
(2) T.D. Number (Governor's Office Use) 

12-72 

(4) PA Code Cite 

34 Pa. Code Chapter 127 

(6) Type of Rulemaking (check one) 

X Proposed Rulemaking 
Final Order Adopting Regulation 
Final Order, Proposed Rulemaking Omitted 

TRRC Number: (3) Short Title . 

Medical Cost Containment 
(5) Agency Contacts & Telephone. Numbers 

Primary Contact: Eileen Wurisch, Chief,~Health Care Services 
Review Division; (717) 772-1912 
SecondaryContact : John T. Kupchinsky, Director, Bureau of 
Workers' Compensation ; 717-783-5421 . 

(7) Is a 120-Day Emergency Certification 
Attached? 

X No 
Yes: By the Attorney General 

,Yes: BytheGovernor 

(8) Briefly explain the regulation in clear and nontechnical language.; 

The Department of Labor and Industry (Lepartment), Bureau of Workers' Compensation (Bureau) ; proposes the following amendments to Chapter 127 of Title 34 of the Pennsylvania Code (Medical Cost Containment Regulations) to provide and clarify requirements and procedures for reimbursement and review of medical treatment for work-related injuries under the Pennsylvania Workers' Compensation Act (Act), 77 P . S. § § 1 - 2626.. 
(9) State the statutory authority for the regulation and any relevant state or federal court decisions. 

The Department proposes these amendments to the Medical Cost Containment Regulations under the authority contained in sections 306(f.2), 401 :1, 420(a)'and 435 of the Act (77 P..S . §§ 53, 710, 831 and. 991) . 

Department of Labor and Industry 
Bureau of Workers' Compensation 
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(10) Is the regulation mandated by any federal or state law or court order; or federal regulation? If yes, cite the specific law, case or regulation, and any deadlines for action ., 

(11) Explain the compelling public interest that justifies the regulation : What is the problem it addresses? 

Since 1995, . the Department had the opportunity to examine the current rules' operation and effectiveness . Myriad issues and occurrences, including far-reaching changes 'to Medicare payment systems and the advent of new medical procedures, have arisen during the Department's administration of the current regulations, and have diminished the effectiveness and applicability of the Medical Cost Containment Regulations to the current workers' compensation and medical environments . Additionally, members of the regulated communities have alerted the Department to potential inefficiencies in the existing regulations . These are all compelling reasons for the Department to propose this rulemaking . 

(12) State the public health, safety, environmental or general welfare risks associated with nonregulation : 

Nonregulation . would lead to growing inconsistencies between the current rule and contemporary medical standards and technologies, as well as medical billing procedures . 

(13) Describe who will benefit from the regulation . (Quantify .the benefits as completely as possible anal approximate the number of people'who will benefit.) 

Employees, . employers, workers' compensation insurers and the Bureau will benefit from . these regulations . The proposed . regulations will increase the efficiency and effectiveness of the parties' transactions with the Bureau and each other . The proposed regulations will simplify many aspects of the provision . and payment of medical benefits under the Act, and will provide additional certainty to virtually all aspects of medical treatment under the Act. 

No federal law or court order requires the Department to adopt this regulation . However, section 306 of the Act, 77 P.S. § 531 .1, contemplates the promulgation of regulations for the purposes of utilization review and the medical benefits fee schedule. 

_ a I'S` 
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(14) Describe who will be adversely affected by the regulation . (Quantify the adverse effects as completely as possible and approximate the number of people who will be adversely affected.) 
No one will be adversely affected by the regulations. 

(15) , List the persons, groups or entities that will be required to comply with the regulation . {Approximate the number of people who will be required to comply.) 

The following persons, groups or entities will be required to comply with the regulations : approximately 300 workers' compensation insurers, including the. State Workers' Insurance Fund; approximately 800 self-insured employers, including the Commonwealth; .workers' compensation judges; Workers' Compensation Appeals Board commissioners and officials; employees of the Department ; and participants in the Pennsylvania workers' compensation system, including injured employees, health care providers, employers, workers' compensation insurers and their respective counsel. 

(16) Describe the communications with, and input from the public in the development and drafting of the regulation. List the persons and/or groups who were involved,'if applicable . 

On September 16, 2004, the Department held a stakeholder meeting to discuss issues grid solutions regarding the Medical Cost Containment Regulations. The following groups were invited : 

PA Chapter of IA.RPS; Office of Vocational Rehabilitation, PA Rehabilitation Counseling Association; American Insurance . Association; Alliance of American Insurers ; Pennsylvania Trial Lawyers Association; PBA Workers' Compensation Law Section, Martin, Banks, Pond, Lehocky. & Wilson; PBA WC Liaison Committee; Spence, Custer, Saylor, VWolfe & Rose,; Insurance Federation of Pennsylvania, Inc. ; , Pennsylvania Self-Insurance Association; Thomas Jefferson University Hospital; PA Defense destitute Workers' Compensation Committee; Pennsylvania AFL-CIO; Commission on Rehabilitation Counselor Certification ; Alico Services, . Ltd. ; American Review Systems, Inc . ; C.A.B . Medical Consultants; CEC, Inc.; CorVel Corporation; First Managed_ Care Option; Hajduk & Associates ; Health Care Dimensions, Inca ; Industrial Rehabilitation Association, c/o FJP Bnterprises, Inc. ; I~VS Consulting Services ; LRC Rehabilitation Consultants; ~ McBride & McBride Associates ; QRS Managed Care Services ; Quality Assurance Reviews, Inc. ; Rehabilitation Planning, Inc. ; Solomon Associates, Inc. ; T&G Reviews ; Tx Review Inc. ; West Penn IME; Inc. ; AIG Claiin Services, Inc.; American Interstate Insurance Company; CAN Insurance Company; CompServices ; Iric : ; Donegal Mutual Insurance Company; Eckert Seamans; Erie Insurance Company; Guard Insurance. Group ; Jonathan Greer; Liberty Mutual Insurance Company; Exelon Corporation; Penn National Insurance; PMA Group; Peerless Insurance ; Risk Management, Inc.; State Workers' Insurance ~ Fund; St. Paul Travelers Insurance 
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Company; Zurich North America; Hospital Association of PA; Temple University Hospital; David Frank, M:D. ; PPTA; Northeastern Rehab. Assoc. ; . PA Association,of Rehab Facilities ; Paul Goble; PA Chiropractic Association; The Hetrick Center; Dr. Carl Hiller ; Dr. Walter Engle; Catherine Wilson, Pennsylvania Medical Society; Dr . Roy Lefkoe, Dr. Jon B. Tucker, PA Orthopedic .So.ciety; PA Pharmacists Association; Milton S. Hershey Medical Center ; PA Insurance Department ; Larry Chaban, Esquire. 

Additionally, as a result of the invitation to the September 16, 2004 meeting, the Department received written comments from the following groups : the Pennsylvania Chiropractic Association; the State Workers' Insurance Fund; The Hospital . and . Healthsystem Association of Pennsylvania; the Pennsylvania AFL/CIO; the Pennsylvania Medical Society; the Pennsylvania Trial Lawyers Association; the Pennsylvania Orthopedic Society; the PMA Insurance Group; LRC Rehabilitation Associates, Inc. ; the American Insurance Association; the Insurance Federation of Pennsylvania; Hajduk & Associates ; Cornpservices, Inc. ; and; the Department's Office of Adjudication . 

Actual attendees who provided comments at the meeting were : 

	

Kenneth Stoller, of the American Insurance Association; David Wilderman and Ronald Calhoon, of the Pennsylvania AFL/CIO; Sam Marshall, of the Insurance Federation of Pennsylvania ; Jerry Lehocky, of the Pennsylvania Trial Lawyers Association; Dr. Maria Hatam, of the PMA Group; and, Leona Franks; of LRC Rehabilitation Consaltants;. Inc. 

(17) Provide a specific estimate of the costs and/or savings ,to the regulated co~rimunity associated 
with compliance, including any legal, accounting,or consulting procedures which may be required . 

No significant costs are anticipated. Obtaining or creating the new form, the Request for Pre-
certification of Treatment, may be an insignificant cost to employers and insurers and will present little 
or no. cost zo employees or .the Bureau. The regulated. community will likely benefit from the ease of administration and additional certainty provided by the regulations, but such benefits are not readily 
quantifi able . 
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(18) Provide a specific estimate of the costs and/or savings ~to, local governments associated with compliance, including any legal, accounting or , consulting .procedures . which maybe required . 

No significant costs are anticipated. To the extent that =local governments are employers, obtaining or creating the new form, the Request. for Pre-certification of Treatment, may be an insignificant cost. The regulated community will likely benefit from the ease of administration and additional certainty provided by the regulations, but such benefits are not readily quantifiable. 

(J:9) Provide a specific estimate of the costs and/or savings to state government associated with the implementation of the regulation, including any legal, accounting, or consulting procedures which nrxay be required . 

No significant costs are anticipated . To the extent that the Commonwealth is an employer, obtaining or creating the new form, the Request for Pre-certification of Treatment, may be an insignificant cost . The regulated community, including the Commonwealth as an employer; will likely benefit from the ease of administration and additional .certainty provided by the regulations . 1-iowever, these benefits are not readily quantifiable . 



(20) In the table below, provide an estimate of the fiscal savings and costs associated with implementation and compliance for the regulated community, local .government, and state government for the current year and five subsequent years . 

SAVINGS : 

Regulated Community 
Local Government 

State Government 

COSTS: 

Regulated Community 
Local Government 

State Government 

Total Costs 

Regulated Community 

Local Government 

Current FY 
Year 

FY +1 
Year 

REVENUE LOSSES : 

FY +Z 
Year 

Total Savings 

State Government 

FY +3 
Year 

FY +4 
Year 

FY +5 
Year 

Total Revenue.Losses~ 

(20a) Explain how the cost estimates listed above were derived. 

There are no means to estimate any slight cost associated with the regulation, 
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_ _ °a,_°, ~~~,~ .~-. .~.era.;.~:~~a--~~e ::ls;~ 
(ZOb) Provide the~past three year expenditure history.for programs affected by the regulation . 

Program FY -3 FY -2 FY -1 Current FY 
Workers' Comp. 
Administration 
Fund 
Non-BWC 

$ 51,422,033.00 $ 52,551,198 .00 $ 49,441,420.00 
(as of 8/5/04; 
closin in .10/04) 

$ 55,000,000 .00 
(appropriation for 
year) 

programs Unquantifiable Unquantifiable . Ur~quantifiable Unquantifiable 
that may be 

impacted , 

(21) Using the cost-benefit information provided how the 
outweigh the 

above, benefits of 
adverse effects 

explain the 
and costs. 

regulation 

There are no adverse effects and costs. Instead, the 
certainty 

proposed would 
to the workers' 

regulations and add 
compensation 

greatly 
system, while further 

simplify 

employees throughout 
the health and welfare 

the 
protecting of 

Commonwealth. 
injured 

(22)~ Describe the nonregulatory alternatives considered and the costs 
alternatives . Provide 

associated with those 
the reasons for their dismissal. 

Non-regulatory alternatives cannot create a standard 
considered . 

and 
These 

legally-enforceable tYierefore 
regulations 

were not 
provide updated information and ~to 

regulations. 
guidance an already existing act and 

(23) Describe alternative regulatory schemes considered and 
schemes. 

the costs 
Provide 

associated with those 
the reasons for their dismissal. 

Alternative regulatory schemes were not considered because the current 
appropriate 

amending regulations is the 
means to incorporate these updated standards and 

only 
procedures. 
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(24) Are there 

_ 
any provisions that are more stringent than federal standards? If yes, identify the specific provisions and the compelling Pennsylvania interest that demands stronger regulation . 

There are no comparable federal standards . 

(25)~ How does this regulation ,compare with those of other states? Will the regulation put Pennsylvania at a competitive disadvantage with other states? 

Comparison to other states' provisions is impractical because statutory requirements and systems differ from state to state . However, the proposed . regulations are likely to enhance 'the Commonwealth's competitive advantage by providing a business . climate . designed to promote economic growth, while protecting the health and welfare of Pennsylvania's employees . 

(26) Will the regulation affect existing or proposed regulations of the promulgating agency or other state agencies? If yes, explain and provide specific citations . 

These regulations will amend 34 Pa: Code Chapter 127 (relating to medical cost containment) by 
updating and clarifying the existing regulations that govern the administration of the. Act and related 
procedures . 

(f7) . Will any public hearings or informational meetings be scheduled? . Please provide the dates, 
times, and locations, if available . 

It is not anticipated that any other meetings will be scheduled prior to consideration of the proposed 
rulemaking, except those required by the Independent Regulatory Review Act, or as otherwise ordered 
by the Independent .Regulatory Review . .Commission. The . Department does plan to conduct 
informational meeting during consideration, and after approval of final-form rulemaking . . 
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(28) Will . the regulation change existing reporting, ,record . keeping, or~ other paperwork requirements? Describe the changes and attach copies of forms or reports which will be required as a result of implementation, if available . . 

The proposed regulations require the creation of only one new form, the Request for Pre-certification of Treatment . .. Existing forms require few modifications . Therefore, the proposed regulations do not impose any significant additional reporting, . record keeping or paperwork requirements. on either the Commonwealth or the regulated community . 

(29) Please list any special provisions which have been developed to meet the particular needs of affected groups or persons including, but not limited to, minorities, elderly, small businesses, and farmers. 

There is no need for special provisions . 

(30) What is the anticipated effective date'of the , regulation ; the date by which compliance with 
the regulation will be required ; and the date by which any required permits, licenses or other 
approvals must be obtained? 

The proposed regulations will 'be effective when published in the Pennsylvania Bulletin as final-form 
regulations . These regulations will require,no new licenses, permits,or approvals . 

(31) Provide the schedule for continual preview of the regulation . . i 
The Department will continue to monitor the impact and effectiveness of the regulations . Changes to the Act and court decisions may lead to amendment of the regulations . 
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The Department of Labor and Industry (Department), Bureau of Workers' Compensation (Bureau), proposes the following amendments to Chapter 127 of Title 34 of the Pennsylvania Code (the Medical Cost Containment Regulations) to provide and clarify requirements and pro- cedures for reimbursement and review of medical treatment for work-related injuries under the Pennsylvania Workers' Compensation Act (Act). 

Statutorv Authority 

The Department proposes these amendments to the Medical Cost Containment Regula-tions under the authority contained in sections 306(f.l), 401 .1, 420(a) and 435 of the Workers' Compensation Act (Act) (77 P.S . §§ 531, 710, 831 and 991). . 

Back~i-ound 

PROPOSED RULEMAKING 
Title 34-Labor and Industry 

Part VIII 
Chapter" 127 

[34 Pa. Code Chapter 127] 

The Medical Cost Containment Regulations were originally promulgated on November 1l, 1995 in response to the enactment of Act 44 of 1993 (Act .44) . Act 44 amended the Act to provide medical cost . containment mechanisms, including medical 'fee caps, fee .review proce- dures, designated Lists of physicians, and medical treatment review procedures . The regulations were further amended on January 17, 1998, in response to 'the enactment of 'Act 57 of 1996, which significantly altered the Regulations' utilization review acid designated list of physicians provisions . 

Since 1995, the Department has had the opportunity to examine the R.egulatioris' opera-tion and effectiveness. Myriad issues and occurrences, including far-reaching changes to Medi-care payment systems and the advent of new medical procedures, arose daring the Departr~~ent's administration of the Regulations and have diminished the effectiveness and applicability of the . regulations to . the current workers' ,compensation and , medical environments . Additionally, members of the regulated communities have alerted the Department to potential inefficiencies in the existing regulations, which the Department proposes to remedy through this rulemaking . 

On September 16; 2004, the Department held a stakeholder meeting to discuss -this pro-posed rulemaking and invited the following groups : PA Chapter of IARPS ; Office of Vocational Rehabilitation, PA Rehabilitation Counseling. Association; American Insurance Association; Al- liance of American Insurers ; Pennsylvania Trial Lawyers Association; PBA Workers' Compen-sation Law Section, Martin, Banks, Pozid, Lehocky & Wilson; PBA WC Liaison Committee; Spence, Custer, Saylor, Wolfe & Rose; Insurance Federation of Pennsylvania, Inc.; Pennsylvania Self-Insurance Association; Thomas Jefferson University Hospital ; PA Defense Institute Work-ers' Compensation Committee; Pennsylvania AFL-CIO; Commission on Rehabilitation Coun-selor .Certification; Alico Services, Ltd. ; American Review Systems, Inc. ; C.A .B . Medical Con- 



sultants ; CEC, Inc.; CorVel Corporation; First Managed Care Option; Hajduk & Associates ; Health Care Dimensions, Inc. ; Industrial Rehabilitation Association, C/O FJP Enterprises, Iric . ; KVS Consulting Services; LRC Rehabilitation Consultants; McBride & McBride Associates ; QRS Managed Care Services ; Quality Assurance Reviews, Inc. ; Rehabilitation Planning, Inc.; Solomon Associates, Inc.; T&G Reviews; Tx Review .Inc . ;. West Penn I1VIE, Inc.; AIG Claim Services, Tnc. ; American Interstate Insurance Company; CAN Insurance Company; CompSer-vices, Inc. ; Donegal Mutual Insurance Company; Eckert Seamans; Erie Insurance Company; Guard Insurance Group; Jonathan Greer; Liberty Mutual Insurance Company; Exelon Corpora-tion ; Penn National Insurance; PMA Group; Peerless Insurance;, Risk Management, Inc.; State Workers' Insurance Fund; St . Paul Travelers Insurance Company; Zurich North America; Hospi-tal Association of PA; Temple University Hospital; David Frank, M.D.; PPTA; Northeastern Re-hab. Assoc. ; PA Association of Rehab Facilities ; Paul Goble; PA Chiropractic Association; The Hetrick Center ; Dr.-Carl Hiller ; Dr . Walter Engle; Pennsylvania Medical Society; Catherine Wil-son; PA Orthopedic Society; Dr. Roy .Lefkoe; Dr . Jon B: Tucker; PA Pharmacists Association; Milton S. Hershey Medical Center; . PA Insurance Department ; Larry Chaban, Esquire 

Additionally, as a result of the invitation to the September .l6, 2004 meeting,, the Depart-ment received written comments from the following groups : the Pennsylvania Chiropractic As= sociation ; the State Workers' Insurance Fund; The Hospital acid Healthsystem Association of Pennsylvania ; the Pennsylvania AFL/CIO; tree Pennsylvania Medical Society; the Pennsylvania Trial Lawyers Association; the Pennsylvania Orthopedic Society; the PMA Insurance Group; LRC Rehabilitation Associates, Inc . ; the American Insurance Association; the Insurance Federa-tion of Pennsylvania; Hajdu_k and Associates ; Cornpservices, Inc. ; and the Department's Offce of Adjudication. 

Actual attendees who made presentations at the meeting were: Kenneth Stoller, of the American Insurance Association; David Wilderman and Ronald Calhoon, of the Pennsylvania AFL/CIO; Sam Marshall, of the Insurance Federation of Pennsylvania ; Jerry Lehocky, of the Pennsylvania Trial Lawyers Association; Dr: Mama Hatam, of the PMA Group;, and Leona Franks, of LRC Rehabilitation Consultants, Inc. 

Purpose 

All comments and, suggestions have been reviewed and. considered . 

By,this proposed rulemaking, the Department seeks to address and correct uncertainties, competing interpretations, and administrative obstacles encountered during the adrn.inistration of the Regulations . Further, the Department intends to remedy inefficiencies in the Medical Cost Containment system and to update terminology and processes used and described in the regula-tions to better reflect current practices; procedures and definitions. 

Summary of Proposed Rulemakin~ 

Chapter 127. Workers' Compensation Medical Cost Containment 



Subchapter A. Preliminary Provisions 

The Department proposes amending § 127.2 (relating to filing and service -- computation of time) to promote consistency in filing and service~requirements and to coordinate filing and service practices under all chapters of the Bureau of Workers' Compensation's regulations. 
The Department proposes amending § 127.3 (relating to definitions) to ensure that termi-nology utilized in the regulations is consistent with the terminology utilized in the health care and insurance industries . Further, the Department proposes amending this section to provide ad- ditional and updated definitions as necessary to reflect amendments made throughout the regula-tions. 

Subchapter B. Medical Fees and Fee Review 

Throughout this chapter; references to the Secretary of Health's approval of Coordinated Care Organizations (CCOs) have been amended to reflect that CCOs are approved by the De-, partment . Additionally, numerous provisions have been amended to clarify that rates for ser- vices under the fee schedule were capped upon implementation of the fee schedule, and are up-dated pursuant to §§ 127.151 - 127.162 . Further, the DDepartment. has made amendments throughout this subchapter to specifically identify those provisions that supersede the General Rules of Administrative Pract?ee and Procedure, 1 Pa . Code Part II (GRA.PP) .. Finally, changes in grammar, punctuation and terminology appear throughout this subchapter. 

In addition, the Department proposes amending § 127.103 (relating , to outpatient provid-ers subject to the Medicare fee schedule - generally) to remove the reference to the "transition fee' schedule." This reference is no longer necessary in light of changes in the Medicare system and the establishment of the original workers' compensation fee schedule. The Department fur-ther proposes amendments to clarify the means of updating outpatient providers' reimbursement rates . 

The Department proposes amending § 127.104 (relating to outpatient providers subject to the Medicare fee schedule - physicians) to' clarify the means of updating physicians' reimburse-ment rates . 

The Department proposes amending § 127.105 (relating to outpatient providers subject to the Medicare fee schedule - chiropractors) to remove references to specific HCPCS codes, and instead require billing based upon the appropriate codes.' This amendment ensures that services rendered by chiropractors will be billed according to the correct codes regardless of changes to the coding system . The Department further proposes amendments to clarify the means of updat-ing chiropractors' reimbursement rates. 

The Department proposes amending § 127.106 (relating to outpatient .providers subject to the Medicare fee schedule - spinal manipulation performed by doctors of osteopathic medicine) to remove references to specific HCPCS codes, . and instead require billing based upon the appro- 



priate codes. This amendment ensures that services rendered by doctors of osteopathic medicine will be billed according to the correct codes regardless of changes to the coding system. The Department further proposes amendments to clarify the means of updating osteopathic doctors' reimbursement rates . 

The Department proposes amending § 127.107 (relating to outpatient providers subject to the Medicare fee schedule - physical therapy centers and independent physical therapists) to clarify the means of updating physical therapy centers' and physical therapists' reimbursement rates. 

The Department proposes amending § .127.108 (relating to durable medical equipment and home infusion therapy) to clarify the means of updating reimbursement rates applicable to durable medical equipment and home infusion therapy. 

The Department proposes amending. § 127.109 (relating to supplies and services not cov-ered by fee schedule) to require that providers specifically identify supplies provided under this section. 

The Department proposes amending § § 127.110 (relating to inpatient acute care providers - generally) and.127.111 (relating to inpatient acute care providers = DRG payments) to clarify that updates to DRG calculations are found in § 127.111 a (relating to inpatient acute care provid-ers - DRG updates) . 

The Department proposes adding § 127.11 la (relating to inpatient acute care providers - DRG updates) to provide that the DRG grouper components in effect on .the date of discharge shall be used to calculate reimbursement. . The Department further proposes amendments to clar-ify the means of calculating grid updating payments to inpatient acute care providers . 
The Department proposes amending §. 127.1'14 (relating to inpatient acute care providers - outliers) to clarify that the applicable Medicare cost threshold is $36,000. 

The Department proposes amending § 127.117 (relating to outpatient acute care provid-ers,, specialty hospitals and other cost-reimbursed providers) . to clarify the means for updating reimbursement rates under .this section. 

	

In addition, the Department proposes amending the means of identifying services in the charge master, by reference to service descriptors instead of service codes. Further, the Department proposes amending this section to provide the means for incorporating new codes and new services under this section. Finally, the Department proposes amending this section to provide that providers that, after the effective date of the amendment, add new services for which Medicare reimburses on a fee-for-service basis will be reimbursed under this section on a fee-for-service basis. 

The Department proposes amending §§ 127.120 (relating to RCCs - comprehensive out-patient rehabilitation facilities (CORFS) and outpatient physical therapy centers) ; 127.121 (relat-ing to cost-reimbursed providers - medical education costs) ; ,127.122 (relating to skilled nursing facilities); 127.123 (relating to hospital-based and freestanding home health care providers) ; and 



127.124 (relating to outpatient .and end-stage renal dialysis payment) to clarify the means of up-dating reimbursement rates for these services grid providers. 

The Department proposes amending § 127.125 (relating to ASCs) .to provide that reim-bursement to facilities operating as Ambulatory Surgical Centers ,(ASCs) will be based upon Medicare's ASC rates where the ASC is licensed by the Pennsylvania Department of Health, and to further clarify the means of updating reimbursement rates under this section . 

The Department proposes amending § 127.128 (relating to trauma centers and burnfacili-ties - exemption from fee caps) to provide that trauma centers and burn facilities continue to re-ceive their usual and customary charges. 

The Department proposes amending . § 127.129 ,(relating to out-of-state medical treat-ment) to eliminate the requirement that out-of-state providers cap fees based upon the Pennsyl-vania fee schedule . This requirement has proven to be unenforceable,. and has provided false as- surance to individuals seeking~treatment from out-of-state providers who often seek to "balance-bill" injured employees. 

The Deparment proposes amending § 127.130 (relating to special, reports) to remove ref-erence to the particular CPT code applicable to "special reports," because the code may change over time. The Deparment further .proposes removing the requirement that payment for' these reports be capped at 80% of usual and customary charges, because special reports are not gener-ally a component of medical treatment ar~d, by definition, provide greater iriforrnation than re-quired under the Act. 

The Department proposes amending § 127.131 (relating to payments , for prescription drugs and pharmaceuticals - generally) to provide that the Bureau will refer to the "Drug Topics Redbook" when resolving fee disputes involving prescription drugs and pharmaceuticals. 
The Department proposes amending § I27.132 (relating, to payments for prescription drugs and pharmaceuticals - direct payment) to clarify that insurers may limit reimburse-ment/payment to pharmacies appearing on a proper list . of designated providers, as set ror<h in subchapter D (relating to employer List of designated providers) . The Department proposes this clarification to better reflect the current state of the law regarding prescription reimbursement and designated providers. 

The Department proposes amending § 127.133 (relating to paytx~ents for prescription drugs and pharmaceuticals - effect of denial of coverage by insurers) to provide that insurers must reimburse employees for the actual costs of prescription drugs, subject to the Act and regu- lations. : The Department proposes this amendment to clarify that reimbursement to employees is not subject to medical fee caps . Instead, medical providers' charges are subject to fee limita-tions. 

The Department proposes amending § 127.134 (relating to payments for prescription drugs and pharmaceuticals - ancillary services of providers) to clarify the means of updating re-imbursement rates for prescription drugs and pharmaceuticals. 



The Department proposes reserving §§ 127:153 (relating to medical fee updates on and' after January .l, 1995 - outpatient providers, services and supplies. subject fo the Medicare fee schedule) ; 127.154 . (relating to medical fee updates on and after January 1, 1995 - inpatient acute care providers subject to DRGs plus add-on payment); 127.155 (relating .to medical fee updates on and, after January l, 1995 - outpatient acute. care providers; specialty Hospitals and other cost-reimbursed providers) ; 127.156 (relating to medical fee updates on and after January l, 1995 - skilled nursing facilities ; 127.157 (relating to medical fee updates on and after January 1, 1995 - home health care providers) ; 127.158 (relating to medical fee updates on and after January 1, 1995 - outpatient and end-stage renal dialysis) ; 127:159 (relating to,medical fee updates on and after January l, 1995= ASCs); 127.160 (relating to medical fee updates on and after January 1, 1995 - trauma centers and burn facilities); and 127.161 (relating to medical fee updates on and after January l, 1995 - prescription drugs and pharmaceuticals) because their provisions have been incorporated into §§ 127.101-127.134 . 

The Department proposes .amending § 127.201 (relating to medical bills generally).to re-quire. that providers request payment for medical bills and provide, all required information to insurers within 90 days of the employee's first date of treatment with that provider . The De-partment further proposes amending .the section to provide thatfailure to request payment as set . forth in this section shall result in a waiver of any right to proceed against the insurer or claimant for payment of the bills . Additionally, the Department proposes adding a provision to clarify that providers may not bill or accept payment for services that are beyond the scope of their prac-tice or Iicensure . 

The Department proposes amending § 127.203 (relating to medical bills = submission of medical documentation) to provide grammatical corrections, and to further clarify that that medi-cal inforrnatiori documenting billed treatment must be provided to the appropriate parties. 
The Department proposes amending .§ 127.2°0.4 (relating to fragmenting or unbundling of charges by providers) to provide that fragmenting and unbundling ,of charges is only permitted where it is consistent with the most recent Medicare Correct Coding Initiative in effect on the date of service of the treatment, service or accom~cnodafion. . 

The Department proposes amending § 127.206 (relating to payment of medical bills- re-quest for additional documentation) to cl_~ri_fy that requests for additional doc~,z~r~entatien do not alter insurers' obligations to timely make payment as provided in § 127.208 (relating to time for payment of medical bills) . 

The Department proposes amending § 127.207 (relating to downcoding by insurers) to make grammatical corrections, and to clarify that code changes must be consistent with the Cor-rect Coding Initiative . The Department further proposes amending this section to require insur- ers to notify providers of the ,codes that result from the downcoding process. The Department proposes this amendment to clarify that proper downcoding practices require the insurer to arrive at a definitive conclusion regarding the code that it asserts is applicable. Insurers may not simply object to the code utilized by the provider without presenting an alternative code. 



