Title 20: Labor

Part 2: Mississippi Workers’ Compensation Medical Fee Schedule



Introduction

Pursuant to Mississippi Code Annotated (MCA), §71-3-15(3)(Rev. 2000), the following Fee Schedule,
including Cost Containment and Utilization Management rules and guidelines, is hereby established in
order to implement a medical cost containment program. This Fee Schedule, and accompanying rules
and guidelines, applies to medical services rendered after the effective date of Juh-November 1,
20102013, and, in the case of inpatient treatment, to services where the discharge date is on or after July-
November 1, 20202013. This Fee Schedule establishes the maximum level of medical and surgical
reimbursement for the treatment of work-related injuries and/or illnesses, which the Mississippi Workers’
Compensation Commission deems to be fair and reasonable.

This Fee Schedule shall be used by the Workers’ Compensation Commission, insurance payers, and self-
insurers for approving and paying medical charges of physicians, surgeons, and other gualified health
care providers-professionals for services rendered under the Mississippi Workers’ Compensation Law.
This Fee Schedule applies to all medical services provided to injured workers by physicians, and also
covers other medical services arranged for by a physician. In practical terms, this means professional
services provided by hospital-employed physicians_and other qualified health care professionals, as well
as those physieians-practicing independently, are reimbursed under this Fee Schedule.

The Commission will require the use of the most current versien-of-the-CPT®, CDT, book-and HCPCS
codes and modifiers in effect at the time services are rendered. All coding, billing and other issues,
including disputes, associated with a claim, shall be determined in accordance with the CPT rules and
guidelines in effect at the time service is rendered, unless otherwise provided in this Fee Schedule or by
the Commission. As used in this Fee Schedule, CPT refers to the American Medical Association’s Current
Procedural Terminology codes and nomenclature. CPT is a registered trademark of the American Medical
Association. Current Dental Terminology (CDT) codes are developed and maintained by the American
Dental Association (ADA). HCPCS is an acronym for the Centers for Medicare and Medicaid Services'’
(CMS) Healthcare Common Procedure Coding System and includes codes for procedures, equipment,
and supplies not found in the CPT book. However, the inclusion of a service, product or supply in-the-CPF
book-orHCPCS book-identified by a CPT, HCPCS, or CDT code does not necessarily imply coverage,
reimbursement or endorsement.

l. FORMAT

This Fee Schedule is comprised of the following sections: Introduction; General Rules; Billing and
Reimbursement Rules; Medical Records Rules; Dispute Resolution Rules; Utilization Review Rules;
Rules for Modifiers and Code Exceptions; Pharmacy Rules; Nurse-Practitionerand-Physician-
AssistantOther Qualified Health Care Professional Rules; Pharmaecy-Rules:--Home Health Rules; Skilled
Nursing Facility Rules; Evaluation and Management; Anesthesia; Pain Management; Surgery; Radiology;
Pathology and Laboratory; Medicine Services; Physical-MedicineTherapeutic Services; Dental; Durable
Medical Equipment (DME), Orthotics, Prosthetics and Other HCPCS Codes; Inpatient Hospital and
Outpatient Facility Payment Schedule and Rules; and Forms. Each section listed above has specific
instructions (rules/guidelines). The Fee Schedule is divided into these sections for structural purposes
only. Providers are to use the specific section(s) that contains the procedure(s) they perform or the
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service(s) they render. In the event a rule/guideline contained in one of the specific service sections
conflicts with a general rule/guideline, the specific section rule/guideline will supersede, unless
otherwise provided elsewhere in this Fee Schedule.

This Fee Schedule utilizes procedure codes under copyright agreement. The descriptions included are full
procedure descriptions. A complete list of modifiers is included in a separate section for easy reference.

II. ScoPe
The Mississippi Workers’ Compensation Medical Fee Schedule does the following:

A. Establishes rules/guidelines by which the employer shall furnish, or cause to be furnished, to an
employee who suffers a bodily injury or occupational disease covered by the Mississippi Workers’
Compensation Law, reasonable and necessary medical, surgical, and hospital services and
medicines, supplies or other attendance or treatment as necessary. The employer shall provide to the
injured employee such medical or dental surgery, crutches, artificial limbs, eyes, teeth, eyeglasses,
hearing apparatus, and other appliances which are reasonable and necessary to treat, cure, and/or
relieve the employee from the effects of the injury/iliness, in accordance with MCA §71-3-15 (Rev.
2000), as amended.

B. Establishes a schedule of maximum reimbursement allowances (MRA) for such treatment,
attendance, service, device, apparatus, or medicine.

C. Establishes rules/guidelines by which a health care provider shall be paid the lesser of (a) the
provider’s total billed charge, or (b) the maximum reimbursement allowance (MRA) established under
this Fee Schedule.

D. Establishes rules for cost containment to include utilization review of health care and health care
services, and provides for the acquisition by an employer/payer, other interested parties, and the
Mississippi Workers’ Compensation Commission, of the necessary records, medical bills, and other
information concerning any health care or health care service under review.

E. Establishes rules for the evaluation of the appropriateness of both the level and quality of health care
and health care services provided to injured employees, based upon medically accepted standards.

F. Authorizes employers/payers to withhold payment from, or recover payment from, health facilities or
health care providers that have made excessive charges or which have provided unjustified and/or
unnecessary treatment, hospitalization, or visits.

G. Provides for the review by the employer/payer or Commission any health facility or health care
provider records and/or medical bills that have been determined not to be in compliance with the
schedule of charges established herein.

H. Establishes that a health care provider or facility may be required by the employer/payer to explain in
writing the medical necessity of health care or health care service that is not usually associated with,
is longer and/or more frequent than, the health care or health care service usually accompanying the
diagnosis or condition for which the patient is being treated.

I.  Provides for medical cost containment review and decision responsibility. The rules and definitions
hereunder are not intended to supersede or modify the Workers’ Compensation Act, the
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administrative rules of the Commission, or court decisions interpreting the Act or the Commission’s
administrative rules.

J. Provides for the monitoring of employers/payers to determine their compliance with the criteria and
standards established by this Fee Schedule.

Establishes deposition/witness fees.

Establishes fees for medical reports.

Provides for uniformity in billing of provider services.

Establishes rules/guidelines for billing.

Establishes rules/guidelines for reporting medical claims for service.

Establishes rules/guidelines for obtaining medical services by out-of-state providers.

OmvozZECrR

Establishes rules/guidelines for Utilization Review to include pre-certification, concurrent review,
discharge planning and retrospective review.

R. Establishes rules for dispute resolution which includes an appeal process for determining disputes
which arise under this Fee Schedule.

S. Establishes a Ppeer Rreview system for determining medical necessity. Peer review is conducted by
professional practitioners of the same specialty as the treating medical provider on a particular case.

T. Establishes the list of health care professionals who are considered authorized providers to treat
employees under the Mississippi Workers’ Compensation Law; and who, by reference in this rule, will
be subject to the rules, guidelines and maximum reimbursement limits in this Fee Schedule.

U. Establishes financial and other administrative penalties to be levied against payers or providers who
fail to comply with the provisions of the Fee Schedule, including but not limited to interest charges for
late billing or payment, percentage penalties for late billing or payment, and additional civil penalties
for practices deemed unreasonable by the Commission.

[ll.  MEDICAL NECESSITY
The concept of medical necessity is the foundation of all treatment and reimbursement made under the
provision of §71-3-15, Mississippi Code of 1972, as amended. For reimbursement to be made, services

and supphes must meet the def|n|t|on of “med|caIIy necessary " Uﬂhzaﬂeprmanagemen{eer—mwew

subjeewemp%evememsrmﬂqeepanen{—&ehmeaks%atusme sole use of extraneous qmdellnes |nclud|nq

but not limited to the Official Disability Guidelines (“ODG"), to determine the appropriateness or extent of
treatment or reimbursement is prohibited. Continuation of treatment shall be based on the concept of
medical necessity and predicated on objective or appropriate subjective improvements in the patient’s
clinical status. Arbitrary limits on treatment or reimbursement based solely on diagnosis or guidelines
outside this Fee Schedule are not permitted.

