27 June 2019

PREVENTION. CARE. RECOVERY.

Te Kaporeihana Awhina Hunga Whara

David Lawson
fyi-request-10281-b3a8ae99 @requests.fyi.org.nz

Téna koe David

Your Official Information Act request, reference: GOV-000050
| refer to your email of 10 May 2019, asking for information about the Medical Issues Working Group
(MIWG) under the Official Information Act 1982 (the Act).

On 17 May 2019, you clarified your request to be for the following:

1.

“official information associated with both the development of an agreed set of actions by the
Medical Issues Working Group
(i) the names of the individuals, organisations and entities that were involved in the
development of an agreed set of actions by the Medical Issues Working Group.

(ii) Briefing Papers (BP) to the minister that proceed the BP dated 12 December 2018
Briefing Paper No: BP 18-040 to the Minister and Associate minister of ACC which
reference the development of an agreed set of actions by the Medical Issues Working
Group.

(iii) submissions and papers that have been contributed to the development of an agreed
set of actions by the Medical Issues Working Group from the individuals,
organisations and entities named in response to OIA Request 3 Clarification (a), (i).

official information associated with.......... and the Medical Issues Working Group themselves.

(i) The Briefing Papers to the Minister of ACC advising him of the formation of the and
the Medical Issues Working Group themselves, and the internal documentation
between MBIE, and the medical working group...or those associated with the
creation and formation of the group.

(ii) confirmation as to the date when the Medical Issues Working Group was actually
formed.

(iii) copies of the internal ACC and MBIE documentation that details who the group is
answerable to, the structure and number of memebers in the group, and whether this
group has any obligation's to consult with ACC claimant advocacy groups and or ACC
claimant lead feedback groups or organisations.

(iv) the minutes and agenda'’s of all of the Medical Working Group's meetings and
communications with ACC and or MBIE.”

As previously advised, the following parts of your request were transferred to the Ministry of Business,
Innovation & Employment (MBIE) on 22 May 2019 for response:

1.

... the internal documentation between MBIE, and the medical working group...or those

associated with the creation and formation of the group.
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2. Copies of the internal MBIE documentation that details who the group is answerable to, the
structure and number of members in the group, and whether this group has any obligation's to
consult with ACC claimant advocacy groups and or ACC claimant lead feedback groups or
organisations.

You can expect a response from MBIE with regards to these questions in due course.

On 17 June 2019, we advised you that no submissions and papers that contributed to the agreed set of
actions by the MIWG existed. We also advised you that we were refusing your request for the group
communications, as to collate these would require substantial collation and research. These parts were
refused under sections 18(e) and 18(f) of the Act.

The MIWG structure, members and documentation
Please find attached the following documentation:
e the Dean review: Medical Issues Working Group terms of reference, released in full
e 19 December 2016 meeting notes and actions, released in full
e 13 March 2017 meeting agenda, released in full
e 13 March 2017 meeting notes and actions, partially released
e 5 July 2017 meeting agenda, released in full
e 7 July 2017 workshop notes, released in full
e 8 November 2017 workshop notes, released in full
e Summary of MIWG’s discussion on medical evidence issues, partially released

The documents provide the following information in relation to the MIWG:
e the names of the individual members and organisations involved in the MIWG
e confirmation of the date the MIWG was formed
e the chairperson of the MIWG
e the minutes and agendas of all four of the MIWG’s meetings.

The MIWG had no obligation to consult with any ACC claimant advocacy groups or claimant lead
feedback groups. However, you will note that several of these groups were involved in the MIWG.

Briefing papers related to the MIWG
Also attached is briefing paper BP18-032, this is the briefing paper that preceded briefing paper
BP18-040. This is partially released to you.

Some information in BP18-032 has been withheld, as to release it would prejudice the interests
protected in section 9(2)(f)(iv) of the Act, which maintains the constitutional conventions for the time
being which protect the confidentiality of advice tendered by officials.

Copies of the other briefing papers related to the MIWG can be found on the MBIE website through
www.mbie.govt.nz.
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If you have any questions about this letter
If you have any questions, you can email me at GovernmentServices@acc.co.nz.