The Department proposes amending § 127:208 (relating to time for payment of medical bills) to provide grammatical corrections and to further require that providers submit medical documentation when submitting bills to insurers . 

The Department proposes amending § 127.209 (relating to explanation of reimburse-ment) to amend references to "Explanations of Benefits (EOB)" to "Explanation of Reimburse-ment (EOR); which more accurately describes that document. Further, the Department proposes amending this section to require that EORs be in ~a format prescribed by the Department . The Department further proposes amending this section to require that providers use. an FOR to detail reasons for denying or downcoding a medical bill . Finally, the Department proposes amending this section .to require that the FOR contain specific information regarding the insurer's identity and the Bureau's fee review process. 

The Department proposes adding § 127.209a (relating to adjusting and administering payment of medical bills} to require that any entity engaging in the business of adjusting and paying medical .bills on the behalf of a provider; insurer, employee or self-insurer register with the Department under section 441(c) of the act (77 P.S . § 997(c)) . 

The DepartrLzent proposes amending § 127.210 (relating to interest on untimely pay-ments) to clarify that interest accrues on unpaid medical bills from the date upon which payment must onginally'oe made under § 127.208 (relating to time for payment of medical bills) . 
The Department proposes amending § 127.211 (relating to balance billing prohibited) to further prohibit providers from billing patients for treatment related to . reported work injuries unless the provider has submitted a written denial of liability. The Department further proposes amending this section to provide penalties for improper denials of liability, or failure to issue an FOR where one is required . 

The Department proposes amending § 127.2151, (relating to medical fee disputes - review by the Bureau) to reflect changes made in § 127.208 (relating to time for payment of medical bills) . 

The Department proposes amending § 127.252 (relating to application for fee review - filing and service) to eliminate the requirement that providers submit additional copies of fee re-view applications, and to clarify that fee reviews may be. filed within 30 days of the first notifica- tion of a disputed treatment . The Department further proposes amending this section to provide grammatical corrections and to clarify the requirement that a proper proof of service must be filed with an application for fee review, and to provide for electronic filing . 

The Department proposes amending § 127.253 (relating to application for fee review - documents required generally) to require that the application for fee review contain a copy of the first ,bill sent to the insurer, and to further .provide for language consistent with §§ 127.203- 127208. Additionally, . the Department proposes deleting requirements relating to material that pre-dated the Bureau's charge master. 



The Department proposes amending § 127.255 (relating to premature applications for fee . review) to' provide the circumstances under which the Bureau will return applications for fee re-view. 

The. Department proposes amending § 127.256 (relating to' administrative decision and. order on an application for fee review) to provide that the Bureau may summarily deny applica-tions for fee review where it is apparent that the application was not timely submitted. The De- partment further proposes amending this section to remove the requirement that the Bureau con-duct an investigation, and to provide that the product of a fee review decision is an order of the Department, and may be amended or corrected to resolve typographical or mathematical er ors: 
The Department proposes amending § 127.257 .(relating to contesting an administrative decision and order.on a fee review) to remove requirements relating to additional copies, to clar-ify that filing and service must be made in a manner consistent with § 127.2 (relating to filing and service - computation of time), and to provide that requests for hearing must be signed . 

The Department proposes amending § 127.258 (relating to Bureau as intervenor) to per-mit the Bureau to intervene in fee review hearings at any time . 

The Department proposes amending § 127.259 (relating to fee review hearing) to clarify that a hearing officer may determine whether the request is timely and proper . The Deparment further proposes amending this section to clarify, the procedural operations of the hearing proc-ess . 

The Department proposes adding § 127.259a (relating to fee review hearing - burden of proof) to clarify the burdens o,f proof in fee review hearings . 

The Department proposes amending § 12'7.260 (relating to fee review adjudications) to remove the requirement that the hearing officer issue decisions and orders within 90 days, and to clarify that such decisions and orders shall be mailed to counsel, if known. 

The Department proposes amending § 127..302 (relating to resolution 'of referral_- disputes by Bureau) to provide that insurers asserting that the referral standards have been violated must do so through an EOB. 

Subchapter D. Employer List of Designated Providers. 

The Department proposes amending § .127 .752 (relating to contents of list of designated providers) to zequire that lists of designated providers prominently include. the names, addresses, telephone numbers, and area of medical specialties of listed providers . The Department further proposes amending this section to prohibit employers from requiring employees to schedule ap-pointments through a single point of contact. Further, the Department proposes that reference to a single point of contact or referral for multiple providers on the list be considered a single pro-vider, as is consistent with this section's provisions regarding Coordinated Care Organizations . 



Subchapter ~E. Medical Treatment Review . 

The Department proposes reserving the existing Subchapter C, and adding the following provisions in Subchapter E. 

The Department proposes adding § 127.801 (relating to review of medical treatment gen-erally) to provide that .the Department will operate a Utilization Review (UR) process to permit review of reasonableness and necessity of trreatment related to work injuries, that this review will be conducted by Utilization Review Organizations (UROs) authorized by the Secretary, that UR may be requested by or on behalf of employers, insurers or employees, and that providers, em-ployees and insurers are parties to UR. 

The Department proposes adding § 127.802 (relating to treatment subject to review) to provide that UR only applies to treatment rendered on and after August 31, 19.93 . 

The Department proposes adding § 127.803 (relating to assignnmenr of cases to UROs) to provide that the Bureau will assign requests for UR to authorized UROs, and that the Bureau will return requests for UR that are duplicative of existing UR requests oz effective UR determina-tions. 

The Department proposes adding § 127.804 (relating; to prospective, concurrent and ret-rospective review) to provide, that UR may be prospective, concurrent or retrospective, and may be requested by any party eligible under § 127.801 (relating to re-~iew of medical treatrr~er~t gen-erally). 

The Department proposes adding § 127.805 (relating to requests for UR = filing and ser-vice) to provide procedural requirements relating to the f ling and ervice of requests for UR. 

The Department proposes adding § 127.8OSa (relating to UR of medical treatment prior to acceptance of claim) to provide a means for, review of medical treatment prior to forrrial ac-ceptance of a claim for benefits under the act. 

The Department proposes adding §. 127 .806 (relating to requests for UR -assignment by the Bureau) to provide that tl~e Bureau will assign the UR to an authorized URO and will notify the parties to the UR of this assignment . 

The- Departz7nent proposes adding § 127.807 (relating to requests for UR - reassignment) to provide for reassignment of IJR requests where the URO is unable to perform a UR assigned to. it by the Bureau. 

The Department proposes adding § 127.808 (relating to requests for UR - conflicts of in-terest) to prohibit UROs from performing UR when a conflict of interest exists, and to identify situations that constitute . a conflict of interest. The Department further proposes adding this sec= tion to. provide that UROs may conduct recertification and re-determination reviews where they previously rendered a determination regarding the same treatment under review in the recertifica-tion or redetermination . 



The Department proposes adding § 127.809 (relating to request for UR - withdrawal) to provide a procedure for withdrawal of a request for UR. 

The Department proposes adding § 127:810 (relating to UR of entire course of treatment) to provide that insurers may request a review of all treatment rendered to 'an employee. The De-partment further proposes that this review may not affect the insurer's payment obligations re- garding treatment rendered more that 30 days prior to the UR request. The Department further proposes that all treatment provided to an employee will be reviewed according to the providers' licenses and specialties, and that any inconsistencies between. reviewers will be resolved through consultation of the involved reviewers. 

The Department proposes adding § 127.811 . (relating to pre-certification) to permit pre-certification of treatment proposed for a work-injury. 

The Department proposes adding § 127.812 (relating to pre-certification - insurer obliga-tions) to provide prerequisites for,pre-certifcation, including requirements that the employee or . provider first request preauthorization from the responsible insurer, and that the responsible in- surer respond to the employee's or provider's request. The Department proposes this amend-ment to provide a streamlined mechanism for employees and pnwiders to receive pre=approval of treatment options. The Department further proposes to permit providers and employees to rely upon USPS Form 3817 to demonstrate proof of mailing of the request. 

The Deparment proposes adding § 12'7.813 (relating to pre-certification - provider-filed requests) to require that providers who file requests for pre-certification on behalf of employees detail the proposed treatment plan, procedure or referral, and serve a copy of the request on any providers to whom treatment may be referred . 

The Department proposes adding § 127.814relating to pre-certification = employee-filed . requests) to require UROs that receive employee-filed requests for pre=certification to contact the provider whose potential treatment is the subject of review and to request, .frorri that provider the treatment plan, procedure or referral relevant to the treatment under review within 10 days of the . request. The Department further proposes that a provider's failure to supply information shall result in a determination that treatment is unreasonable and unnecessary, and that the URO must inform the provider of this determination . . 

The Department proposes adding § 127.815 (relating to assignment of proper requests for pre-certification) to permit the Bureau to assign requests for pre-certification to UROs in accor-. dance with t he provisions of this subchapter . Further, the Department proposes that the assign- ment of a UR request to a UR is interlocutory and is subject to review upon appeal of the UR de-termination: 

The Department proposes adding § 127.816 (relating to prospective, concurrent and _ret= rospective UR - insurer requests) to provide that insurers may request review of treatment that the employee is currently undergoing or may undergo in the immediate future. 



The Department proposes adding § 127.817 (relating to concurrent and retrospective UR - payrnent,obligations) to provide that insurers may suspend payment of bills issued within 30 days prior to the date of the UR request, but only insofar as the bills relate to the treatment under review. Further, the Department proposes tolling the 30-day period within which Insurers may request retrospective UR, and suspend payment of bills, pending an acceptance or determination 
of liability . 

The Department proposes adding § 12'7.818 (relating to continuing effect of UR determi-nations) to provide for the continuing viability of UR determinations where treatment subject to review continues beyond the request. The. Department proposes that determinations that treat- ment . is reasonable and, necessary continue to be. effective to the extent specified in the determi-nation . The Department further proposes establishing a process of recertification of reasonable and necessary treatment and further proposes that unreasonable/unnecessary treatment remains unreasonable and unnecessary until ~ a change in the employee's condition merits re-
determination of treatment. Finally the Department proposes establishing a process for redeter-
mining the reasonableness and necessity of treatment. 

The Department proposes adding § 127.819 (relating to requests for UR - recertification) 
to provide a process for recertifying that treatment that has been determined to be reasonable and 
necessary continues to be reasonable and necessary for some time into the future, . The Depart- 
ment proposes establishing timelines for such recertification and providing, that requests for re-
certificatior~ will be assigned to the URO that rendered the determination tfiat treament was rea-sonable and necessary. 

The Department proposes adding § 127.820 (relating to requests for UR = re-deterrnination), to provide a process for reviewing treatment that has been determined to be un-reasonable or unnecessary, upon evidence that the employee's condition has changed such that 
the treatment, may now be reasonable and necessary . 

The Department proposes adding § 127.821 (relating to requesting and providing medical 
records) to require that UROs request records within 5 days of the date of the Notice of Assign- . 
meat of a UR request. The Department further proposes a requirement that prov?ders under re- view forward all records to the requesting URO within 15 days of the postmark date of the re-
quest, or within 7 days of the postmark date of a request for recertification or redetermination . 

The Department proposes adding § 127.822 (relating to scope of review of UROs) to re-
flect that UROs may only address issues relevant to the reasonableness and necessity of the 
treatment under review . Further, the Department proposes that UROs may determine the extent 
to which treatment will remain reasonable and necessary into the future . 

The Department proposes adding § 127.823 (relating to extent of review of medical re-
cords) to require UROs to attempt to obtain all available records of all treatment rendered for the 
work injury. 

The Department proposes adding § 127.824 (relating to .obtaining medical records - pro-
vider under review) to require UROs to request records from the, provider under review in writ- 



ing, and requiring the provider under review to sign a verification that the records are a true and 
complete copy of the employee's medical chart related to .the work injury. 

The Department proposes adding § 127.825 (relating to employee personal statement) to 
permit employees to submit a statement regarding the reasonableness and necessity of the treat-
ment under review . The Department further proposes requiring the URO to inform the employee 
of the opportunity to submit a written statement, and providing timelines and guidance for con-
sideration of the statement. 

The Department proposes adding § 127 .826 (relating to insurer submission of studies) to 
permit insurers to submit peer-reviewed, independently funded studies and articles to the URO, 
which may be relevant to the reasonableness. and necessity of the treatment under review. 

The Department proposes adding § 127..827 (relating to obtaining medical records - other 
treating .providers) to require shat UROs request records from a1i treating providers in writing, 
and eliminating the provision in the prior regulations, that permitted records to 1?e requested tele- 
phonically . The Department further proposes requiring providers to submit verifications attest-
ing to the records. 

The Department proposes adding § 12'?.828 (relating to obtaining medical records - in-
dependent medical exams) to prohibit URbs from requesting, and parties from supplying, inde-
pendent medical examinations or material other than medical records and other .material specif-
cally referenced in this subchapter. 

The Department proposes adding § 127.829 (relating to obtaining medical records - dura-
tion of treatment) to require UROs to attempt to obtain records .relating to the entire course of 
treatment rendered to the employee for the work injury. 

The Department proposes adding § 127.830' (relating to, obtaining medical records - re-
irribursement of costs of provider) to require UROs to reimburse providers for copying costs in-
curred in responding to requests for records. 

The Department proposes adding § 127.831 (relating to provider under review's failure to 
supply medical records) to require UROs, to issue determinations that treatment is unreasonable 
and unnecessary where providers fail to respond to requests for records. Additionally, the De- 
partment proposes that providers may be prohibited from introducing evidence regarding treat-
ment related to any UR request in which.they failed provide medical records without reasonable 
cause or excuse . The Department further proposes to prohibit providers from billing for this 
treatment . 

The Department proposes adding § 127.832 (relating to requests for UR - deadline for 
URO determination) to provide that requests for UR shall be deemed complete upon the earlier 
of receipt of the medical records or 18 days from the date of the notice of assignment . Addition- 
ally, the URO shall complete its review and render a determination. within 20 days of a com-
pleted request for LJR, or within 10 days of a completed request for. recertificatiori or redetermi~ 
nation . 



The Department proposes adding § 127.833 (relating to assignment of UR request to re-
viewer) to provide that UROs will assign matters to reviewers having the same licenses and spe-
cialties as the providers under review . 

The Department proposes adding § 127.834 (relating to duties of reviewers - generally) 
to require that reviewers apply the best available clinical evidence in rendering determinations 
regarding the reasonableness and necessity of treatment . Providers shall also specifically refer- 
ence generally accepted treatment protocols, independently funded peer-reviewed studies, and 
reliable medical literature applicable in light of the diagnosis rendered by the provider under re-
view . The Department further proposes that reviewers address only the reasonableness and ne-
cessity of the treatment under review, and that reviewers assume the existence of a causal rela-
tionship between,the treatment and the work injury. Finally, the Department proposes adding a 
requirement that reviewers specifically note the timeframe within which treatment may continue 
to be reasonable and necessary . This timeframe may not exceed 180 days. 

The Department proposes adding § 127.835 (relating to duties of reviewers - conflict of 
interest) to . outline conflicts of interest applicable to reviewers' .activities, and prohibits reviews 
where a conflict exists . The Department further proposes permitting reviewers to address treat- 
ment upon redetermination or recertification, even though they may have previously addressed 
treatment relating to the same matter . 

The Depar`unent proposes adding § 127. 83 S (relating io . duties of reviewers - content of 
reports) to define requirements for the contents of reviewers' reports. 

The Department proposes adding § 127.837 (relating to duties of reviewers - signature 
and verification) to require that reviewers sign and verify reports that they author . 

The Department proposes adding § 127.$38(relating to duties of reviewers -.forwarding 
report and medical records ~to URO) to require that,reviewers submit reports and records to the, 
URO upon completion . 

The Department proposes adding § 127.839 (relating to duties of UROs - review of re-
port) to require UROs to ensure that the reviewer has complied with the act and regulations, and 
prohibit UROs from attempting to persuade reviewers to alter medical opinions expressed in re-
ports . 

The Department proposes adding § 127.840 (relating to form and service of determina-
tions) to require that UROs sign UR determinations, and forward the determinations and other 
documentation to parties to UR disputes . 

	

. 

The Department proposes adding § 127.841 (relating, to determination against insurer - 
payment of medical bills) to require insurers to make payment for treatment.found to be reason-
able and necessary. Additionally, the Department proposes amending this section to reflect that 
interest on medical bills continues to accrue throughout the UR process, and that payment obli-
gations axe merely tolled, and not extended, by the UR process. Finally, the Department pro- 
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poses amending this section to clarify that penalties may be appropriate where an insurer has 
failed to timely pay any medical bill or interest. 

The Department proposes adding § 127.901 (relating to petition for review of UR deter-
mination) to provide that parties who disagree with a determination rendered by a URO may file 
a petition for review of a UR determination. 

The Department proposes adding § 127 .902 (relating to petition for review- time for fil-
ing) to require that petitions for review of UR determinations be filed within30 days of the date 
of the determination . 

The Department proposes adding § 127.903 (relating to petition . for review-notice of as-
signment and service) to provide for assignment of petitions for review of UR determinations to 
workers' compensation judges, and service of the assignment on all parties to the UR dete~rnina-
tion . 

The Department proposes adding § 127.904 (relating to petition for review - no answer 
allowed) to provide that no answer may be filed in response to a petition for review . 

The Department proposes adding .§ 127.905 (relating to petition for review - transmission 
of records) to require UROs to forward all medical records obtained for its review to the work-
ers' compensation judge assigned to rule on a petition for review of UR determination . 

	

The 
section .furtlier provides for forwarding the URO report, and requires that the TJRO verify the au-
thenticity and completeness of the record. Finally, the section provides a means for the Bureau 
to reimburse the URO for copying costs associated with complying with this section . 

The Department proposes adding § 127.906 (relating to petition for review by bureau - 
hearing and evidence) to provide that proceedings in response to petitions for review .of UR de-
termination are de novo. Workers' compensation judges are not bound by UR reports, and will 
consider the reports as evidence . Further, the Department proposes addinb a provision clarifying 
that the workers' compensation judge may request peer review as a means to garner additional 
evidence regarding the reasonableness and necessity of the treatment »r!der review, a_nd that the 
workers' compensation judge may disregard evidence submitted by providers who failed to re-
spond to the URO's request for records in the same matter . 

The Department proposes adding § 127 .1001 (relating to peer review -availability} to 
provide for, peer review, during the litigation of a workers' compensation matter, of medical 
treatment related to the work injury . 

The Department proposes adding § 127.1002 (relating to peer review - procedure upon 
rxlotion of party) to provide the means and guidelines for parties and workers' compensation 
judges .to request peer review . 

The Department proposes adding § 127.1003 (relating to peer review - interlocutory rul-
ing} to provide that the ruling on a motion for peer review is interlocutory . 



The Department proposes adding § 127.1004 (relating to peer review - forwarding re-
quest to Bureau) to provide the process by which workers' compensation judges may request peer review . 

The Department proposes adding § 127.1005 (relating to.peer review - assigiunent by the Bureau) to provide the process by which the Bureau will assign requests for peer review to PROs. 

The Department proposes adding § 127.1006 (relating to peer review - reassignment) to 
require PROs to return requests for peer review that they cannot perform. 

The Department proposes adding § 127.1007 (relating to peer review - conflicts of inter-
est) to define conflicts of interest and to require PROs to return requests for peer review where 
these conflicts occur. 

The Department proposes adding § 127.1008 (relating to peer review - withdrawal) to 
provide a means for workers' compensation judges to withdraw requests for peer review. 

The Department proposes adding § 127.1009 (relating to obtaining medical records) to 
. provide mechanisms for PROs to retrieve medical records relating to a request for peer review. 

The Department proposes adding § 127.1010 (relating to obtaining medical records - in-
dependent rrledical exams) to prohibit PROs from requesting, and tl~e parties from supplying, 
documentation relating to litigation . Instead, this section as amended would require that only 
medical records of actual treating providers be provided to PROs. 

The Department proposes adding § 127.1011 (relating to provider under review's failure 
to supply medical records) to require that PROs shall report a provider under review's noncom-
pliance with a subpoena to the workers' compensation judge, and to prohibit the PRO from as-
signing matters to a review prior to receiving medical records . 

T_h_e Department proposes adding s 1_27,1012 (relating to assignment of peer review re-
quest. to reviewer by PRO) tb require PROs to forward medical records and the Notice of As-
signment to a reviewer licensed in the Commonwealth having the same license and specialty as 
the provider under review. 

The Department proposes adding §,127.1013 (relating to duties of reviewers -generally) 
to require that the reviewers adhere to the requirements of § 127.834 (relating to duties of re-
viewers - generally) . 

The Department proposes adding § 127.1014. (relating to duties of reviewers - conflict of 
interest) to define conflicts of interest and to require a reviewer to return requests for peer review 
to the PRO where these conflicts occur. 

The Department proposes adding § 127.1015 (relating to duties of reviewers = finality of 
decisions) to require reviewers to make definite determinations as to the necessity and frequency 
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of the treatment under review, to prohibit advisory opinions, and to require that reviewers resolve issues in favor of the provider under review where the reviewer is unable to determine the neces-sity or frequency of the treatment under review . 

The Department proposes adding § 127.1016 (relating to duties of reviewers - content of reports) to provide the minimum requirements for reviewers' reports . 

The Department proposes adding § 127.1017 (relating to duties of reviewers - signature and verification) to require that reviewers sign and verify their reports . 

The Department proposes adding §.127.1018 (relating to duties of reviewers - forward= ing report and records to PRO) to require reviewers to forward their report and the reviewed medical records to the URO. 

The Department proposes adding § 127.1019 (relating to duties of PRO - review of re-port) to require that PROs check reviewers' reports to ensure, compliance with formal require= 
merits, fo require that . PROs ensure that the reviewer has returned all medical records, and to pro- 
hibit a PRO , from contacting a reviewer and attempting to_ persuade the reviewer to change his 
opinion. 

The Department proposes adding § 127.1020 (relating to peer review - deadline for PRO determination) to require a PRO to complete its review and render its determination within 15 
days of its receipt of the medical records. 

The Department proposes adding § 127.1021 (relating to PRO reports - filing with judge 
and service) to require that the PRO forward .its report to the workers' compensation judge and provide listed parties with copies of the report via certified mail . 

The Department proposes adding § 127 .1022` (relating to PRO reports - evidence) to pro-
vide that the PRO report will be part .of the record in the pending case ; and that the workers' 
compensation judge must consider, but is not bound by, the report . 

The Department proposes adding § 127:1023 (relating to PRO reports - payment) to re-
quire that PROs submit .bills for services to the workers' compensation judge for approval . 

The Department proposes adding § 127.1050 (relating to authorization of UROs/PROs) 
to provide that the Bureau may authorize .UROs/PROs through contracts awarded under the 
Commonwealth Procurement Code, 62 Pa.C :S.A . § 101 et seq. The Department further proposes 
that the Bureau will not be required to award a contract to every offeror that submits a proposal 
that meets the minimum requirements established by the RFP . 

The Department proposes adding § 127.1051 (relating to UROs/PROs authorized prior to 
(.the effective date of .these amendments)) to provide that UROs/PROs authorized prior to the ef-
fective date of these amendments remain authorized until the expiration of the authorization cur-
rently in effect . 



Affected Persons 

Those affected by these amendments include workers' compensation judges ; - Workers' Compensation Appeals Board commissioners and officials ; and, employees of the Department. Those affected also include participants in the Pennsylvania workers' compensation system, in- eluding injured employees, health care providers, employers, workers' compensation insurers and their respective legal counsel. 

Fiscal Impact 

These amendments are expected to reduce costs to'the Department and workers' compen-sation community by providing a more competitive environment for Utilization Review, and by easing the administrativeburdens associated with the.adjustment and payment of medical bills . 

Effective Date 

S uns et. Date 

Contact Pexsou 

Ite~ulatory Review 

These amendments require the creation of one new form, and require few modifications. to existing forms. Therefore, the amendments do not impose. any significant additional reporting,. recording or paperwork requirements on either the Commonwealth. or the regulated community. ~. 

These proposed arnendrrzents will be effective when published as final-fo~~~~ regulations in the Pennsylvania Bulletin . 

No, sunset date is necessary for these amendi'nents . 

	

The Department will continue to monitor the impact and effectiveness of the regulations . 

Interested persons may submit written comments to the proposed rulemaking to Eile~en Wunsch, Chief, Health Care Services Review Division, Bureau of Workers' Compensation, De-partrnent of Labor and Industry, Chapter 127 Regulations - Comments, P.O. Box 15121, Harris- burg, PA 17105, or to ra-Ii-bwc-administrana state~pa us . 

	

Written comments must be received within '30 days of the publication of ~ ihis proposed rulerriaking in the Pennsylvania Bulletin . Written comments received by the Department may be made available to the public . 

Under 

	

section 5(a) 

	

of the 

	

Regulatory 

	

Review 

	

Act 

	

(71 

	

P.S. 

	

§ 745.5(a)), on 

	

May 26 

	

, 2006, the Department submitted a copy of this proposed rulernaking and a copy of a Regulatory Analysis Form to the Independent Regulatory Review Commission (IRRC) 



and to the Chairpersons of, the Senate Committee on Labor and Industry and' the House Labor Relations Committee . A copy of this material is available to the public upon request . 

Under section 5(g) of the Regulatory Review Act, IRRC may convey any comments, rec-ommendations . or objections to the proposed rulemaking within 30 days of the close of the public comment period . The comments, recommendations br objections must specify the regulatory re- view criteria which have not been met. The Regulatory Review Act specifies detailed procedures for review, prior to final publication of the rulemaking, by the Department, the General Assem-bly and the Governor of comments, recommendations or objections raised. 

FISCAL NOTE: 12-72 



b 
or, if 
States Postal Service 
re ~ aid . 

'Title 34 . Labor. and Industry 

	

. Part VZIZ. Bureau of Workers' Compensation . 
Chapter 127. Vforkers' Compensation Ifledical Cost C ontamxnent 

§ 127.1 . Purpose . 

This chapter~implements those sections of the act.that relate to 

	

a 

	

ent p Ym 

	

s made by 
insurers ox self-insured employers fox medical treatment arid~the review o f medical treatment provided to employes with work-related injuries and illnesses . 
§ 12'7.2 . Filing and service_- cornputation~of time: 

	

. 
[Unless otherwise provided, references to "days" in , thi s chapter mean calendar days . For purposes of determining timeliness of fzling and recei t of d p ocuments transmitted by mail, 3 days shall be presumed added to the prescribed 

	

eriod. P If 
the last day fox ding a document is a Saturday, Sunday or legal~holida y, the time 
for filing shall be extended tb the next business day. Txanszxiittal b 

	

mail . 

	

Y 

	

means by first-class mail . . .) 

	

. 

a 

	

A f lin 

	

re uired b 

	

this cha ter is deemed com lets u .on deliver ~ in 

	

e rson or if b 

	

mail . u on de osit in the United States Mail ~ as evidenced b 

	

a U rated States Postal Service ~ ,ostxriark broperl_~ressedwith ' osta e or re aid . . 

	

~ 

	

?~ 

	

--g_____ ~ hakes 

b mail " u on de 
Service ~e uired b 

Subchapter A. Preliminary Provisions 

this cha 

The names ~f rhP ;*�a* ~a 

	

, 

	

and ailutyluual.5 

	

eritltlPC ea,,-~Yred . 

p 
arse 

c 

	

Proof of service re .uired b 

	

this cha ter shall contain all of the fol . lowxn 
~1) A statement of the date of service 

3 ~ The mailin address the a 

	

li.cable zi 

	

code and the manner .of service on the individuals and entities served . . 

	

. 

Unless ~ otherwise s ecificall 

	

rovided iri this ' cha ter film . or service . ., aired to be made u on the Bureau . shall be made to the Health Care Services Review Division of the Bureau . ~at : 1171 South Carxieron Str cct Han~.sbur , 

s 



Perms lvania 17104-2501 717 783-5421 ox another address and tele hone 
number as ma 

	

be 

	

ubl shed in the ~penns lvania Bulle ~ ' . 	tan or as, set forth on the 
~t~licable Bureau form 

	

. 
e Subsections a - d su . ersede 1 pa.. Code u 31 .15 31 .26 33 .32 and 33.34-33.37: 

§X2'7.3 . Definitions . 

31 .5 3 1 .11_31 .12 31 .13 31 .14 

The . following words and terms, when used in .this cha 

	

. pter, have the following 
meanings, .unless the~context clearly indicates otherwise: 
-~4,5`C - Ambulatory ,.$`urgeyy Center - ~,A center that .o er p . aces exclusively for the 
purpose of furnishing outpatient surgical services'to patients T [ hese facilities are] 
- referred to by [HCFA] CMS ~. as an [A.S Cs ] - and is~ Ir- 'c=~ .by the 
Department of Health as ari [A.SFs] ASF. . [For consistenc ~ ~ ' Y with the application of 
Medicare regulations; these facilities are referred to in this c . 

	

hapter as ASCs.] ASF - Ambulatory ,.furgical Facility - ,~ .A,SC: 

	

. 
accredited specialty board -- .,A ~specialt 

	

boa Y 

	

rd recognized by the American 
Board. . of Medical Specialties, the Azm.erican Osteo ~ athic . 

	

p. 

	

Association or by the 
Chiropractic Council on Education .. ~ . 
Act - The Worl~ers' Compensation Act (77 P. S. § § 1 - 104 1 .4 and 2501-2506) :. , . Act 44 - The act of July 2, 1993 ~(P. L. 190, No. 44). 
Actual charge ---. The provider's usual and- customar treatment, accommodation, product or service. Y charge for a specific 
Acute care --- The inpatient and outpatient hospital services ~ 

	

~ . 

	

. provided by a facility 
licensed by the Department of Health as a ,general or to ' . 