A. For the purpose of the Workers’ Compensation Program, any reasonable medical service or supply
used to identify or treat a work-related injury/illness which is appropriate to the patient’s diagnosis, is
based upon accepted standards of the health care specialty involved, represents an appropriate level
of care given the location of service, the nature and seriousness of the condition, and the frequency
and duration of services, is not experimental or investigational, and is consistent with or comparable
to the treatment of like or similar non-work related injuries, is considered “medically necessary.” The
service must be widely accepted by the practicing peer group, based on scientific criteria, and
determined to be reasonably safe. It must not be experimental, investigational, or research in nature
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except in those instances in which prior approval of the payer has been obtained. For purposes of this
provision, “peer group” is defined as similarly situated physicians of the same specialty, licensed in
the State of Mississippi, and qualified to provide the services in question.

B. Services for which reimbursement is due under this Fee Schedule are those services meeting the
definition of “medically necessary” above and includes such testing or other procedures reasonably
necessary and required to determine or diagnose whether a work-related injury or illness has been
sustained, or which are required for the remedial treatment or diagnosis of an on-the-job injury, a
work-related iliness, a pre-existing condition affected by the injury or illness, or a complication
resulting from the injury or illness, and which are provided for such period as the nature of the injury
or process of recovery may require.

C. Treatment of conditions unrelated to the injuries sustained in an industrial accident may be denied as
unauthorized if the treatment is directed toward the non-industrial condition or if the treatment is not
deemed medically necessary for the patient’s rehabilitation from the industrial injury.

V. DEFINITIONS
Act means Mississippi Workers’ Compensation Law, Mississippi Code Annotated (MCA), §71-3-1 et seq
(Rev. 2000 as amended).

Adjust means that a payer or a payer’s agent reduces or otherwise alters a health care provider’s request
for payment.

APC means ambulatory payment classification and guidelines as developed by the Centers for Medicare
and Medicaid Services (CMS) and adopted in this Fee Schedule.

Appropriate care means health care that is suitable for a particular patient, condition, occasion, or place.

AWP means Average Wholesale Price; a price generally twenty percent (20%) greater than a
manufacturer sells to distributors and large customers and is based on data obtained from manufacturers,
distributors, and other suppliers.

Bill means a claim submitted by a provider to a payer for payment of health care services provided in
connection with a covered injury or illness.

Bill adjustment means a reduction of a fee on a provider’s bill, or other alteration of a provider’s bill.

By report (BR) means that the procedure is new, or is not assigned a maximum fee, and requires a
written description included on or attached to the bill. “BR” procedures require a complete listing of the
service, the dates of service, the procedure code, and the payment requested. The report is included in
the reimbursement for the procedure.

Carrier means any stock company, mutual company, or reciprocal or inter-insurance exchange
authorized to write or carry on the business of Workers’ Compensation Insurance in this State, or self-
insured group, or third-party payer, or self-insured employer, or uninsured employer.

Case means a covered injury or illness occurring on a specific date and identified by the worker's name
and date of injury or illness.

CCI (See National Correct Coding Initiative.)

CMS-1500 means the CMS-1500 form and instructions that are used by non-institutional providers and
suppliers to bill for outpatient services. Use of the most current CMS-1500 form is required.
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Commission means the Mississippi Workers’ Compensation Commission (MWCCQC).

Consultation means a service provided by a physician whose opinion or advice regarding evaluation
and/or management of a specific problem is requested by another physician or other appropriate source.
If a consultant, subsequent to the first encounter, assumes responsibility for management of the patient’s
condition, that physician becomes a treating physician. The first encounter is a consultation and shall be
billed and reimbursed as such. A consultant shall provide a written report of his/her findings. A second
opinion is considered a consultation.

Controverted claim is a workers’ compensation claim which is pending before the Commission and in
which the patient or patient’s legal representative has filed a Petition to Controvert.

Covered injury or illness means an injury or iliness for which treatment is mandated under the Act.

Critical care means care rendered in a variety of medical emergencies that requires the constant
attention of the practitioner, such as cardiac arrest, shock, bleeding, respiratory failure, postoperative
complications, and is usually provided in a critical care unit or an emergency department.

CPT (Current Procedural Terminology) means a set of codes, descriptions, and guidelines intended to
describe procedures and services performed by physicians and other health care professionals. The CPT
code set is also used by other entities to report outpatient services. Each procedure or service is identified
with a five-digit code.

Day means a continuous 24-hour period.
Diagnostic procedure means a service that helps determine the nature and causes of a disease or injury.

Durable medical equipment (DME) means specialized equipment designed to stand repeated use,
appropriate for home use, and used solely for medical purposes.

Employer Medical Evaluation (EME) means a second opinion evaluation available to the Employer or
Carrier pursuant to MCA §71-3-15(1) (Rev. 2000) for the purpose of evaluating temporary or permanent
disability, or the medical treatment being rendered to the injured worker.

Expendable medical supply means a disposable article that is needed in quantity on a daily or monthly
basis.

Follow-up care means the care which is related to the recovery from a specific procedure and which is
considered part of the procedure’s maximum reimbursement allowance, but does not include
complications.

Follow-up days_(FUD) are the days of care following a surgical procedure which are included in the
procedure’s maximum reimbursement allowance amount, but which do not include complications. The
follow-up day period begins on the day of the surgical procedure(s).

Health care review means the review of a health care case, bill, or both by the payer or the payer’s agent.



Incident-to means that the-services and supplies used-by-non-physician-practioners-are commonly
furnished as an integral part of the primary service or procedure underthe-direction-ofthe-providerand not

reimbursed separately.

Incidental surgery means surgery performed through the same incision, on the same day, by the same
doctor, not increasing the difficulty or follow-up of the main procedure, or not related to the diagnosis.

Incorrect payment means the provider was not reimbursed according to the rules/guidelines of the Fee
Schedule and the payer has failed to provide any reasonable basis for the adjusted payment.

Independent medical examination (IME) means a consultation provided by a physician to evaluate a
patient at the request of the Commission. This evaluation may include an extensive record review and
physical examination of the patient and requires a written report.

Independent procedure means a procedure that may be carried out by itself, completely separate and
apart from the total service that usually accompanies it.

Inpatient services means services rendered to a person who is admitted as an inpatient to a hospital.

Maximum reimbursement allowance (MRA) means the maximum fee allowed for medical services as set
forth in this Fee Schedule.

Medical only case means a case that does not involve more than five (5) days of disability or lost work
time and for which only medical treatment is required.

Medically accepted standard means a measure set by a competent authority as the rule for evaluating
quality or quantity of health care or health care services and which may be defined in relation to any of
the following:

* Professional performance

* Professional credentials

» The actual or predicted effects of care
* The range of variation from the norm

Medically necessary means any reasonable medical service or supply used to identify or treat a work-
related injury/illness which is appropriate to the patient’s diagnosis, is based upon accepted standards of
the health care specialty involved, represents an appropriate level of care given the location of service,
the nature and seriousness of the condition, and the frequency and duration of services, is not
experimental or investigational, and is consistent with or comparable to the treatment of like or similar
non-work related injuries. Utilization management or review decisions shall not be based selely-on
application of clinical guidelines, but must include review of clinical information submitted by the provider
and represent an individualized determination based on the worker’s current condition and the concept of
medical necessity predicated on objective or appropriate subjective improvements in the patient’s clinical
status.

Medical record means a record in which the medical service provider records the subjective findings,
objective findings, diagnosis, treatment rendered, treatment plan, and return to work status and/or goals
and impairment rating as applicable.

Medical supply means either a piece of durable medical equipment or an expendable medical supply.



National Correct Coding Initiative means the official list of codes from the Centers for Medicare and
Medicaid Services’ (CMS) National Correct Coding Policy Manual that identifies services considered an
integral part of a comprehensive code.

NCCI (See National Correct Coding Initiative.)

Observation services means services rendered to a person who is designated or admitted to a hospital or
facility as observation status.

Operative report means the practitioner’s written description of the surgery and includes all of the
following:

e A preoperative diagnosis;

» A postoperative diagnosis;

* A step-by-step description of the surgery;

» A description of any problems that occurred in surgery; and

» The condition of the patient upon leaving the operating room.

Optometrist means an individual licensed to practice optometry.

Orthotic equipment means an orthopedic apparatus designed to support, align, prevent, or correct
deformities, or improve the function of a moveable body part.