If you are not happy with this response, you have the right to make a complaint to the Ombudsman.
Information about how to do this is available at www.ombudsman.parliament.nz or by phoning 0800
802 602.

Naku iti noa, na

Emma Coats
Manager Official Information Act Services
Government Engagement & Support

N .
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Dean review: medical issues
October 2016

Preface

The Medical Issues Working Group ‘the group’ has been established in response to the Dean
review ‘the review’. The review recommended that ACC convene a working group to examine a
‘myriad of problems’ with medical evidence. The working group should comprise representatives
from ACC, the Ministry of Business, Innovation & Employment, New Zealand Association of
Accredited Employers, and Acclaim Otago along with the relevant medical, legal, and advocate
groups (including possibly a member of the District Court bench).

Purpose

The purpose of the group is to consider ways to improve the process of requesting and
interpreting medical evidence. Any improvements should result in fair, timely; and consistent
cover/entitlement decisions.

If the group makes recommendations that relate to ACC, they will be submitted to the appropriate
decision-making body (eg the ACC Executive) for consideration.

If the group makes recommendations that relate to other organisations, these will be forwarded to
the relevant organisation.

All of the group’s recommendations will be reported to'the ACC Board.

Background

ACC needs medical information to make decisions-on client eligibility for cover or entitlement. The
review highlighted a number of issues surrounding the way-ACC collects, requests and intreprets
medical information, including:

o the imbalance of power and resources available to ACC and the client
o the lack of medical experts.in some specialised areas of medicine

o " the perceived lack of objectivity involved in ACC'’s process when seeking information from
medical practitioners,.including the preferential selection of medical practitioners by ACC,
andthe questions ACC asks

decisionsiissued without all the relevant medical information
inconsistencies related to decisions and their timeliness

the variation in the quality of medical practitioners’ reports

o o o o

lack of equity in the impairment and vocational independence assessment.

Role of the Medical Issues Working Group

To address these issues, the review highlighted several areas that the group should consider.
These were:

Independence — ACC ensures a medical expert’s opinion is objective
Rotation — to prevent experts “falling under the sway” of ACC

Dialogue — to enable medical experts to confer with each other

© O o O

Guidelines for medical reports — clear guidelines for external medical experts (eg HDC
guidelines)
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Dean review: medical issues
October 2016

‘Blind’ panels — medical experts would not know if the report was commissioned by ACC
or the client

Education of experts — medical schools should offer practical education so that medical
experts have some knowledge on accident compensation matters

Templates for GPs — ensuring earlier completion of all relevant information about injury
claims

Cross-disciplinary committees — tests for cover and entitlement relate to'law and medicine,
so an agreed cross-disciplinary code of practice would clarify these eligibility requirements

Costs of reports — greater flexibility for clients receiving reimbursement of medical report
costs where they are successful in overturning ACC’s decision at review or in the District
Court

Access to medical experts — look at what incentives may encourage more medical experts
to undertake ACC work.

4.2 The group is not precluded from looking at other issues surrounding the way ACC collects,
requests and interprets medical information. Rather, the points specifically highlighted by the
review are the starting point for the group’s terms of reference.

5 Chairperson

5.1 ACC'’s Chief Clinical Advisor is to act as Chairperson. The main role of the Chairperson is to
ensure that the recommendations agreed upon-by the group are accurately documented and
submitted to the appropriate decision-making body or organisation, and that the ACC Board is
informed.

5.2 The Chairperson will:

(0]

O O O 0O

ensure that the appropriate organisations are represented, with flexibility to include or
substitute representatives from various medical organisations depending on the topic(s)
under discussion

check with members that any conflicts of interest are managed at every meeting
ensure the group’s deliberations are balanced
facilitate robust discussion and ensure all group members have their say

ensure meetings operate efficiently and effectively.

