
Advisory Committee on Healthcare Innovation and Evaluation (ACHIEV)
7/24/2014 Meeting Minutes
* Denotes an action item
All handouts referenced in these minutes are in the 7/24/2014 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: 
Be safe for yourself and co-workers in wet and dangerous situations by wearing the correct footwear, safety glasses, and other personal protective equipment.

Minutes:  The April 24, 2014 meeting minutes were approved as written. They were very thorough.

Medical Provider Network (MPN) Update:
[bookmark: OLE_LINK1]Comments from ACHIEV members following Leah Hole-Marshall’s presentation:
· Is there a comparison in the US of how effective the MPN is in relation to other networks?  
Response:  No comparisons exist because no other networks have the component of risk of harm.  
· The pie chart shows benefits paid for the accident year ending 3/31/14, which may also show that timeloss payments are high.  There’s no argument that medical controls are working.
Response: L&I pays providers well for work they perform (like completing forms) and incentivizes good care.
· Expansion:  What information would ACHIEV need to make a decision to expand the network?
· Injured workers see doctors on military bases, like Whidbey Island, how can we gain more standardized care in that arena?
· Consider providing licensure differences data comparing WA, OR, and ID.  Perhaps those doctors should be included in the MPN, as Washington’s rural injured workers already seek care through Telehealth or border states.
· Provide data on types of providers in the border states who treat injured workers.  
· Would credentialing criteria established for attending providers fit appropriately with other providers? Consider creating a joint work group between ACHIEV and IIMAC to work on criteria to use with expansion.
· Is L&I still reaching out to doctors in the MPN to treat injured workers? In Pierce County, psychiatrists are especially difficult to access, as so few exist.
· MPN goals appear to be more centered on economics/cost
Response:  The goal for the MPN has always been to provide the best quality of care for injured workers, however as a payer, we are limited in measurement.  Additionally, evidence indicates (as indicated in the statute) that getting higher quality care results in better overall costs. 
L&I’s highest goal is to provide injured workers with safe, effective care – relying on evidence.  
· Additional Issue: flexibility for treatment guideline to assist accessing care.  Injured workers’ attorneys go to the Board of Industrial Insurance Appeals (BIIA) or to Dr. Lee Glass, L&I Associate Medical Director, to obtain help accessing care for some cases where the worker’s condition doesn’t seem to meet guidelines, yet they need treatment.  This creates stress on the BIIA and creates expense for workers and employers.  
· Response:  Guidelines are written for the majority of cases, and some claims don’t meet guidelines.  L&I works with IIMAC, the relevant group for guideline concerns, to ensure clinical appropriateness.
· Consider reviewing behavioral health practitioners, like psychologists.
Response:  MDs and ARNPs that provide psychological services are included in MPN, because they are attending providers. Psychologists are not attending providers, so were not in the initial MPN.

Ortho-Neuro Surgeon Quality Project and Surgical Best Practices Pilot Updates:
Comments from ACHIEV members following Carol Horrell’s presentations:
· Is this project recruiting new participants?
· Are claims managed differently if the surgeon participates in this program?
· For doctors in this program, what happens if they do not meet the requirements for Tier 1?
· Are pilot participants all in large clinics?
Response: No, some are in individual practices.  The list of participants are on the web at http://www.lni.wa.gov/ClaimsIns/Providers/ProjResearchComm/OrthoNeuro/default.asp 
· What is different between the two pilot projects for orthopedists, neurologists, and surgeons?
Response: The surgical best practices pilot’s goal is successful handoff from the surgeon to the attending provider after the surgery global period.  Focus will be on return to work plans and goals in more detail that completing an Activity Prescription Form.
· Will pilot participants be reassessed during their 2-year contract? 
Response: Yes.
· Would like to see the evaluation criteria and to hear periodic performance outcomes.
· Discuss how the process works in detail to better inform attorneys and employer representatives.

Risk of Harm
Comments from ACHIEV members following Gary Franklin, MD, MPH’s presentation:
· When looking at morbidity, is prior drug addiction being considered?  All clinical information is considered.
· When will data be available?
Response:  L&I hopes to have an initial report in a few months.  This is very difficult, intensive work requiring great care.
· Is L&I considering taking action on providers with prescription related deaths on their records?
Response:  That is possible, given our new Risk of Harm rule if there is a pattern.  Also, there are licensing actions taken by Medical Quality Assurance Commission and other payers, who all share information and watch prescription related deaths very closely.  

[bookmark: _GoBack]COHE
Thank you to the COHE at the Everett Clinic and COHE at UW Medicine Valley Medical Center of the Puget Sound for sharing updates about your programs.