	

rtia.rY care hospital, other 
than a specialty hospital, such, as a rehabilitation [and], o~. s eh' 

	

~~ p Y 

	

latrlc provider . Approved teaching , program -- A .hospital teaching 

	

ro ra p g m [which] that , is 
accredited in its field by the appropriate approving body to p oxide ~ graduate 
medical education .oi~ paramedical education services, or both, Accreditation for 
medical education programs shall be as recognized by one of the f . . 

	

. , 

	

ollowing: (i) The . Accreditation Council for Graduate Medical Educ 

	

' . 

	

anon of the American Medical Association . 



audited Met~icare cost report . .- The Medicare cost report settld b 
IVIedicare fiscal intexxxzediary thrhh ,ey the oug 

	

te , conduct o f either a field audit 

	

d 
review resulting in the issuance of th N oresk eotice of P rogram Reimbursement,-
successive mechanism used b Medicare to determine costs or rates . . 

	

. . 

	

. . , 

	

ro ram reimbursement 
Bureau -=- The , Bureau of Workers' Compensation of the Department . Bureau Cod 

	

Th e -e numeric identifier that the Burea u ma ~ self-insurer or ~thi~-d~ assi n to each insurer 
- a 

	

administrator authorized Commontivealth . ~ . 

	

to 

	

rovide services in . this 
Burn facility -- .A, facility . [which that meets w_.~._...-_._.~...__.__._._ .__- .,-...._.~.-_. . .___.__-.._..~__-._~..~_~_____. 

	

the .service standards of 
American Burn Associatiat~. 

(ii) The Committee ~on Hospitals of~the Bureau o 

	

. 

	

. f Professional Education of 
the American Osteopathic Association . 
(iii) The Council on~Dental Education of th 

	

~ 

	

. e American Dental Association . (iv) The Council of Podiatric Medicine Edu . Podiatric Association. cation of the .American 
(v) ̀ 4n appropriate approving body ofpax-amedical 

	

. . 

	

educational and training 
programs. 

, . , 

	

_ __ 

CCO - Coordinated Care Organization -- An or ganization certifi. ed [under Act 
44] by the Secretary [of Health for the puz-pose of r 

	

. services to injured.employes. p oviding] to . . rovzde medical 
CDT-1 - The Curxent Dental Terminolo 

	

. Association . 

	

. gY~ as defnied by .the American Dente 1 
CMf - The Centers for Medicare &' Medicaid S 

	

. . ervices formed referred to as the . 
Health Care Financin Administration HCFA .. 
CPT 4 - The physician's °`Current Procedural 

	

. Terminology, Fourth. Edition;" as 
defined and published by the Arnexican Medical . 

	

Association. Capital related cost - The [health care r . ~ ~ 

	

. ] , p omder s 

	

expense 

	

related vto 
depreciation, interest, insurance and property~taxes on equipment. . . 

	

fixed assets and moveable 



Charge master --.. A listin 

	

of cost-based reimbursable 

	

ro ~' . 

	

' . ~ 

	

, vzdcrs 

	

[provider s 
listing of ~ current charges] rates ~of reimbursement for procedures and supplies utilized in.the [provider's] 

	

rovider's billing [process] 

	

rocesses : . 
Commissioner - The Insurance Commissioner of the Co mmonwealth. ~ . 
Concurrent review - Utilization Review of treatrrient render .'d.~ conducted durin the course of the treatment. . 

	

c to an cm to ee. 
Correct codin 

	

initiative - The National Coxrect Codin . Initiat' . zve develo ed and eublished b or on behalf of CMS to romote national codin methodol o les: 
DME - Durable medical equipment - [The term includes iron l ungs, oxygen tents, hospital beds and .wheelchairs_ (which may include ,a pov,er-o era p 

	

ted vehicle that may be appropriately used as wheelchair) used in the~patient's ho me or in an , institution, whether furnished on. a' rental basis or purchased.] E ui g 

	

pment that can . withstand re eated'use and is 

	

rimaril 

	

and~customaril 

	

used to serve a medical u ose and that rbvides there eutic benefit or enables inured em to ees t 0 erform certain tasks that the 

	

axe unal;le to undertake otherwise due medical conditions or illnesses . . 

	

to their 

D.~~v - Diagnostic related groups . 

Department -=- T'he Department of Labor and Industry, of the Common . 

	

wealth. Direct medical education cost =- The salaries and other,~expenses Vela ted to the provider's . resident and intern gr~.duate medical education ap roved to p aching program. This amount. includes the allocable overhead costs associated with the provider's . maintenance ar~d administration of the resident and intern ra. r . 

	

p g ams . 
Disproportionate share .hospital =- A hospital .providing acute care . that serves a significantly disproportionate share oflow-income patients . 
Downcode - Alterin or amendin the HCPCS CPT D 

	

~ 

	

. RG ICL? or other code that 
a 

	

rovider utilized .to seek 

	

a 

	

ent for a 

	

articular ~ treatment 

	

service or accommodation. 

EOR, - Ex lanation ~o reimbursement - A document in a format . rescribed b the Depart, that ex lams an insurer's decision to ~ a 

	

downcode ~or den 

	

a cnt . 
of a medical bill or bills. 



-F'ull.Y pYOSpective - Inpatient capital related cost , of an acute c are provider included in the DRG payment based o~ a bjend of hos ital-s e ' p 

	

p cxl-ic data and 
Federal data and e~ccluded from cost report.~settlements . . 

	

, 
HCFA - The Health Care Financing Administration or the Ce 

	

. & Medicaid Services CMS . . 

	

nters for Medicare 

HCPCS - HCFA Common P~oceduYe Coding System - The procedure codes and associated nomenclature consisting of numeric CPT-4 codes, and al ha-~ . p numeric codes, as developed both Nationally ~by HCF.A. and' on a Statewide ba ' . 

	

. . 

	

. sxs by~local Medicare carriers . , 

Health care p~'ovideY - A. person, corporation, facilit 

	

or i 

	

. Y 

	

nstitution licensed, or 
otherwise authorized[,] by the Commonwealth to provide Health car e services, including physicians, coordinated care organizations,. hos itals p , health care facilities, dentists, nurses, optometrists, podiatrists; 

	

h .s . p y Kcal 

	

therapists, psychologists, chiropractors, or pharmacists, and off cers, emplo es or a Y 

	

gents , of 
the person acting in the course and scope of employment ox a ~ enc health care services, g 

	

y related to 

Hold harmless - Inpatient capital-related cost of, an acute care 

	

ro ' . p vxder .which can either be included fully in the DRG payment or partially included in both. the DRG and cost-reimbursed payment. 
(i) One, hundred percent hold harmless means inpatient capital-related cost . included ~~lly in the DRG payment at . 100% of the Federal ca ~ital rate . P ~(ii) Blended hold harmless means, inpatient. capital;related :cost inclu ded in the DRG payment fox assets :.acquired after. December 31, ~ 1990 and c ost- reimbursed for assets acquired before December ~ 1, 1990. 

(iii) Capital-exceptional hospital means a provider receiv' xng payment from Medicare based 'on cost because payments at either the fully . ros ectiv p p e rate . or the hold, harmless rates 'are less than or equal. to ~ 70% ~ of the provider's payments based on cost . 
ICD~ 9-CMJ -- The International Classification of Diseases identi~e --- 

	

d by its edition 

	

and 

	

modif cation 

	

i.e. 

	

ICD-9-CM . _ ~ Ninth ~ ~Editioxi ~--- Modification) . 

	

. . . 

	

Clinical 

IndiYect_ medical education cost --=- The expenses zelated to , the use of additi onal ancillary services and consumption .of provider resources related .to the 

	

rovisio ;of a graduate medical education approved teaching px'ogram . . p n 



Insurer -=- A: workers' compensation insurance carrier, includin , t g . he State [Workmen's] Worms ~ znsurance Fund, an employer who is ~ a uthorized by, the Department to self-insure its workers': . compensation Xiabilzty under sectio n 3 05 of the act (77 P . S. § 501); or a group of employers authorized by the De' ~a p rtment to act as a self-insurance .fund under section 802 of the act (77 P. S.~ §1036.2 . 
Interim rate nota rcation - [ .f 

	

. 

	

The Ietter;] Corres ondence from the . HCFA; CMS, Medicare or a Medicare intermediary to a [the] xovider P . . [>] that informs [infoixnzng] the.pxovider of [their] its interim payment rate, and [its effective date . 
Life-threatening inju~-y - ,A,s def ned by the American College of Sur eons' 

	

' g triage guidelines , regarding. use of trauma centers for the region where the services provided . 

	

. . 

	

are 

Medical records -- Written information that accuratel y 

	

le ibl ~ .and com le tel reflects the~~ evaluation and treatment of the 

	

anent. 

	

Comes ondence with individuals or entities not involved in evaluatin 

	

and treatin 

	

the ~ anent su ch as le a1 counsel . a ei~ re resentatives or case-many emerit 

	

ersonnel~not .ac tuall rovidin . 

	

anent, care are not medical records under this cha tez. 

	

. . 
Medical Re orts - Documentation that ~ rovider$ are re uire 

	

. d to submit to insurers under section 306 f.1 

	

6 . of the act 77 P.S. 

	

531 2 

	

and 

	

127.203 

	

relatin to medical bills submission of medical docume.~ntation ~ that includes mforrnati ----- ~n re ardin 

	

an inured emulwce's rirn~rhral h~'st~~;, d3a~nosis treatment a~ d service . rendered and medical records documentin billed treatment. 
Medical Re ort ,Form. - The form desi hated b 

	

the_ De 306(f.ll(Fl ~f~ +1,A � ,.~. ___ ~ 

	

~ 

	

�._ _ _ _ 

medical documentation , 
artment ~ under section to . medical bills-submission of 

Medicate carrier - An organization with a contractual relationship . with HCF CMS to process Medicare part B claims . [ 

	

. A] 

Medicare intermediary - ~ organization with acontractual relationshi 

	

wi [HCFA] CMS to process Medicare Part A or .l'art B claims . .p th 

. Medicare Part A - Medicare hospital insurance benefits which . pay providers for facility-based . .care, such as . care provided iri inpatient general an d tertiary hospitals; specialty hospitals, home health agencies and skilled nursing facilities . . 



Medicate Part B - Medicare supplementary ~ medical insurance . 

	

~ 

	

. which pays . providers for physician services, outpatient hospital services, durable medical equipment, physical therapy and, other services . 

New provider - .A, provider [which] that began administering ~ atient, c p , 

	

are after receiving initial licensure on or after August 3 l, 1993 . 

	

. 
Notice of ~biweeklyJ payment rates - [The Letter of notification A not' 

	

. ) _____ ~c_e from the Medicare intermediary to the provider, infozxxiing the provider of t 

	

' [biweekly) pa 

	

[ heir] its yment rate for direct medical education and paramedical education costs . 

Notice . of her resici'ent .amount - [The letter of notification A n ). otice from the Medicare intermediary to the provider, infotxx~ng the provider ~of the it [ 

	

] s annual payment amount per resident or ~intem full-time equivalent. . 

NPR - Notice of ptogYam reimbursement - The letter of notificatio n from the Medicare intermediary to the provider ~ regarding the final settlerzien t of the Medicare cost report, . 

	

. 

uted' treatment - An FORi a wrtten denial of a~ . ent or a T~Itilization Review Determination Face Sheet. 

	

. 
PRO - Peer Review Organization - An organization authorize d by the Secretary fox the purpose .of deterYniniiig the necessity 'or ~-equency of~medical tre atment administered to workers. with work-related injuries. 
Paramedical education cost -~ The education cost zelated .tb xovi 

	

' p ders nongraduate medical education prograrris. including nursing school ro rams radiology and laboratory technology training programs an 

	

p. g 

	

' d other allied health professional approved teaching programs . 

	

~ 

	

. 

	

. 

Pass-through costs - Medicare reimbursed cn:~tC to h r~,. ..~;1_, ., 

Pre-certi icatic~n - Pros ective review sou ht b~ . 

	

e anin to determine whether future treatment, is .reasonable and necessar . 
~ Provider - A healthcare provider. 

Provider under review -- A 

	

rpvider that_ with ;� +~o � .._~__ Peer Review re uest rovidf 
utilization or veer revie 

	

i ~...~ vav4,~ 

	

1VL- 

	

Wn~ w s reauested: Where treatm ent is 

	

rovided .or . ordered 

the prosl ' " 

b 



a xovxder whose activities are sub'ect to direction of su rovider the directin 

	

or suerii 

	

~ .vsn 

	

rovider shall .be the 
ervision b _ 

rovider under review. 
.prOS ective review =. TJR of 

	

ro ose~ treatment, that ~is conducted before the treatment is rovidtd 

RCC = Ratio . of cost-to-charges =-- The computed ratio u.sing~ the Medic report . 

	

. . 

	

are cost 

Recerti acation = UR of 

	

ros ective treatment ~ reviousl ~ .determined t ~ ~ 

	

. o . be reasonable and necessa 

	

that rrza 

	

certif that the treatment will c ontinue to be ' reasonable and necessa 

	

for a fixed 

	

eriod of time . 
Re-determination - UR of ros ective treatment unreasonable and unnecessary. determined to ~ be 

Retros ective review - UR of treatment that was alread 

	

rovided to an em ~ 1 " CC ; 
Secretary - The Secretary.of the Department . 

ovider' {~ ~s individual treatment service or accommodation as contained in the char e masteintaie r mand b the Bureau . 
Service 

	

descri~ for ~- 

	

The 

	

written 

	

descri tio;~ 

	

of each 

	

~ ~r 

	

'~ 

	

~ s ovldez~ s individual treatment service or accommodatiori~ as . contained zn~the char ~ e master mainta' ' 

	

~ ~ 

	

rued by the Bureau: 

	

. 

	

~ 

	

- 

S ecial 

	

-= Certification b 

	

a s ecialtboard reco : 

	

" ~ 

	

. of Medical S ecialti 

	

~h 
_ 

_ 

	

~~1,, .h.1~aCrzcan too and es orteA 

	

~ mericanQsteo athrc Associations' Burea u of Jsteonathic S ecialists . 

Specialty hospital - A .health care facility ~ licensed and' approved 'b Y , the Department of Health as a hospital . providing either a comprehensive in atie p nt rehabilitation program or an acute psychiatric inpatient program. . . 

	

. 
Statewide avera e weekl 

	

wa e . - The amot dr unetemined annuail b the .ue artment under section 105.1 of the Act 77 PS 

	

25'1 . . . . 

	

~ for each calendar ear on the basis of em to " ent covered b 

	

the Ps lv ermania" Unemplo Com ensation Law 43 P.S 

	

751-914 for th 12m 
. . e-onth preceding the calendar Teax . 

[Transition fee .sch.edule -- The'Medicare payment amounts as determined b .the Y Medicare carrier, ,based on the transition rules requiring a blend 'of the full .fee 



schedule (full implementation of the Resource Based 

	

. Relative Value Scale, RBRVS) and the original provider fee schedule.] 

	

. . . 
Trauma center - ,A. facility accredited ' by the Peens ~ . ~ 

	

. ylvania Trauma Systems Foundation under the Emergency Medical~Services Act (35~P.S . : 

	

6921, §§ 6938) . Treatment -= The ~mazi.~. e~rient and care of a 

	

atient for the 'u 

	

ose of co mbatin disease or disor~dex . 

UR -.Utilization Review . 

URO - Utilization Review Organization - An organization a uthoxized by the . Secretary . for the purpose of determYning .the reasonableness or necessit . . y of medical treatment administered to .workers, with work-related injuries . 
Unbundling - The practice of separate billing for rimult' zple service items or procedures instead of grouping the services into one.charge item. . 

	

~ 

	

~ . 

	

. . 
Urgent injury - As defined .by the American ~ Co11e e of g Surgeons triage guidelines regarding use of trauma centers for the region where the services are provided . 

Usual and customary charge - The change most often made b 

	

rovi 

	

r~ y P 

	

de, ~, of similar training, experience and licensure for a specific treatment, acconllnodat~ ion, product or service in the geographic area where the ~-eatment, ~aecommodatio. n, . product ~or service is provided,-as evidenced b 

	

a database~ublished or refers ~y the Department in the Peens lvania Bulletin . . 

	

nced 

LTlorkers' ~Cjcompensat on judge - As defined by section 401 of the act 77 P. . ( S . § 701) [(definition of "referee")] .and as appointed bythe. Secretary: 

.Subchapter B. MEDICAL FEES AND FEE REVIEW 
CALCULATIONS 

§ 127.101. Medical fee caps - genera~,pro~isions and initia . 

	

. 

	

. treatment rends 1 rates for red, before January 1, 1995[- Medicare], . 
(a) Generally, medical fees for services rendered under the act~sh all be capped at 113 ~o'of the Medicare reimburserxient rate .applicable in this Coznrnonwealth ands r the Medicare Program ~ for comparable services rendered . : The ~ medical fees allowable under the act shall fluctuate with changes in the applicable Me ' dicare 



reimbursement rates for services xendered prior to January 1, 1995. Thereafter for services rendered on and after January I, 1995, medical fees shall be updated onl y in accordance with [§ § 127.1 SI -127 .162 (relating, to medical fee u dates 

	

thi drafter. 

	

P . 

	

)) s 

(b) Medicare coinsurance and deductibles may not be used to reduce the allowabl fee under the act: . 

	

e 

(c) If a provider's actual charges for services rendered are. less ~thari the maximum, fee allowable under the act, the provider shall be paid only the actual charges 'for the services rendered . 

(d) The Medicare reim.bu~sement mechanisms. that shall be used when calculaten g payments to providers -under the act are set forth in .§§ ~ 127.I03 - [127.128] I27.I35 . 

	

. 

(e) Medical fee caps based onMedicare will apply~to all .providers licensed .in thi s Commonwealth who treat injured workers, regardless ~ of whether the . provider paz-ticipates .in the Medicare Program. 

(f) .An insurer may not make payment in excess of the medical fee ca s, ~ur~ess P payment is made pursuant, to a contract with a CCO certified by the Secretar Health] : 

	

~ 

	

y [of 

§ 127.102 . Medical fee caps .-.usual and customary charge. ~ 

	

. 
If a., Medicare payment .mechanism does not exist for a 

	

particular p treatment, . accommodation, product or service, the amount of the payment~rriade to a provider shall be either 80% of the usual ~ and customary , charge for that treatment accommodation, product or service. in the geographic area where rendered, . or the aactual charge, whichever is lower. 

	

. 

§ 127.103 . Outpatient providers subject to the Medicare rfee schedule - generally. 

	

. 

(a) .Wheri services are rendered:by outpatient providers who are reimbursed under the 1VTedicaxe Part B Program pursuant to the Medicare fee schedule the payment under the act shall be calculated using the Medicare fee schedule as a basis. [The fee schedule fordetermining payments shall be the ~trarisitiori fee schedule as determined by the Medicare carrier:] 

	

~ 

	

~ 

	

~ 

	

. 



(b} The insurer shall pay the provider for the applicable Medicare procedure .co~ de, xe uired by the . act and this chapter 

	

even if the service ~in 'question is not a~ compensated service under the Medicare Program. 

	

. . 
(c) If a Medicare allowance does not exist for a reported CPT or HCPCS code or successor codes, the provider shall b~e paid eithex 80% .of the usual and customary charge or the actual charge, whichever is lower, 
(d) When calculating payment for all services rendered on. and before 'Decemb er 31, 1995, all rate- increases, periodic adjustments and iuodifications into 

	

orated into the Medicare Part B Fee Schedule shall be used. The effective date of these changes under Medicare shall also be the effective date of the fee' changes under the act, was provided in § 127.151 (relating to medical fee updates prior to Januar Y 1,~ 1995 - generally) .- 

	

~ 

	

. 

(e) [Fee updates subsequent to December 31, 1994; shall be in accordance with §§127.152 and 127 .153 (xelating to medical fee updates on and after Janua 

	

1 n' 
1995 - generally, and medical fee updates on and after .lanuary 1, 1995 ~-outpatient~providers, services and supplies subject to the Medicare fee schedule) . 
Payment for services rendered undez this sz,,+*^~ ~~- _ . , ~ ,. shall be frozen as of December 31 

	

1994 and change in the Statewide average weekly wage.. 
On and after Janu 

	

1 1995 adjustments ~and''modificatioris b 

	

CMS relatin to a than , e in .descri tion or renumberin 

	

of an 

	

CPT or HCPCS code . will be incorimorated into the basis for determinin , the amount of a_ 

	

ent as frozen in subsection e for services rendered under the act 
Ors and after Januar 

	

1 

	

1995 

	

a merit rates under the act ~ for new CPT~ or HCPCS codes will be based on the 'rates' allowed in the Medicare fe e schedule ublished iri the Federal Re i.~ter within the calendar earn of the effective date ®f the new codes . These a menu rates shall be frozen immediately 

	

and thereafter updated annuall 

	

b ~ the .ercent~ .e char e m, the Statewide avera~ e weekl 

	

wage. 

§ 127.104 . Outpatient providers subject to the Medicare fee schedule physicians. 

	

~ ~ . 

~ Payments to physicians for services rendered under: the act shall initially be calculated by multiplying the .Medieare Part B~.~e mbursement .for'the services by 113% . 



(b) Payment for services rendered under this section on and aftex January 1 1995 shall be frozen as of December 31 1994 and udated aniiuall b 

	

the 

	

ercenta e change in the Statewide ayera e weekly wade. 

	

~ 

	

~ 

	

~ . 

	

~ 

	

. 

~c) On and after January 1 1995 adjustments and modifr~t-;~ns by CMS relating . to a than . e in descri tion or renumberin of a ~CPT~ or HCPCS . code will be incoxporated into the basis for determining the amount ~of a~mient as frozen under subsection .(b) for services rendered under the act. . . 
~d) On and after Januarv~ 1 

	

1995 nayrnent rates � rirlPr the act for new CPT or HCPCS codes will be based on the rates allowed in the Medicate fee schedule ublished in the Federal Re iste~ within the calendar 

	

ear of the effective date of the new codes . ~ These 

	

a 

	

ent rates shall be frozen immediatel 

	

and thereafter u dated anriuall 

	

b 

	

the 

	

ercenta e clean e ire the Statewide ~avera e weekl 

	

wa e. 

§ 127.105: Outpatient providers subject do the Medicare fee schedule - chiropractors. 

(a) Payments for .services rendered by chiropractors, shall bz made for those services permitted by the Chiropractic . Practice Act (63 P. S: §~ 625.101 - 625.1106). 

	

. . 

(b) Payments for spinal mariipulation procedures by chiropractors shall initially be based on the Medicare fee schedule for the ant~ropriate CPT or`I~iCPCS codes [98940 ,,98943], multiplied, .by 113%. 

(c) Payments for physiological ~ therapeutic procedures by chiropractors shall initially be based on the Medicare fee schedule for the a ro xiate CPT or HCPCS codes :[ 7010 - 97799], multiplied by 113% . . 

(d) Payrrients .shall be made for documented office visits and shall init-ially be based on . .the appro riate [Medicare fee schedule for]_ .~ CPTTor HCPCS codes [99201 - 99205 and 99211 - 99215], multiplied by 113 %: 
(e) Payment shall. b~e made far an office visit provided ~on . the ..sazrie day as another procedure only when the off ce, visit represents a significant :and separately identifiable service performed in addition to the other procedure. The office visit shall be billed under the (proper] appropriate level C-PT or HCPCS codes [99201 - 99215], and shall . require the use of ~ the procedure code modif er ["-25" (] indicating a .Significant, Separately Identifiable ~ Evaluation and Management Service by the Same Physician on the Day of a Procedure[}] . ~ . 

	

~ . . 



~Pa 

	

ent fox aexvzces rendered under this section on .and after Januar 

	

1 ~ 1995 Y -_. ..__._.. shall be frozen as of December 31 

	

1994 and u dated annuall 

	

b 

	

the 

	

ercenta 'e char e in the Sta.tcwidc avcra~c weekl wage 

	

. 

On and. after Janua 1 1995 ad'ustments and modifications b CMS relatin to a chap e in descri tion ox renumberin . .of a CPT .oi~ HCPCS code will be into orated into the basis fox determinin the amount of a exit as frozen~under subsection (fl foz~ services rendered under the act. 
(h) On and after January 1 

	

1995 navmPnt ,-a+P~ � n,~ uixu\.1 61Ie act for new CPT or HCPCS codes wzll be based on the rates allowed rn the Medicare fee schedule u~lished in the Federal Re ister within the calendar ears of the effective date 'of .the new codes . 

	

These 

	

a ment rates shall be frozen immediate) 

	

~ and thereafter ,updated annual) , b 

	

the , ercenta e chap e in the Statewide avera e week) 

	

wade. 

§ 127.106 . Outpatient providers subject to the Medicare fee schedule . .-spinal manipulation performed by doctors of osteopathic medicine. 
(a) payments for spinal manipulation procedures by Doctors of Osteo at p hit Medicine shall initzal~ be based on the [Medicare fee schedule for] appr~ 

	

o~griate level CPT or HCPCS codes [M0702 - MO'13.0 (through 1993) or I:ICPCS~ codes 98925 - 98929 (1994 and thereafter), multiplied by 113%. 

	

~~ 

	

. 
(b) Payment shall be made .for an office visit provided on the same day ~.s a spinal manipulation only when the office visit represents . a. ~ signif%cant and separately identifiable service performed in addition to the manipulation . The office visit shall be billed under the..[proper] apps riate level CPT ~r HCpC~ codes [99201--99215], and shall . require the use of the procedure code modif er ["-25" ~~ indicating a Signif cant, Se aratel 

	

(] p 

	

y Identif able Evaluation and Managerrient Service by.the Same Physician on. the Day of a Procedure[)] . 
(c) Payments for other services provided by Doctors of Osteopathic Medicine shall be calculated .as provided for in § 127.104 (relating to outpatient providers subject to .~the Medicare fee schedule -physicians) . 

	

~ 

	

. . 

~d) Payment for services rendered under this section n� any after Janua 

	

1 1995 shall be frozen as of December.31 .1994 ar~d u dated annual) b 

	

the 

	

ercenta e change in the Statewide average weekly wa e. 

(e) .On and after January 1 1995 adrustrnents and modificatin*~s by CMS relatm~ to a than e m descri hon .or .renumberm , of a CPT or HCPCS code will be . 



ncoroorated into the basi fo d sret .erminin 

	

the :axnqunt of subsection d for services renderdd .e 

	

uner the act. 

~ a 

	

ent rates under the act for new CPT ~ or 
HCPCS~ codes vvill lbe based on the ratllo es a wed in the 1V.tedic are fee schedule 
ublished in the Federal Re ister within thlrr e caenda 

	

eas of the e ffective date of 
the new codes . These 

	

a went rates. shallbe frozen ~iudite u datedll .nneal and thereafter annua 

	

b 

	

the 

	

ercenta~ e chan e In th e ,Statewide avera e weekly wa 

§ 127.107. Outpatient providers subject to the lY.iedica re fee schedule -=--physical therapy centers and independent physical theta ~ists. P . 
. .~ ~ Payments to outpatient physical therapy centers and rode 

	

~ 

	

. pendent .physical therapists not reimbursed in accordance with § 127.118 

	

relatin g to RCCs .-= generally) shall ~ init-X be calculated by multiplying the . Medicar e Part B reimbursement for the services by 113 %. 
b Pa . 

	

ent for services rendered under thi s section on and after J anuar ~1 1995 
shall be frozen as . o-f December 31 ~ 1994nl' a u~--a chan e in the Statewide average vveelrl 

	

Wa e. take 

1995 ad'ustmentd~ s an rnodifications b CMS gelatin "' a ~aaazz e 1n ~ descri Lion or renumberinf . 

	

o a CPT or HCPCS code . will be incorporated into the basis fo.r determinin the amo~ntf 

	

~n . 

	

o 

	

a 

	

et a subsection b for services rendered under the act. . . . 

	

. 

	

s froz~n und~r 

On and after Jn au 

	

~ 1: 

	

1995 a. menu rates under the .acts for new CPT or HCPCS codes will be based on the rates allowed in the . Medicare fee schedule ublished in the FedeYizZRe iste~ witr~in the calendarsfhe ear o t ~effecti ve date of 
the new codes. These 

	

a 

	

ent rates shall be frozen ~idi mmeatel and thereafter updated_~uall 

	

b ~ the ercenta e chan e in the Stateid . ,we avera e weekly wa P 

~§ 127.108 . Durable me~icai equipment and. home infusion t ~~ . herapy. 
.~ Payments for durable medical equipment, home infusion ether apy and the applicable CP_ T or gCPCS codes related ~to , the infusion . , equi went s P . 

	

, . applies, nutrients and drugs, shall iru-Y be calculated by zn~tiplying the Medicar . e Part 'B Fey Schedule [reimbursement] . for the equipment or .therapy by 113 %. 



b Pa 

	

ent for services rendered under this section on 'and after J. anua 1 1995 
shall be frozen as of December 31 

	

1994 and u ' ~ ~''' clian~e in the Statewide average wePkl ~ .vase. . 

(3) One hundred percent of pass-through costs. 

§ .127.109 . Supplies and services not covered bY ree schedule . 

	

~. ~ 

	

. 

Payments for supplies provided over those . included with the ~ ' billed office visit shall be made at 80% of the provider's usual and customary . char. e when g the pro.vider~ supplies sufficient documentation to suppot-t the necessit 

	

of th y ose supplies ., The su 

	

lies shall be s ecif call 

	

identified on the~~HCFA ~ 1500 or U B 92 forzxi a 

	

licable to the treatment rendered . Supplies included in the office 

	

' visit code by Medicare may not be fxagm.ented or unbundled. in accordance with 127.204 (relating to fragmenting or unbundling of charges, by providers) . 