Orthotist means a person skilled in the construction and application of orthotic equipment.

Outpatient service means services provided to patients at a time when they are not hospitalized as
inpatients.

Payer means the employer or self-insured employed-group, carrier, or third-party administrator (TPA) who
pays the provider billings.

Pharmacy means the place where the science, art, and practice of preparing, preserving, compounding,
dispensing, and giving appropriate instruction in the use of drugs is practiced.

Practitioner means a person licensed, registered, or certified as an acupuncturist, audiologist, doctor of
chiropractic, doctor of dental surgery, doctor of medicine, doctor of osteopathy, doctor of podiatry, doctor
of optometry, massage therapist, nurse, nurse anesthetist, nurse practitioner, occupational therapist,
orthotist, pharmacist, physical therapist, physician assistant, prosthetist, psychologist, or other person
licensed, registered, or certified as a health care professional or provider.

Primary procedure means the therapeutic procedure most closely related to the principal diagnosis, and

in billing, the €PF-code with the highest relative value unit (RVU) er-highestdellaramountin-this Fee-

Schedule-that is neither an add-on code nor a code exempt from modifier 51 shall be considered the
primary procedure. Reimbursement for the primary procedure is not dependent on the ordering or re-
ordering of codes.

Procedure means a unit of health service.

Procedure code means a five—digit numerical sequence or a sequence containing an alpha character and
preceded or followed by four digits, which identifies the service performed and billed.



| Properly submitted bill means a request by a provider for payment of health care services submitted to a
payer on the appropriate forms with appropriate documentation and within the time frame established
under the guidelines of the MediealFee Schedule.

Prosthesis means an artificial substitute for a missing body part.
Prosthetist means a person skilled in the construction and application of prostheses.

Provider means a facility, health care organization, or a practitioner who provides medical care or
services.

Resequenced code means a code that is printed in the CPT book out of numeric sequence but is printed
in this Fee Schedule in the numeric order.

Secondary procedure means a surgical procedure performed during the same operative session as the
primary surgery but considered an independent procedure that may not be performed as part of the
primary surgery.

Special report means a report requested by the payer to explain or substantiate a service or clarify a
diagnosis or treatment plan.

Specialist means a board-certified practitioner, board-eligible practitioner, or a practitioner otherwise
considered an expert in a particular field of health care service by virtue of education, training, and
experience generally accepted by practitioners in that particular field of health care service.

{RACD) which-includes-charge-informationfor-the-State-of Mississippi-Usual and customary means that

when a payment is designated herein as “usual and customary,” the amount of the payment equates to
the charge value reported by FAIR Health, Inc. in its FH RV Benchmarks products at the 40th percentile
for the applicable geographic area in Mississippi.

V. How TO INTERPRET THE FEE SCHEDULE
For each procedure, the Fee Schedule table includes the following columns and details (if applicable):

Code Icons

Add-on Codes
+ denotes procedure codes that are considered “add-on” codes as defined in the CPT book.

Modifier 51 Exempt

O denotes procedure codes that are exempt from the use of modifier 51 and are not designated as add-
on procedures/services as defined in the CPT book._Modifier 51 exempt services and procedures can be
found in Appendix E of CPT 2013. Additional codes that should not be subject to modifier 51 have been
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identified by Optum based upon CPT guidelines and are included in this Fee Schedule using the same
CPT icon.

Moderate (Conscious) Sedation
®© denotes procedure codes that include conscious sedation as an inherent part of providing the
procedure.

Resequenced Codes
# denotes procedure codes that are in numeric order but are considered resequenced and display in a
different order within the 2046-2013 CPT book.

Code
This Fee Schedule uses 2013 CPT, CDT, and HCPCS codes.

Description
This Fee Schedule uses aetual2010-2013 SPFfull descriptions.

Relative Value

This column lists the relative value unit (RVU) assigned to each procedure. There are, however,
procedures that-are-too variable to accept a set value—these are “by report” procedures and are noted as
BR_in the Amount column. Procedures with a 0.00 in the Relative Value column and a $0.00 in the
Amount column are not covered or are not reimbursed.

Amount
This column lists the total reimbursable as a monetary amount.

PC Amount

Where there is an identifiable professional and technical component to a procedure, the portion
considered to be the professional component is listed. The professional component gives the total
reimbursable as a monetary amount. The technical component can be identified as the Amount minus the
PC Amount._See Rules for Modifiers and Code Exceptions for additional information.

FUD
Follow-up days included in a surgical procedure’s global charge are listed in this column.

Assist Surg

The assistant surgeon column identifies procedures that are approved for an assistant to the primary
surgeon whether a physician, physician assistant (PA), registered nurse first assistant (RNFA, RA), or
other individual qualified for reimbursement as an assistant under the Fee Schedule.



APC FeeAmount

Paymen%@as&#eaﬂm%@}&me&n%s—k&mpeﬁ&%m&e%haﬁh&Ambulatorv Pavment Classn‘lcatlon

(APC) is a payment method for facility outpatient services. The APC system as developed by the Centers
for Medicare and Medicaid Services (CMS) includes many of the supplies that have previously been
separately billed. These supplies will now be bundled into the APC Amount consistent with CMS
guidelines. The APC Amount shall constitute the reimbursement amount for both hospital based and
freestanding outpatient facilities.

VI. AUTHORIZED PROVIDERS
The following health care providers are recognized by the Mississippi Workers’ Compensation
Commission as acceptable to provide treatment to injured workers under the terms of the Act, and must
comply with the rules, guidelines, billing and reimbursement policies and maximum reimbursement
allowance (MRA) contained in this Fee Schedule when providing treatment or service under the terms of
the Act:

Acupuncturist (L.A.C.)

Audiologist

Certified Registered Nurse Anesthetist (C.R.N.A.)

Doctor of Chiropractic (D.C.)

Doctor of Dental Surgery (D.D.S.)/Doctor of Dental Medicine (D.D.M.)

Doctor of Osteopathy (D.O.)

Licensed Clinical Social Worker (L.C.S.W.)

Licensed Nursing Assistant

Licensed Practical Nurse (L.P.N.)

Massage Therapist

Medical Doctor (M.D.)

Nurse Practitioner (N.P.)

Occupational Therapist (O.T.)

Optometrist (O.D.)

Oral Surgeon (M.D., D.O., D.M.D., D.D.S.)

Pharmacist (R.Ph.)

Physical Therapist (P.T.)

Physical or Occupational Therapist Assistant (P.T.A., O.T.A))

Physician Assistant (P.A.)

Podiatrist (D.P.M.)

Prosthetist or Orthotist

Psychologist (Ph.D.)

Registered Nurse (R.N.)

Registered Nurse First Assistant (R.N.F.A., R.A.)

Speech Therapist
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All health care providers, as listed herein, are subject to the rules, limitations, exclusions, and maximum
reimbursement allowances of this Fee Schedule. Medical treatment under the terms of the Act may be
provided by any other person licensed, registered, or certified as a health care professional if approved by
the payer or Commission, and in such case, said provider and payer shall be subject to the rules and
guidelines, including maximum reimbursement amounts, provided herein.

VIIl. INFORMATION PROGRAM

The Workers’ Compensation Commission shall provide ongoing information regarding this Fee Schedule
for providers, payers, their representatives and any other interested persons or parties. This information
shall be provided primarily through informational sessions and seminar presentations at our Annual
Education Conference as well as the distribution of appropriate information materials via the
Commission’s website_(www.mwcc.ms.gov), and by other means as needed.
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General Rules

|.  CONFIRMATORY CONSULTATION

As provided in §71-3-15(1) of the Act, and in M.\W.C.C. General Rule 9, a payer/employer may request a
second opinion examination or evaluation for the purpose of evaluating temporary or permanent disability
or medical treatment being rendered. This examination is considered a confirmatory consultation. The
confirmatory consultation is billed using the appropriate level and site-specific consultation code with
modifier 32 appended to indicate a mandated service and paid in accordance with the Fee Schedule.

[I.  CODING STANDARD
A. The most current version of the American Medical Association’s Current Procedural Terminology
(CPT )-beeok or the ADA Practical Gwde to DentaI Procedure Codes (CDT); &nd—whe#e&pp#epnate—

effect at the time service is rendered or prowded shaII be the authorltatlve codmg gwde unless
otherwise specified in this Fee Schedule.