Comments from ACHIEV members following  the presentations:
· Request for more information about how COHE providers’ high and medium adopter statuses are calculated.  
Response: Here’s the explanation from the COHE quarterly reporting:
Provider adoption of best practices (BP) during the reporting period
	Measure
Target
Notes
	Percent of high and medium adopters
80% of providers
Emergency Department (ED) are measured differently because best practices 3 and 4 are seldom implemented in an emergency setting.
	Adoption Level by Provider Type
	Adoption Level
	ED Providers
	All Others

	High
	2 or more BPs
	3 BPs

	Medium
	1 BP
	2 BPs

	Low
	0
	0 or 1 BP





· In the L&I software, how do staff know a doctor participates in a COHE?
Response: There is a flag in ORION.  Other staff rely on their relationship with COHE’s to collaborate with their doctors.  FAD lists providers participating in quality programs, including COHE.
· How do Health Services Coordinators (HSCs) document their services so employers and claim managers know what work has been done?
Response: Communication is multi-directional between HSCs, claim managers, early return to work (ERTW) staff, providers, and injured workers.  A special section in the Claim and Account Center stores HSCs’ documentation and bills.
· How do HSCs and ERTW staff avoid duplicating efforts?
Response: HSCs reach out to ERTW staff for long term follow up to facilitate return to work.

Activity Coaching: A treatment program for increasing activity
Comments from ACHIEV members following Susan Campbell’s presentation:
· Are cultural issues regarding return to work addressed?
Response: No, this topic is not explicitly addressed in the original Activity Coaching program.  L&I is working through interpreters as the first step at addressing cultural issues.
· Is work conditioning in L&I’s definitions?  Providers perform these services very differently.
· Will L&I provide PGAP in the first four weeks?
Response: L&I must provide a balance of intensity of treatment considering the likelihood of long term disability.  If too much treatment is provided too early, this can also cause problems for return to work and lead to disability issues.  40 days off of work seems to be a marker that determines success of return to work.  If a claim is too old, the worker may not do well in the activity coaching program.  L&I is working to determine success criteria for this program.
· How could an OT or PT become a PGAP therapist?
Response: Take the PGAP training in (program is in Montreal, Canada).  Currently, the pilot isn’t recruiting new members, but you can contact Susan for more information, especially if practicing in an area where no other PGAP practitioner exists.
· What can PGAP do to address fear and psychological issues?
Response:  The PGAP training is designed to address these issues through its structured, cognitive behavioral therapy approach.  
· If you compare FRQ and PGAP, how similar are the results?  FRQ is an assessment tool to identify IW at risk of disability, and it includes Functional Recovery interventions which are brief interventions.  However, PGAP is a formal, structured program for someone struggling with psychosocial issues. 
· Referrals:  Have had the experience of injured workers referred for PGAP declining the program, for different reasons.  Referral criteria for psychological issues following injuries make it difficult for some workers to make themselves participate in the program.
· Use PGAP as an adjunct therapy; build better collaboration and communication between doctor, therapist, and worker. 
· Focus on providing activity coaching to workers on timeloss (off of work.)
· What is the control group for current PGAP STUDIES?
Response:  The University of Washington is using comparable claims to review against PGAP claims.  Initial data will be available in late summer and shared at a future meeting.

Top Tier:
ACHIEV participants broke into teams of business, labor, and provider representatives to develop a review options for definitions of complex claims.  After small team discussions of the options, each group presented their ideas.  Based on review of the options, the teams recommended that a complex claim is a time-loss claim that is more than one year old.  This recommendation will be discussed further by internal L&I teams and used in future criteria development.  During the October 2014 meeting, ACHIEv participants will discuss how complex claims will be included in Top Tier criteria.
L&I Announcements:
ACHIEV will be asked over time to provide input on L&I’s lean study of the performance based physical capacity evaluation process. 

Appendix:  Participants
· On the phone:  
· Jonathan Seib, Healthcare Strategies 360

· In person:
	Members
	L&I
	Public

	Sofia Aragon, JD, RN
	 Gary Franklin, MD, MPH
	 Jackie Barry

	Dianna Chamblin, MD, Chair
	 Leah Hole-Marshall, JD
	 Grace Casey

	Clay Bartness, DC
	 Vickie Kennedy
	 Benjamin Dornink

	Mike Dowling, DC, Alternate
	 Steve Reinmuth
	 Jaime Nephew

	Rebecca Forrestor
	 Susan Campbell
	 Regine Neiders

	Andrew Friedman, MD
	 Noha Gindy
	 Dave Threedy, JD

	Kirk Harmon, MD, Alternate
	 Carole Horrell
	  

	John Meier
	 Joanne McDaniel
	 

	Teri Rideout, JD
	 Brian Peace
	  

	Stephen Thielke, MD
	 Nicholas Reul, MD
	  

	Robert Waring, MD
	 Hal Stockbridge, MD, MPH
	 

	Ron Wilcox, DC, Vice Chair
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