§ 127.110 . Inpatient acute care providers --= generally, . 
(a) Payments to providers of inpatient ac~.te care hospital service s shall be based on the sum , of the following . as u dated under 

	

.127.1 .11 a 

	

gelatin 

	

to ' acute care roviders = DRG undat~cl ; in aticnt 

(1), One hundred. thirteen percent of the DRG payment. 
(2) One hundred percent .of payments that are reimbursed on the prospective.payinent system, as listed in subsection (b) . 

(4) One. hundred. percent of applicable cost outliers or 100% of a day outliers . . 

	

pplicable 

On and after lama 

	

1 1995 ad'ustments and modifications b 

	

CMS ref 

	

' atin to a char e in descri tion or renuinberin 

	

of an 

	

CfT or HCPCS code wi Il be inco 

	

orated into the basis for determining the amount of~ a 

	

~ent as froze n under subsection b) for services rendered uildPr the act. . 
d On and after Janua 

	

..1 ~ 1995 

	

a. ~ ent rates under ..the act for new CPT or HCPCS codes will be based on the .gates allowed in the~Medicare fee schedule ublished iii the .F'edeYal Re zste~ within the calendar 

	

ears of. the effective d ate of the new codes . These 

	

a 

	

~ent rates shall be frozen immediatel 

	

and them eafter u dated annuall 

	

b , the 

	

ercenta e chap e in the Statewide average weekl 

	

wa ~c . 



(b)~In calculating the payment due, the following payments, which are reimbu rsed on a prospective payment basis by the Medicare Program, ~ shall be multiplied by 100%: 

	

. 

(1) The prospective portions of capital-related costs relating to payments to' the . following: 

(i} Fully-prospective hospitals . 

(ii) Hold-harmless hospitals reimbursed .at 100% of the Federal rate (100% Bold harmless) . 

(iii) Blended hold-harmless hospitals . 
(2) Direct medical education costs . . 

(3) Indirect medical education costs. 
(c) Incalculating the payment due, the following costs, which are reimbursed on a cost basis by the Medicare Program, shall be multiplied by 100% : 

(1) The. cost portions of capital-related .costs relating to the following: 
(i) :Blended ho?,d-.harmless hospitals. 

(ii) Capital-exceptional hospitals. 
(2) Paramedical education costs. 

(3) Cost outliers or day outliers . . 

§ 127.111 . Inpatient acute care providers -1~12G payments . 
(a) Payments to~providers of inpatient hospital services,~whose Medicare Program payments are based on .DRGs, shall be calculated by multiplying the established DRG payment. on the date of dis charge by 113 % exce t as s et forth in 

	

127.111 a (relatin to inpatient acute care providers ~ DRG u~,~atPS) . . . 

(b) For discharges on and before December ~31, 1994,, the DRG payments, using the Medicare DRG methodology, shall be based on the most recently published tables of .payments, relative values, wage indices, geographic adjustment factors, rural and urban , designations~ and other applicable Medicare payment adjustments 



pubX shed in the Federal Register . The. effective date for these changes under the . 

	

Medicare Program shall also be the effective date fox the chan es unde 

	

~ . g 

	

r the act. 
(c) If the amount of the DRG reimbursement .changes 'during a~~patient's sta Y, the applicable reimbursement rate on the date of discharge shall be used to calculate payment under the act. 

(d) If a patient was admitted prior to August 31, 1993, the act's medical fee ~ca ~.s may not apply. . 

	

~ 

	

p 

§ 127.IIIa. Inpatient acute care providers - DRG updates. 

	

. 
a On and after January 1 

	

1995 inpatient AC'�tP rar e ril V V1UGZ's~ whose 

	

a -____p ~~nts under the act are based on DRGs 

	

Ius add-ons under 

	

127.110 - 127.116 shall ~be aid usin 

	

the DRG Grow er ~ relative wei ht Geometric and Arithmetic Mean Len the of Sta 

	

and Outlier thresholds in effect on the date of dischar e. 
b On and after Januar 

	

1 1995 add-on 

	

a menu based on ca ital-r p 

	

elated cosh as set forth in 

	

127 112 relatin to in anent acute care roviders - ca ital- related costs 

	

shall be frozen at the rates in effect ~on December 31 

	

1994 

	

and u dated ant~uall 

	

b 

	

the 

	

ercenta e chan . e in the. Statewide ~avera e weekl . ~va~~ e . 
c On and after .Tar� ,a,-~~ 1 

	

1995 add on tiaVmPnfc hased~ on medical ed cosh SEt forth m ~ 127 113 ~relatm~ to in~ar;Prf .,~,. ~, ucation 
w,,u~e ,,are providers. -- medical educatio-s? sha~~~ozen based on the calcurations~ made usirl the Medicare cost r_ eport and interim rate notification in effect on December 3 1 1994.: These frozen rates shall be . a 

	

lied to the DRG ~rates~ in effect on 'the date of discharge . as set forth in subsection (a) 

	

~ 

	

, , 

1 Hospitals which lose the right ~to recP,vP a~~~ , ;� ~~{_payments based on medical education costs under the Medicare Pro yam an and after Januar 1 

	

1995 shall also lose their ri ht to receive these 

	

a 

	

ents under the act as set forth in 

	

127.113 . Commencin ~ with services renclei-ed on or after January 1 of the 

	

ear succeedin 

	

the chan e in status the add=on 

	

a ment that has been com uted and included in the Medicare fee ca 

	

as frozen on December 31 

	

1994 

	

shall be eliminated from .the calculation ~ of the reimbursement. 

f2 .Hos itals which gain the ri~ht~ to receive add on navments`' based on medical education costs under the Mechcare Pro ram on and after Januar 1 1995 shall receive a eats based. on the rates calculated in 127. ~ 13 (c 

	

These bayments shall be frozen ~ imn-~.ediatelv~ and thereafter 



shall .be a 

	

lied to the DRG rates in effect~~ori the date of dischar e .as set forth in subsection (a) 

d Om. and, after Januar 

	

1 1995 add-on 

	

a .merits based on cost~to-char ~e outliers ~as set forth in 

	

127:114 relatin 

	

to in anent acute care ~ roviders - outliers) shall be frozen based on the thresholds and calculations in effect on December 31 1994. These 

	

a 

	

ents ma not be u dated based on char es in the Statewide avera e weakly wade. 

	

~ 

	

~ 

	

~ . 

	

~ . 

~e) On and after Jaizuaz-y 1 

	

1995 add on ~navmPntC r,a~A,a ~~u v1 .t day outliers as set forth m & 127 114 shall be frozen based on the ar,th uetic and geometric mean len~-th of stav in effect for discharges on December 3 l 

	

~ g44 ~ Thesse frozen rates shall be a 

	

lied to the DRG rates in effect on the date of dischar e as set forth in~ subsection (a) 

	

~ 

	

. 

~fl On and after January 1 1995 add on payments based on the designation under the Medicare Pro raixz as a dis ro ortionate share hos ital shall be frozen based on .the desi nation and calculation in effect on December 3 .1 

	

1994 . These frozen rates shall be a 

	

lied to the DRG. rates in affect on the date of dischar e as set forth in subsections la) 

~~) On and after January 1 

	

1995 ~navi-nPnt~ teased �u designations under the Medicare Pro ram as a Medicare-de endent small rural hos ital ~ sole-communit hospital and Menicare~~ec~-rar,h ;c?11~~ reclassified. hospital shall be frozen based on the designations and calculations in effect on becember 31 1994 . These rates shall be u dated annuall ~ b 

	

the 

	

ercenta e chars e in the Statewide avera e weekly wa~c 

. § i?7.112. Inpatient acute care providers -= .capital-related costs.. 
(a) An additional payment shall be made to providers of inpatient hos ital service P 

	

s for the capital-related costs reimbursed under the Medicare Part A Program . 
(b) Hospitals, which have a hospital-specif e capital ~ rate ~ lower than 'the Federal capital rate (fully-prospective), shall be paid for capital-related costs [as follows :] by multipl in the hospital's capital rate, as determined by the . . Medicare intermediary, [shall .be multiplied] by the DRG relative weight on the date of discharge . , . 

(c) Hospitals, which have a hospital-specific capital rate equal to or higher than the Federal capital rate (hold-harmless), . shall ~be paid for capital=related costs as follows : 



(1) Hospitals paid at 100% of the Federal capital ~ rate shall receive the Federal capital rate, as determined by the Medicare intermediary, multiplied by the DRG relative weight on the date of discharge . 
(2} Hospitals paid at a rate greater .~than 100% of the Federal capital rate shall be paid on the basis of the most .recent [notice of interim payment rates] interim rate notification as determined by the. Medicare intermediary. Hospitals shall receive the new Federal capital rate multiplied by the DRG relative weight on the date of the discharge plus the old Federal capital rate as determined by the Medicare intermediary: 

(d) Capital-exceptional hospitals, or new hospitals within the first ~2 years of participation in the Medicare Program, shall be paid for capital-related costs . [as follows :] by adding the most recent interim payment rate for capital-related costs, . as determined by the Medicare intermediary, [shall be added] to the DRG payment on the date of discharge . 

	

. 

§127.113 . Inpatient acute care providers - medical educatio.ri costs . 
(a) Providers .of inpatient hospital services shall receive an addit,_'opal payment in recognition of the costs of medical education as provided~purauant to an approved teaching program and as reimb~ursed .under the Medicare Program. For providers with an approved teaching program in place prior to January 1, 1995, the medical education .add-on payment shall be based on the fdllowing calculations : 

(1) Payments for. direct medical education costs shall be based nn fgures from the latest audited Medicare cost report and calculated as, follows : ~ the medical education cost (Worksheet E, Part IV; Column. l, Line 18) shall be divided by total hospital DRG payments (Worksheet E, Part A; Column ~ 1) . This amount shall then be multiplied . by the DRG payment on the date of discharge . . 

(2) Payments for indirect medical education costs ~ shall be calculated as follows : the add-on percentage, identified in the .provider's latest [Medicare] interim. rate notification, multiplied by the DRG payment on the date of discharge . 

	

~ 

	

~ 

	

. 

(3) Payments for paramedical education costs shall be calculated by determining the ratio of Medicare paramedical education costs to . Medicare DRG payments. This ratio shall then be multiplied by the DRG payment on the date of discharge . The necessary ratio shall be computed as follows : 



(i) If the most recently audited Medicare cost report is for a .fiscal year begiru~ing on .or after October 1, 1991, and uses HCFA Form 2552-92, then the .ratio shall be detezznined by taking the sum of Lines 14 .and 15 on Worksheet E, Part A, and dividing it by Line 1 . 
(rz) If.the most recently audited Medicare cost reporf 'is for a fiscal year beginning before October 1, 1991, and uses HCFA Form 2552-89,, then .the ratio shall be detezmined by taking the sum of medical education costs from Worksheet D, Part I, Column 5, Line 101 and Worksheet D, Part II, Column S,~Line 101 and.dividing~~the sum.by total charges from Worksheet :D, Part . II, Column 7; Line 101 ; multiplying .this arizount by Medicare charges from . Worksheet D, Part II, .Column 9, Line 101 ; and dividing ~this~ amount by DIZG payments from Worksheet E, Part A,Line 1 . 

(b) If a hospital loses its right to receive add-ori payments for medical education costs under the Medicare Program, it shall also ~ lose its right to receive the corresponding . add=on payments for' medical education costs under the act comrriencing with services rendered on or after January. l of the year succeeding the change in status . The hospital shall notify the Bureau in writing of this change in status on or before November 30 of the year in which the hospital .has hst the right to, receive .a medical education add-on payment. 
(c)~ On and after Janu~.ry 1, 1995, if a hospital begins receiving add-on payments for medical education costs under the Medicare'-Program, it shall also 

	

ain the g right to receive : add-on payments for' medical education costs under the act, commencing with services rendered on or after January 1 of the year succeedir~.g the change in status . 

(1) The hospital shall notify the Bureau in writing of this change . in status on ar before November 30 of the .year in which the hospital has gained .the right to receive a medical education add-on payrn.ent . The notification shall include the following : . 

	

~ 

	

~ 

	

. 

(i) Documentation that the medical. education costs are incurred as the result of an approved teaching program, as ~ accredited by the appropriate approving body. 

(ii). The notice of per resident amount for .direct rimedical education. 
(iii) The interim rate n.otif cation for indirect medical. education: 



(iv) The notice of .[biweekly] payment rates received from the Medicare Intermediary. 

(v) A complete copy of the most recently .audited ~ Medicare cost report as of November 30 of the year iri.which the hospital gained the right to receive additional payments for medical education costs. 
(2) If the hospital gained the right to . receive a medical .education add-on payment on or after January 1, 1995, the payment shall be based on the following calculations : - 

(i) Payments for direct medical education costs shall be based on the notice of [biweekly payrrient amount]~ payment gates. This amount shall be annualized, multiplied by the ratio of Part A .reasonable cost to .total reasonable cost from Worksh.e,et E-3, Part IV, Line I5, and divided by ~ total hospital DRG ~payrrients from the most recently audited Medicare cost report (Worksheet E, Part A; Column 1, Line 1) . This amount shall then be multiplied by the DRG payment on the date of ~discharge .~~ 

(ii) Payments for indirect medical education costs shall: be calculated as follows : the add-on percentage, identified in the provider's most recent [Medicare] interim rate notification for the' calendar year in' which the approved teaching program; commenced, multiplied by the DRG payment on the.date 'of discharge. 

	

~ 

	

, 

(iii) Payments for pararnedical education costs shall bebased on .the notice of [biweekly payment amount] ~payment rates. This amount shall be annualized, rriultiplied, by the ratio of Pa_~t A reasonable cost . to total reasonable cost from Worksheet E-3, Part IV, Line 15, and divided by total hospital DRG payments ~ from the' most recently. audited Medicare cost report (Worksheet E, Part .A, Column 1, Line 1) . This amount shall be multiplied .by the DRG payment on the date of discharge. 

§ 127.114 : Inpatient acute care providers - outliers . 
(a) Payments for ~ cost outliers shall be based on the Medicare method for determining eligibility for additional payments as follows : the billed charges .will be multiplied by the aggregate ratio of cost-to-charges obtained from the most recently audited Medicare cost report to determine. the cost of the claim. [This cost 



of claim shall be compared to the applicable Medicare cost threshold. Cost] Costs in excess of [the threshold] $36,000 shall be multiplied by 80% to determine the additional cost outlier payment. 

(b) Payments to acute care providers, when the length. of stay . exceeds the . Medicare ~ thresholds 

	

("day outliers"), 

	

shall be v determined by .ap 1 in 

	

the PY g Medicare "methodology as follows : the DRG payment plus the capital payments shall be divided by the arithmetic mean of length of stay : 'for that ~DRG as determined by [HCFA] CMS to arrive at a per diem payment rate . .This rate shall be multiplied by the number of actual patient ~ days for the claim which are in excess of the outlier threshold as determined by [HCFA] CMS and published in the ~'ede~al Regzster~ . T'lie result is added to the DRG payment. 
(c) When the calculations under both subsections (a) and .(b) are greater~thax~ zero the outliex . .payment shall be limited ~to the lesser of the cost outlier computed in accordance with subsection (a) ~ or the day outlier computed in accordance with subsection (b). 

	

. 

§.~J.Z'7.115 . Inpatient acute: care providers - disproportionate-share hospitals. 
(a) An additional payment shall be made to providers of inpatient hospital services designated by the Medicare Program as disproportionate-share hospitals . 
(b) [Payments to disproporEionate~-share] Disnrouortionate share. hospitals shall be reimbursed . by multiplvin~ [calculated as ~ follows :] .the add-on percentage identified in the provider's Latest [Medicare] interim rate notification [shall be multiplied] . by the DRG payrnent~ on the .date ~of discharge t, he product of which shall [and] then~be multiplied by 113% . 

(c) A provider requesting additional payments under the act based on its Medicare designation as a disproportionate-share hospital shall provide evidence of this' designation to ~the insurer: 

	

. ~ 

	

. 

(d) If a hospital Loses its right to .receive additional payments as a disproportionate-share hospital under the Medicare Program prior to January 1, 1995, it [shall .also lose its right to] ma not receive additional payments under the act. 
(e) Loss . of the disproportionate-share designation ~ori and after January l, 1995, willwot result in the loss of this designation for purposes of determining payments under the act. 



(f) If a hospital gains . the disproportionate-share designation on and after , January l, 1995, it will not be paid according to chat designation under tfe~act . 

§ 12'7.116 . Xnpatient acute care providers - Medicare=dependent small rural hospitals, sole-community hospitals and Medicare-geographically reclassified hospitals . 

(a) [Payments for] Medicare-dependent small rural hospitals,, sole-community hospitals and Medicare-geographically reclassified hospitals[,] shall be reimbursed [calculated as follows :] by multiplyin~ the hospital's payment rate identified on the latest [Medicare] interim rate [notice shall be multiplied] notz-~icatiori by .the DRG payment on. the date of discharge, . [and] the product of whichshall then. b e multiplied by 113 %. 

	

. - 

(b) A provider requesting . additional payments under the act based on one of the special designations in subsection (a) . shall provide evidence of this . Medicare designation to the insurer . 

(c) If a hospital loses its designation as a Medicare-dependent small .rural hospital, sole-comm.unr_ty hospital or Medicare-geographically reclassified hospital under the Medicare Program prior to January .1, 1995, it [shall also~lose the designation and] ma ~ not [the right to] receive additional payments under the act . 
(d) Loss of one of the special designations in subsr~ction (a) on ~arid after January 1, 1995, will not result in the loss ~ of the 'designation for , purposes of determining payments under the act . 

(e) If , a hospital gains designation ~~ as a Medicare-dependent small rural hospital, sole=community hospital or Medicare-geographically reclassified hospital ~ under the Medicare Program on and after January 1, 1995, it will, not be paid according to that designation under the act . 

	

~ . 

§ 127.117. ~ Outpatient acute care providers, specialty hospitals and otheir cost=reimbursed.providers (not subject .to the 11Zedicare fee. schedule] ., 
.(~ The following services shall be paid on a cost-reimbursed basis for .medical treatment rendered under [Act 44] the act : 

(1) Outpatient services of general acute care providers and specialty hospitals reimbursed by Medicare using the HCFA Form 2552 or any successor form. 



(2) Tnpatient services provided in specialty hospitals .and distinct 

	

art p rehabilitation and psychiatric uriits~ of general acute care hospitals, which are exempt from the DRG reimbursement methodology and are reimbursed by Medicare using:the 1-ICFA, Fog 2552 Qr ~y successor form. 
(3) Services 

	

provided ~ in 

	

Corrlprehensive 

	

Ou atierzt ~ 

	

. Rehabilitation Facilities reimbursed by Medicare using the HCFA Form 2088 or an successor form. 

	

~ 

	

~ 

	

y 

(4)~Services 

	

provided 

	

in , outpatient 

	

therapy 

	

centers 

	

ele ctlng cost reimbursement for Medicare using the HCFA Form 2088 or any successor form :' 

	

. 

rovider's actual char e b 

	

rocedure as determined from the char e master shall be ~ multi lied h 

	

the ratio of cost-to- char es based on the m~st .rcccntl 

	

audited Medicare cost re' ort . Exce t as stated n n in subsection c 

	

this amount shall be frozen as of December 31 

	

1994 fo r u ores of caIculatin 

	

a menu under the act and u dated annuall by the ercenta~e chan~e .in the Statewide average weekl 

of December 31 .1994 the 

calculate rates frozen in subsection b ~ the Bureau will m»Iti 1 . 

	

the rovider s. bailed char es b 

	

the RCC associated 'with .the a ~ ro .riate Revenue Code. 

	

The a 

	

ro riate Revenue Code is the Revenue . Code that a 

	

lies o the correspondira. 

	

service descri for in the char e master as of Se ~ tember~ 1 _1994, ~or the Revenue Code that a 

	

Iies to the comes . ondin service descri tor . d char~emaster undex subsection 

	

2 -~----_-. n 

	

a ded to the 

d Subsection b will not a' 

	

1 

	

where the char e master does not contain u . ' n~ ~ue char es for each item of 

	

harmac 

	

and' where actual char es ~ are based on al oritnins or other mathematical calculations to com ute the char e. For bu of effectuatin 

	

the freeze the 

	

roviders'~ RCC for harmac 

	

dru atients shall ~be frozen based on the last a7~ri;t~~ ~,r ,a 
1 "1~~~~-~ ~ cost re Decernber .31 

	

1994. On and after Januar 

	

1 

	

1995 ~th 

oses 
es to 

ort .a~.s of 
e' roviders'. actual char es shall be multi Lied b 

	

the ~ frozen RCC and then 'b 

	

113% to . determine reimbursement. These 

	

a 

	

eats ma 

	

not be u~ dated . based on char Statewide avers. c wcekly wa e . 

	

es in 'the 

b _ __ 

Providers that are . reimbursed under this section and add riew services re uirin 

	

the addition of. new service descri tors within 

	

reviousl 

	

re orte d Medicare revenue codes and frozen RCCs shall receive a 

	

~ent~~based :on the char e as ociated with the new service multi lied b the frozen RCC. 



~fl Providers that are reimbursed under this secticii, 'and add new services requiring the addition of new , service descri toys outside of .the. reviousl~ re orted Medicare revenue codes and frozen RCCs sha11_receive . a xrient as follows : 
~(1) Before the completion of the audited cost rPn~rt +hat Includes the new services a ent shall be based on 80% of the rovider's usual and customary charge. 

2 U on completion of the first audited cost rPn~rt that includes the new services 

	

a 

	

ent shall be based on the char e associated with the ~ new service multi lied b 

	

the audited RCC includin 

	

the Ehar e. Pa ~ ment rates shall be frozen immediate) 

	

and u dated annual) b 

	

the 

	

ercenta e chap e in the Statewide avera e week) wa e . 

~~) Providers reimbursed ur~der this sectioxi that commancin~ (the effective date of this re ulation 

	

add new services for which such roviders are reimbursed b Medicare on.~a fee-for-service basis shall receive reimbursexrient~accordin 

	

to the . procedures established under this cha-gter fox Medicare Part R services. 
h Providers that are reimbursed under this section and add new services under subsectior_s 

	

rvice d~~cripto~ 

	

HCPCS ~ codes 
or (~) shall .~grovide t~~e sP 

	

o 

	

y 
a 

	

licable Medicare revenue codes and a 

	

licable cost data to the Bureau within 30 days of the date on which the 

	

rovider~ first ~arovides~ the new service 

	

The Bureau will include all xeimbursexnent rates relating to the new service in the next ublication of the char e master: Providers shall thexeafter be reimbursed for such service as set forth in the char e mastez and ma not assert'that the s.exvice 'is new as set forth in subsection (fl(1) 

	

~ 

	

. 

§ 127.118 . .~C~s - geaaerally . 

Payments for services listed in .§ 127,.117 (relating to outpatient acute care providers, specialty hospitals and other cost~reimbursed providers [not subject-to the Medicare fee schedule]) shall be based on the provider's specific Medicare departmental .RCC for the specific services or procedures performed. For treatment rendered on and before December 31, 1994, the provider's latest audited Medicare cost report, with an NPR date preceding the' date of service, shall provide the ;basis for the'RCC. 

	

~ 

	

. 

§ 127.119 . Payments for services. using RC~s: 



(a) Payments : for services listed in § 127.117~(1~) (relating to outpatient acute care providers, specialty hospitals and other cost reimbursed providers [not subject to, the Medicare fee schedule]) shall initially be calculated ~ [as follows :] multiplying the provider charge [shall be multiplied] by the applicable RCC, the product of which [then] shall then , be multiplied by 113,% .~ This . amount shall .be updated as set forth in ~ 127.117 . 

(b) The RCC to be, used for providers receiving payment fox outpatient services under the RCC methodology shall be the same RCC~ .used .by the Medicare Program ,for determining reimbursexrient. For providers with audited cost deports using HCFA Form 2552-89 or earlier, Worksheet C, Part II, Column 10 is to be used . For providers with audited cost reports using HCFA Form 255292, Worksheet C, Part II, Column 8 is to be used.' -~ 

(c) Payments for inpatient services listed in §. 127.117(2) shall .initially be calcul2.ted as follows, and updated as set forth in & 127.117 : 
(1).Inpatient routine services shall be reimbursed based, on the inpatient routine cost per diem from the most recently audited 1Vledicare .cost report, HCFA Forzn .2552-89 or 2552-92, Worksheet D-1, . Part II, Line 38 . The routine cost per diem shall be updated ~by the TEFRA . (Tax Equ,_ty and Fiscal Responsibility Act of 1982) target rate of increase as published by [HCFA] CMS in the Federal Register . ~ The applicable update shall be applied cumulatively based on . the arinual~ update factors published subsequent to the date of the audited colt report . year . end and prior to December 31, ,1994. 

(2) Inpatient .ancillary services shall be reimbursed based on the provider charge multiplied by the applicable l2CC, which then shall be multiplied by . ~ 113%. 

	

. 

(d) The RCC to be used for providers receiving payment .for ' inpatient services under the RCC methodology shall ~ .be the same RCC used . by the ~1VIedicare Program for determining reimbursement. For inpatient ancillary costs, using the most recently audited cost report (either the 2552-89 or the 2552-92 HCFA Forms) Worksheet C, Part I; Column 8 is to be used to obtain the RCC. 
(e) Services related to clinical laboratory and provider-based, physicians shall be . reimbursed ~in accordance ~ with § § 127.103 and 127.104 . (relating to outpatient providers subject to the Medicare fee schedule - generally; and outpatient providers subject to the Medicare fee schedule - physicians). 



§ X27.120 . R.CCs - comprehensive outpatient rehabilitation . facilities (COI2~'s) and outpatient physical therapy~centers . 
(a) Except as [noted] provided in [subsection (c)] this ~ section., payments for services listed in § 127.117~(3)i(4) (relating to outpatient acute care providers, . specialty hospitals and other cost reimbursed providers [riot subject to the . Medicare fee schedule]) relating to CORFs and outpatient physical therapy centers, shall be calculated by~ multiblyin~ [as follows :] the . provider's charge [shall be multiplied] by the applicable RCC he product of which [then] shall then be multiplied by 113% . This amount shall be u dated as set forth in subsection 

(b) Ih situations where the most recent audited Medicare cost report is for the ~fscal year ending on ox after April 30, 1993,, and where the CORF or outpatient physical therapy center is reimbursed by Medicare using the HCF'A Form 2088, 92, the RC,C to be used for the,calculation in subsection (a) shall be the same RCC used by the Medicare Program for determining reimbursements at Worksheet C .Column 2. 

	

~ 

	

. . , 

	

. 

	

. 

	

. 

	

, . 

(c) In situations where the most recent audited cost report is' for .the fiscal year ending before April 30, 1993, and where the CORF or outpatient physical therapy center is reimbursed by Medicare ~ using the HCFA .2088 form the payment . method to be used shall be as follows : 

	

:~ ~ 

	

~ 

	

' 

(1) For providers whose,basis of Medicare apportioriment~is gross charges, the RCC shall be developed by dividing the total,departmental cost for each therapy department .on Iine~4 of Schedule C ~y the total charges for each therapy department .on line 1 of'Schedule ~C. Pay~lents thin shall 'be calculated in accordance with subsection (a~. 
(2) For providers whose basis of Medicare apportionment is. therapy visits, the payment rate shall be based on the average cost per visit, developed by dividing the total departmental cost for each therapy dep~.rtment on line 4 of Schedule C by the total visits for each therapy department on line 1 of Schedule C. Payments for services shall then be calculated as follows : the average cost per visit shall be multiplied by the billed number of visits and then multiplied by 113 %. 

(3) For providers whose basis of Medicare apportionment is weighted units, the payment rate shall ~b.e based on the average cost per' weighted : unit, developed by dividing the ~ . total 

	

department 

	

cost for : each, therapy 



department on line 4 of Schedule C by the total weighted units'for each therapy department, on line 1 of Schedule C Payments for services shall then be calculated as follows : ~ the average ~ cost pex weighted unit shall be multiplied by the billed units.arid then multiplied by 113 % . 

d On and after January 1 

	

1995 payments to CORFs and outpatient ph sical therapy centers under this section shall be frozen and updated as follows : 

~1) For providers whose basis of Medicare .appoxtionrrient is dross chafes - payment rates shall be frozen as of December 31 1994 and updated annuall by _y the percentage change m the Statewide average weekly tiva~e 
~2) For providers whose basis of Medicare a portionment is thera~ , visits . or wex hg-ted-units, the computed payment rate as of December 31 1994 shall be frozen and updated annually by 'the percentage change in the Statewide average weekly wage. 

§ 127.121 . Cost-xeimbuarsed providers -medical education costs . 

(a) Cost-xeirri=nursed providers shall receive an additional payment in recognition of the costs of medical education as provided pursuant to an approved teaching prcgraixi, and as reimbursed under the Medicare Pxogram . For providers with . an approved teaching program 'in place prior to ~ January. 1, .1995, ~ the medical education, add-on payment shall be calculated as follows, using ~figuxes from .the most recently audited Medicare cost report: 

(1) The hospital's outpatient medical education to Medicare outpatient cosh ratio shall be determined by ~ taking . the outpatient medical education cost from Supplemental Worksheet E-3, Part IV, ~ Column 1, Line 19, and dividing it by the Medicare outpatient cost from Supplemental Worksheet E-3, Part IV, Column 1, Line 13 .Q3 . This ratio shall then be multiplied by the.provider's charges, multiplied . by the applicable RCC. 