B. The most current version of HCPCS Level Il codes developed by CMS in effect at the time service is
rendered or provided shall be the authoritative coding guide for durable medical equipment,
prosthetics, orthotics, and other medical supplies (DMEPQOS), unless otherwise specified in this Fee
Schedule.

C. Services will be coded according to the appropriate code edits. For the purpose of this Fee Schedule,

the National Correct Coding Initiative (NCCI) edits are used, and apply to all sections.

[Il. DEPOSITION/WITNESS FEES; MEDICAL RECORDS AFFIDAVIT

A. Any health care provider who gives a deposition or is otherwise subpoenaed to appear in
proceedings pending before the Commission shall be paid a witness fee as provided by M.W.C.C.
Procedural Rule 18(h) in the amount of $25.00 per day plus mileage reimbursement at the rate
authorized by MWCC General Rule 14. Procedure code 99075 must be used to bill for a deposition.

B. In addition to the above fee and mileage reimbursement, any health care provider who gives
testimony by deposition or who appears in person to testify at a hearing before the Commission shall
be paid $500.00 for the first hour and $125.00 per quarter hour thereafter. This fee includes
necessary preparation time. In the event a deposition is cancelled through no fault of the provider, the
provider shall be entitled to a payment of $250.00 unless notice of said cancellation is given to the
provider at least 72 hours in advance. In the event a deposition is cancelled through no fault of the
provider within 24 hours of the scheduled time, then, in that event, the provider shall be paid the rate
due for the first hour of a deposition. Nothing stated herein shall prohibit a medical provider and a
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party seeking to take the medical provider's deposition from entering into a separate contract which
provides for reimbursement other than as above provided.

Pursuant to Mississippi Workers’ Compensation Commission Procedural Rule 9, an examining or
treating physician may execute an affidavit in lieu of direct testimony. The Physician’s Medical Record
Custodian is allowed to sign the affidavit in lieu of the physician’s signature. Such charge for
execution of the affidavit is limited to a maximum reimbursement of $25.00. Reimbursement for
copies of medical records that are attached to affidavits shall be made as outlined elsewhere in the
Fee Schedule.

IMPAIRMENT RATING
In determining the extent of permanent impairment attributable to a compensable injury, the provider
shall base this determination on the most current edition of the Guides to the Evaluation of
Permanent Impairment, as published and copyrighted by the American Medical Association which is
in effect at the time the service is rendered. Only a medical doctor is entitled under these rules to
reimbursement for conducting an impairment rating evaluation.

A provider is entitled to reimbursement for conducting an impairment rating evaluation and
determining the extent of permanent impairment, and should bill for such services using CPT code
99455. The maximum reimbursement for CPT code 99455 shall be $250.00.

INDEPENDENT MEDICAL EXAMINATION (||\/|E)
An independent medical examination (IME) may be ordered by the Mississippi Workers’
Compensation Commission or its Administrative Judges. A practitioner other than the treating
practitioner must do the medical examination, and the Commission or Judge shall designate the
examiner.

An independent medical examination (IME) shall include a study of previous history and medical care
information, diagnostic studies, diagnostic x-rays, and laboratory studies, as well as an examination
and evaluation. An IME can only be ordered by the Workers’ Compensation Commission or one of its
Administrative Judges. A copy of the report must be sent to the patient, or his attorney if represented,
the payer, and the Mississippi Workers’ Compensation Commission.

The fee for the IME may be set by the Commission or Judge, or negotiated by the payer and provider
prior to setting the appointment, and in such cases, reimbursement shall be made according to the
order of the Commission or Judge, or according to the mutual agreement of the parties. In the
absence of an agreement or order regarding reimbursement for an IME, the provider shall bill for the
IME using the appropriate level and site-specific consultation code appended with modifier 32 to
indicate a mandated service, and shall be reimbursed according to the Fee Schedule.

MAXIMUM MEDICAL IMPROVEMENT
When an employee has reached maximum medical improvement (MMI) for the work related injury
and/or iliness, the physician should promptly, and at least within fourteen (14) days, submit a report to
the payer showing the date of maximum medical improvement (MWCC Form B9,27).

Maximum medical improvement is reached at such time as the patient reaches the maximum benefit
from medical treatment or is as far restored as the permanent character of his injuries will permit
and/or the current limits of medical science will permit. Maximum medical improvement may be found
even though the employee will require further treatment or care.

13



VII. OuUT-OF-STATE MEDICAL TREATMENT

A. Each employer shall furnish all reasonable and necessary drugs, supplies, hospital care and services,
and medical and surgical treatment for the work-related injury or illness. All such care, services, and
treatment shall be performed at facilities within the state when available.

B. When billing for out-of-state services, supporting documentation is necessary to show that the service
being provided cannot be performed within the state, the same quality of care cannot be provided
within the state, or more cost-effective care can be provided out-of-state. In determining whether out-
of-state treatment is more cost effective, this question must be viewed from both the payer and

| patient’s perspective. As-stated-in-General-Rule-9,tTreatment should be provided in an area
reasonably convenient to the place of the injury or the residence of the injured employee, in addition
to being reasonably suited to the nature of the injury.

C. Reimbursement for out-of-state services shall be based on one of the following, in order of
preference: (1) the workers’ compensation fee schedule for the state in which services are rendered;
or (2) in cases where there is no applicable fee schedule for the state in which services are rendered,
or the fee schedule in said state excludes or otherwise does not provide reimbursement allowances
for the services rendered, reimbursement should be paid at the usual and customary rate for the
geographical area in which the services are rendered; or (3) reimbursement for out-of-state services
may be based on the mutual agreement of the parties._ The Mississippi Workers’ Compensation
Medical Fee Schedule coding and billing rules must be followed in order for out of state providers to
obtain reimbursement.

D. Prior authorization must be obtained from the payer for referral to out-of-state providers. The
documentation must include the following:

1. Name and location of the out-of-state provider,

2. Justification for an out-of-state provider, including qualifications of the provider and description of
services being requested.

VIIl. AUTHORIZATION FOR TREATMENT
A. Prior Authorization. Providers must request authorization from the payer before service is rendered
for the services and supplies listed below:

Non-emergency elective inpatient hospitalization

Non-emergency elective inpatient surgery

Non-emergency elective outpatient surgery

Physical medicine treatments after 15 visits or 30 days, whichever comes first

Rental or purchase of supplies or equipment over the amount of $56:06$100.00 per item
Rental or purchase of TENS

Home health services

Pain clinic/therapy programs, including interdisciplinary pain rehabilitation programs

© © N o gk~ wDdPRE

External spinal stimulators

[N
o

. Pain control programs

 —
=

. Work hardening programs, back-scheelsfunctional capacity testing, ISO kinetic testing

=
N

. Referral for orthotics or prosthetics

=
w

. Referral for acupuncture
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14. Referral for biofeedback

15. Referral to psychological testing/counseling

16. Referral to substance abuse program

17. Referral to weight reduction program

18. Referral to any non-emergency medical service outside the State of Mississippi

19. Repeat MRI (more than one per injury)

20. Repeat CT Scan (more than one per injury)

21. nterIntraoperative neurophysiologic monitoring (e.g., SSEP, VEP, DEP, BAEP, MEP)

Response Time. The payer must respond within two (2) business days to a request of prior
authorization for non-emergency services.

Federal Facilities. Treatment provided in federal facilities requires authorization from the payer.
However, federal facilities are exempt from the billing requirements and reimbursement policies in this
manual.

Pre-certification for Non-emergency Surgery. Providers must pre-certify all non-emergency surgery.
However, certain catastrophic cases require frequent returns to the operating room (O.R.) (e.g., burns
may require daily surgical debridement). In such cases, it is appropriate for the provider to obtain
certification of the treatment plan to include multiple surgical procedures. The provider’s treatment
plan must be specific and agreement must be mutual between the provider and the payer regarding
the number and frequency of procedures certified.