6 Members

6.1 Members will attend all meetings. If a member is unable to attend for any reason, they must notify
the Chairperson.

6.2 Members will:

o
o
0]
0}

represent their group/organisation
take a sector-wide view when considering any proposals
ensure the group operates efficiently and effectively

receive a meeting fee as outlined in Schedule One (Remuneration of Members).
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Dean review: medical issues
October 2016

7 Meetings

7.1 The Medical Issues Working Group will meet up to four times in total.

8 Administration and reporting
8.1 The Chairperson must appoint a secretary, who will:

0 coordinate the scheduling of meetings and forming and distributing the agenda

0 record and distribute meeting minutes and an actions list to members for comment within
ten business days after each meeting

0 communicate with members as required.

8.2 ACC has agreed to up to four meetings to address the medical evdience issues raised by the
review.

8.3 Once the group has completed its deliberations; any recommendations are to be forwarded to the
relevant organisation or decision-making body for consideration, and the ACC Board is to be
informed.
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Dean review: medical issues
October 2016

Schedule One: Remuneration of Members

1.

Payment to members of the Medical Issues Working Group is in accordance with rates
established by the government under the fees framework for members appointed to bodies in
which the Crown has an interest, (see: Cabinet Office Circular CO (12) 06). The Medical Issues
Working Group is classified as a “Group 4; other Committees and bodies”.

Members are paid at the approved attendance rate, as set by the Chief Executive.

Members who are Medical Practitioners registered with the Medical Council of New Zealand, or
Barrister and Solicitors of the High Court of New Zealand and run a sole practice; may at the
absolute discretion of the Chief Executive, receive $350.00 (including GST, if any) per meeting
attendance. This includes any associated travel time.

. In addition, each member under clause 3 will receive $350.00 (including GST, if any) for

preparation time for each meeting.

. Other members who attend the Medical Issues Working Group who are not Medical

Practitioners, Barristers, or Solicitors will receive $250.00 (including GST, if any) per meeting
attendance. For the purposes of clause 3(1) of Schedule One, the decision of the Chief
Executive is final and binding.

In addition, each member under clause 5 will receive $250 (including GST, if any) for
preparation time for each meeting.

. Meeting fees must be invoiced, in arrears; to ACC by the entity that the member represents.

. Arrangements as to how the individual member.is paid are the sole responsibility between the

representative entity.and the individual member concerned.

. Where a member does not represent an entity, it is possible payment be made through the ACC

payroll system, with withholding tax deducted at 33%.
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Medical issues Working Group — 19 December 2016

Meeting notes and actions

Meeting attendees are listed at Appendix 1.

Agenda | Note Action
item
3 Dr Peter Robinson confirmed that the scope of work would
include looking at clinical advice across the whole client
pathway.
“Sole practice” was removed from Schedule One of the ACC Policy
Terms of Reference.
4 The agenda was confirmed with no.changes:
5 It was noted that a Ministry of Justice representative would
be at future meetings.
It was agreed that there should be representation of Maori, Chair
by inviting-a doctor from Te Ora
6 It was agreed that JC Somers would email attendees with JC Somers (MBIE)
details of the Review Costs and Appeals Regulations and
seek feedback on these.
7 Verbatim points from the discussion on Availability —

ensuring sufficient medical experts were captured on the
whiteboard / flipcharts and are detailed at Appendix 2.

Key points from discussion were:

- *_There could be benefits in having an independent
body to commission reports

- There were issues of both cost and demand

- The work needed to be better promoted

- The work needed to be made more attractive, e.g.
simpler to do

- There was potential to widen the pool, e.g. GPs who
have vocational registration and/or specialist
gualifications

- Remuneration needed to be addressed

- Guidance and training on the role of experts




Verbatim points from the discussion on Independence —
medical experts perceived to be objective were captured
on the whiteboard / flipcharts and are detailed at Appendix
2.

Key points from discussion were:

- Independence was already required under Medical
Council guidelines

- Improved guidance and training was needed on the
role of a medical expert in providing 3™ party
assessments

- There may be value in having an independent body
that could commission reports

- Perceptions were that there were “camps” of medical
experts for ACC and advocates, and reluctance to
work for the “other side”

Verbatim points from the discussion on Dialogue —to
enable medical experts to conferwith each other were
captured on the whiteboard/ flipcharts and are detailed at
Appendix 2.