(2) The hospital's inpatient medical education to Medicare inpatient cost ratio shall be determined by 'taking the inpatient medical education cost from Supplemental Worksheet E-3, Part IV, Column ~ l, , Line 18, and dividing it by the Medicare inpatient cost from Supplemental Worksheet E= 3, Part. IV, Column 1, Line 12 .05 . This ratio shall then be multiplied by the provider's charges, multiplied by the applicable RCC . 



(3) Payments for the cost of indiz-ect medical education are included in the 1ZCC payment and are not to be calculated as a separate item. 
(b) If the cost-reimbursed provider loses its right to receive add-on 

	

a p yments for. medical education costs under the Medicare Program, it [shall also lost its ri ht to g ] 
ma 

	

not receive add-on payments for medical education costs under the act, commencing with services .rendered on or after January 1 . of the year succeedin g the change in status . The provider . shall notify the Bureau in writing .of this chan e in status on or .before Novembex 30 of the yeax .in which the provider has Lost the right to receive a medical education add-on payment. 
(c) On and after January 1, 1995, .if the cost-reimbursed provider begins xeceivin g add-on payments for medical education costs under the Medicare . Program, it [shall] may also [gain the right to] receive add-on payments .for medical education costs under the act, commencing with services rendeted~ on ~or after January 1 of the year succeeding the change in status . 

(1) The provider shall notify the Bureau ~ in writing 'of .this chan , e on or g before November 30 of the year in which the provider has gained the ri ht g to receive a medical education add-on payment. Tlie~ notification shall include the following : 

(i) . Documentation that , the medical education . costs are incurred as the result of an approved teaching pzogram, as accredited b : the appropriate approving body. 

	

~ . 

	

~ : 

	

. y 

(ii) The notice ~of per resident amount . 

(iii) The notice of [biweekly] payment rates received from the . Medicare intermediary . 

(iv) A complete copy of the most . recently audited Medicare cost report as of November 30 of the year~~in which the provider .gained the right to receive additional payments for medical education costs . 
(2) If the provider gained the.~right to , receive a~ medical education add-on payment. on' or after January l, 1995, the payment shall . be .based on the notice of . [biweekly] payment ~ rates [amount]. This ~ amount shall ~be annualized and divided by the sum. of the hospitals' inpatient and outpatient cost from Supplemental 'Worksheet E-3, Part IV, :Column 1, Line 12 .05 and Line 13 .03 . This ratio shall then be multiplied by . the provider's charges, multiplied by the applicable RCC, multiplied, by applicable updates and added to the charge master payment rates . . 



d On and after Janua 

	

1 

	

1995 add-.on 

	

a menu. based on medical educat~ zon costs under :this section shall be frozen based on the calculations made .usin 

	

the Medicare cost re ort. These rates shall .be u dated cha~~e Statewide avera ~ e weekly wa e. 

1 Cost-reimbui~sed 

	

roviders that lose their ri ht .to ~receive~ 'add-o n a 

	

ents based on medical education costs under the Medicare Pro dam on and after Ja:nuax ~ 1 .1995 ma 

	

not receive these 

	

a 

	

Brits unde~-~ the act. Coriunencin 

	

with, services rendered . on~ ox after :Tanuar 

	

1 ~ of the 

	

ear succeedin ~ the 

	

than , e . in 'status 

	

the add-on ~ a, 

	

ent 

	

that has 

	

been tom uteri and included in the Medicare fee ca as frozen on December 3 1 1994 includin 

	

annual u dates attributable to those medical.education add- on . a . ents 

	

shall 

	

be 

	

eliminated 

	

from 

	

the 

	

calculation ~ of the reimbursement. The new reimbursement rate shaLl~ be frozen ~ immediatel . and shall b.e u dated annual b ~ the ercenta e than e in the Statetivid c avera e weekly. wade. 

2 Cost-reimbursed 

	

roviders ~ that 

	

ain . the 

	

ri ht 'to .re . , ceive add-on a meats based on medical education costs under the Medicare: Pro ram o n and . after Janua 

	

1 

	

1995 -ma 

	

receive ~ a 

	

~ eats based on the rates calculated iIl this section. T here ratesshall be frozen immediatel 

	

and shall be u dated aruiuall 

	

b , the 

	

ercenta e than .e in the Statewide . avera e weekly wa P 

	

~ 

	

. 

x.127.122 . .Skilled nursing facilities . 
(a) Payments to providers of skilled nursing cage who file .Medicare cos t reporting forms HCFA 2540 (freestanding facilities) . or HCFA 2552 (hospital-based .facilities), or any successor foams, sha11 be calculated.[as follows :) b 

	

multi 1- i v 

	

p y nQ the most recent Medicare interim per diem rate [shall be multiplied.] by the number of patient, days, the roduct of which sha11 [and] alien'be multiplied by 113. 0. 
/Y \ n 

	

_ 

frozen as of December 31^ 1994 ~ and u in'the Statewide avera e weekl wa e. 
dated annual bY the 

. .+ 1.11 V ~. . . . . . ~ . . . . . .-.. .~ . . 

~ 127,123 . Hospital-based and freestanding home health care .. rovider p 

	

s . . 
~ Paytxients to providers of home health care who file an. .HC [ 

	

] 

	

FA Form 1728 (freestanding facilities) or [an] HCFA Form 2552 (hospital-based. .facilities), or any successor forms, sha11 be calculated [as :follows :] by multipljrn 

	

the 

	

er visit . 

	

P 



b On and after Janua 

	

1 

	

1995 the 

	

a 

	

ent set f rth ' o 

	

rn subsection a shall be 

§ 127.124. Outpatient and end-stage renal dialysis payrrment. 

	

. 
(a) Payments to providers of outpatient and and-stage renal di alysis shall be calculated by multiplying [as follows :] the Medicare composite rate;~p.er treatment [shall be multiplied] by 113% . 	, 

(b) Hospital outpatient ancillary services paid outside of the Medicare com osite P rate shall be reimbursed in accordance .with § '127 .119 (relating to payments for services using RCCs) : . 

limitation as determined by the Medicare Program [multiplied] by 113%, 

	

If the usual and customary charge per visit is lower than this calculation, then payment shall be limited to the usual and customary charge per visit. Payment at 113% of the Medicare limit shall represent payment for ..the entire seryice~ includin 

	

all g medical supplies and other~items subject to cost reimbursement by the Medicare Program . 

frozen as .of December 31 

	

1994 and u dated annuall 

	

b ~ the 

	

ercenta e change in the Statewide avera~P wPPt~~~r t*,~ no 

1 

	

1995 

	

a menu to 

	

roviders of out atient and end- sta~e renal dialv~i~ , ruder subsection (a) shall. be frozen on. December 31 

	

1994, and u dated annuall 

	

bathe 

	

ercenta~e chana~ ,n the Statewide average weekl v-~e. 

§ 127.125 . ASCs. 

127126. New providers . 

~. Payments . to providers of outpatient surgery in an AS.C [;] licensed Department of Health shall be based on the AS.C payment groups defined by CMS [HCFA, .and shall include . the Medicare list of covered ~ services an d related classifications in these groups] . This .payment amount , shall ~ be multiplied by 113 %. 

	

[For surgical procedures not included in 'the Medicare list of co vered services, payment .shall be based on 80% of the usual and .customary charge .] 
On .aud after Janu 

	

1 

	

1995 . a 

	

ents to 

	

roviders of ou 

	

atient .sur er 

	

in ASCs under subsection a shall be frozen as of December 31 1994 and u dated annuall b 

	

the 

	

ercenta e char e'in the:Statewide .avera e weekl 

	

wa e. 



(a) New providers ~vho are receiving payments in accordance with § 127.103 or . § 127.120 (relating to outpatient providers subject to the Medicare fee schedule =--generally; and RCCs-comprehensive outpatient .rehabilitation~ facilities (CORFs) and outpatient physical therapy centers) shall bill and receive payments b~egirming with the treatment of their first workers'. compensati:onpatient . 
(b) New providers who . are receiving payments in' accordance : with ~ § ~ 127.117 (relating to outpatient acute care providers, specialty hospitals and other cost reimbursed providers [not subject to the Medicare fee schedule]) shall receive payments calculated as follows : 

	

~ 

	

. 

(1) Commencing with the date the provider begins treating its ~fxrst patient until the completion and filing of the first Medicare cost report, ~ payment shall be based on ~the~ aggregate RCC using the most z~ecent [Medicare] interim rate notification . 

	

. 

(2) Within 30 days of the fling of the frst cost report a new.providex shall submit to the Bureau a copy of the [detailed] charge master in~ effect at the conclusion of the first cost report year and a copy .of the. filed cost report. Upon receipt of the filed cost report, payments shall be made in accordant¬ with § 127.119 (relating to payments for services using RCCs), using the fled RCCs. The [detailed] charge master will be frozen in accordance with § 127 .1.19 (relatin to payments for servic°s using ~RCCs) [§ 127,155 (relating to medzcal fee updates on and after January 1,: 1995 --- outpatient acute care providers, specialty hospitals and other cost reimbursed providers}] . ~ ~ . . 

(3) Upon receipt of the NPR, payments~shall be made in accordance with . § 127.119 . . 

	

. 

(c) A new provider shall submit a .copy of the, audited Medicare cost report and NPR to the Bureau , within 3 [7 days of receipt of each by. the provider, 

§ 127.127 . lVlerge~-s and acquisitions . 

(a)' When a merger, acquisition or change in ownership results in the elimination of the, assets of a merged or acquired entity, and consolidation of the assets into the surviving entity, payments shall be determined by reference to the relevant cost reports and other relevant . data of the surviving entity, except as noted in subsection (b) . 



(b) If services were provided at .the merged or acquired provider that were not provided at the surviving provider (prior to meager or acquisition) and therefore were not reported as a cost center on its most recently audited Medicare cost report, the per diem rates and RCCs to, be used for determining payment for these services shall be obtained from the most recently audited cost reporE~~of the mez~ ed or acquired provider . g 

§ 127.128 . Trauma centers and burn facilities .-.-- exemption from ;fee ca 

	

. ps., . 
(a) Acute care provided. in a trauma center or a burn facility is exem t from the p medical fee caps, and shall be paid based on 100% of usual and customary char es if the followin 

	

a 

	

l 

	

g g pp Y~ 

(1) The patient has an immediately life-threatening injury or urgent injury . 
(2) Services are provided ~in an acute care ~ facility that is one of the following : 

(i) A level I or level II trauma center, accredited by the Penns , lvania Y Trauma Systems Foundation under the Emergency Medical Services Act (3 S P. S . § § 6921 . - 693 8) . 

(ii) A bunt f~~cility which meets the service standards ofthe American Burn Association . 
(b) Basic or advanced life support services, ~ as defined and licensed under the .Emergency Medical Services Act, .provided in the transport of patients to trauma centers or burn facilities under subsection (a} are also exempt from the medical fee caps, and shall be paid based on 100% of usual and customary charges. : . 
(c) If the patient is .initially .transported to the trauma center or~ burn f 

	

' . aczlity in accordance with the American College of Surgeons' ~ (ACS) triage guidelines, ~- payment for transportation to the trauma center or burn facility, 'and pa 

	

en.ts for Ym . the fiill course of acute care services . , by .all trauma center or burn facility personnel, and all individuals authorized to provide patient care~in the .trauma center or burn facility, shall be at the provider's usual and customary char e fo .g r the tareatment. and services rendered . 

	

. 

	

. 

(d)~ The determination of whether a patient's initial and presenting condition meets the definition of a life-threatening - or urgent injury shall be based u ~ on the p information available at the time of the initial assessment ~of the patient. A decision by ambulance personnel that an ~ injury is life-threatening or urgent shall be 



presumptive of the reasonableness and necessity of the transport to ~a trauma center or burn . facility, unless there is clear evidence of violation of~ the ACS triage guidelines . 

	

~ . 

. (e) The exemptions in subsections (a) and (b) also apply .when~a patient has.been transferred to a trauma center or burn facility pursuant to the ACS High-Risk Criteria for Consideration of Early Transfer . 

	

. 

(f) The exemptions also apply, and continue for, the full ~eourse of treatment, when a patient is transferred from, one trauma center or bum facility fo another trauma center or burn facility. 

(g) The medical fee cap exemptions may not continue to .apply for payments for acute care treatment and services for life-threatening or urgent injuries following a transfer from a trauma center or burn facility to~any other provider . 

	

. 
(h) Trauma centers and burn facilities shall provide the Bureau with evidence of their status including changes iri status . An insurer may request evidence that an acute care facility's status as a trauma center of burn facility, . was in ~ effect on the dates services were rendered to an injured worker . 

i Trauma centers and burn facilities shall continue to receive therr usual and customary char~e~ on and after January 1 1995 as set forth in this section. 

§ 127.129 . Out-of-Statemedical treatment. 

[(a)j When injured employes are treated . .outside of this Comxiionwealth by providers who. are licensed by the Commonwealth to provide health care services, the applicable medical fee cap shall be,as follows : 

	

. 

(1) Tf the, provider is both licensed ~by, and has a place of business within this. Commonwealth, . the medical fees . shall . be capped based . on the Medicare reimbursement rate applicable . under the ~ Medicare Program .for services rendered, at' the provider's primary place of~ business . in this Commonwealth, ~ subject to § 127:152 (relating ~to medical fee updates on and after January 1, 1995 - generally) . 

(2) If the provider is licensed by the .Commonwealth .to provide .health care services but does not have a place of business within this Commonwealth, . medical fees shall be capped .based yin the Medicare reimbursement rate 



applicable in Harrisburg, Pennsylvania, under the~Medicare Program for the services rendered subject~to § 127.152 . 

	

. 

[(b) When injured employes are treated outside of this Commonwealth by providers who are not licensed by the Commonwealth to. provide health care . services, medical fees shall'be capped based on the Medicare reimbursement rate applicable in Harrisburg, ~ Pennsylvania, under the Medicare Program for the services rendered subject to § 127.152.] 

§ 127..130 . Special reports. 

(a) Payments shall ~e made for special reports [(CPT. code 99080)] only if ,these . reports are specif cally requested by the insurer. 

(~ Office notes and other documentation which are ~ri~cessary to . support provider codes billed [may not be considered] are not special reports .. Providers may not request payment for these notes and documentation . [Payments for special reports shall be at 80% of the provider's usual. and customary charge .] 

.~ The Bureau-prescribed report required by § 127.203 (relating to medical bills - submission of medical reports) [may not be considered] is not a special report [that is chargeable under. this section] . 

	

~ 

	

~ 

	

. 

§.1.27.131 . Payments for presciraption~dzitgs and pharmaceuticals - generally. 
(a) Payments for prescription drugs and_ professional pharmaceutical s~ervic.es shall, . . be lirriited to . 110% of the .average wholesale price (ASP) of the' product. 

	

The AWP sha11, be established b .the most xecent edition of the "Dru 

	

~ To ics Redbook,'' published by Medical Economics Combany of 1Vlontvale NJ or' its success or . - 

(b) [Pharmacists and insurers may reach .agreements on which Nationally recognized schedule shall be used to define the AWP of prescription drugs . The Bureau ~in resolving payment disputes, may use any of .the Nationally xecognized schedules . to determine the AWP of prescription drugs. . The Bureau will provide information by an annual notice in the Pennsylvania Bulletin as~ to which of the Nationally recognized: schedules it is using to determue the AWP of prescription . drugs:] ~ . 



Pharmacists ,may not bill or hold the employe Liable, for the difference between~the . actual charge for the prescription drugs, and pharmaceutical services ~arzd 110% of the AWP of the product: 

~c) Pharmacists dispensing prescriptions for ininriPC ~.,ri�,orn ~lj" ~11Jab1e under the act shall com 1 

	

with the act of November 24 1976 P.L . 1163 No. 259 

	

35 P.S~ . 960.1 - 960:7) known as the Generic EauivalPnt r~,-ups Act. 

§ 127.132 . Payments for prescriptiondrugs and pharmaceuticals - ~dixect payment. 

(a) Insurers :may enter into agreements with pharrriacists authorizing pharmacists to bill the cost of prescription drugs directly to the insurer. 
(b) When agreements ~ are reached under subsection (~), insurers shall promptly notify. .injured emplgyes of the. names and locations of pharmacists who have agreed to directly bill and accepf payment~from the insurer for prescription dru 's . . g However, insurers may not require employes to fill prescriptions 'at the designated pharmacies exce t as rovided in Subcha ter D of. these ~re~ulations relatin to en~plover List of designated providers) . 

§ 127.133 . Payments for prescription drugs and, pharmaceuticals ~- effect of denial of coverage by insurers . 

	

. 

[If an injured ernployepays more than 110% of the average wliolesaleprice of a prescription drug because the insurer initially does not accept liability for the claim .under the act, or denies liability to pay for the prescription, the] The insurer shail .reimburse the injured employe for the actual [cost] costs of [the) prescription drugs [, once liability has been admitted or determined] as' provided in the act and this chapter. 

	

~ 

	

. 

§ 127.134 . Payments for prescription drugs and~pharrnaceuticals - ancillary services of providers: 

	

~ . 

A pharmacy or pharmacist owned, or employed by a [health caret provider, which is recognized and reimbursed . as an ancillary service by Medicare, and which dispenses prescription drugs to individuals during the course of treatment in the provider's facility, shall receive payment under the, applicable Medicare reimbursement mechanism multiplied by 113%. 

	

. 



1 

	

1995 

	

a 

	

ents foz~ rescri tion dru s and rofessional harmaceutical services shall be limited to 11 .0% of the avera e wholesale ~ rice . 

§ 127.135 . Paymients for, prescription drugs and ~pharinaceuticais - drugs dispensed at a physician's office . 

.(a) When a prescription is .filled at a physician's office, payment for the prescription drug shall be limited to 110% of the average wholesale price AWP of the product. 

(b) Physicians may not bill or hold the employe liable, for the difference between the actual charge,for the prescription drug and 110% of the AWP of the product, 

MEDICAL FEE UPDATES 
§ 127.151 . Medical fee updates prior to January 1, 1995 -generally,. . 
(a) Changes in Medicare reiinbursement .~rates prior to January 1, 1995, shall be rei~ected in calculations of payments to providers under the act: 
(b) The effective date for these rate changes under the Medicare Program shall also be the effective date for the fee changes. ,under the act. The new rates shall apply to all treatment grid services provided . on and after the effective. .date of the rate change . 

§ . 127:152 . Medical fee updates an ~.nd after January 1, 1995 ---~gene~ally.~ 
(a) Changes in Medicare reimbursezxient rates on and after :Tanuary 1, .1995, ma~~ not be included in' calculations of 

	

a 

	

~ 

	

' p yments to providers under [Act 44] the act, except as permitted iri this chapter. 

	

~ 

	

- 

	

. 

(b) Medical fee updates on and after January 1 ; 1995; shall be calculated based on the percentage changes in , the Statewide average . weekly ~ wage; as published. annually by the Department in the Pennsylvania Bulletin.-'fhese updates shall be effective on January 1 of each year, and they shall ~be cumulative . 



§ ~ 7.27.153 . [Medical fee updates on and after January 1, 1995-out .atient p providers, services and supplies subject to the Medicare fee schedule. 
(a) On and after January 1, 1995, outpatient providers whose 

	

a ~ ents un P. ym 

	

der the act are. based on the Medicare fee schedule under §§ 127.; 103.-X27.1.08 shall be paid as follows : the amount of payment authorized shall be: frozen on December 31, 1994, and updated annually by the percentage change in the Statewide a . 

	

verage weekly wage . 

	

. 

(b) On and after January . l, 1995, adjustments and modifications 'by HCFA relating to a change in description or renumbering of any HCPCS code will be . incozporated into the basis for determining the amount of payment as frozen in subsection (a) for, services rendered under the act. 

. .(c) On and after January 1, 1995; payment rates under the .act for new HCPCS codes will be, based on the rates allowed in the Medicare fee schedule on the effective date of the new codes . These payment rates shall be frozen immediately, and thereafter updated annually by the percentage change rn the Statewide avera e weekly wage.] 

	

g 

Reserved) 

§ 127.X54 . [Medical fee updates on and. after January 1, 1995--inpatient acute care providers subject to DRGs plus add-.on payments : 

	

~ . 
(a) On and after January 1, 1995, inpatient acute care providers, whose payments under the act are' based :on DRGs plus add-ons under § § ~ 127.110-127.116 shall be paid as follows: the amount of payment authorized and based on the DRG shall be frozen on December 31, 1994, and updated annually ~by the percentage change in the Statewide average weekly wage. 

(b)~ The.DRG grouper in effect.for Medicare URG payments as~of December 31, 1994, shall remain in :effect and be frozen for purposes of determinirig .payments under the act. Additions, deletions ox xriodifzcations to~ the ICD-9 codes used to determine the ~DRG shall be mapped to the appropriate DRG~~ within the frozen grouper. 

(c) The relative values of DRGs in .effect on December 31 ; 1994, shall be frozen for purposes .of calculating payments under the act. The introduction of modified or new DRGs, on and after January 1, 1995, may riot .be utilized for purposes of calculating paymentswnder the act.' 



(d) On and after January 1, 1995, add-on payments based on. capital related costs as set forth in § 127.112 (relating to, inpatient acute cafe providers--capital-related costs) shall be frozen at the rates in effect on December 31,~ 1994, and . updated annually by the percentage change in the Statewide average weekly wage. 
(e) On and after January 1, 1995, add-on payments based on medical education costs as set forth in § 127.113 (relating. to inpatient acute care providers-medical education costs) shall be frozen based on the calculations~made using the Medicare cost report and Medicare interim rate.notification in effect on December 31, 1994. These frozen rates shall be applied to the updated DRG rates in subsection (a) . 
(1)' l-hospitals which lose the right to receive add-on payments based on.medical education costs under the Medicare Program on and .after January 1, 1995, shall also lose their right to receive these payments under the act as set fort~lz in § 127 .113 : Commencing with services rendered on or after January 1 of the year succeeding the change in status, the add-on payment that has bean computed and included in the Medicare fee cap as frozen on D~ecember~ 3 J., 1994, shall . be eliminated from the calculation of the reirr~bursement . 

(2) Hospitals which gain the right to receive add-on payments 1~ased on medical education costs under the Medicare Program on and after January .1, 1995, shall receive payments based on the rates calculated iri § 127.113(c) . These payments shall be frozen immediately, and thereafter shall be applied to the updated DRG . rates in subsection (a) . 

	

~ 

	

. 

(fl On and .after January 1, 1995, add-on payments based on cost outliers as set ' forth in § 127.114 (relating to inpatient acute, careproviders--outliers) shall continue to float with changes made pursuant to the Medicare Program, . using the most recently audited cost reports to calculate the additional ~ payment. These payments may not receive ;fee ~up.dates based on changes in the Statewide average weekly wage. 

(g) On and after January 1, 1995,~add-on payments based on day outliers as set forth in . § 127.114 .shall be frozen based on the arithmetic and geometric mean length of stay in effect for discharges : on December 3 x,.'1994. These frozen rates shall be applied to the updated DRG rates in subsection (a) . 

	

~ 

	

. 

(hj On and after January 1, 1995, add-on .payments based on tlie~ designation under 'the l~Iedicare Program as a disproportionate sure hospital, shall be frozen based on the, designation and calculation in effect on December 31, 1994. . These frozen . rates shall be applied to the updated DRG rates in subsection (a) . ~ . 

	

. 



(i) On and after January 1, 1995; payments based on, deli .nations u g 

	

nder the Medicate Program as a Medicare-dependent small rural hospital, sole-communit Y hospital and .Medicare-geographically reelassif ed hospital shall be frozen based on the designations and calculations in effect~on December 31 1 994 . These rates .shall be updated annually by the percentage change in the Statewide avera e weekly wage.] 

	

g 

Reserved) 

§ 12'7.X55 . [Medical fee~. .updates on and after January ~1, .1995-=ou ~ atien tp t. acute' care providers, specialty hospitals and o;ther~cost-reiznbursed~providers . 
(a) As 

	

of Januaz~y 

	

1, 

	

1995, providers identified , .in 

	

§ 127.117 

	

(relatin 

	

to g outpatient acute care providers, specialty hospitals and other cost-reimbursed providers not subject to the Medicare fee' schedule) shall be paid as follows : as of December 31, 1994, the provider's actual charge by procedure ~as determined from the detailed charge master, shall .b e multiplied by the ratio of cost-to~char es g based on. 'the most recently , audited Medicare cost report . Except ~as noted in subsection (b), this amount s1ia11 be frozen for purposes of calculatin g payments under the act and . updated annually by the percentage change iri the Statewide average weekly wage. 

	

~ 

	

. 

(b) Subsection (a) does riot apply in situations where the charge master does not, contain unique charges for each ~itern .of pharmacy,, but instead actual charges are based on algorithms or other mathematical calculations~to com~ ute th p 

	

e charge. For purposes of effectuating the freeze, ~ the providers' RCC for pharmacy . (d3-ug~ charges to patients) shall be frozen based on the last audited Med'c z . are cost report as of .December 31, 1994. On and after January 1, 1995, the providers' . actual charges shall be multiplied by 'the frozen RCC and ~ then by 113% to determine reimbursements . These payments may not receive fee updates based on chan es in the Statewide average weekly wage. 

	

~ 

	

. . . g 

(c) For purposes 'of effectuating the freeze in reimbursements as provided in subsection a ( ), ~ the Bureau will calculate the appropriate . fee caps for cost-reimbursedproviders who are ideritifi.ed~in § 127.117 . Iri order to accomplish this task, the Bureau will utilize information obtained from a com~ lete c p . 

	

opy of the provider's detailed charge master by procedure/service codes ; .HCPCS codes and by applicable Medicare revenue code. v~ith rates .effective as of September 1 199 4, and RCCs from the most recently audited Medicare cost report in effect as 'of December 31, 1994. 

(1) The charge information obtained for purposes of subsection (c)~ calculations, .will remain in the possession of.the Bureau . ..Unless the .Bureau obtains the written 



permission of the provider,, the charge information will not be released to anyone other than ari authorized representative of the provider . 

(2) The Bureau will provide the calculated fees to insurers . 

(d) Cost-reimbursed providers adding new services requiring the addition of new procedure codes within previously reported Medicare revenue codes and frozen RCCs shall receive payment based on the charge associated with the new code multiplied by the~frozen RCC. 

(e) ~~Cost-reimbursed providers adding new services requiring the addition of new procedure codes outside of the previously reported Medicare revenue codes and frozen RCC, shall receive payment as follows : 

. (1) Prior to the completion of the audited cost, report which includes the new services, payment shall be based ori .80% of the provider's usual and customary charge . . 

(2) Upon completion of the fist audited cost report . which includes the new services, payment shall be based on the . charge associated with the new code multiplied by the audited RCC including those charges . ~ Payment rates shall be frozen i ~ .A ediately and updated annually by 'the .percentage ~ change in :the Statewide average weekly wage. 

(f) tin and, after January l, 1995y add-on payments based on. . medical education costs as set forth in § 127:121 (relating to cost=reimbursed. providers---medical education costs) shall be frozen based on the calculations made using the~Medicare Cost~Report . These rates shall be.updated annually by the percentage change in the Statewide average weekly wage. 

(1) Cost-reimbu.~-sed .providers that lose their right to : ..receive add-on payments based on, medical education costs under the Medicare . Pragi~am on and after January 1, 1995, shall also lose their right to receive these payments tinder the act as set forth in § 127.121 . Commencing with .services rendered on or after January 1 of the year succeeding the change in status, the add-on payment that has been computed and included in the Medicare fee cap as frozen on December 31, 1994, including annual updates attributable to those medical education add-on payments, shall be eliminated ~fromr the calculation , of the reimbursement. The new reimbursement rate shall be .frozen immediately and .shall be updated annually by the percentage change in the Statewide average weekly wage. 

(2) Cost-reimbursed providers that gain the right to receive add-on payments biased on ~ medical : education costs under the Medicare . Program on . and . after 



January 1, 1995, shall receive payments based on the rates calculated in § 127:121 . These rates shall be frozen immediately and shall be .updated annuall Y by the percentage change in the Statewide average weekly wage. . . . 
.(g) On and after January 1, 19,95, payrrients to com rehens' p 

	

xve outpatient rehabilitation facilities, as set out in § ~ 127.12,0 (relating ,to RCCs-corriprehensive outpatient rehabilitation facilities (CORFs) and ~out~aat ent physical theca centezs), shall be frozen and updated as follows : 

	

. pY 

(1) For providers whose basis of Ivledicare apportionment is ~ gross char es g payment rates will be frozen on December 3.1, 1994, and updated annually by the percentage change in the Statewide average weekly wage. 
(2) For providers whose basis of Medicare apportionment is visits or . we' x units; the computed payment rate as of December 31, ~ 194, shall be frozenhand updated annually by the percentage . change in the Statewide ~ average, weekl wage.]. 

	

. . 

	

~ 

	

. Y 

Reserved 

§ 127.156 . 

	

[Medical fee updates on acid after Jan~a~ry ~1, 1995--skilled n7.~rsing facilities . 

	

. 

~On and after January 1, 1995, ,payments to skilled nursing facilities shall be as follows : the amount of the paymem. set forth, ire,, § 127.122 (relating_ 

	

'to skilled nursing facilities) shall be frozen on December 31, 1994, and updated, annually by 'the percentage change in the Statewide average weekly wage,] 

	

. 
Reserved) 

§ 127,157. .[NIedical fee updates on and after January 1,.1995-home heap care providers . 

	

~ 

	

h 

On and after January 1, 1995, payments to home health care providers shall . be as follows : the . amount of the payment set forth in § .127.123 (relating to Iios ital- .~ p based. and freestanding home health care providers) shall be frozen on December . 31, 1994, and updated .annually by the percentage change in the Statewide eve weekly, wage,] 

	

rage 

Reserved . 