Retrospective Review. Failure to obtain pre-certification as required by this Fee Schedule shall not, in
and of itself, result in a denial of payment for the services provided. Instead, the payer, if requested to
do so by the provider within one (1) year of the date of service or discharge, shall conduct a
retrospective review of the services, and if the payer determines that the services provided would
have been pre-certified, in whole or in part, if pre-certification had been timely sought by the provider,
then the payer shall reimburse the provider for the approved services according to the Fee Schedule,
or, if applicable, according to the separate fee agreement between the payer and provider, less a ten
percent (10%) penalty for the provider’s failure to obtain pre-certification as required by this Fee
Schedule. This penalty shall be computed as ten percent (10%) of the total allowed reimbursement.
If, upon retrospective review, the payer determines that pre-certification would not have been given,
or would not have been given as to part of the requested services, then the payer shall dispute the bill
and proceed in accordance with the Billing and PaymentReimbursement Rules as hereafter
provided.

Authorization Provided by Employer or Payer. When authorization for treatment is sought and
obtained from the employer, or payer, whether verbally or in writing, and medical treatment is
rendered in good faith reliance on this authorization, the provider is entitled to payment from the
employer or payer for the initial visit or evaluation, or in emergency cases, for treatment which is
medically necessary to stabilize the patient. Reimbursement is not dependent on, and payment is due
regardless of, the outcome of medically necessary services which are provided in good faith reliance
upon authorization given by the employer or payer.

IX. RETURN TO WORK

If an employee is capable of some form of gainful employment, it is advisable for the physician to release
the employee to light work and make a specific report to the payer as to the date of such release and
setting out any restrictions on such light work. It can be to the employee’s economic advantage to be
released to light or alternative work, since he/she can receive compensation based on sixty-six and two-
thirds percent (66 2/3%) of the difference between the employee’s earnings in such work and the
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employee’s pre-injury average weekly wage. The physician’s judgment in such matters is extremely
important, particularly as to whether the patient is medically capable of returning to work in some
capacity. Return to work decisions should be based on objective findings, and the physician’s return to
work assessment should identify, if possible, any alternative duty employment to which the patient may
return if return to full duty is not medically advisable.

X.  SELECTION OF PROVIDERS

The selection of appropriate providers for diagnostic testing or analysis, including but not limited to
surgical/procedure facilities, CAT scans, MR, x-ray, and laboratory, fer-physical or occupational therapy,
including work hardening, functional capacity evaluations, back-scheels;-chronic pain programs, or
massage therapy shall be at the direction of the treating or prescribing physician. In the absence of
specific direction from the treating or prescribing physician, the selection shall be made by the payer, in
consultation with the treating or prescribing physician.

Referral for an electromyogram and/or a nerve conduction study shall be at the discretion and direction of
the physician in charge of care, and neither the payer nor the payer’'s agent may unilaterally or arbitrarily
redirect the patient to another provider for these tests. The payer or the payer's agent may, however,
discuss with the physician in charge of care appropriate providers for the conduct of these tests in an
effort to reach an agreement with the physician in charge as to who will conduct an electromyogram
and/or nerve conduction study in any given case.

The selection of providers for the purchase or rental of durable medical equipment shall be at the
direction of the payer.

The selection of providers for medical treatment or service, other than as above provided, shall be in
accordance with the provisions of MCA §71-3-15 (Rev. 2000).

Xl.  DRUG SCREENING

Only one (1) drug screen or drug test result shall be eligible for reimbursement for each drug test
conducted on the same patient on the same day, except and unless the initial screening results are
deemed by the prescribing provider to be inconsistent or inherently unreliable. In that event, a
confirmation screening may be ordered by the prescribing provider and paid for by the payer. In addition,
treatment may not be discontinued based on the results of a drug test absent a confirmation test, which
shall be reimbursed in addition to the initial screening test. Merely duplicate screenings or tests which are
rerun to confirm initial results are not otherwise eligible for reimbursement.

XIl. MILEAGE REIMBURSEMENT

The payer shall reimburse each claimant for all travel to obtain medical treatment which is being obtained
under the provisions of the Mississippi Workers’ Compensation Law, including travel to a pharmacy to
obtain medication or supplies necessary for treatment of a compensable injury, regardless of the number
of miles traveled. There is no minimum distance of travel required for reimbursement, and reimbursement
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shall be made for each mile of round trip travel necessitated by the compensable injury, at the rate
adopted by the Commission and in effect at the time of the travel. Only reasonable and necessary miles
traveled are subject to reimbursement.
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Billing and
Reimbursement Rules

I.  GENERAL PROVISIONS

A. Maximum Reimbursement Allowance (MRA). Unless the payer and provider have a separate fee
contract which provides for a different level of reimbursement, the maximum reimbursement
allowance for health care services shall be the lesser of (a) the provider’s total billed charge, or (b)
the maximum specific fee established by the Fee Schedule. Items or services or procedures which do
not have a maximum specific fee established by this Fee Schedule shall be reimbursed at the usual
and customary fee as defined in this Fee Schedule, and in such cases, the maximum reimbursement
allowance shall be the lesser of (1) the provider’s total billed charge, or (2) the usual and customary
fee as defined by this Fee Schedule.

If this Fee Schedule does not establish a maximum specific fee for a particular service or procedure,
and a usual and customary rate cannot be determined because the ihgenixMBRPayment System-
database-FH RV Benchmarks products deesdo not contain a fee for same, then the maximum
reimbursement allowance shall be equal to the national Medicare allowance plus thirty percent (30%).
In the absence of an established Medicare value, and assuming none of the above provisions apply,
the maximum reimbursement allowance shall be the provider’s total billed charge._ Any new codes will

be assigned values and posted on the MWCC website annually, or as needed.

B. Separate Fee Contract. An employer/payer may enter into a separate contractual agreement with a
medical provider regarding reimbursement for services provided under the provisions of the
Mississippi Workers’ Compensation Law, and if an employer/payer has such a contractual agreement
with a provider designed to reduce the cost of workers’ compensation health care services, the
contractual agreement shall control as to the amount of reimbursement and shall not be subject to the
maximum reimbursement allowance otherwise established by the Fee Schedule. However, all other
rules, guidelines and policies as provided in this Fee Schedule shall apply and shall be considered to
be automatically incorporated into such agreement.

1. Repricing Agreements. Payers and providers may voluntarily enter into repricing agreements
designed to contain the cost of workers’ compensation health care after the medical care or
service has been provided, and in such case, the reimbursement voluntarily agreed to by the
parties shall control to the exclusion of the Fee Schedule. However, the time spent by the payer
and provider attempting to negotiate a post-care repricing agreement does not extend the time
elsewhere provided in this Fee Schedule for billing claims, paying claims, requesting correction of
an incorrect payment, requesting reconsideration, seeking dispute resolution, or reviewing and
responding to requests for correction or reconsideration or dispute resolution. In addition,
applicable interest and penalties related to late billing and/or late payment shall continue to
accrue as otherwise provided. Efforts to negotiate a post-care repricing agreement do not justify
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late billing or payment, and either party may seek further relief in accordance with the rules
provided herein should billing or payment not be made within the time otherwise due under these
rules. No party shall be obligated to negotiate or enter into a repricing agreement of any kind
whatsoever.

No party, in attempting to negotiate a repricing or other post treatment price reduction agreement,
shall state or imply that consent to such an agreement is mandatory, or that the failure to enter
into any such agreement may result in audit, delay of payment, or other adverse consequence. If
the Commission determines that any party, or other person in privity therewith, has made such
false or misleading statements in an effort to coerce another party’s consent to a repricing or
other price reduction agreement outside the Fee Schedule, the Commission may refer the matter
to the appropriate authorities to consider whether such conduct warrants criminal prosecution
under §71-3-69 of the Law. This statute declares that any false or misleading statement or
representation made for the purpose of wrongfully withholding any benefit or payment otherwise
due under the terms of the Workers’ Compensation Law shall be considered a felony. In addition,
the Commission may levy a civil penalty in an amount not to exceed ten thousand dollars
($10,000.00) if it finds that payment of a just claim has been delayed without reasonable grounds,
as provided in §71-3-59(2) of the Law.

