate of physical capacity form that vocational counselors and employers often send when they are identifying alternative work.  Sending/updating it regularly enables vocational counselors and employers to identify potential opportunities for light/modified duty without sending you a request for information (thereby reducing delay).

Slide 13 & 14: Other restrictions / instructions 

The Other restrictions/ instructions section could include directions like “include need to elevate limb periodically”, “not to drive when taking medications”, “do not immerse the wound in water”, etc. 

The white spaces in this section were created at the request of health care providers.  You are encouraged to use them in whatever ways are most useful to you.  

A phone call to the employer is an advisable best practice.  It is billed as a separate service with proper supporting documentation.  Please refer to the COHE Fee Schedule for information about required medical chart note documentation.  
The Note to Claim Manager section is intended to help you draw the claim manager’s attention to an issue.  This area should NOT be used for adding diagnoses or requesting authorization or services.
Slide 15, 16, 17 & 18: Plans
Briefly establishes your plan for rehabilitation. The Worker Progress area enables you to succinctly indicate whether the injured worker is progressing with rehabilitation.

You should identify what should happen next; alerting the claim manager to actions that they may need to take (scheduling an impairment rating exam, closing exam, or claim closure).  The Current Rehab area allows you to identify specific commonly used additional care that injured workers receive.  
Comments are strongly encouraged in the Plan section.

The Plan can replace the Physician’s Final Report if:

· It clearly indicates that the worker is fixed/stable (treatment is concluded).  In some cases, you may feel that the patient is at Maximum Medical Improvement only if treatment follows the expected path.  For example, the patient with the stitched wound that is instructed only to return to you if the wound is red or does not heal.  In this case, please mark “Treatment Concluded – MMI”, but use the “Note to Claim Manager” section to document any possible exception and the time period.  This furnishes the claim manager with necessary information to keep the claim open for that period.
· If you want to indicate that impairment exists: 

· Provide the impairment rating to enable the claim manager to close the claim without sending a request to rate (may be done at this or a subsequent visit), OR
· If you are not willing to provide an impairment rating, indicate this so the claim manager can make arrangements for a rating exam

Slide 19 & 20

Remember to sign and date the form, include your contact information and give a copy of the form to the worker so they can discuss it with you and share it with their employer.
Slide 21 – Talking points

Talking points to discuss with injured worker are located on back of form.  The talking points are important in terms of setting reasonable expectations for the worker’s recovery.   If the worker is expecting to be pain-free prior to returning to work and you don’t think that will be the case, letting the worker know up front is beneficial.  Likewise, if your plan is for a few days of rest and then a gradual return to work, letting the worker know that’s what you recommend is appropriate.  If the worker is reluctant to be released to modified duty, a conversation about the importance of maintaining some activity level as part of the recovery process, and the fact that the activity level being prescribed is not harmful is an important conversation.
Contact your COHE Medical Director for more information on this topic.

Slide 22: Clinical and departmental processes

We’ve discussed the APF and encourage you to contact your HSC with any follow-up questions.  We wanted to spend some time talking about specific processes and procedures your clinic or department uses with the APF.

Note to COHEs: this is where you put in specifics like where forms are kept, how they are processed, quality control, etc.  For Community COHEs this is the spot to refer them back to their appropriate staff contact for information.
Slide 23: Questions

To wrap-up the third session of orientation, please take a few moments to answer these short questions.

Part IV

Slide 1 – Title Page

Welcome to Part IV (the last part) of COHE Provider Orientation.
Slide 2 – Topics

During this last part of orientation we will discuss the last two best practices and provide some wrap-up information.
Slide 3: Provider/employer phone call

The purpose of this Occupational Health best practice is to engage the employer in the recovery of each injured worker.  Remember that maintaining a connection to the workplace helps injured workers avoid disability.  Refer back to our previous conversations about HIPAA and the availability of information to the employer and worker in the case of workers’ compensation coverage.  
The best time to speak with an employer is when the patient is present, and L&I does allow concurrent billing of provider phone calls at the same time as E&M (evaluation and management) codes are used.  Please review the L&I and COHE Fee Schedules for more details.  A special modifier (32) is requested on all employer phone calls.  
Many health care providers do not make a call to the employer because they can’t find the right person and frequently have only the direct supervisor’s name, who often is not a decision maker.  COHEs have developed an employer database that has the return-to-work contacts for many employers, or they are willing to assist you in locating the right person to talk to.  Contact your HSC for more information.  

Note to COHEs: if there is special clinic/departmental processes or procedures for this best practice, please include them here.  For Community COHEs this is the spot to refer them back to their appropriate staff contact for information.
Slide 4: SOAPER chart notes

If complete and timely, your ROA and APF are great communication tools with the L&I claim manager.  In addition to those forms, L&I requests that you send in chart notes after each visit and diagnostic results.  L&I requests a slightly different style of chart note that add the following elements:

E: Employment issues. Has the worker been released to or returned to work? Is the patient currently working, and if so, at what job?  When is a release to any type of work anticipated?