Key points from-discussion were:

- There‘was significant value in -having-dialogue
between medical experts

- There were challenges in'achieving this because
medical experts were busy people

- The clients should beinvolved at the start

-\ ‘There were risks that divergent views, which could
be valuable, may be-lost

10

Dr Peter Robinson said the next steps would be to circulate
the minutes from the meeting and for attendees to socialise
the issues with their organisations, and get feedback.

It was requested that ACC would:
e provide any data held on cost of medical evidence
provided by ACC at reviews
¢ ook at the process for commissioning medical
advice and identify opportunities for simplification

It was agreed that FairWay would provide information on
forthcoming changes to review processes to attendees.

The next meeting would be scheduled late February/ early
March, and would focus on actions that could be taken to
address the issues identified by the working group.

Peter Robinson

Peter Robinson

Derek Pullen

Nicola Harrison




Peter Robinson

ACC Clinical Services Directorate

Nicola Harrison

ACC Clinical Services Directorate

Julia Lee Facilitator
Charles Smith ACC Policy
Michael Austen ACC Clinical Advisory Panel
Karen Robertson ACC Policy

Dr Denise Powell

Acclaim Otago

Bruce van Essen

Acclaim Otago

Derek Pullen

Fairway

Warren Forster

Forster & Assoc

Tom Barraclough

Forster & Assoc

Richard Lander

Council of Medical Colleges

Disabled Persons Assembly

Pati Umaga
JC Somers MBIE
John Miller NZ Law Society
Ben Thompson NZ Law Society
Carl Stent NZ Association of Accredited Employers
Greg Lloyd NZCTU / Workplace Injury Advocacy

Service

Lesley Clarke

NZ Medical Association

Andrea Pettett

NZ Orthopaedic Association

Deanne Wong

Royal NZ College of GPs

Felicity Goodyear-
Smith
Sam Hack

Mary Ahern
SueArnesen

Royal NZ College of GPs

ACC lawyer
ACC Legal
Council of Medical Colleges

Appendix 1



Appendix 2

Verbatim points from topic discussions

Availability — ensuring sufficient medical experts

¢ Not attractive work for surgeon — cost, timeliness, other work, tests
¢ Need to promote importance of work
e Up skill people on independence of reports

e Problems when there are different medical opinions —how do-you rate one medical
opinion against another?

e College would facilitate training for members, provided by ACC, which could have
CPD points

e College would facilitate guidelines for GPs and publicising the role of experts
e Need to understand whether this‘is a cost problem or a supply problem

¢ Need to avoid battle of experts

¢ Claimants need to know medical expertise is available

e “Freeway effect” - greater availability will drive more demand — need to consider
future demand not just current demand from Court

¢ Changes in review and court guidelines will include provision for medical evidence to
be funded by ACC which will significantly increase demand for clinical advice

e Equity issues between availability of medical evidence for ACC and for claimant

e Perceived conflicts of interest mean that medical assessors who do work for ACC
won’'t do work for advocates

e Make it more attractive — timeliness
e Enforce or incentivise

o Keep it simpler



Make it part of people’s practice
Promotion and communication — e.g. awards for best assessor
Remunerate at same rate as normal work for assessors

Consider spending differently, e.g. giving everyone entitlements or getting rid of
causation tests and reducing spend on reviews/ court /medical evidence

Policy issues with the health system / ACC
Providing one report which everyone uses
Need for providers to set expectations

Enable expert advice to be provided more<broadly, e.g. by GP with specialist
qualifications, physiotherapist with lumbar disc specialisation

Facilitate process to improve timeliness of advice —manage process to be more
efficient, less paper, present assessors with only the information they need to read,
get good administrator to prepare documentation

ACC streamline processes —~ get rid of 500 pages

Limited pool of assessors —market conditions need to change

Tie in with advocacy network

Claimants may not be able to afford medical reports - time to get medical reports can
mean six months without income

Ensure experts have done training

Increase the pool by asking vocationally registered GPs with specialist qualifications
to undertake assessments

Busy doctors
Need practising doctors not those who only do reports

Claimants who aren’t represented don’t understand the importance of getting medical
evidence, needs to be communicated

Insert an independent funding body between ACC and medical experts so either side
wanting a report could apply to the agency



Need to look at quality of medical comment ACC relies on, e.g. pharmacist engaged
in dispute with surgeon, CAP decisions signed by physiotherapist and surgeon, what
level of senior input has there been?