§ 127.158 . [Medical fee updates on and.after January 1, 1995-out atient and end-stage renal dialysis . 

	

~ 

	

~ 

	

. P 

On and after~January .l, 1995, payments to providers of outpatient and .e nd stage xenal dialysis shall be as follows: the .amount of the paymerxt .set forth in § 127. .124 (relating to outpatient and end-stage renal dialysis payments .shall be frozen on December 31, 1994, and updated annually by the percentage change in the Statewide average weekly~wage.] 

	

~ 

	

. 

Reserved) 

127.159. [Medical fee,updates on and .afte~ January 1, .1995-A.SCs. 
On and after January 1, 1995, .payments to providers of outpatient surgery in ASCs ~ shall be as follows : the amount of the payment in § 127.125 (relatin 

	

to g ASCs) shall be ,frozen on December 31,1994, , and updated annually by '.the percentage change in the Statewide average, weekly wage.] . . 
Reserved 

§.127.15 .[Medical fee updates on and after January 1; 1995-trauma centers and burn facilities . 

-- Tra-ur-na-e-enters---and-bum facilities - s~al~ continue to . -zeceive their ~ . usual and customary charges on and after January,l, 1995,, in accordance with ,§ 127 .128 (relating to trauma centers and burn facilities-exemption from fee ca s . P )~ 
Reserved 

§ 127.161 . [Medical fee updates on and after Januax~ 1, .1.995-prescription . drugs and pharmaceuticals . 

Payments for prescription drugs and professional pharmaceutical services .shhall continue to be limited, to 11~% of the average wholesale price on and after January 1, 1995.] ~ 

	

. 

(Reserved) 

§ 127.162. Medical fee updates on and after. January 1, ~ 1995 .- new allowances adopted by Commissioner. 

	

~ 

	

~ 

	

~ 

	

~ . 



On, and after January 1, 1995, if the Commissioner adopts riew allowances fo r services provided under the act, .those new allowances will be .frozen itnmediatel Y~ 
and thereafter updated annually by the percentage change in the Statewide avera e weekly wage. 

	

g 

BILLXIYG '1'RA,IVSACTIONS 

§ 127.201 . Medical bills j--- standard forms] generally . 

	

. 

	

~ 

	

~ 

	

. 
(a) Requests for payment of medical bills shall be made either 

	

~ 

	

. on, the HCFA Form 1 S00 or the UB92 Form (HCFA Form 1450), or any successor forms, re wired b q Y 
HCFA for submission of Medicare clairxzs . 

	

.If : HCFA acce is a p 

	

form for submission of Medicare claims by a certain provider, that form shall be acce table for billing under the act . p . . 

(b) Cost-based, providers, shall submit a detailed bill including the service codes [ . . ] desc

-

rit~tors consistent with the service [dese~iptors] codes submitted to the Bureau in accordance with § [127.155(b}] .127-117 (relating ~to~ [medical fee u dates o p n and after January 1, 1995 -] outpatient acute care providers, speczalt 

	

hos 't Y p1_als and other cost-reimbursed providers), or consistent with new service codes [ ] descriptors added under §[127.155(d) and (e)] 127.117(d)-(rl ~. 
(c1 Providers shall reque~;t 

	

a ment for medical .bills and ~ rovide 

	

. a.ll~ a~nlicahl~ reports re wired under ~ 127 203 (relating to mPri,~ ~l bills - submission of medical doc~amentatron wzthrn 90 da s from the first date of .treatment . reflected on the bill . 

	

_ 

d No 

	

rovider ma . seek ~ a merit from the insurer or ~ em .lo ee .if the 

	

xovider . failed to re west a 

	

ent within the time set forth in subsection c . 
a 

	

No 

	

rovider ma 

	

bill 

	

acce t . a 

	

ent for . or attem~ t to recover from the em to .ee em Io er or insurer char es relatin 

	

to services ~ that are be and the sco e of the 

	

rovider's 

	

ractice or licensure under the ~laws~ of .~the 'urisdiction where the services are berformed. 

§ 127.202 . , Medical bills = use of alternative forms. 
(a) Until a~~provider submits bills on one 'of the ' forms, specified in § 127.201 (relating to medical bills [-- standard forms] 

	

enerall ) insurers are 'not re u' to pay for the treatment billed. q fired 



(b).Insurers may not require providers to use any form of medical bill other tha~ the forms required by § 127.201 . n 

§ 1 27.203 .1VZedical bills .-. submission of medical[reports] ~documenta ' txon . 
(a) Providers who treat injured employes [are required to submit 

	

eri.odic P 

	

] shall ~exio_ 

	

dical~ submit 

	

[medical 

	

reports] 

	

_Medical 

	

Re~oz-ts 

	

to 

	

the ~em to er P Y , commencing l0 days after treatzrient begins and at least once a month thereafter as . long as treatment continues . If the employer has insured its workers' com ensatio n liability [is .covered by an insurer], the provider shall ins-submit the .re ort [ P Me-eports to the insurer . If the em to er is self-insured . the rovider shall submit 'the Medical Re orts to the em to er 

	

or' to ye . em to ~:er's a ent or administrator if the em to er has informed the roe administrator is the 

	

ro er billin , reci .lent for the 

	

atient. 
(b) Providers are not re uired to submit Medical Re orts Meth [ 

	

cal reports ara~riot required to be submitted in] fox months during which. no treatment has not been rendered . 

	

~ 

	

. [ 

(c) [The medical .reports required by subsection (a)shall be sub~itted~ on a forrri prescribed by the Bureau for that purpose. The . form shall require the provider to supply,, when pertinent, information on the .claimant's history; the diagnosis, a description of the treatment and services rendered, the physical findin s g and the. prognosis, . including whether ox not there has been'-recovery enabling the claimant to return to pre-injury work without limitations . Providers shall supply only the information applicable to the treatment or services.~rendered .] 

	

Providers shall submit the Medical Re orts re uired b 

	

subsection a with , the Nledic.al Re ort Form. 

	

. ~ . 

[If a provider does . not .submit the' required medical reports .on the prescribed form, the insurer is, not obligated to pay for the treatrrient covered by the re ort p until the required report is received by the insurer.] In submittin 

	

the Medical R_ ebort Forrrx and Medical Re orts . the rovider shall rovlde :all ~of the follow' m 
~1) Information on the emnloyee's h;ctnry, 

X21 The emplo ee's diagnosis 

	

~ 

	

~ 

	

~ 

	

~ 

	

. 

3 A descri tion of the treatment and services rendered . to the em to vcc 



nosis includin whether there has been o 

	

s .. 

	

_ _ 

	

, 
work without 

X11 medical records docuznentin~ tt,P h,no,~ ~, ~l~i~u ~ca~zrient. 
e The insurer is not obli ated to make 

	

a ment until 3.b da ~s after its recei t of the bill Medical Re orts. .and the Medical Re ort Form. 

§ 127.2.04. Fragmenting or unbundling of charges by providers. 
A provider may not fragment or un~undle charges except as corisiste 

	

~ 

	

. nt with the Correct Codin Initiative in effect on the date of service. 

§ 127.205. Calculation of amount of payment due to providers'. 
Bills submitted by providers for payment shall state the rovider' P 

	

s actual charges for the treatment rendered . .A provider's statement of actual charges will, not be constn~ed to be an unlawful request or. regT?irement for ~ a~ 

	

~ 

	

r , p ,,~ment in excess of the medical _fee caps: ~ The insurer to whom the bill is , submitted shall calc ulate the proper amount of payment for the treatment rendered : 

§ 127.206 . Paytxxent of medical bills - request for additional doc:urrientation . 
Insurers may request additional documentation to support medical b'~ ills submitted for payment by providers, as long as~ the additional documentation is relevant to the treatment for which payment is sought . 

	

~ . 

§ 127.207 . Dowi~coding by insurers . 
(a) [Changes to a provider's codes by an] Aninsurer nmay. .make chap es to a provider',s codes [be made] if all of the following conditions are met: 

(1) The provider has been notif ed in writing of the proposed code changes and the reasons , in support of the changes . 
(2) The provider has been given an opportunity to discuss the proposed code changes and support the original coding decisions . 



(3) The insurer has sufficient information to make the code changes . 
(4) The code changes are consistent with [Medicare guidelines] the-Coding Initiative , the act and this subchapter . 

(b) For purposes of subsection (a)(1), the provider . shall be , given XO days to~ respond to . the notice of the proposed code changes, and the insurer must have written evidence of fhe date notice was .sent to the provider . 

	

.~ 

	

~ 

	

~ . 

(c) Whenever changes to a provider's billing codes are made, the insurer shall . inform the provider of .the codethat it asserts is correct and shall state the seasons why the provider's original codes were changed in the [EOB] FOR required by § 1.27 .209 (relating to explanation of [benefits] reimbursement paid). 
(d) If an insurer changes a provider's :codes without~~ strict compliance with subsections (a) - (c), the Bureau will resolve an application for fee review filed under § 127.252 (relating to , application for fee review - f ling . and service) in favor of'the provider . 

§ 127.208 . Time for payment of xned,ical bi.lla . 

(a) Payments for treatment .rendered under the act shall be made within 30 days of . the insurer's receipt of the bill , 1Vledical Reports and ~1~Iedical ~Re~ [report] For
___ 
m required by ~ .127 203 (relating to medical bills 

	

submission of medical documentation [submitted by the pxovzder] . . 

(b) For purposes of computing the timeliness of payments, tYze insurer shall ' be deemed to . have received [a] the bill, [medical xecoxds] Medical Repdrts and .[report] Medical Re ort Form 3 days after mailing by the provider . Payments shall be deemed timely made if mailed on or before the 30th day following receipt of all of [the bill and report] these documents : 

(c) If an insurer requests additional information or records from a provider under ~§ 127.206 relati~o payment of medical bills request ~ for additional documentation the request may not lengthen the 30-day period irz which payment shall be made to he provider . 

(d) If an insurer,proposes to change .~a provider's codes, 'the time .required to give the provider the opportunity , to discuss the proposed code _ changes may not lengthen the 30-day period in which payment shall be made to the provider. 



(e) The 30-day period. . in which payment shall be made to the 

	

rovider p 

	

may be tolled only if review of the reasonableness . or necessity of the treatment is requested during the 30-day period under the UR provisions of Subcha ter C p [ ]E (relating to ~ medical treatment review) . The insurer's right to suspend 

	

a' 

	

~ent p Ym shall continue throughout the UR process. The insurer's right to' suspend 

	

a 

	

ent P Ym shall further continue beyond the UR process to a proceeding before a workers' compensation judge; unless there is a UR determinationm.a~de that the treatment is reasonable and necessary. 

	

~ 

	

. 

(~ The nonpayment to providers within 30 days shall only .apply to that articulax p . treatment or . portion thereof in .dispute. If a portion of the treatment is not in dispute, payrxient shall be made within 3 0 days . 

(g) If a URO determines that medical treatment is reasonable or necessar 

	

the Y> insurer shall p.ay for the treatment. Filing a petition for review before a workers' compensation judge[,] does not further auspend the obligation to pay for the treatment once there has been a determination that the treatment is reasonable or necessary . If it is finally deterrxiined that the treatment was not reasonable or necessary; and the insurer paid for the treatment in accordance with thus chapter, the insurer may seek reimbursement from the Supersedeas Fund under sec trop 443(a) of the act (77 P. S. § 999(a)) . 

	

. 

	

. 

	

. 

§.127.209 . Explanation of reimbursement paid. 
(a) Insurers shall supply a written [explanation, ~ of benef is '(EOB)] FOR ~to , the provider; in a Department - prescribed format [describing] explaining ~e insurer's decision to 

	

a 

	

downcode or den 

	

[calculation of]. payment bf medical bills submitted by the provider . ., Insurers . shall sup 1 

	

the FOR within 30' da s of the insurer's recei t of the documentation re~uired b 

	

127..203 gelatin 

	

to' medical bills - submission of medical documentation . 
. '(b) If payment is based on changes to a provider's codes, the [EOB] FOR shall state the reasons . for changing the original codes and shall state the codes that the . insurer asserts are correct. If payment of 'a bill or service ~is denied entirely, an insurer. [insurers] shall .[provide a written explanation ~for~~the denial in tli.e FOR infor=m the provider whether 1 

1 The insurer disclaims liability far the c~rnnly.e~'J ~murv 
2 The insurer asserts that the ' treatment ~ rovided is not related to~the employee's work iniury. 



~ All [EOBs] EORs shall rvznmentl azs la the Bureau~Code and name of the insur-nd contain the following :notice : "Health care providers are ~ prohibited from, billing for, or . otherwise attempting to recover from the, employe, the difference between.the provider's charge . and the amount paid on this bill : " [ ] If ou believe that 

	

a 

	

ent has bean incorrect) 

	

calculated or is untiinel 

	

ou ma file an a 

	

lication for fee review .with the Buz-eau of tiVorkers' Cozxz ensation ." 

A 
bills under 

ers on or e 

3 The insurer has not recPivPd the documentation xeau~re_~ ~V 
.
s 127.203 . relatrn to medrcal bills - submission ~of medical documentation). 

4 . The insurer asserts that tt,P *�-� <,;,~~~ ~r_ ~ ; 

	

* . 

	

_ ._~ 

	

. . 
~ 

	

v.txi 

	

W 1 Lllll . permitted by & 127 .201 (relating to mPrh~~l bills ~ 

	

~enerall 
The insurer requested utilizat ;n� r-P~~ ; A« 

	

~ aL 

	

, ,; 

	

, 
�~ w ~j ~uc oza~ect treatment . . 

6 The insurer asserts that the billed txeatrr,P�t ;;,as ~~~ldered Yn violation_ of the referral , standards of ,127.301 

	

relatrn : to referral standards . 

justin~ and admini~terrn 

IJ 

insurer is en 
a 
to 

section 441 (c) o 

	

t e act (~77 P. S . ~ .997(c)1 

went o:f medrcal bills . 

reimbursement or 
rovider insurer em 

:; or se-~ ini___~ __urv ca ses . under 

1n medical 
er or self- 

§ 127.210 . Interest on untimely payments. 

	

. 

(a) If an insurer fails to pay the entire bill [within 30 days of ~recei t of the re u' p 

	

q rred bills acid medical reports] as re wired b.y ~ 127.208 ~frelatin .to time for 

	

a 

	

ent of medical bills , interest shall accrue . on the due and unpaid balance at 10% 

	

er annum under, section 406.1(a) of the act (77 P. S . §717,1). . 

	

. p 

(b) If an insurer fails to pay anyportion of a bill, interest shall accrue at 1 ° annum on the unpaid .balance . 0 /o per 

(c) Interest shall accrue on unpaid medical bills from the .date bY.which payment ~ v must be made under S 127 208 even if an insurer mxtially denies liability for the bills, [if] where liability is Later admitted or determined. 

	

~ 

	

, . . 

(d) Interest shall accrue on unpaid medical bills from the date .bv which pavment must be made under 8 127 208 even if an insurer has filed a request for UR under 



Subchapter [C) E (relating to medical treatment review) , where [if a] it is later [determination] dete-e~ [is made] that the insurer was Iiable fof paying .the bills . 

	

. 

127.211 . Balance .billing prohibited . 

(a) A provider ma 

	

not bill, accept pavmP~t fn,- or attempt to recover from the em~lo~ee [A .provider may not bold an .employee liable for the]. costs related to care or services rendered in connection with a compensable injury under the act. [A:] A provider may not bill, . accept payment for 

	

[not .bill for,] or attempt to recover .from the employe or employer, the difference between the~ provider's . charge and the amount paid b~y an insurer. 

A 

(b) 'A provider may not bilk accept paymPnt for, , or attempt .to recover from ,tr~e employe insurer or emnlo~er, charges for treatment or services deterrxiined to be unreasonable o~ unnecessary in accoxdance with the act or Subchapter .[C) ~~ (relating to medical treatment review) . 

c 

	

~ 

	

'a 

	

t . td recover from the emblovee . char es relaatina to treatment rendered fOr a re orted work in'ur . until the. rovider .has received an FOR from the insures den in 

	

that the treatment is related to the work inLury or denyin~ liability for a work i~ury 
~d) An insurer that issues~.an FOR containin 

	

ari~--im rooer or incorrect denial .of ~liabiait 

	

or that fails to issue an FOR re aired b . the act or this cha ter violates the act and this cha ter under section 435, of the act 77 P.S. 

	

991 . ~ ` 

	

. 

rovider ma not bill acce meat fox or ahem 

REVIEW OF MEDICAL FEE DISPUTES . 
§ 127:251 . Medical fee. disputes =-- review by th~e~Bureau: ~ 

	

. 
A provider who has submitted the required bills, [and.~ .reports] Medical Reports and Medical Report Forms to [an) the abprobriate ~ insurer and who disputes the amount or timeliness of the payment made by [an] the insuxer, shall have standing to seek review of the fee dispute by the Bureau. 

§127.252. Application for fee review --= $ling,and service. 



(a) Providers seeking review of tee disputes shall tile ,[the original and one co ~ of PY a form prescribed by the Bureau as) an application for fee review, The application for fee review .shall be filed no more than [30 days followin : notificat' g 

	

ion of a disputed treatment or] 90 days following the original billing, date of the treatment which is the subject. of the fee dispute[,] or 30 da s followin the insui`er's recei t 
--- Y-----_.~ 

	

p of, the first notification of, a dis uteri treatment whichever xs later . Under ~ this section the insurer shall be deemed to have received a~ notif cation of dis uteri treatment 'three da s aftex the notification is de osited 'in the United States Mail. The form shall be accompanied by documentation required by § 127,253 rel 

	

' ( atzng to application for fee review -, documents required generally) . 
(b) Providers shall serve a copy of [for) the application for fee re ' view[,] and the . attached documents[,] required by & 127 253 .upon the insurer . 

	

[Proof of Service shall accompany the application for fee review, and shall indicate the 

	

erson served, the date~of service and the form~of service,] p 

(c) The a , licatiori shall include a 

	

roof of service which . shall be com let . ed and si ned b 

	

the 

	

rovider 'as re uired b 

	

127.2 

	

reiatiri : to ~filin . and . service - com utation of time and shall indicate the 

	

erson served the date of service and the. foam of service . 

(d) The Bureau will return an ~ a 

	

lication which is incom fete or ori . which the roof of service has not been ~i~ncd. 

.~°~ Providers shall send the application for fee review and all related attachments 'to the address for the Bureau listed on the application form,~or file the application for fee review electronicall as the Bureau rria ` ermit . 
.(~ The time for filing an application for fee review will be tolled while [i 

	

the insurer has the right to sus end 

	

a p 

	

p yment to the provider under S ..127.208 (relating to time for payment of medical bills) due to a dispute regarding the reasonableness and necessity of the treatment under Subchapter. . [C] E' (relating ao medical treatment review). 

	

~ . 

	

. 

Subsections (a)-(.fl supersede ~ 1 Pa Code S 8 ~ ~ ~ 31 11 

	

31 12 ~ 31 1 ~~ 

	

31 .14, 31 .15 31 .26 33 .31 33 .32 and 33 .34-33 .37 . 

§ 127.253 : Application for fee review - documents required generally.t ~ . 
(a) Providers Lreimbursed under the Medicaxe Part B Pro~raml shall subrriit all of the follotiving documents, with their application for fee review; 

	

. . 



(1) [The .applicable Medicare billing form.] 

	

A copy of the first bill submitted to the insurer under 

	

127.201 relatzn to medical .bills - enerall , 

	

. 

(l) The applicable Medicare billing form. 

(2) [The] A cotw of the required [medical report] 1Vledical Report [formm.] Form, together with [office notes] _the Medical Reports and documentation supporting the procedures performed or services rendered re~uired~ under ~ 127 .203 (relating to medical bills - submission ~f medical d~riiznentation) . 
. . (3) ~ [The] A copy ~of the [explanation of benefits] EOR, if available. 

(b) [Providers reimbursed under the Medicare Pant A Program, and 

	

~rovide p rs reimbursed by Medicare , based on HCFA Forms 2552, 2540, 2088 or 1728, or successor forms, shall submit the following documents~with t~e .application for fee review : 

(2) The most recent Medicare interim ratenotification . 
(3) The most recent Notice of Program.Reimbursement . 

. 

	

(4) The most recently audited Medicare cost report . 
(5) The required medical report form, together with documentation supporting the procedures performed or services rendered. 
(6) The .explanation of reimbursement, if available. 

(c). For treatment rendered ~ on and after January l, 1995, the items specif ed in subsections (b)(2) - (4) shall. be submitted if the requirements of § 127 .1 SS (relating to medical 'fee updates on and after January 1, 1995 --.outpatient acute caxe.providers, specialtyhospitals and other cost-reimbursed~providers) have been met.] , ~ 

	

~ 

	

. . 

	

~ 

	

. 

This section su ersedes .l Pa. Code 

	

31.5 31.1 .1 31 .12 31 .13 .31 .14 31 .15 . 31 .26 33 .31 33 .32 and 33 .34--33.37. 

	

~ . 

§ 127.254 . Downcoding disputes . 

(a) When changes in procedure codes are the basis for' a fee. dispute, 'the . Bureau will, give the provider and the insurer the ,opportunity to produce copies of written communications concerning, tlie .changes in procedure codes. 



(b) "If an insurer has not complied with § .127.207 (relating to ~ . downeodin g by insurers) the Bureau will resolve dQwncoding disputes in favor of the provider . 

§ 127.255 . Prexr~atuxe applications~for fee~review . 

~ The Bureau will return and will not issue administrative decisions and orde xs on applications for fee review 

	

rematurel 

	

f led ~by providers [when orie of the following exists] for any of the followin¢ reasons : 

	

~ . 
(1)~The insurer [denies] has issued an IJOR den in 'liability for the alle ed . g work injury or den in that the treatment is causall related to the work in'ur . 

(2) The insurer accurately informs the Bureau that it has filed ~a request .for utilization review of the treatment under Subchapter, [.C] E (relatin to medical treatment review)_ g 

(3) The 30=day period allowed for payment has not yet elapsed, .as computed under § 127,208 ,(relating to , time for payment of medical bills) . 
This section supersedes 1 Pa Codf 

	

" ~ - ~ 

	

. 31.26 33 .31 33 .32 and 33 .34---33 :37. 

§ 127.256 . A.dininistrative decision and order on an application for .fee rreview . 
~ ~ [When] The Bureau will render an administrative decision 'and ord ~ . er if a provider has filed [a11] the apt~lication proof of 'serrrice and all ~d.ocumentation required by & 127.203 (relating to tr,Prl;~ar bills 

	

suhrr,ission ~f ~,Pd1,ca1 documentation unless the a 

	

Ilcation will be returned under 

	

127.255 relat' m to premature applications for fee reviewL [and is entitled tc~. a decision on the merits of.the applxcatlon far fee review, the Bureau wi11~ render an ~administrativ 

	

' e decision within 30 days of receipt of all required documentation from the provider] . 
.(b), . [The Bureau will, prior]Before [to]. rendering [the administrative], its decision acid order, [investigate the matter and] the Bateau may contact the insurer to obtain its response to the application for fee review . If the Bureau can determine from the. a lication and documentation submitted b the rovidei- that the a 

	

lication .was not. submitted within'the time 

	

ermitted b 

	

~ ~ 12'7;252 : relatin 

	

to 



application for fee review - f lint and service) it will not contact the insurer and will issue an admxnxstratzve decision ar~d order den xn . the a 

	

lication . 
~c) The Bureau may coixect or amend typo~raphical or mathematical errors m its aamuustrative decision and order wxthm 15 da s of renderin its administrative decision and order 

	

. 

	

~ , 

d Suhsections (a)-(c) supersede 1 Pa Code ~6 31 5 31 11 31 12 ~ 31 13 31 14 31 .15 3, 1 .26 33 .31 33 .32 and 33 .34-33 .37. 

§ 127.257 . Contesting an administrative decision and order on a fee .review . 
(a) A provider or insurer shall have the right.to contest an .adverse administrative decision and order on an application for fee review. 

(b) The, party contesting the administrative decision an-. shall,-fle [an original and seven copies of] a written request fox. a .hearing with the Bureau on a Bureau-prescribed form within the later of 30 days of~ the date of the administrative decision~ and .oxder on the fee review~or 30 days of the date of any corrected or .amended administrative decision and order issued under 

	

127.255 c (relating to an administrative .decision and order on'an a~plicatioxi for fee review) The hearing request shall . be [mailed to the Bureau at the address .listed on the administrative decision] filed with the Bureau -si ned b ~ ~ the' a ellant or its counsel, and served on' all parties as required by ~ 127.2 (relating to filing aand service - com utation of time) A signature starrxp may not be used 
(c) [A copy of the request for a hearingahall be served upon the prevailing party.in . the fee dispute. . A proof of service, indicating , the person served, the date of service and the form of service, shall be provided to the. Bureau at the ti~.e the request for hearing is filed.] 

	

~ 

	

~ 

	

~ 

	

~ 

	

v, , 

	

w 

[(d) An untimely~request for a hearing may be dismissed without >further action by the Bureau.] . Filing of ~a request for a hearing shall act as ~a supersedeas of the administrative decision and order on the fee review . . 

ersede 1 Pa . Code & ~ 31 5 31 11 

	

31 12 31 13 

	

31.14 31 .15 31 .26 33 .31 33 .32 33 .34-33 .37 35 .1-35.16 and35.18-35 :41 . 

§ 127.258 . Buxeau as intervenor. 



~ The Bureau may [, as an izitervenor] intervene as a party in the fee review matter [, defend the Bureau's initial administrative decision on.the fee review] . 
(b) This section supersedes 1 Pa Code &~ 35~2~ 35 32 

§ 127..259 . Fee review hearing: 

(a) [The Bureau will assign the request for a hearing to a hearing officer who will schedule a de novo proceeding. A11, parties will receive reasonable notice of the hearing date; time . and place.] 

	

If a request far hearing was timel 

	

and ->ro~erlY filed the hearin 

	

officer will schedule one or more hearin s . The hearin 

	

offcer will notify all ~garties of hearing dates ~ times arid 

	

laces ~ 

	

If a' request for hearin 
dismiss the re . uest without fuxther action Yor ma schedule a~hearin 

	

to determine whether the request was timel and properl filed . 

ear to have been tzmel 
5 does not a. 

	

~ 

	

~~ 

	

- 

	

- 

	

-~ filed .the hearin 

	

off cer may or ro erl 

(b) The hearing officer may require that the 
regarding the underlying fee dis ute 

(e) Testimony will be recorded and a fix11 record kept,of the proceeding. . 

(c) All hearings [The,hearirlg] will be conducted in a manner to provide all parties the opportunity to be heard, and will be governed by applicable provisions of 1 Pa Code Part II (relating to general rules of administrative tiractice and ~ proc- educe) unless this chaptex supersedes these ml.es . The hearing off ce~,will not be bound by strict rules . of. evidence . ~ All relevant evidence .of reasonably~ :probative .value may be received into evidence . Reasonable zxamination and. .cross-exarninatiori of witnesses will be,permitted . 

(d) [The parties may be represented by legal counsel, . but legal representation at the hearing is not required .] Legal representation at the heaxiri~ is governed by 1 Pa. Code Chapter 31 Su_bcha ter C (relating to representation before a~encv) . . 

(f) All parties will be provided the opportunity to submit briefs, addressing .issues raised. [The . insurer shall have the burden of proving by a preponderance of the evidence that it properly reimbursed the provider .] , 

ersede 1 Pa. Code 8~ 31 5 31 11 31 12 3~1 ~13 31 14 31 .15 ~ 31 :26 33 .31 33 .32 33 .34-33 .37 .35.1-35.24 35 .35 ~ 35.37-35.41 and .3 5.54 . 



,127.259a 

	

~'PP review .hearing ~ 

	

Burden of broof 
a Where 

	

ro er reimburserr~ex~t is dis uteri the insurer shall have the burden of 1~roving by ~ a . preponderance of the eviden~P tt,~t it 

	

ro erly xelmbursed the rovzder 

. b Where a art alle es t 

	

r __ 

	

" - ~ -- 

-_ 

	

_ 

" 

_ 

	

" 

~c) The hearing officer will dismiss an' annlic~tion fir iPP review where the apphcatlon is premature under ~ 127 255 (xelating to nrPma~,are ap~catzons for . fee remew) . 

ear and ilk 
The hearin 

	

~ffxcer xna d 
fails to a' 

dismiss a re 

§ 127.260 . Fee review adjudications . 

uest for hearin where the movin 

.,4., 31 .531 :1131 :1231 .1331 .14 31 .15 31 .26 33 ..31 33 .32 33 .34-3.3 .37 35.1-35.24 35.35 35 .37-35.41 35.54 35 .201-35 .202 and 35:205 - 35 .214 . 

.(The hearing officer will issue a' fee. review adjudication corisistin 

	

of a written decision and order [within 90 days] following the~close of the record. The decision and order will include all relevant . findings and, coric~usions, and state the rationale for.the fee review adjudication . 

	

~ 

	

. 

(b) The fee, review adjudication will include a notification ,to all parties ,of appeal rights to. Commonwealth Court. _ ~ 

	

. 

(c) The fee review adjudication will be ~served.upon all parties, intervenors and [counsel of record] their-ys if known. 

	

~ w. 

e, .~u. �� ., . ���. , a,- . � , � , .~._~__~_ , � ~ . _ _ 

(d) Subsections (a)-(c) . supersede 1. Pa. Code § § 1 Pa: Code §§ 31 .5, 31 .11, 31 .12, 31 .13, 31 ..14, 31 . .15, 31 .26, 33 .31, 33..32; 33 :34--=33 .3'7, 35.1=35.24, 35.35, 35.37-35.41 ; 35.54, 35.201-35.202, and 35 .205 = 35.214, and 35 Pa. Code Cli. 35, Subchapter H. 