R: Restrictions to work. Describe the physical limitations, both temporary and permanent, that may be barriers to returning to work. What other limitations, including unrelated conditions may interfere with employment?  Can the worker perform modified work or different duties while recovering (including transitional, part-time, or graduated hours)? Is there a need for return-to-work assistance?  

Much of this information is available from the APF, but this chart note format allows you to address the topics in more detail.  

Just a reminder that all information sent to L&I is loaded into the Claim and Account Center and viewable by employers and patients.   L&I claim managers will work to identify some health information and redact it from view.  If you have information in a chart note you would like redacted, please contact the L&I claim manager to let them know what materials you would like redacted and why.

Slide 5: Topics

The forth occupational health best practice is the barriers to recovery assessment.
Slide 6: Barriers to recovery assessment

Note to COHE: animated slide
This best practice allows you to identify those patients that are at the highest risk for long-term disability and develop a treatment plan.  When identifying a patient at high risk for disability you can use a variety of tools.  Your experience is certainly one of the more reliable tools.  If you have evidence that there are factors that add complexity flagging that quickly (within the first few weeks of a claim) is important.  

Another tool for identifying claims with barriers may be time-loss.  Research shows that patients that have been away from the workplace for 2 weeks or more can be at significantly higher risk of long-term disability.  Your COHE gets a weekly list with all paid time-loss, but in many cases, you’ll know sooner because it takes some time to allow a claim and pay the time-loss. 
Several COHEs have developed checklists that help you think through all the possible barriers.  Ask your HSC for more information.

So, you’ve identified a high risk patient, how do you address the issues?  We recommend that you focus on using the tools available through the COHE.  Use your HSC to intervene on these claims.  You can contact a COHE Advisor to discuss barriers and strategies for future treatment in the claim.  By the way, that’s a billable activity – refer to your COHE Fee Schedule for more information.  You can refer the patient to an Advisor (also a billable activity) so that the patient can visit the Advisor for an evaluation.  This does not change the “attending provider,” but allows them to evaluate and document what they see as barriers and their recommended treatment plan.  Be specific in your referral that you would like them to perform this evaluation, since it is not automatic with every referral.  The Barriers to Recovery Assessment should include an augmented chart note that details the barriers and treatment options.  If you are an Advisor, please work with your Project Director to identify the process and special billing codes you use for this activity.  
Most importantly, keep communication open and active with your claim manager and HSC.

Note to COHEs: if there is special clinic/departmental processes or procedures for this best practice, please include them here.  For Community COHEs this is the spot to refer them back to their appropriate staff contact for information.
Slide 7: Other COHE services

A reminder of the services we’ve discussed throughout this orientation: HSCs, Advisors, continued training, and your COHE management team.  In addition, you have access to reporting that will support your treatment of injured workers.
L&I has developed a toolkit for Attending Providers in the Program (called APPs), and has made a special take away tool to help you remember many of the things mentioned in this orientation.  We know that many of you see injured workers infrequently, so we try to build tools that are easy for you to use when you do see your few injured workers per month.

Lastly, we’d encourage you to use the tools L&I has developed for medical providers, including this link to medical treatment guidelines on conditions like carpal tunnel, lumbar fusion, and back stain.  

Slide 8 – Working With Your HSC

Your Health Services Coordinator is an important resource available to all COHE medical providers.  The can assist you in a variety of areas including:

· Return to Work Coordination: Are you having trouble reaching an employer or discussing return-to-work with them?  Are you finding an employer that has multiple or repeat injuries or has issues keeping injured workers within their restrictions?  A Health Services Coordinator has the skills and experience to speak with employers and work with both the employer and the injured worker.

· Claim Specific Questions: If you’ve reached a point that you’re unsure of what all the barriers are with a claim or what possible solutions exist an HSC is an excellent resource to do the research and consolidation for you and move recovery forward.

· L&I Questions: If you’re getting confusing letters or phone calls, or needing assistance understanding L&I guidelines and next steps, an HSC can work with you and the L&I claim manager to resolve those issues.
Slide 9 - Questions

Thank you for your participation in COHE and treating injured workers.  We have a few review questions on this last section.

Slide 10: Questions

We hope this orientation has served as a good introduction to your COHE, but we’re sure you’ll have questions.  You’ll find answers in a variety of areas.  Visit your COHE’s website, L&I’s COHE website, or contact your COHE Medical or Project Director for more information.  
We’d like to hear your suggestions and comments about this orientation.  Please contact your COHE Project Director to provide feedback.
� If the COHE is showing their own propitiatory technology system, they also need to show CAC for an equal amount of time. 


� COHEs should arrange a separate training time so that providers can become familiar with CAC.
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