Consider creating an intermediary which could create a standard system or control
existing system

ACC also has issues about availability of medical experts
Use overseas doctors
Use retired doctors

CAP looks at 1200 surgery requests a week — not-all cases require client to be seen,
e.g. issues of causation.

Finding surgeons is not easy for CAP — assessments can require 200 pages of
reading

Can we break pathway down?

Doctor should always assess independently on clinical evidence:

Is this a problem of perception?

Money is.a component-of the problem

Could work be done around requests to make them more targeted?
Don't over-engineer or become too mechanistic, e.g. templates
Useindependent funding report

Busy — limited pool of people, GPs not used

A lot of medico-legal work out there and surgeons aren't trained
Retired doctors are not as credible

Not well remunerated for surgeons who run businesses

Degree of complexity

Tension between scope of practice and court view of GP vs. surgeons:

GPs can have specialist qualifications
ACC medical reports are low priority — cost, convenience



Fairway coming guidelines will pre-authorise medical reports
Duelling specialists

Hard for reviewers to commission reports

Source reports from Australia

Training issue — some reports clearly advocacy. Specialists need to be aware
reporting for the Court not ACC

ACC don't engage the same people all the time

Claimant on back foot — income cut off and legal aid not available over $26k

Some specialists won't jeopardise their work with ACC by doing work forthe claimant
Funding for intermediary body would help

Give same entitlements for health and ACC

Advantages with ACC — claimant on the back foot

Nightmare for client

Independent medical advice would enhance reputation of ACC

“Card game” where can be five signatures on a CAP decision and GP won't cut it for
a reviewer/ Court

Good to get all stakeholders together

Medics may not be keen to get people on/ off scheme
Medical profession not interested in AEP

Clients need resources and information

Institutional and structural issues

Social investment — clients see ACC as “enemy”, support each other and frightened.
No trust in system — independent body could be good

Disgruntled clients are given expectations that they have cover and then find they
don’t have it for a procedure



Independence — medical experts perceived to be objective

o Fairway:

- only get written evidence

- tone of the document needs to be independent but often this is not the case —
training needs to be undertaken

- medical specialists should not quote case law or legislation

e Hard to find someone who is perceived to be independent by one of the “camps”

¢ Needs to be clear whether the independence is of the person, or the evidence

e Guidance and training courses are needed to ensure good model report writing

e Guidance needs to be independent of ACC

e Requests for report need to clarify why a report is being requested and why
guestions are being asked

¢ Need to think about'how we address perceptions
¢ Need process for accrediting experts, what if claimant doesn’t want anyone on list?
o CAP expect surgeons to be advocates for their patients and patient’s interests

e . Court — has been less criticism of individual, more criticism at report (reaching
conclusions)

¢ More information to claimants up front, how process works, doctors need to be
independent

e Report from treating expert has more weight, advocacy reports worth less

e Claimants need to have relationship and trust — get consumer perspective on how
they see independence

e Perception ACC has all the resources so no level footing

e Medical Council standards cover that doctors must not act as an advocate in third
party assessments:

- concern Acclaim Otago that there are not “teeth” to the standards
- make it clear to experts that Medical Council standards apply



ACC preparing guidelines for providers on 3™ party reports
Important that person asking for reports ask the right questions
Important that experts understand their role

Experts need to show they are acting independently: claimants may perceive that
because they are paying the expert is working for them

Important to ensure experts are objective and person-centric

People can be blind-sided by reports — experts need to come back to the person\
Reports could be blind so the expert does not know who it is for

Guidance and training needed

Insert Court /reviewer in who you’re writing for

Could be 10 fold increase in requests for medical reports because of changes to
review process

Self-represented person finds it hard to ask the right questions — should we use an
external party or train assessors?

How do we show independence is achieved, e.g. number of assessments, limit
number of assessments a year, data?