§ x27.261 . Further annaal rz~hts . 

A ~ party aggrieved by a fee review adjudication rendered pursuant to ~§ 127.260 (relating to fee review adjudications) may file an appeal to. Commonwealth Court within 30 days of the [from) mailing date of the decision: 

~§ 127.301 : Referral standarca.s . 

SELF-REFERRALS 

(a) Under section. 306(f.l)(3)(iii) of.the act (77 P .S . §53l(3)(iii))~, a provider may not refer a person for certain treatment and services if the provider has a, financial interest with the person or in the entity that receives the referral. A provider . may not enter into an arrangement or scheme, such as a .cross-referral ~ arrangement, which the provider knows, or should know, has~a principal purpose ofassuring referrals by the provider to a particular entity which, if the ~pxovider directly made referrals to the entity, would be in violation of the act. . 

(b) No clai+n _for payment may be presented by a person, .provider . or entity for a service furnished under a referral prohibited under subsection (a~ . . 
(c) Referrals permitted under all present and. fiiture.wSafe Harbor . xe 

	

lations prornuY,gated under the Medicare and Medicaid ~Patier~.t and Program Protection Act at 42 U.S .C.A. §1320a-7b(1) and (2), published at ~2 .CFR 1001 .952 (relatin g toexceptions), and all present a.nd~ future exceptions to' the Stark amendments to the Medicare Act at 42 U.S ..C.A . § 1395nn, and allpresent and future regulations promulgated, thereunder, are not prohibited referrals involving financial interest . ~n insurer may not deny payment to a provider involved in such transaction or referral . 

(d) For purposes of . section 306(f.l)(3)(iii) of the act, a CCO will be considered a single [health care] provider . 

§ .127.302 . Resolution of referral disputes by .Bureau. 

	

~ . 
(a) If an insurer determines that a [bill has been submitted for] billed .treatment _has been rendered in violation of the referral standards, the insurex is not [liable] re aired to pay the bill . [Within 30 days of receipt of the provider's bill and medical report, the] An insurer shall supply a written (explanation of benefits] FOR under § 127.209. (relating to explanation of reimbursement paid), stating the 



basis for believing that the . [self-referral .pxoyision has] referral standards have been violated . 

	

~ 

	

. 

(b) A provider who has been denied payment of a bill under subsection (a) play ale an application for fee review with the ~Bureau~ under § 127.251 (relating to medical fee disputes -review by the Bureau) . An application for fee~review filed under this subsection will be ~ assigned to a hearing officer for a . hearing and. adjudication, in accordance with the procedures set foz-th in § § 127.259 and 127.260 (relating to fee review hearing; and:fee review adjudieations) . 
('c) The insurer shall have the burden of . proving . by a preponderance of the evidence that a violation of the [s.elf-referral provisions] referral standards has occurred . 

SUBCHAPTER D. EMPLOYER LIST.OF DESIGNATED RR.OVIDERS . 
§ 127.751 . Employer's option to establish a list of designated [health care providers . . 

	

l 

(a) Employers [have the option to] may establish a list of designated [health care] providers under section 306(f.l)(1)(i) of the act. (77 P.S. § 531(1)(1)) . 
(b) If ~ an employer has established a list of .providers [which 

	

that meets . the requirements of the act and this subcha~~ter, an employe with a work~related .injury or illness shall seek treatment with one of the designated providers from: the list . The employe shall .continue to treat with the same provider or another designated provider for 90 days from the date of the first visit for the treatment of the work injury or illness . 

(c) The employer may not require treatment with any one specif c provider on'the list, nor ~ may the employer restrict the employe ~ from'' switching from one designated .provider to another designated provider. 

	

~ 

	

~ . 
(d) An employe may not be required to obtain emergency inedical~treatrnent from a listed provider. Howevex, once emergency . conditions no longer exist, the . injured employe shall treat with .a listed provider for the remainder of the 90-`day. period . 

(e) If an employer's list of designated providers fails to . comport with the act and this subchapter; the employe shall have the right to seek medical treatment from any provider from the time of the initial visit. ~ 

	

~ 

	

~ . 



(~ If an employex chooses not to establish a . list of designated providers;, the employe shall have the right to seek medical treatment from any provider from the time of the initial visit . 

(g) If a designated provider vprescxibes . invasive surgery for ~ the employe, the employe may seek an additional opinion from any .provider of the employe's choice : ~ if the additional opinion differs from the opinion of the desi nate g d . provider and the additional opinion provides a specific and detailed course of treatment, the employe shall determine which course of treatment to follow . If the employe opts to follow the course of treatment ou~.ined by the additional o inio p n, the treatment shall be performed by . one of the [health care) providers , on the employer's designated list for 90 days from the date of the first visit to the provider of the additional opinion. 

	

~ ~ 

	

~ ~ 

	

. 

127.'752 . Contents of list of dcsigriated [health care] providers. 
(a) If an employer establishes a list of . designated [health care) providers, . there shall be at least six providers on the list . 

(l) At~least three of the providers on the.list shall be physicians. . (2) No more than four . of the providers on the list naay be~ CCOs. 

(c) The employer shall include on the list oialy providers ' who ' are geo ra hicall g p 

	

Y. accessible and whose specialties are appropriate base on the anticipated work-related medical problems of the employes. 

(d). If the employer lists a CCO, as an aptiori on the list of designated 

	

roviders p the employer may not individually list any provider. partaicipating ,in that CCO, under circumstances when those ind vidually : .listed providers are bound by the . terms of the CCO for. the treatment rendered to the injured workers. 
(e) If the list references a sin le 

	

oint . of contact or ~ referral for more than one rovider on the list all 

	

roviders associated with the 

	

oint of contact or referral shall be considered a, sin le rovider under subsection a . 

(b) The employer shall prominently include the names; addresses, telephone . numbers and area of medical specialties of eac-tee designated providers on the. list. 

	

The em to er ma 

	

not. re uire~ the em ~lo e to re ort to a sin le 

	

oint of p contact before receivin treatment frorr~ a rovider on the list: 



~ The employer may change the designated providers on a list : However changes to the list may not affect the options available to an employe who has already commenced the 90-day treatment period. 

	

~ . 

	

. 

§ 127.753 . Disclosure requirements . 

(a). The employer :may not include on the list of designated [health care] providers a physician or other [health care] provider who is employed, owned or controlled by the employer or the employer's insurer, ~ unless employment owne control is disclosed on the list. rship or 

(b) For purposes of this section, "employer's insurer" means the insurer who is responsible for paying workers' compensation under the terms of the act . 

§ , 127.754 . Prominence of list of designated providers. 
If an employer chooses to establish a list ofproviders,~ the .list~ shall .be~posted in prominent and readily accessible places . at the worksite . These places include places used. far treatment and rust aid ~ of injured employer and employe informational bulletin boards . 

§ 127.755 . Reduired notice of employe rights ancT-duties . ~~ 
(a) If a list of designatedproviders'is established; the employer shall provide a clearly written notice to an injured employe of the employe's rights and duties under section 306(f.l)(1)(i) of the act (77 P.S . § 531.(1)(1)) . 

	

. 
(b) The contents of the written notice shall, at a minimum, contain 'the ~fol1 . . 

	

, owing conditions : 

	

. 

(1) The employe has the duty to obtain treatment for work-related injuries and illnesses from one or more of the designated [health care] providers for 90 days f>:om the date of the first visit to a designated provider. 

(2) The employe has the right to have all .reasonable medical '~supplies and treatment related to the .injury .paid for by, the employer as long as treatment . i s obtained from a designated provider during the 90-day period . . 



(3) 

The employe has the right, duz-ing this

. 

90-day 

.period, 

to switch from 

one 

[health care] provider on

..the 

list to another provider on the list, and that al 

1 

the 

. treatment 

shall be paid for by the employer

. 

(4) 

The employe has the right to seek treatment from a referral provider if 

the 

employe is referzed to him by a designated provider, and the emplo er shall 

pay 

for the treatment rendered by the xeferral provider, 

Y 

(5) 

The, employe has the right to

. 

seek emergency medical treatment from 

any 

provider, but that subsequent ~ nonemergency areatment shall be by a 

designated 

provider for the remainder of the 90-day period

. 

(5) 

The employee liar the right to seek ~ treatment ox medical consultation 

from 

a nondesignated provider during the 90-day period, but that these services 

shall 

be at the employee's expense for the applicable 90 days

. 

(7) 

The employee leas the right to seek treatrr~ent fxom, an 	

heap 

~ 	

. 

Y 

[ 	

h 

care] 

provider 

after the 90-day period has ended

; 

and

..that 

treatment shall 

.be 

paid for by 

the 

employer, if it is reasonable and necessary

. 

($) 

The employee has the duty to notify the employer of treatment by a 

nondesignated 

provider within 5 

.days 

of the first visit to 

. 

that provider

. 

The 

employer 

may not be required to 

.pay 

for treatment 

rendered . 

b

y 

a nondesignated 

provider 

prior to receiving this notif cation

. 

However, the employer shall 	

a 

	

for . P 

Y

. these 

services once notified, unless the treatment is found to'be unreasonable by a 

URO, 

under Subchapter [C] E (relating to medical treatment review 

. 

(9) 

The ~

.exx~plo.yee 

has the right to seek" an additional opinion, from any 

[health 

care] provider of the employee's choice when 

.a~ 

designated provider 

prescribes 

invasive 

.surgery 

for theemployee

. . 

If ̀ she additional opinion differs 

from 

the opinion of the designated providex and the 

.additional . 

opinion "~ rovides 

p 

a 

specific 

and detailed course of treatment, the employee shall

. .determine 

which 

course 

of treatment to follow

. . 

If the employee , opts ~ to follow the

. 

course of 

treatment 

outlined by, the,

.additional 

opinion, the treatment shall be performed by 

one 

of the [health care) providers on the employer's designated list for 90 days 

from 

the date 'of the first visit to the provider of the additional opinion

. 

(c) 

The written notice, to an employee of the employee's rights and duties 

under this 

section 

shall .be 

provided at the time the employee ~is hired

. 

arid immediately " 

after 

the injury, or as soon thereafter as possible under the circumstances ~of 'the 

injury. . 

If the employee's injuries are so severe that em,ergency~care is required, 

notice : 

of the employee's rights and duties shall be given as

. 

soon after the 

occurrence 

of the injury as is practicable

. 



(d) The employer's 

	

duty under ~ subsection . (a) shall be evidenced b y the employee's written acknowledgment 'of having . been informed of . and havin . .g understood the notice of the employee's ~ rights and duties . . Any failure o.f the. employer to provide [a,nd evidence) the notification relieves the emplo ee fro Y m any duties specif ed in the notice, and the employer remains liable for all treatment tendered to the employee: 

	

However, an employee . ma ~ not r Y 

	

efus.e to sign air acknowledgment to avoid duties specified in the notice, 

Subchapter E: MEDICAL TREATMEN~..~~EW 

U12 --= GENERAL REQUI~p~ENTS 
X27.801 . Review nf ,medzcal tareatxnent . PnP,-alr,~, 

	

~ ~ . 
a Throu hout this subcha ter the words "insurer" and "erim to er" interchan eabl ~ 

	

shall be used 

~byR maY be requested by or on behalf of the insurer or em loyee 
c UR may be 'filed by a provider on behalf of ar em to ee wh treatment from that nrovYder. p y 

	

o seeks mE.dxcal 

d A rovider em to ee or insurer that seeks -or is sub'ect to UR shall be a 

	

art to the UR. 

e UR of medical treatment shall be conducted on1 

	

b 

	

or^ anizations authorized as ITROs b 

	

the Secretes 

	

under 

	

127.1050 ~. relatin 

	

to authorization of UROs/PROsI 

~f The Bureau will return .an . ~ re uest for UR which ~is incom Iete or ~.on which the goof of service has not been signed 

relatin to UR - 
Y - a workers' com 
etition for review) 

ensation 

_A 
to be heard and decided b 
127.906 

art a sieved b a UR determination ma 

127.802 . Treatment Ciabiect to review 

file a etitian for review of UR 
127.901 - 



Treatment for work-relaxed in'uries rendered on and after Au ust 31 ~ 1993 ma be sub'ect to review under this subchant~r 

§ 12'x,803 . A~ci~nnlent of cases to~UROc 
~a) The BllPPAIi urril aUSl n requests for UR to a�±~;orz~~d UROs 
b The Bureau will not assi n 'and will return re nests for, UR ~ . already under review at the time of filing ~,- ~_,~, ;�~, 

	

.~ 

	

, , of treatment tl 
deterixunatzon recertiification ~or redete continuin effect of UR determinations . 

127.804 Prosp.ectzvP, concurrent and rPt-,-n~�o 

:UR of treatment ma 

	

be ros ective concurrent or retros ~ective. 

X127.805 . Reauests for TTR ~ ~filin~ and cnr~crr~e , 

a. .A 

	

art 

	

seekin 

	

UR of treatment rendered under the act shall file the Bureau-prescribed form. 

	

. 

(b) The reauect fnr r rR shall be. served on alI ~ artier sand their lcriown . 

	

c~unscl . 
~c) The filing party shall- complete the proof of service on the form. 

Reauests for UR shall be sent to the Bure, filed electrorscall as the ~Buxeau .maT 

	

ermit. 
e The Bureau will not acce t, and will return UR re nests where it can determine any of the followin : 

	

~ 

	

. 

1 

	

The UR re, nests review of treatment addressed b 

	

a 

	

revious UR dete-on. 

(2) ~ 

	

The UR request is not complete 

~3) 

	

The. T TR request was not served on all r,arties ~~ the request 
4 

	

The treatment under review was not treatment for 

	

u . ores of thi s cha ter. 

	

. . 



The re nest does not identif all 

	

roviders who rendered care to t z. nlured emt~Ioyee for the work in'ux he . 

6 

	

The 

	

rovider indicated ~as the rovider under review did'~not rovid health care services to the ernnln~~PP ~,- :~ ~., .L ~_ . 

	

. _ 

	

e 

An insurer's obli anon to 

	

a 

	

.medical bills under 

	

127:20 8 relatin to time for 

	

a 

	

ent of medical bills 

	

shall ~be tolled onl 

	

when a' . ro er re ' nest for UR. 
has been f led with and acce ted b 

	

the .Bureau in accordance with this subch a. tcr. 

' .127.805x. UR o,f.medical treatment 

	

xior to acce tance of claim. 
a The insurer shall 

	

a for treatment found to be reasonable or ~nec essay under 127.208 . relatin 

	

to time for ~a ment of medical bills . 
b 

	

Where an insurer re nests .UR but ~ has not f led. docu . 

	

. menu with the Bureau admittin 

	

liabilit 

	

for a work-related in'ur 

	

or is not sub'ect to a ~dete rmination im osin 

	

this liabilit 

	

it ma 

	

not later disclaim liabilit 

	

for the treatment u ndcr xeview il~ the re uesi _fir rJR; 

127..$b6 . Re nests for UR-assi nment b the Bureau. 
a 'fhe Bureau will assi n a ~ ro erI 

	

filed re nest for ~IJR to an a.uthorizcd URO. 
(b) The Btlrean ~,=,.ill send a notice of assi nment of the re foll- owin~~ 

1 The URO. 

(2) The employee. 

(3 ) The insurer 

~4) All of the r~roviders under review. 

The attornevc fnr all of the parties if known 

§ 127.807 . Requests fnr TJjZ 

	

reassignment. 

nest for UR ~to all of the 



a If a URO is unable to 

	

erform a re uest for UR assi ned. to it b the URO shall return the re uest for UR to the Bureau for reassi da s of its receipt ~of the Notice of Assi ninent. 
b A URO ma not~directl reassi n a re uest~for UR to another URO . 
c A URO shall return a xe uest for UR assi ned to .it b 

	

the B ureau if the URO has a conflict of interest with the re uest under 

	

127.808 gelatin 

	

to re ucsts for UR - conflicts of intcrcst~. 

:A. URO shall be deemed 'to have received a Notice of Assi nment on the . date that the Bureau transmits the notice to the UlZ.O b electronic me facs- imile. 

	

. 

	

. 

	

a.ns of b 

x27.808 . Requests for UI2 

	

C017fl~1`+r nf .*,f - 

	

., x 4Axwx C,}L . 

a A URO shall have'a conflict of interest and shall return a r e nest for LJR to the Bureau for reassi nment if an . 'of the followin 

	

exist: 
1 

	

The UR.O has a 

	

revious ir volvement with the ~ ~ anent or with .t he ~rovider under review re ardin 

	

the same underl 'n 

	

claim exce t as _ e rmitted 1?Y ~ 1. 27 .819 (gelatin to requests for UR 

	

recertificat ori to requests for UR -- redeterrnmatlon) . J gelatin 

(2) The URO has provided case many ement services in a matter inv 

	

. the atrent whose treatment is under review. ., olvin 

~ 'The tIR.O has 

	

rovided vocational rehabilitation services in a matte . involvin the 

	

anent whose . treatment is under review . 

	

~ . ~ 

	

. r 

4 The URO is owned b 

	

og has acontractual anran emezit with a 

	

art 

	

. the r- e-w. . 

	

. . 

	

. . 

	

to 

5 The URO has assi ned utilization review or 

	

eer review. matters to th . e rovider under review in the 

	

rovider's ca . ~acit 

	

as . a reviewer. 

127.80.9. R~ni,~r+~ for UR 

	

withdrawal. 
(a, < ~ �~,,~~ y iuav w~rn~rra«~ ~ ~-~..u~JL vl ~~ b 

	

notif in 

	

the' Bureau . in wxiti n that it seeks to withdraw the revuest for UR. A art ma not send the withdraw notification directl ~ to the UFO. 

	

~ 

	

~ 

	

. 

the- Bureau 
nme

- 

	nt within 5 



b The Bureau will~promptly notifv the ~TTRO of the ~,ft�~*~, 

	

, . 

	

- 

	

- 

	

u~.a,t c.i ~~ Cll . 

The insurer shall pay the costs Of the W,thr~ra~x,n ~. 

	

. 
d A withdrawal of a request for UR shall hP wzth nre�,ri,~e 

127.810 

	

UR of entire course of treatzxzent. 
a An insurer ma 

	

re uest UR of the entire course of treatment rendered td the em to ee ~ re ardless of the license or s ~ecialt 

	

of the 

	

rovidexs rend.erin~ the treatment. This UR shall be retrospective concurrent acid t
- 

rY osne 
b An insurer shall make 

	

a 

	

ent for all related medical bills issued more than 30 da s before the date the UR yre uest is filed with the Bureau ~ under 

	

127.208 reIatin to time for pa.vmcnt of medical bills) : 

	

- 

' " 

	

_ 
" " ' 

_ 

	

_ 

- ,.. 

_ 

	

_ 

	

'~r_ _ . . ~ _ 

	

- - 

	

- 

_~ 
_ 

127.811 . Pre-certification 

UR -- ENTIRE COURSE OF.'I'REAT'MENT 

UR -- PRECERTIF'TCATION . 

An em~ to ee or. rovider ma 

	

seek 

	

recertification~ of treatment that .has not 

	

et been. rovided. If a re nest for 

	

recertification of'the same treatment is filed b both a, rovider and em to ee the Bureau will consolidate the .re uests a.s if a single re~ucst ,had been filed. 

§ 127.8.12. Pre-certification 

	

insurer obli~ahons 



a Treatment that has not 

	

et been :rendexed ma 

	

be 

	

re-certified as reasonable and necessar 

	

in xes onse to a re uest for 

	

xos ective LTIZ . . Bf certification the 

	

arties shall com fete all :of the follo~vin 
l The em to ee or rovider seekin 

	

xe-certification of treatment shall subzxzit a. Bureau- rescribed form to ~tlie insurer. The form sha11 co main a xe ~ uest fox 

	

re-certification of treatment arid. the em ~ to ee or 

	

rovider shall on the fo rm s ecif call 

	

identif , the Treatment for which 

	

re~certification is re nested . 

" 

	

1 " . 
" 

	

- 

	

" " 

	

" 

" 

	

~ 

	

~ "" -----~~«~ . m W~~CII """" {~ 

- "" " 

	

, 
~aa � L.T . 

	

" " 

	

" 
- 

	

" " - 

" " 

	

o 

	

- 

	

. " - 

	

" 

	

" 

	

" 

	

" 
" _" . - 

- 

	

_ 

	

.LY 

" " 

	

, 

	

" 

	

" 

	

" 

	

" 

	

" i 

	

" o 
- " 

	

. " 

	

. 

	

i 

f 

c If the insurer declines to 

	

a 

	

for the treatment the. insurer shall indicate the . reasons for its denial as set forth on .the De artznent-desi riated form. 

	

I reasons are indicatcl on the form or if the insurer .has failed to return the form to . the em to ee or 

	

rovider within the .10 da s under subsection a 2 

	

the ,in shall yay fox the ti eatment. . 

	

, ~ O ~ 

	

surer 

d If the insurer denies a causal relationshi ~ between the work-related in' ' 

	

and the treatment or denies liabilit 

	

for the work in'ur 

	

on 'the form . the Bu reau will not 

	

rocess a re neat fox 

	

re-certi rcatiori . ~ The 

	

rovider or ein- lo~ ee ma 

	

re-file the xe nest .when the underl 'n ~ liabilit 

	

is acce ted b 

	

the insurer or determined b 

	

a workers' com ensation 'ud e. If a workers' com ensation~ 'ud e dete 

	

' rmrnes that the insurer im roperl 

	

denied the existence of a causal relationahi 

	

or liabilit for the iniury penalties. ma 

	

be assessed under section 435 of the act ~ 77 P.S . 

	

. 501 ~ . 

	

In deternoinin 

	

whether the ~underl~ 'n 

	

liabilit 

	

has been acce ted or deterrxiined , the Bureau ma utiliae, information contained in its official records. 
e 

. liabili 
certification with the B a 

ay 'for the treatment but does not .CC�,tPC± rovider or em to ee ma 

	

, file . a re nest for pre- 



(fl A.n insurer's denial of r~ Vment for treatment later determined to be reasonable and necessary may result In the 1m, ~ 

	

r-~enalties under section 43S of the osxtron of 
a 

act. 

127.813 . Pre-certification ~ provider filed requests 
a~ n ~~r~iv,nPr tri,*, .r ., �~.,�� ..a r___ . re-certification shall .detail the treatment 

	

lap xocedure or referral that is the sub'ect of the re uest on or in an attachment to the form. 

b If the 

	

rovider seeks pre-certification of a referral the provider shall serve a co~y of the request on the provider to whom the referral will be made. 
c~ The Bureau may return a xequest that fails to comply with the requixements of tliis subchapter 

§ X27.814 . Pre-certification 

	

employee filed ren~yP~tg 
a) Where an employee seeks 

	

re-certification or`' treatment the emnloye shall identif the 

	

rovider. who ma 

	

rovide the treatment .under review . The assi nod ~~URO shall contact the rovider identified b~he employe ~ The URO shall contact the provider in writing and shall request that the 

	

rovider submit .the treatment lap 

	

rocedurc or referral for the treatment under review within 10 da s of the re uest . 

fib) A provider's failure~to timely supply iriformatinn ~��per this section shall result xn a . determuZatxon . that the treatment undeA review is unreasonable and unnecessary. 

§ 127.815 . Assignment of proper requests for re cerhficaton. 

the~Bureau,will assi 

	

there ueat to a URO in accordance with this cha ter. The Bureau's assi nment or x~on-assi nment of a UR to a URO under this section is interlocutor 

	

and is sub'ect to a 

	

cal onl 

	

after the UR determination is rendered : An a , cal shall be 

	

ermitted under 

	

127.901 

	

relatin 

	

to 

	

~etition for .review of UR determination). 

	

~ 

	

~ 

	

~ 

	

. 

uester is entitled to re 
If the Bureau determines that the re 

	

uest . re-certif cation 



PROSPECTIVE, CONCURRENT A,N"D RETROSPECTIVE UR 
~~127.816. Prospective,~concurrent and retrospective UR 

	

insurer requests 
a 

	

Ari insurer ma 

	

re uest review . of treatment that the em ~lo ee is currentl V 

	

y under~oin~Y undue the immediate future. . 
" 

	

; - ~_ 
~ _ 

' _ 

	

-~ 

	

~ . ' " ~meW~(d . 

	

. i _ 
' 

	

~ ~ . 

	

~ - 

	

~ , 

	

" 

	

,- 
	_ 

" ,_ 

	

~ 

	

~ ~ 

127.817 . Concurrent and retrospective UR 

	

~ payment obligations 
~a) An insurer shall make payment for all related medical bills issued more than 30 da s before the date the UR re u t zs filed with the .Bureau under 

	

127.208 ~relatin~ to time for payment of medical bills) . 

	

. 

~b Tf the insurer is contesting liability for the w~i-k ;njurv the 30 days zn which to request retrospective UR zs tolled nendln~ the insurer's acceptance of lzabzli~~ or a workers' compensation cud e's determination of liability . 

§ 127..818. Continuin effect of UR detexminations . 
ja) A determination that prospective treatment is reasonable and necessary remains effectzve ,for continuin treatment on1 to the extent, s eclf ed in the determination. 

certification of treatment . ma 

	

re uest that the .treatment be recertifzed as reasonable and. necessa 

	

as 

	

ermitted 'b 

	

~ 127.819 relatin 

	

to re nests for UR --recertification). 

b, . . . . . . . ., . ., ., .~r __ .~ .. _____ _ art. to a determination ~ rantin ~ re-

~c) A determination that treatment is unreasonable or unnecessary .remains effective for all treatment found unreasonable or unnecessar re ardless of he provider who renders the treatment until the emt~lo~ee demonstrates that a change in the em to ee's medical.conditzon merits , re-determination of the treatment.. 



(d) An employee or provider may z~equest re determination of treatment prey- xously determined to b.e unreasonable or unnecessa 

	

~ under ~ 

	

127.820 

	

xelatin 

	

to ce uests for UR - re=determination 

	

if .a chan e~ iri the em condition has altered the reasonableness or necessit of treatment. 
to 

QUESTS FOR UR -12E CfRTxFTCATTOiy AND . RE-.DETERIVZZNATZON , 

	

. 
§ 127.819 . Requests for UR recertfication 

~a} If a request for UR resulted in a determir,ar;~� +~~t treatment was or xs AA l.lA0. reasonable and necessa 

	

the em to ee or rovzder ma re uest that the: treatment 1?e recertified as reasonable ar~d necessar . 

fib) The Bureau will not accent a reguest~for recPrr-;fi~~tio ~ submztted more that 30 da s before the ex xxatlon of a recedzn 

	

UR or recertification xelatin to the same treatment. 

	

~ . 

	

. 

	

. . 

c The Bureau will assi ~.n re uests for recertif cation of treatrrient to the URO that ~reyiously determined that treatment was reasonable and .necessary . 

§ 12'7.820 . Requests for UR , re-determination. 

ee's medical 

(a) Tf a request for UR resulted in a determinati~� .that brospective treatment rs unreasonable or unnecessar the em to ee or rovider who .was a~ art to the .determination ma re uest a re-determination of the treatment u on evidence that the em to ee's medical condition has chan ed and the ~ treatment' is now seasonable and necessary ~ ~ , . 

fib) Re-determination shall only be permitted where rnedical . records of treatment occurrm sznce the zmtlal determmatlon demonstrate that the em to ee's rziedical condition has changed. 

(c) A re-determination under this section shall be prospective zn effect and only address treatment rendered. after the uutial determination. 
~d) The Bureau will assign reguests'for re determination to the URO that rendered the xrutaal deterxnlnatlon that care was unreasonable or unnecessar . The assi peal reviewer will determine if the .em Io ee's medical ~ condition has chan ed and .the treatment under review is now reasonable and necessar . ~' 



URO OPERATIONS 

127.821 . Reguestin ~ end providing medical records. 
(a) 

	

A URO shall re nest records from .the treatin , roviders request for UR within 5 days of the date of the NntirP of Assi~ntnent : 
(b) 

	

~ 

	

Within 5 da s of the date of the' Notice of Assi nment ~ the URO shall request that t~yider under review provide a ~~*nnlete set of records relating to the work zntury 

	

The URO shall submrt the re mail . 

The ~arovider under review shall mail all requested medical rf URO wzthrn 15 da s of the 

	

ostmark`date, of the URO's re uest : 
(d) 

	

Upon a URO's request fc re nests for UR - recertification ~.~~~ 

	

l~~.a~u reiatzn to re nests for UR - redetermination . 	the provider under review shall mail ~ all re nested medical records to the URO mthrn 7 da s of the ostmark date of the URO's re ~ nest . 

§ X27.822 . Scope of xeyiew of UROs. 

~a) UROs shall decide only the reasonableness or~necessit of .tlie treatment under review . 

fib) UROs shall decide the extent to which treatment subiect to concurrent or pros ectlve xeview will remain reasonable and necessar in the future, 
c 

	

UROs ma 

	

not .decide and reviewers rna 

	

not ~comznent, u Lori an 

	

of the following issues : .~- 

1 The causal relationship between the treatment �nr~P*~ renew and the employee's work-related zntury. 

~2) Whethex the em~loyee~is still disabled . 

Whether maximum medical im~ 

4 Whether the provider under review performed the treatment under . renew as a result of an unlawful self-referral . 

roveinent has been obtained . 