Billing Forms. Billing for provider services shall be standardized and submitted on the following
forms: Providers must bill outpatient professional services on the most recently authorized paper or
electronic version, 837p, or the CMS-1500 form, regardless of the site of service. Health care facilities
must bill on the most recently authorized uniform billing form. The electronic version, 837i, or the UB-
04 (CMS-1450) has-been-is required-since-May-23,-2007. Billing must be submitted using the most
current paper or electronic forms which are authorized by CMS.

Identification Number. All professional reimbursement submissions by Covered Healthcare Providers
as defined under CMS rules for the implementation of the National Provider Identifier (NPI) must
include the National Provider Identifier (NPI) field so as to enable the specific identification of
individual providers without the need for other unique provider identification numbers. Providers who
do not yet have an NPI should eentinue-to-use-their-legacy-identifiers-use the CMS default identifier
until such time as an NPI is obtained. Providers are required to obtain an NPI within the dates
specified by CMS in its implementation rules.

Physician Specialty. The rules and reimbursement allowances in the Mississippi Workers’
Compensation Medical Fee Schedule do not address physician specialization within a specialty.
Payment is not based on the fact that a physician has elected to treat patients with a
particular/specific problem. Reimbursement to qualified physicians is the same amount regardless of
specialty.

“No Show” Appointments. When an appointment is made for a physician visit by the employer or
payer, and the claimant/patient does not show, the provider is entitled to payment at the rate allowed
for a minimal office visit.

. “After Hours” and Other Adjunct Service Codes. When an office service occurs after a provider’s
normal business hours, procedure code 99050 may be billed. Other adjunct service codes (99051
99060) may be billed as appropriate. Typically, only a single adjunct service code is reported per
encounter. However, there may be circumstances in which reporting multiple adjunct codes per
patient encounter may be appropriate.

Portable Services. When procedures are performed using portable equipment, bill the appropriate
procedure code. The charge for the procedure includes the cost of the portable equipment.

Injections.

1. Reimbursement for injections includes charges for the administration of the drug and the cost of
the supplies to administer the drug. Medications are charged separately.

19



The description must include the name of the medication, strength, and dose injected.

When multiple drugs are administered from the same syringe, reimbursement will be for a single
injection.
4. Reimbursement for anesthetic agents such as Xylocaine and Carbocaine, when used for

infiltration, is included in the reimbursement for the procedure performed and will not be
separately reimbursed.

5. Reimbursement for intra-articular and intra-bursal injections medications (steroids and anesthetic
agents) may be separately billed. The description must include the name of the medication,
strength, and volume given.

Supplies. Use CPT® code 99070 or specific HCPCS Level Il codes to report supplies over and above
those usually included with the office visit or service rendered. Do not bill for supplies that are
currently included in surgical packages, such as gauze, sponges, and Steri-Strips®. Supplies and
materials provided by the physician over and above those usually included with the office visit (drugs,
splints, sutures, etc.) may be charged separately and reimbursed at a reasonable rate.

INSTRUCTIONS TO PROVIDERS
All bills for service must be coded with the appropriate CPT, ASA-BentalCDT, or HCPCS Level Il
code.

The medical provider must file the appropriate billing form and necessary documentation within thirty
(30) days of rendering services on a newly diagnosed work-related injury or illness. Subsequent
billings must be submitted at least every thirty (30) days, or within thirty (30) days of each treatment
or visit, whichever last occurs, with the appropriate medical records to substantiate the medical
necessity for continued services. Late billings will be subject to discounts, not to exceed one and one-
half percent (1.5%) per month of the bill or part thereof which was not timely billed, from the date the
billing or part thereof is first due until received by the payer. Any bill or part thereof not submitted to
the payer within sixty (60) days after the due date under this rule shall be subject to an additional
discount penalty equal to ten percent (10%) of the total bill or part thereof. Any bill for services
rendered which is not submitted to the payer within one (1) year after the date of service, or date of
discharge for inpatient care, will not be eligible or considered for reimbursement under this Fee
Schedule, unless otherwise ordered by the Commission or its Cost Containment Division.

Fees in excess of the maximum reimbursement allowance (MRA) must not be billed to the employee,
employer, or payer. The provider cannot collect any non-allowed amount (MCA 871-3-15(3) (Rev.

2000)).

If it is medically necessary to exceed the Fee Schedule limitations and/or exclusions, substantiating
documentation must be submitted by the provider to the payer with the claim form.

If a provider believes an incorrect payment was made for services rendered, or disagrees for any
reason with the payment and explanation of review tendered by the payer, then the provider may
request reconsideration pursuant to the rules set forth herein.

If, after the resolution of a reconsideration request or a formal dispute resolution request, or
otherwise, the provider is determined to owe a refund to the payer, the amount refunded shall bear
interest at the rate of one and one-half percent (1.5%) per month from the date the refunded amount
was first received by the provider, until refunded to the payer.
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[[I.  INSTRUCTIONS TO PAYERS

A. An employer's/payer’'s payment shall reflect any adjustments in the bill made through the
employer’s/payer’s bill review program. The employer/payer must provide an explanation of review
(EOR) to a health care provider whenever reimbursement differs from the amount billed by the
provider. This must be done individually for each hill.

B. In a case where documentation does not indicate the service was performed, the charge for the
service may be denied. The explanation-ofreview{EOR) must clearly and specifically indicate the
reason for the denial.

C. (1) When a billed service is documented, but the code selected by the provider is not, in the
payer’'s/reviewer’s estimation, the most accurate code available to describe the service, the reviewer
must not deny payment, but shall reimburse based on the revised code. The explanation-ofreview-
{EOR} must clearly and specifically detail the reason(s) for recoding the service or otherwise altering
the claim. No claim shall be recoded or otherwise revised or altered without the payer having actually
reviewed the medical records associated with the claim which document the service(s) provided.

(2) As an alternative to recoding or altering a claim, the payer may treat the matter under rule E(1)
and (2) below by paying any undisputed portion of the bill, and notifying the provider by explanation-of
review{(EOR) that the remaining parts of the bill are denied or disputed.

(3) Recoding cannot be used solely for cost containment. Recoding may only be used for the
correction of miscoded services. Whenever there is any dispute concerning coding, the provider must
be notified immediately and given the opportunity to furnish additional information, although nothing
herein suspends the time periods for making payment or giving notice of dispute. Any recoding or so-
called “down coding,” which is found by the Commission or its Cost Containment Division to be solely
for the purpose of cost containment, will subject the party engaging in such conduct to additional
penalties as allowed by law.

D. Properly submitted bills must be paid within thirty (30) days of receipt by the payer. Properly
submitted bills not fully paid within thirty (30) days of receipt by the payer shall automatically include
interest on the unpaid balance at the rate of one and one-half percent (1.5%) per month from the due
date of any unpaid remaining balance until such time as the claim is fully paid and satisfied. Properly
submitted bills not fully paid within sixty (60) days of receipt will be subject to an additional penalty
equal to ten percent (10%) of the unpaid remaining balance, including interest as herein provided.

E. (1) When an employer/payer disputes or otherwise adjusts a bill or portion thereof, the
employer/payer shall pay the undisputed or unadjusted portion of the bill within thirty (30) days of
receipt of the bill. Failure to pay the undisputed portion when due shall subject the payer to interest
and penalty as above provided on the undisputed portion of the bill. If the dispute is ultimately
resolved in the provider’s favor, interest and penalty on the disputed amounts will apply from the
original due date of the bill_until paid.

(2) When a payer disputes a bill or portion thereof, the payer shall notify the provider within thirty (30)
days of the receipt of the bill of the reasons for disputing the bill or portion thereof, and shall notify the
provider of its right to provide additional information and to request reconsideration of the payer’'s
action. The payer shall set forth the clear and specific reasons for disputing a bill or portion thereof on
the explanation-ofreview-{(EOR), and shall provide additional documentation if necessary to provide
an adequate explanation of the dispute.

F. Reimbursement determinations shall be based on medical necessity of services to either establish a
diagnosis or treat an injury/illness. Thus, where service is provided in good faith reliance on
authorization given by the employer or payer, reimbursement shall not be dependent on the outcome
of medically necessary diagnostic services or treatment.
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IV. FACILITY FEE RULES
Please refer to the Pain Management section for the Sstate-specific facility reimbursement rules to be
used for outpatient pain management procedures.