Courts are not interested in who the assessor is
ACC has ways to dominate, e.g. get relationship manager to tell GP off
Medical Council guidelines haven’t worked

Saying “I am independent” at the start of the report is worthless — person needs to
trust the people doing the assessment, building trust is difficult

UN Convention on Rights for People with Disabilities needs to be part of approach
Funding and KPIs do make a difference to independence

Court wants as much information as possible — every bit of evidence is potentially
medico-legal

Did the accident cause the injury is a legal question that requires case law. The line
between legal and medical is difficult



Tension between medical specialists if there is a demand about the workings

How can we improve existing perceptions to improve independence? Only a number
of formal mechanisms MBIE can provide, e.g. independence of Fairway

Hard to be independent expert not advocating for the claimant

Need to have all the evidence, otherwise can’t be independent

Training and accreditation

Guidance that compliance is needed with Medical Council standards

Have a body which provides or provides the infrastructure for one expert from
nominated fellows of college — overcome capacity issues (ACC model-for second
opinions)

Claimant may want two options

Questions for medical advice from AEP were leading questions: needs to be
addressed

To what extent does treating surgeon-advacacy role influence ACC decision?

Having 1 assessor/to review would help

Dialogue —to enable medical experts to confer with each other

For ACC CAP elective surgery team:

communication with surgeons is largely by email/ letter

could discuss decision to decline with the treating surgeon

there are opportunities for CAP to confer with the surgeon before and after decision-
making

talking is easier than paperwork

the treating surgeon could be asked to attend the relevant CAP panel by phone

To get health professionals to confer effectively, they need to be in the same room —
it can still be hard to get them to reach the same opinion

Busyness is an issue for surgeons. It's hard to get time to confer, it could impact on
timeliness of the process, most conferring is by mail

10



ACC ran a trial of communicating declines in Dunedin which got everyone in the
room — it can be done. The UK also puts the experts in the room

Dialogue can get the adversarial nature out of issues — enables what is in conflict to
be identified, and then get it resolved

“Hot-tubbing” enables experts to get together, work through the areas of conflict, and
get to a consensus view or limit the number of issues that remain. Practical
difficulties often require a phone conversation.

May need to be cautious about how it would work, e.g. if there was one expert on
one side and five on the other side

AEP try to schedule meeting of all parties but can be hard to-do

Potential for joint report between medical experts —what’s agreed, points of
disagreement and the rationale for these

Clients should be involved in meetings

Cost for medical experts’ time estimated at $100 per hour but could be $500 an hour for
surgeon in business

Risk “hot-tub” might not-drive quality
May not get agreement

Medical practitioners don't always want to disagree with people — could diminish the
poolof providers

Potential lack of transparency

Differing views can be helpful to drive medicine and law
Need dialogue and different views

Case conferences could be a lot cheaper than reviews ($5k)
Have dialogue early with client

More resources upfront to resolve earlier

Need a layered approach so dialogue should start earlier

Conferring pre-decision would be beneficial as in employment law

11



Agenda

10 am

10.05 am

10.10 am

10.55 am

12 pm

12.30 pm

1 pm

1:20 pm

1.50 pm

Monday 13 March 2017

10am to 2pm

Rangimarie Room 1, Te Papa
55 Cable Street, Wellington

Welcome from Chair (Peter Robinson — ACC'’s Chief Clinical Advisor)

e Round the table introductions

Approval of notes from 19 December 2016 meeting

Independence: Draft guidelines for medical experts-performing medical assessments for
ACC

Discussion on the availability of medical experts

e Update on impact of the changes to FairWay’s case management system

Lunch

Medical Assessors project ~ Gillian Anderson
MBIE: Review Costs-and Appeals Regulations - JC Somers
Internal Advice Panels

e | Update on changes considered to ACC’s Clinical Advisory Panel

Wrap up and closing remarks

Provisional date for the next working group meeting is tabled.






Medical issues Working Group — 13 March 2017

Meeting notes and actions

Meeting attendees are listed at Appendix 1.