5 . The reasonableness of the fees char ed by the ;r� ~ider under 'reyiew 
. 6 The~ .a . ro riateness of the dia ~nosis or the dia nostic~ or rocedural codes used by the provider foi~ billing t~urnn~P~ 

	

~ 

	

~-- 

7 Other issues which do riot directl 

	

relate . to .~ the reasonableness or Y 
necessit 

	

of the treatment under xeview exce t .as 

	

rovided ~in 

	

12'7.820 ~relatin~ to requests for UR 

	

re determinatio n), 

127.823 . Extent of review of medical records. 

To determine the reasonableness ox necessit of'the treatment under review IJROs shall attempt to obtain for review all available medical .xecords c rendered by all providers to the emplovee fox the work related iniur 

127.824 . Obtainzn~ medical records ~-- pxovider under review 
a) A IJRO shall request records froirz the provider under rPviev,~ yn wr~tin written request for records shall be sent by cert-rfiPr~ Y,-,~i1 re~arn receipt re 

fib) The provider undex review or his went, shall sign a v~r;fcation statin that to the best of the provider's knowledge the medical, recci~ds rovided constitute the true and com lete medical record ~as it relates to ~~tlie em to ee's work in'ur . Where records are not accompanied by the ?pnr~rriate . verification the .U120 shall return the records fo the rovider shall not consider the records in issuin~ its . determination, and .shall disre and the fact that the records were forwarded to the URO. 

§ . 127.825 . Employ~e personal statement. " 

~a) The emi~loyee may submit a statement ~re~ardin~ the reasonableness and' necessity of the treatment under review . 

yb Within 5 days of the date of the Notice of Assignment the URO shall romde written , notification to the em Io ee that the em to ee ma submit a statement re arding the reasonableness and necessity of the treatment ~ixnder~remew within i 5 days of the date of the URO's wntten notice . 

~c) Within 15 days of the date of the written notice rPfPrP ,~ced. in subsection~b~ the emplovee may . subrrut to the URO a personal statement ~re~ardm , the 



reasonableness and ~ecessit 

	

of treatment . The 

	

ersonal statement shall meet all of the followin 

	

conditions : 

	

~ 

	

. . 

1~ 

	

It ma' contain only discussion of trPafmPnt that the in~uxed em to ee has received or is receivin from .the rovider under review. 

~2) It may not contain discussion of an ;n~tPnendent rnP~ical examination or im pairment rating evaluation that the inured e~tnnlwPe ma. 5 have had. 
3 It may not contain discussion of a workers' compensation Lud_ es' decisions ox 1e al payment or claims ~~ci,Pc 

~) It may not contain enclosures attachments or docutrentation . 
5 Tt ma identif 

	

roviders who treated the em Io ee for the work in'ur y 

	

1 y which were not identif ed. on .the re uest for UR. 

~d) The ~CIRO shall redact ~ any portion of the erri~iln Tee's statement that provides mforinatio~i rohibitea under subsection c before sendin the statement to the . reviewer . The . URO or the reviewer ~xia 

	

,~ 
subsection (c) in formnlatin~ a determination . 

fe) The URO and reviewer ma utilize the em lo' ee .'s statement ire formulatin 

	

a report and determination subiect to the restrictions of this ~uh~hapter . 

127.826 . Insurer submission of studies : 

. Within 10 ,da s of the date of the Notice of Assi .nment .the insurer rna 

	

submit eer-reviewed rode endentl funded studies and articles and reliable medical literature which are relevant to the reasonableness grid necessit 

	

of the treatment under review to the URO. 

127.827 . Obtainiri~ medical records 

	

other freatrn~~ providers . 

uest .medical records from other treatin 

~b~provider or his went who supplies medical records , to a LzRO ~znder this section shall , si , a verification statin 

	

that to the best of the 

	

rovider's knowled e the medical records 

	

rovided constitute 'the true and . com Iete . medical chart .as it 



Where records are not accom anied:b . the a ro riate verification the URO shall disre ard . the records and return the records to the provider . 

X127.828 . Obtaining medical records 

	

iridenPndent medical exams. 
A URO ma . not re uest~ and a 

	

art 

	

ma~ not su 

	

1 , re orts .of ~examiriations or evaluations . erformed . at the re nest of an insurer em to ee or attorne 

	

for the purposes 'of liti ation. Only the medical records of actual treatin 

	

providers and the 

	

ersonal statement and studies referenced 1n 

	

127, 825 ~ relatin . to em to ee ersonal statement and ~ 127.826 .gelatin to insurer submission of studies 

	

ma be requested by or sut~ lied to a URO. 

§ 1.27.829 . Olitainin~ medical records 

	

duration of tre atmezlf. 
A URO shall attem t to obtain .records from all 

	

rovidei~s for the entire course ~of treatment rendered to the em to ee" for~the work-related in'ur 

	

that is the sub'ect of the UR request, regard ess of the period of treatn-,Pnr �rideA review. 

127 "830. Obtaining medical records 

	

reimbursement of costs of provider. 
.~.) ~A provider seeking reimbursement of convin~7 and ~ osta e costs shall submit an itemized bill for the co 

	

' ~ 

	

and 

	

osta e costs to the URO. 
(b) Within 30 davs of receiving m "- 
provider for the re . nested record-co 

	

m 

	

costs at the rate s ~ ecifi~d by Medicare and for actual. ri~~f~n~ --~~~_ ~ 
fi,- . r 

	

~ 

	

.__ 

rate in .the Peens Zvania Bulletiy~ . 

~c Reproduction ~of radiolo~ic Elms shall , be reimbursed ~ at the usual and customary charue The cost of repxoducm~ the films shall be itemized separatelti in the URO's bill for pexfornunu the UR. 

127.831 . Provider under review's failure to supply medical records . 
(a If the provider under review fails to mail medical records to the URO within 15 days of the date n f th P t Tl? !1 ~ ~ ,.o�, . ~�,. r .. ..L _ . 

	

. 

	

_ 

	

. 

"' ~ " vim. i 

	

l l:.lQllll 

	

' LV re nesting and nrovidin~ medical records) the URO shall render a determination tliat the treatment under review is unreasonable and unnecessar " 



b 

	

A 

	

~ovidex's failure ~to supply records under this section shall constitute a waiver of its opporiunxty to participate in the UR process relating to the treatment under review. 

c A 

	

rovider that fails without reasonable cause ox excuse to supply records under this section ma . not introduce evidence re ardin the reasonableness and necessity of the treatment in an appeal under S 127 9~relatin~ to petition for review of UR determination) 

X27.832. Requests for rTR. 

	

deadline for tJRO~ determination 
a A request for UR shall be deemed complete upon the URO's receipt of the medical records or 18 da s from the date of the notice of ~ssi~nment whichever is earlier. 

	

~ . 

	

. . ~ 

	

. . 

Cb) A URO shall complete its review and render its deterznina of a .completed request for UR except as provided in subsection 
c : A URO shall complete its review and render its determination with 10 days o_f a completed request for UR filed under 8 127 819 Crelatin~ to request for UR recertificatzon) and & 127.820 (relating to request for UR 

	

xe determination) 

127.833 . ~lssigrirnent of UR re~puest to reviewer. 

	

. 
a U on receipt of the medical records the URO shall forward the medica_1 records the re uest for UR the notice of assignment and ~a~ Bureau- rescribed instruction sheet to reviewers licztised b 

	

the . Commonwealth in the same profession and having the same specialtw as the providers under review . 
The URO ~ shall redact any material that does not reflect the evaluation and treatment of the .anent before forwardzn the. rrzaterial to the reviewer. The Uf2.0 sliall~ forward only medical records and documentation reauired ~bv this subcha~er to the assigned reviewer 

§ 127.834. Duties of reviewers - generally. 

a A reviewer shall issue reports that address the reasonableness and necessity of the treatment under review b reference ..to the best ~avail.able clinical evidence . re arding the treatment. The reviewer shall ap,~,~~enerally accepted treatment 



endently runners peer-reviewed studies and.~articles ~ and reliable medical literature a 

	

ro riate for ~ the review . 

	

The reviewer shall ~ s ecif ca11 reference the ~ rotocols studies articles .and literature in ,the reviewer's re ort. 
b A reviewer shall decide ozil 

	

the issue of whether the treatment~under'rev' zew is reasonable or necessa 

	

for the dig nosis of the em to ee as rendered by the provider under review. 

(c) A reviewer shall assume the existen~P of a ~,h, "' .,uu~ax ~c~atzonshzb between the treatment under review and the em lo. ee's work-related in'ur . The reviewer ma not consider or comment u on whether the em to ee is still .disabled ~ whether maxiinum~ 

	

medical , im . roveinent 

	

has 

	

been ~ obtained 

	

unlit 

	

of 

	

care reasonableness of .fees or an issue that .i s not directl 

	

relevant to the reasonableness and necessit 

	

of treatment rcndcxed to the em to ee. 

(.d) In a determination in which the reviewer C~atPr~,;*,o ~.~. ~~ ul"111,J 1.1.1QL rospectzve treatment is reasonable and necessar 

	

the reviewer shall clean 

	

rovide a timeframe not .to exceed . 180 ~da s within which such treatment rerziains reasonable and necessar . The review shall s ecificall 

	

cite to 

	

~ enerall 

	

~ acce ted .treatment 

	

rotocol s independently fun~~~. neer_reviewed studies and articles and reliable medical literature that su 

	

ort the . determination and the timeframe in auesti.on: 
(e) A xeviewer shall make a . defnite determination . as to ~whetlier the t reatinent under review is reasonable or n- 

	

y, reviewer may not render advisory o inions re ardin 

	

whether additional dig nostic tests are needed . In determiriin whether the treatment under review is reasonable or necessar 

	

a reviewer ma v consider whether other courses o.f treatment exist . . A~ reviewer ma riot determine that the treatment under review is unreasonable ox unnecessar so1e1 

	

because other courses of treatrncnt exist . 

( fl If the reviewer i~ ,mapl e after reviewin all relevant information to determine . whether the treatment under review is reasonable ox necessar the reviewer shall resolve the issue in favor of tho rovider under review. 

§ 127.835 . Duties of reviewers 

	

conflict of interest 

A reviewer shall return ~a review'to the LJRO .for assi ~nment to another xeviewer if any of the following exist or potentially exist 

(1) The reviewer has a ~ previous involvement with the patient or with the provider under review regarding the same undPrl~ri�ng ~ claim exce t as 



permitted b~127.819 ~(relatin~ to requests for UR 

	

re certification) and § 127 820) (relatzn~ to requests for UR 

	

re deterniinationl 
2 The reviewer has provided case mana~e~ent services zn a matter lnvolvm~ the patient whose treatment z~ under review. 
4 The reviewer has provided vocational rehabilitation services zn a matter mvolvm~ the patzent whose treatment r~ under review 

~T'he reviewer has a contractual xelationship with .a party m the matter. 

	

'~ 

127.836 . Duties of reviewers 

	

content of reports . 
A reviewer's written re ort shall contain .all of the ~followir~a elements : 
(1) A listing of the medical records reviewed. 

(2) The reviewer's findings and conclusions 

,(3) A detailed explanation ~ of the reasons for the conclusions ~eached by the reviewer . The ex lanation shall czte all a lzcable enerall. acce tec1 . treatment protocols independently funded peer-reviewed studies and articles and reliable medical literature used to suaport the determxnatzon and timeframe under review. 

§127.837 . .Duties of.reviewers =- si~~~nature and verif cation . 
~A reviewer shall sign a report A signature stamp may not be used 
fib) A zeviewer. shall sign a verification under X 8 Pa ~C S 

	

& 4904 (relatrn~ to unsworn falsification to authorities 

	

that. the reviewer 

	

ersonall 

	

reviewed the records and that the re ort reflects the medical o ~iruonsvof the reviewer. 

127:838 . Duties of reviewers - forwaxdin~ report and medzcai records ' to URO. 

A reviewer shall forward a re ort and all medical records vreviewed to the URO . upon completion of the report 

§ 127.$39 : Duties of LIROs -review of reuort 



a A URO shall examine the reviewer's report .to ensurethat the reviewer has complied with the reouirernents of this subchat~ter 

fib) A URO shall ensure that all records have been returned by the reviewer . 
c A URO may not contact a reviewer and attempt ~ to persuade the reviewer to change the medical opinrons expressed xn a~report . 

§ 127.840 . Form and service of determinations. 

a A detezxuination rendered by a URO shall include a medical treatment review determmatzon face sheet orl a Bureau= rescribed form and include the reviewer's report . .An authorized representative of the URO shall sign the determination face sheet. 

b When a determination is rendered ~a~ainst the provider under review because the rovxder under review failed to, com 1 with 127.821 relatin to re uestin and provzdin~ medical records) the determination shall consist only of the face sheet. The face sheet she;~ state that the basis for the decision is the provider under review's failure to su 

	

1 

	

medical records to the URO: ~ 

	

. . 
~c) The URO shall serve the determination upon the Bureau all parties identified on the Notice of Assi~nment .and their attorne s ~xfknown. 
d The URO shall serve a copy of a "Petition for Review of Utilization~Review Determination" on all antes identified on the Notice of Assi nment and their attorneys if known: 

127.$41 . Determination against insurer 

	

payment .of medical bills 
a If the UR determination finds that the treatment reviewed .was reasonable or necessar the insurer shall a the bills .subniitted .for.the treatment in accordance with ~ '127 .208 (relating to time for payment of medical billsl . 
b Interest continues to accrue under section 306 (f ~1)(1 

	

of the act ~ 77 P S 8 511 (11) dunn~ the UR process 

	

The insurer shall ~av interest on bills for treatment that is eventuall determined to be reasonable and necessar . The filin~ ~of a request for UR tolls the payment requirements of § 127 208 only durin~the. consideration of UR. The insurer's failure to timel 

	

a 

	

an 

	

amount due under 



this section ma 

	

result in the im osition of 

	

enalties under section 435 of the act (77.P .S . § 9911 

	

~ 

	

. 

UR - PETITION FOR REVIEW 

127.901 . Petition for review of UR determination. 
A. 

	

arty ag rieved by a UR determination may file a ~~"Petition for Review of Utilization Review Determination." 

127.902 . Petition for review -= time for filing, 

The petition for review shall be f led with the Bureau within 3~0 days of the date of the URO's determination. 

§ .127.903 . Petition for review - notice of assignment and service 
The Bureau will assign she petition for review to a workers' compensatio_n i ud~e when there xs a UR determ~xiation relating to the petition for review . 

b The Bureau will mail the notice of assi nment and the petition for review to the URO, the em~lo ~ee, the insurer the provider under review and thE~ attorneys for the parties if known. The Bureau may mail the notice of assi~nxnent to other providers listed on the request for UR. 

~ i2~7.904 . Petition for review -= no answer allowed. 

The Bureau will not accept an answer to the petition for review . 

§ 127.905 . .Petition for review- transmission of records 

~a) When a petition for review has been filed the Bureau will forward the URO report to the workers' compensation iud~e assigned to the case . 

b~ u~cn Lne wc,rke,-.C~ ~~,Y,rP*,~~t;~r ;�,a~.e~s own~motion or motion of an 

	

art to ~ the . proceeding, the workers' compensation iud~e may order the URO to forward all medical. records obtained. for its. review .to the workers' com . ens.ation 



judue,~ The URO shall forwardaXl medical records within 1 .0 days of the date of the workers' compensation udue's order. 

	

. 

best of the a ent's knowled e the medical records forwarded : to the workers' compensation 'ut die is the complete set of medical records obtained by the URO 
d When records are 

	

rovided under subsection b 

	

the LJRO shall .transmit its m, itemized bill for record-co 

	

in, 

	

costs to . the mana~ er of tl~e. . Bureau's' Medical Treatment Review Section to ether with a co 

	

of the workers' ~ com. ~ensatron iudue's order .directinu the URO to provide the records ~ The Bureau will reimburse the LIRO. actual 

	

osta e costs and record-co 

	

in 

	

costs ~at the . xate specified by Medicaie. Reproduction of radiolouic Elms shall be reimbursed at the usual and customary rate . 

	

. . 

127.906 . Petition fox Review by Bureau ~ heaxin~ and ewxdence 

a The hearinu before the workers' com ensation 'udge shall be a de novo proceedinu . 

	

, 

b The URO report shall be 1~art of the~record before the ~oi-kers' compensation . iudue and the workers' com, ensation~~a.du~ wi11 consider the report as evidence . 
(c) The workers' compensation iudue w~ll not be, bound b~y the URO re , ot~ rt 

	

The workers' com ensation endue may reauest additional review of the treatment under review under section 420 of the act 77 P.S . 

	

831 , 

d The workers' compensation iudue may disreuard evidence offered by any ~~ho has failed to res and to a URO's re uest. for records in the same UR matter, as set forth in ~ 127.831 (reIatizxu~ to~ r~rovider under review's failure to supbl records) . 

PEER RE VIE W 

127.1001. Peer review - availability. 

a 
owp. motion oz ut~on the motion of any.,.party, obtain an o 

c~ ~1~ ~1~Tn~,-,~P~ ~no�+ �~ ~~. .. Tn-,,-, _, ~~ ~ ; n a verification .statin that to the 

ensation ~udue may on ~ the workers' com 
hoop from an authorized 



PRO concernin 

	

the'. necessit 

	

or fre u.enc 

	

~of treatment rendered ixnder the act . when one of the following exist: 

	

~ . 

	

' 

~~l) A petition for review of a UR determination has~been filed 

before the worker's con ensatlori ud e. Peer review is not necess 

	

or appropriate if there is a pending UR of the same treatment 

A workers' compensation iud~e is not required to~ grant a party's motion for peer xevxew under subsections . 

	

~ 

	

~ 

	

~ 

	

~ . 

	

. 

127.1004. Peer review - forwardin 

;$ 127.1002. Peer review- procedure upon motion of party. 

a A party may not file a request for UR while a motion for peer xeyiew re ardrn~ the same treatment is 

	

endzn~ 

~) If the workers' compensation judge does not rule on the motion fox peer renew wxtlun X O days the motion shall be deemed denied . 

~c) If the motion for peer review is denied a 

	

a 

	

ma 

	

file requests for UR as permitted in this subchapter 

~d) If the motion for peer review is granted the workers' compensation iud~e will 1?roceed under & 127 1004 (relating to peer review - forwardin ' re uest ~to Bureau) . 

i27.i00.' . Peer review --= ii~teiioCiitor y riili. IiQ` . 

The ru.lin~ on a motion for peer review is interlocutory . 

2~ lne nnmr~n ;C t,a~aooor<, � .- .,ri~.. .-. . -riate in other liti anon ~proceedin~ 

uest to Bureau . 

a) A WOrKers' ~ C(11T111An.catinn i�firm r*,o<., ,-o,. . �., .a 

	

~ 

	

~ 

	

' ~eer review b' ~.aaV1111Lb111 (./ . request to the Bureau. on a Bureau-prescribed form. The workers' compensation ~ud~e will serve a couy of the request upon all parties and their attorneys, if known. 



127.100b. Peer review = reassi nment 

§ 127.1007. Peer review - conflicts of interest 

fib) In cases other than petitions for review of a UR determination the worker's 
compensation 1ud~e will sign and attach subpoenas tb the xequest for peer review The assmned PRO shall use the subpoenas to obtain medical xecords 

§ 1.27.1005. Peer review - assignment by the Bureau . 

(a) The Bureau will assign a pro erly filed request fox peer review to ari authorized PRO . 

	

~ 

	

. . 

fib) The Bureau will send a Notice of Assignment of Peer Review to the PRO the 
workers' compensation iud~e all parties acid their attorneys if known 

If a PRO is _unable to perform a request deer review assi~ried to it b 
. Bureau, the . PRO . shall return the request for peer xeview to the Bureau fox reassignment within 5 days of the PRO's xeceipt of the Notice of Assignment 

(b) A PRO may not reassi n a request for veer review to another PRO. 

~c) A PRO shall return requests for peer review assigned to it by the Bureau if the PRO has a conflict. of interest with therequest under § 127 1007 (relating to 
review - conflicts of interest) . 

~d) A PRO shall be deemed to have received a Notice of Assignment on the date 
that the Bureau transmits the notice to the URO ~ b ~ . electronic means or b 
facsimile. 

	

~. 

A PRO shall have a conflict of interest~and shall return a re uest for eer review to the Bureau for.reassi~nment far any of the following reasonsv 

~1) The PRO has a previous involvement with the patient or with the 
provider under review re ardin~ the same underlyin claim . 

~2) The PRO has provided case management seiwices ~in a matter involving 
the patient whose treatment is under review . 

	

. 

(3) The PRO has provided vocational rehabilitation~~ services in a matter 
involving the patient whose treatment is under review 



The PRO is owned by or has a contzactual arrangement with a 

§ 127.1008. Peer review - withdrawal. 

127.1009. Obtaining medical records . 

127.1011. Provider under review's failure to supply medical records 

~5) The PRO has assigned UR or Peer Review matters, to the rovider under revietiv m the t~rovlder under review's capacit as a reviewer . 

~ A. request for peer review shall be withdrawn only upon the written order of the workers' com ensation judge. The workers' compensation iud~e will sexve a cony of the order upon the Bureau. 

fib) The Bureau will pxomptly notify the PRO of the withdrawal ,: The Bureau will pay the costs of ~ the peer review from the Workmen's ~ Compensation Admmlstratzon Fund . . . 

~a) In cases where peer ~evietiv has been requested on a petition~for review of a UR determxnatlon the workers' com epsatxon ud e ma order the URO to forward~to the assi ned PRO all medical records received and reviewed for the purposes of the UR. 

	

. ~ 

	

~ 

	

~ . 

fib) In all other cases 

	

the ~ PRO shall use the sub oenas: .~su 

	

lied under 127-1004(b) . (relating to peer review - forwarding . request to Bureau) to obtain medical .records from all 

	

roviders for the entire course of treatment rendered to the em i~o ee for the work-relafed inlury 

	

The PRO shall request the medical records wztlun 10 days of the date of the Notice of Assi 

	

. exit 

§ 127.1010. Obtaining medical~records ~ 

	

independent medical, exams 
A PRO may not request a.nd a party may not sup~Y reports of exarriinations or evaluations .performed at the request of an~insurer employee or attorney for the purposes of litigation. Only the medical records of actual treating providers may be requested by or supplied to a PRO 

	

~ _ . 



the 
ter, the PRO shall re 

a 
subcha 
compensation ~iud.~.e . 

royider under review fail s to con 

127.1013 . Duties of reviewers - generally . 

fib) If the provider under review fails tb sup~y medical records the PRO may not assz~n the matter ~to a remewer and may not make a determination concerning the necessity or fre uency of treatment . 

127.1012. 'Assignment of peer review request to reviewer~bv PRO 

Upon receipt of the medicalrecords the PRO shawl forward the medical records the request for pear review and the Notice of Assi~nment~to a reviewer licensed b ~ the Commonwealth m the same profession and having the same s ep cialty as the promders under renew. 

A reviewer shall adhere . to the requirements of 

	

l27 834 (relatin J to duties of 
reviewers - generally) 

127,1014. Duties of xeview,ers - conflict of interest . 

§ 127.x1015 . Duties of reviewers - finality of decisions . 

oena issued under this 
workers' 

A reviewer shall return a review to the PRO fox assignment to another reviewer if 
_one or more of the followin exist or potentially exist: 

(1) The reviewer has a previous involvement , with the patient or with the 
provider under review regarding the same undexl~ng~claim . 

(2) The reviewer has provided case management services in a' matter 
mvolmn~ the patient whose treatment is under~review. 

(4) The reviewer has provided vocational rehabilitation services in'a matter 
involvin the anent whose treatment ~is under review. 

(5) The reviewer has a contractual relationship with a ~~v in'the matter 



(a) A reviewer shall make a definite determination as to the necessity and 
freq-uency of the treatment undex review A reviewer may not render advisory . opznlons on whether additional diagnostic tests are needed In determining 
whether the treatment under review.is necessary a reviewer may consider whether other courses of treatment exist. However a reviewer ma not determine that the 
fxeatment under review is unreasonable or unnecessaz ~ solel because other 
courses of treatment exist. 

. 

	

~ 127.101.6. Duties of reviewers - content of rep orts . 

(b) If the reviewer is unable after reviewing all relevant information to determine 
whether the treatment under review is necessary or of appropriate fre uencY, the 
reviewer shall resolve the issue in favor of the provider undex review 

A reviewer's written zeport shall contain all of the followiri~ elements : 

(1 A Listing of the medical records reviewed . 

(2) The reviewer's findings and conclusions 

-127.1017. Duties of reviewers - signature and verification 

(a) A reviewer shall si n a report Signature stamps mayvnot be used. . ~ . 

127.1019: Duties of PRO - review of ̀ report . 

	

. 

~3) A detailed explanation of the reasons for the conclusions reached b~he 
reviewer . The reviewer sha11 cite all at~plicable eneralj. accepted.~treatrrient 
protocols, inde endently funded peer-.reviewed studies and articles ~ arid reliable 
medical literature used to~sup~port the determination and timeframe under review.' 

(b) A reviewer shall ~si~n a; .verification under 18 Pa C S 

	

§ ~ 4904 (relating to 
unsworn falsrficatxon to authorities) that the reviewer personally reviewed th_e 
records and that the report reflects the medical opinions of the reviewer. . 

127.1018 . Duties of reviewers - forwarding report and records to PRO 

A reviewer shall . forward the reports and all medical records reviewed to the PRO 
upon completion of the report 

	

= ~ 

	

~ . 



(a) A PRO shall examine the reviewer's report to ensure that the reviewer has complied wzth the requirements of this subchapter 

b) A P.RO shall ensure that all records have been returned by the reviewer . 

~c) A PRO may not contact a reviewer and atterimpt ~t0 persuade ~ the reviewer t_o change the medzcal opznzons expressed in a report. 

127.1020. Peer review - deadline for PRO deterxriinatiop . 

A. PRO shall complete its review and render its determination within 15 days of its recez tp of the medical records . 

127.1021 : P12.0 re orts - filin 

	

with 'ud e and service. ~. 

(a) The PRO shall forward its report to the workers' compensation iud~e 

fib) The PR0 shall mail copies of the report by certified mail return receipt recLuested, to all parties listed on the Notice of Assignment and their attorneys if l~own. 

127.102f. PRO rE,~orts - evidence . 

The PRO report shall be a part of the record of the pendiri~ case The workers' .compensahori tud~e will considef the report as evidence but is not bound b.~ the report . 

	

~. 

12.7.1023. PRO reports --payment. 

The PRO shall submit a bill for services relating .to its review and report to the workers' compensation tud~e for approval 

URO%PRO Authorization 

§ 127.1050 . Authorization of UROs/PROs. 

(a) The Bureau may authorize UR.Os/PROs to~ perform reviews under this cha tamer 
through an award of coritzacts ~ under the Commonwealth Procurement Code (62 



Pa . C.S. 

	

~l`7~l-l726 - The Bureau will award contracts on a com etitive seale d basis in accordance with the Commonwealth Procurement Code. 
b The xe west fox 

	

ro osal RFP issued b .the Bureau will set forth the s ecific minimum re uirements that an ~offerox's 

	

ro osal must address 

	

The ~ RFP shall - re wire the offerox to describe the- s ecifzc means ~ 

	

which it will conduct UR/Peer Review o exations 

	

and 

	

com l ~ tivith this , cha tex and . an 

	

o they information that the BWC xna 

	

re west . 

	

Pro osals must ~ dexrionstrate that the offerox has the abilit 

	

to meet.the re uirements set forth in this cha tei- . ~~ 
c The Bureau is not re wired to' award a contract to ever 

	

offerox that sub mats a ro osal that meets tJhe~mininZUm re uirements established b the RFP. 

12'7.I051 . UROs/PROs authorized Urior t~ the eff~ctrvP date of these amendr~~ents) 

UROs/PROs authorized befoxe 

	

the effective date of this . ro osed .rul 

	

. emakin shall 'continue to 

	

be authorized until . the ex nation date set forth on the authorization issued~b the Bureau . 
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The Honorable Alvin C. Bush, Chairman 
Independent Regulatory Review Commission 
14th Floor, Harristown 2 
333 Market Street 
Harrisburg, PA 17101 

Re: 

	

Proposed Rulemaking 
Department of Labor & Industry 
Medical Cost Containment, No. 12-72 

Dear Chairman Bush: 

THL. SECRI~TARY 
I~ODM 17QQ, LAt3oIZ & IM7US'IRY BiIiLLIING 

Sl;VEN"i'I-1 AND FDiiST~R STRLLTS 
~rTAftRCSBCJRG, PA i 7Y 2q 

717-787-3756 Fax:717-787-8826 www.~ li .state .p a .e~s 

May 26, 2006 

Enclosed please find a proposed rulemaking package consisting of a face 
sheet, preamble, annex and regulatory analysis form prepared by the Department 
of Labor and Industry. The rulemaking will update and clarify provisions for the 
treatment of work-related injuries in the workers compensation system, and 
payment for such treatment . Specifically, it will establish systems of medical fee 
caps, review of utilization of medical treatment, and review of medical coding and 
fees . The workers' compensation community relies on these regulations to 
provide guidance for medical billing procedures, to publish established medical 
fees, to resolve fee disputes, and to resolve disputes regarding the reasonableness 
and necessity of medical treatment through utilization review. 

The proposed rulemaking will amend the Pennsylvania Code (34 Pa. Code, 
Chapter 127) . 

Written comments, suggestions or questions should be directed to Eileen K. 
Wunsch, Chief, Health Care Services Division, Bureau of Workers' Compensation, 
P.O. Box 15121, Harrisburg, PA 15121 (Telephone : 717-783-5421 ; Fax: 717-772-
0342 ; Email : ra-li-bwc-administra(c~state.pa.us) . 



Proposed Rulemaking 
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The Department's staff will provide your staff with any assistance required 
to facilitate your review of this proposal . 
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