Please refer to the Surgery-Inpatient Hospital and Outpatient Facility Payment Schedule and Rules sec-
tion for the Sstate-specific facility reimbursement rules to be used for ambulatory surgery center (ASC)
procedures_and hospital based outpatient departments.

A. Prepayment Review for Facilities. The payer must perform a prepayment review on inpatient hospital
bills and outpatient surgery bills in order to verify the charges submitted.

1. At a minimum, the pre-payment review should:
Validate that prior authorization was approved according to Fee Schedule guidelines;
Validate that the length of stay and the level of service was appropriate for the diagnosis;

Determine if an on-site audit is appropriate;

a
b
c. Review the bill for possible overcharges or billing errors;
d
e. ldentify over utilization of services;

f.

Identify those bills and case records that shall be subject to professional review by a
physician or appropriate peer.

2. The payer must reimburse the hospital within thirty (30) days of receipt of a valid claim form if
prepayment review criteria are met. An exception to the thirty (30) day payment time will be made
if additional documentation is requested for prepayment review, and in such cases, payment
should be made within thirty (30) days following receipt of this additional documentation if
prepayment review criteria are met. If a full audit is scheduled, fifty percent (50%) of the total bill
must be paid prior to the audit, and in such event, the payer shall not be liable for interest and
penalty as above provided on any additional sums which may be due following completion of the
audit. Failure to pay fifty percent (50%) of the total bill prior to the audit shall result in interest and
penalty as above provided being added to the total amount determined to be due, from the
original due date until paid.

3. If the hospital does not forward copies of requested medical records to the payer after two (2)
consecutive written requests following the initial request, or if it fails to submit necessary or
adequate documentation to support the hospital services rendered, the payer should perform a
charge audit.

B. Charge Audit. All charge audits must be performed on-site unless otherwise agreed to by the provider

and payer.
1. The following information must be provided to the hospital by the payer/auditor when scheduling
an audit:
a. Patient name
b. Account number
c. Date(s) of service
d. Diagnosis(es)
e. Total amount of bill
f. Insurance company

Name of audit requester

2«

Telephone number and address of requester
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A hospital must schedule a charge audit within thirty (30) days of a request by a payer/auditor.
Hospitals shall be reimbursed an audit fee of $50.00 for associated audit costs.

When a charge audit is necessary, the auditor must identify additional charges for medically
necessary hospital services that were ordered by the authorized physician and were provided, but
were not included, on the initial bill.

5. The auditor must review and verify the audit findings with a hospital representative at the
conclusion of the audit. The hospital may waive its right to the exit conference.

6. The auditor must provide written explanation of the final reimbursement determination based on
the audit findings, whether or not an exit conference is held with the hospital. This written
explanation must be provided within thirty (30) days following the conclusion of the audit.

. When any hospital bill that has been prescreened and found to be correct, or when corrections have
been made to the bill as required, or when a hospital bill has been audited and verified as correct, it
must be paid within thirty (30) days thereafter.

. Any hospital bill not paid when due under these rules shall automatically include interest at the rate of
one and one-half percent (1.5%) per month from the due date of such bill until paid. Any such bill not
paid within sixty (60) days after it is due under these rules will be subject to an additional penalty
equal to ten percent (10%) of the total amount due, including interest as herein provided.

Implantables. An implantable is an item that is implanted into the body for the purpose of permanent
placement, and remains in the body as a fixture. Absorbable items, temporary items, or other items
used to help place the implant, are not within the definition of “implantable” and are not reimbursed as
such.

Implantables are included in the applicable MS-DRG reimbursement for inpatient treatment, and,
therefore, the provider of inpatient services is not required to furnish the payer with an invoice for
implantables. For implantables used in the outpatient setting, reimbursement_is likewise included in
the APC Amount paid to the facility. No separate billing or payment for implants shall be made in

e|ther the mpatlent or outpatlent settmq shau—b&made—sepa#a{eh#ﬁem%heﬂfae%#e&and—a#mhe#

EXPLANATION OF REVIEW (EOR)
Payers must provide an explanation of review (EOR) to health care providers for each bill whenever
the payer’s reimbursement differs from the amount billed by the provider, or when an original claim is
altered or adjusted by the payer. The EOR must be provided within thirty (30) days of receipt of the
bill, and must accompany any payment that is being made.

A payer may use the listed EOR codes and descriptors or may develop codes of their own to explain
why a provider’s charge has been reduced or disallowed, or why a claim has been altered or adjusted
in some other way. In all cases, the payer must clearly and specifically detail the reasons for adjusting
or altering a bill, including references to the applicable provisions of the Fee Schedule or CPT book,
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or other source(s) used as the basis for the EOR. Should the EOR include an alteration in the codes
submitted on the original claim, it must be based on a review of the medical records documenting the
service.

The EOR must contain appropriate identifying information to enable the provider to relate a specific
reimbursement to the applicable claimant, the procedure billed, and the date of service.

Acceptable EORs may include manually produced or computerized forms that contain the EOR
codes, written explanations, and the appropriate identifying information.

The following EOR codes may be used by the payer to explain to the provider why a procedure or
service is not reimbursed as billed, provided clear and specific detail is included, along with
references to the applicable provisions of the Fee Schedule or CPT book, or other source(s) used as
the basis for the EOR:

001 These services are not reimbursable under the Workers’ Compensation Law for the following
reason(s): [Provide specific reason(s) why services are not reimbursable under the Workers’
Compensation Law]

002 Charges exceed maximum reimbursement allowance [Specify]
003 Charge is included in the basic surgical allowance [Specify]

004 Surgical assistant is not routinely allowed for this procedure. Documentation of medical
necessity required [Specify]

005 This procedure is included in the basic allowance of another procedure [Specify the other
procedure]

006 This procedure is not appropriate to the diagnosis [Specify]

007 This procedure is not within the scope of the license of the billing provider [Specify]
008 Equipment or services are not prescribed by a physician [Specify]

009 This service exceeds reimbursement limitations [Specify]

010 This service is not reimbursable unless billed by a physician [Specify]
011 Incorrect billing form [Specify]

012 Incorrect or incomplete identification number of billing provider [Specify]
013 Medical report required for payment [Specify]

014 Documentation does not justify level of service billed [Specify]

015 Place of service is inconsistent with procedure billed [Specify]

016 Invalid procedure code [Specify]

017 Prior authorization was not obtained [Specify]

REQUEST FOR RECONSIDERATION
When, after examination of the explanation of review (EOR) and other documentation, a health care
provider is dissatisfied with a payer’s payment or dispute of a bill for medical services, reconsideration
may be requested by the provider. Any other matter in dispute between the provider and payer may
be subject to reconsideration as herein provided at the request of either party, including, but not
limited to, a request by the payer for refund of an alleged over-payment. Alleged over-payments
should be addressed through the dispute resolution process, if necessary, and not by way of
unilateral recoupment initiated by the payer on subsequent billings.
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A provider or payer must make a written request for reconsideration within thirty (30) days from the
receipt of the explanation of review (EOR) or other written documentation evidencing the basis for the
dispute. A request for reconsideration must be accompanied by a copy of the bill in question, the
payers’ explanation of review (EOR), and/or any additional documentation to support the request for
reconsideration.

The payer or provider, upon receipt of a request for reconsideration, must review and re-evaluate the
original bill and accompanying documentation, and, must notify the requesting party within-twenty-
{20)-thirty (30) days thereafter of the results of the reconsideration. The response must adequately
explain the reason(s) for the decision, and cite the specific basis upon which the final determination
was made. If the payer finds the provider’s request for reconsideration is meritorious, and that
additional payment(s) should be made, or if the provider finds the payer’s request for refund or other
payment is meritorious, the additional payment should be made within the above twenty-20)thirty
(30) day period. Any additional payment(s) made in response to a provider’s or payer’s request for
reconsideration shall include interest from the original due date of the bill or payment, and an
additional ten percent (10%) penalty if applicable.

If the dispute is not resolved within the above time after a proper request for reconsideration has been
served by the provider or payer, then either party may request further review by the Commission
pursuant to the Dispute Resolution Rules set forth hereafter.