Agenda Note Action
item
Approval It was raised that notes from the previous meeting were
of notes summaries and not “verbatim”. Agreed to remove the
word verbatim. The meeting notes from the previous
meeting were approved.
Draft The draft guidelines for medical experts performing
guidelines | medical assessments for ACC were discussed.
for medical | Whiteboard notes are attached at Appendix 2 — item 1.
experts
It was agreed that:

e ACC would consider how to address questions Peter Robinson/
posed by Warren Forster & Associates, which Karen Robertson
were raised but not discussed in‘the meeting (see
Appendix 2 item 1)

¢ [ (ACC Policy would-update the guidelines and Karen
circulate a final draft for review. Robertson/Nick

Rees
Availability | Ideas to improve the availability of medical experts were
of medical | identified and discussed. Whiteboard notes from three
experts break-out groups, and a plenary discussion, are attached
at Appendix 2 —item 2.
It was discussed that there were two key actions to
progress at this stage: Peter Robinson

e early conversations with parties eg medical
professionals before decisions were made
broadening the pool of medical experts with other | Peter Robinson,
health professionals with relevant expertise. with input from

medical colleges
i TOUT OF SCOPE
Review JC Somers gave a presentation on Review Costs and JC to circulate soft
costs and | Appeals Regulations. copy to working
regulations group members.
Internal Michael Austen gave an overview of changes being made




advice
panels

to ACC’s Clinical Advisory Panel.

Appendix 1 — List of Meeting Attendees

Attendees

Representing Body

Peter Robinson

ACC - Clinical Services Directorate

Nicola Harrison

ACC - Clinical Services Directorate

Julia Lee

Facilitator — Business Skills Training

Nick Rees

ACC - Policy

Michael Austen

ACC - Clinical Advisory Panel

Gillian Anderson

ACC - Provider Service Delivery

Karen Robertson ACC - Policy
Sam Hack ACC ~Legal
Mary Ahern ACC - Legal

Bruce van Essen Acclaim Otago

Bernard Lock Fairway

Tom Barraclough

Forster and Associates

Sue Ineson

Council of Medical Colleges

Richard Lander

Royal Australasian College of Surgeons

Alexandra Jackson

MBIE — AC Policy

JC Somers MBIE — AC Policy
John Miller New Zealand Law Society
Ben Thompson New Zealand Law Society
Karen Birch New Zealand Association of Accredited Employers
Greg Lloyd NZCTU / Workplace Injury Advocacy Service

Lesley Clarke

New Zealand Medical Association

Michael Mathieson

Ministry of Justice

Deanne Wong

Royal New Zealand College of General Practitioners

Sarah Sciascia

Te Ora

Te Oraiti Reedy

Te Ora

Apologies Representing Body
Graham Dyer ACC - Provider Service Delivery
Pati Umaga Disabled Persons’ Assembly
Carl Stent New Zealand Association of Accredited Employers

Andrea Pettett

New Zealand Orthopaedic Association

Felicity Goodyear-Smith

Royal New Zealand College of General Practitioners

Warren Forster

Forster and Associates

Denise Powell

Acclaim Otago




Appendix 2 — Whiteboard and Flipchart Notes

Medical Issues: Independence: Draft Guidelines:

1) Draft Guidelines for medical experts performing medical assessments for ACC:

The following comments were made on the draft guidelines:

Questions how we get to point of providing medical advice

Under ‘e’ privacy, add link to ACC privacy policy

Good summary

Role of ACC should go up front

For ACC to make decision refer to Medical Council professional standards in the
fourth paragraph

Under ‘impartiality,” add ‘personal interest’

Under accuracy, change ‘evidence’ to ‘information’

Add template / guidance at back for easy reference to medical experts

Should we ‘comply with-code’ not ‘observe patient’s rights’

Why don’t we use High‘Court model attached to this?

Clause 4 — need to give scope to expert to reconsider to take on different views

Page 2 — don't agree assessor should-have to go back to ACC. Privacy Act — Collect
info from person-involved.

Medical Council = doctors should physically examine people

Guidelines cover spectrum of issues including court and non-court

Where would the expert name be?

Document sets out a set of principles

Need to get people into the room — e.g., advocate, GP, client — to share info and
make decision (Dunedin Pilot 2014)

Guidelines do not solve problems of procurement of medical assessments

Need to understand what happens when the wheels come off

Need to focus on claimants

What is/the practice among others, e.g., insurers?

If case’'management process works well, these factors should be taken care of

Will depend on the circumstances

The following questions were tabled but not discussed:

0 Who decides an assessment is necessary and who else is consulted?

0 Who decides on the qualifications / experience requirements of the assessor?

0o Who decides entry into the pool of people with required
“qualifications/experience”?

0 Who decides which individual assessor from the pool will provide the
assessment in that particular case?

0 Who decides what information will be provided to the person conducting the
assessment?

0 Who decides what questions will be asked of the assessor?

0 Who decides process of assessment: time, duration, whether the assessment
will be recorded and who will attend?



0 Who decides whether the individual assessment and individual report is of
appropriate quality and requests changes to the report?

o0 Who monitors the system of assessments and makes changes as required?

0 Who pays for the assessment and management of the assessment process
and how is this done in a way that avoids the current perception problems
redeveloping?

2) Discussion on the availability of medical experts:

i) The meeting divided into three groups. These are the notes from the
flipcharts.

Barriers:

e Complex Cases
e Cost
o Availability

Remove practical barriers (bundle, agreed guestions)
Survey:

e Doyou
o Willyou
e Why not

Increase $$

Health advisor pool
o “Notjust medical
The ‘right’ expert and court buy in
Value proposition
Professional bodies
Context of challenges to clients

e Early consultation by ACC with experts / GP / other treating professionals before
decision is made

¢ Training on ACC
0 During post-grad studies / undergraduate
Including medico-legal aspects
ACC offer medico-legal training
Could be used for CPD
Certificate in medico-legal
= Get preference in review / court expectations
= Include report writing

O 0OO0Oo

e Broadening pool to other professionals — ACC start with this
0 Relevant expertise

e GPSI-v.few
e Use GPs instead of other specialists
e ACC and other party agree to a separate specialist when there is a dispute



Need to decide the question first
o0 Expert that can answer question
Get agreement with medical experts before ACC makes the decisions — reduce
disputes
ACC and patient’s GP talk more
Expand to other professions:
o E.g. nurse, physio, osteo, chiro
o Don't need to match orthopaedic surgeon vs. orthopaedic surgeon
0 ACC could widen pool at outset
Increase education about ACC in training
0 Raise awareness of opportunities with ACC interest

Solutions for ‘right now’:

Telehealth

Case Conferencing

? Graduates

? Nurse practitioners

Agreed clinical pathways for 20 common conditions
o Shoulders

Knees

Key factors that need to be taken into account

ACC lowers its threshold tests

Pre-agreement =less dispute = less reports

O O0OO0O0

How can we increase medical expert advice?

Is this a core part of their role? Different perception in medical sector
When we get-advice, we take that advice whether or not we agree
Limited \amount of expertise —demand on time (Hospital Model)

Solutions:

Training (programme — through colleges / Medical Council / CPD (within next 3
months) with- ACC-input
o " Educate future workplace (universities / DHBS)

e Telehealth = within NZ / Overseas?

o Upskill GPs (GPSI)

¢ Adequately remunerated

¢ Agree information so all on same page

o Build good relationships — critical

e Using DHB experts to assist — DHB HR Managers
i) Identified Priorities

The following actions were identified as
priorities for now:

The following actions were identified as
priorities to be investigated:

Case conference before decision is made
(clients need to be legally informed)

Medico-legal training

Early conversations

Broadening pool to other professionals —
relevant expertise

Telehealth — use international workforce

Case conferences




Agreed clinical pathways to 20 common
conditions

Survey ask people why not doing value
proposition

Use conciliation process

Offer more money — cost of reports

iii) Progressing Identified Priorities
Early conversations with parties before decisions are made:

Pre-decision discussions with medical professionals

Through Fairway —not be appropriate cause decision not made
ACC should lead because at this stage an ACC decision

Work on lodgement may address issues

Broadening pool with other health professionals with relevant expertise:

Talk to relevant professional associations / regulatory bodies, €.g.; physios
Promote training on reporting

Ensure there is delegation rather than role substitution

Position benefits and remuneration (ACC'/ Council of Medical Colleges)
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