Failure to seek reconsideration within the time above provided shall bar and prohibit any further
reconsideration or review of the bill or other issue in question unless, for good cause shown, the
Commission or its representative extends the time for seeking reconsideration or review under these
rules. In no event shall the time for seeking reconsideration hereunder be extended by more than an
additional thirty (30) days, and any such request for additional time in which to seek reconsideration
or further review must be made in writing to the Commission within the initial thirty (30) day period set
forth in paragraph B. above.

Requests by either provider or payer for refunds, or for additional payment, or other requests related
to the billing or payment of a claim, must be sought in accordance with the specific rules set forth
herein. No retrospective audits or dispute requests shall be allowed beyond the time otherwise
provided herein for seeking reconsideration and/or review.
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Medical Records Rules

MEDICAL RECORDS
The medical record, which documents the patient’s course of treatment, is the responsibility of the
provider and is the basis for determining medical necessity and for substantiating the service(s)
rendered; therefore, failure to submit necessary or adequate documentation to support the services
rendered may result in the services being disallowed.

A medical provider may not charge any fee for completing a medical report or form required by the
Workers’ Compensation Commission which is part of the required supporting documentation which
accompanies a request for payment. The supporting documentation that is required to substantiate
the medical treatment is included in the fee for service and does not warrant a separate fee as it is
incidental to providing medical care. CPT® code 99080 is appropriate for billing special reports
beyond those required by this Fee Schedule and requested by the payer or their representatives.

Medical records must be legible and include, as applicable:

1. Initial office visit notes which document a history and physical examination appropriate to the
level of service indicated by the presenting injury/illness or treatment of the ongoing injury/iliness;

2. Progress notes which reflect patient complaints, objective findings, assessment of the problem,
and plan of care or treatment;

3. Copies of lab, x-ray, or other diagnostic tests that reflect current progress of the patient and/or
response to therapy or treatment;

4. Physical medicine/occupational therapy progress notes that reflect the patient’s response to
treatment/therapy;

Operative reports, consultation notes with report, and/or dictated report; and

Impairment rating (projected and actual) and anticipated maximum medical improvement (MMI)
date.

A plan of care should be included in the medical record and should address, as applicable, the
following:

The disability;

Degree of restoration anticipated;

Measurable goals;

Specific therapies to be used;

Frequency and duration of treatments to be provided;
Anticipated return to work date;

N o o M w DN PR

Projected impairment.

Health care providers must submit copies of records and reports to payers upon request. Providers
can facilitate the timely processing of claims and payment for services by submitting appropriate
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documentation to the payer when requested. Only those records for a specific date of injury are
considered non-privileged as it relates to a workers’ compensation injury. The employer/payer is not
privileged to non-work related medical information.

F. Providers must submit documentation for the following:

1. The initial office visit;

2. A progress report if still treating after thirty (30) days;

3. Evaluation for physicalmedicine-therapy services/treatment (P.T., O.T., C.M.T., O.M.T.);

4. A progress report every thirty (30) days for physicalmedicine-servicestherapy services/treatment
(P.T.,O.T.,C.M.T., O.M.T.);

5. An operative report or office note (if done in the office) for a surgical procedure;

6. A consultation;

7. The anesthesia record for anesthesia services;

8. A functional capacity or work hardening evaluation;

9. When billing a-by+report-"By Report” (BR)-service, a description of the service is required;_this
description should include an adequate definition or description of the nature, extent, and need
for the procedure and the time, effort, and equipment necessary to provide the service;

10. Whenever a modifier is used to describe an unusual circumstance;

11. Whenever the procedure code descriptors include a written report.

G. Hospitals and other inpatient facilities must submit required documentation with the appropriate billing
forms as follows:

1. Admission history and physical;

2. Discharge summary;

3. Operative reports;

4. Pathology reports;

5. Radiology reports;

6. Consultations;

7. Other dictated reports;

8. Emergency room records.

H. The Health Insurance Portability & Accountability Act (HIPAA) makes important exceptions
concerning the disclosure of protected health information for workers’ compensation purposes. For
additional information, refer to the MWCC website (mwcc.ms.gov), or consult an attorney and/or the
HIPAA resource site maintained by the U. S. Department of Health and Human Services
(http://www.hhs.gov/ocr/privacy/).

[I.  CoOPIES OF RECORDS

A. Outpatient Records. The payer may request additional records or reports from the provider

concerning service or treatment provided to a patient other than on an inpatient basis. These
additional records and reports will be reimbursed as follows:

1-5 pages — $15.00
6+ pages — $.50 per page in addition to the above fee
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This applies to copies of microfiche and other electronic media or storage systems.

As provided by MCA 8§11-1-52(1) (Supp. 2006), as amended, the provider may add ten percent (10%)
of the total charge to cover the cost of postage and handling, and may charge an additional fifteen
dollars ($15.00) for retrieving records stored off the premises where the provider’s facility or office is
located.

Inpatient Records. The payer may request additional records or reports from a facility concerning
inpatient service or treatment provided to a patient. Such reports or records requested by the payer
will be reimbursed as follows:

1-5 pages — $15.00/per admission
6+ pages — $.50 per page/per admission in addition to the above fee
This applies to copies of microfiche and other electronic media or storage systems.

There is a maximum reimbursement allowance of fifty dollars ($50.00) for a particular inpatient
medical record, exclusive of postage, handling and retrieval charges as set forth below. This is per
admission.

As provided by MCA 8§11-1-52(1) (Supp. 2006), as amended, the provider may add ten percent (10%)
of the total charge to cover the cost of postage and handling, and may charge an additional fifteen
dollars ($15.00) for retrieving records stored off the premises where the provider’s facility or office is
located.

Copies of records requested by the patient and/or the patient’s attorney or legal representative will be
reimbursed by the requesting party according to the provisions of this section on additional reports
and records.

Documentation submitted by the provider which has not been specifically requested will not be
subject to reimbursement.

Health care providers may charge up to ten dollars ($10.00) per film for copying x-rays or for
providing copies of x-rays via electronic or other magnetic media. (Copies of film do not have to be
returned to the provider.)

Payers, their representatives, and other parties requesting records and reports must be specific in
their requests so as not to place undue demands on provider time for copying records.

Providers should respond promptly (within fourteen (14) working days) to requests for additional
records and reports.

Records requested by the Mississippi Workers’ Compensation Commission will be furnished by the
provider without charge to the Commission.

Any additional reimbursement, including copy service vendors, other than is specifically set forth
above, is not required, and providers or their vendors will not be paid any additional amounts.

HEALTH INSURANCE PORTABILITY & ACCOUNTABILITY ACT (HIPAA) AND

WORKERS' COMPENSATION
HIPAA makes important exceptions concerning the disclosure of protected health information (PHI)

for workers’ compensation purposes. The United States Department of Health and Human Services,
through its Office for Civil Rights, enforces the HIPAA Law and maintains an informative website with
information on HIPAA and its application to workers’ compensation claims. See, for example:
http://www.hhs.gov/ocr/privacy/.
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Dispute Resolution Rules

GENERAL PROVISIONS
Unresolved disputes may be appealed to and resolved by the Mississippi Workers’ Compensation
Commission.

Reconsideration must be sought by the provider or payer prior to a request for resolution of a dispute
being sent to the Commission. This provides the payer and provider an opportunity to resolve most
concerns in a timely manner.

All communication between parties in dispute will be handled by the Mississippi Workers’
Compensation Commission, Cost Containment Division. In addition, there will be no communication
between the parties in dispute and any Peer Reviewer who might be called upon to assist the
Commission in the resolution of a dispute.

FORMS AND DOCUMENTATION
Valid requests for resolution of a dispute must be submitted on the “Request for Resolution of
Dispute” form (in-see the Forms section_or http://www.mwcc.state.ms.us/services/feeschedule.asp)
along with the following:

1. Copies of the original and resubmitted bills in dispute that include dates of service, procedure
codes, charges for services rendered and any payment received, and an explanation of any
unusual services or circumstances;

EOR including the specific reimbursement;

Supporting documentation and correspondence;

Ea S

Specific information regarding contact with the payer; and
5. Any other information deemed relevant by the applicant for dispute resolution.
A request for Resolution of Dispute must be submitted to:

Mississippi Workers’ Compensation Commission
Cost Containment Division

1428 Lakeland Drive

P.O. Box 5300

Jackson, MS 39296-5300

A party, whether payer, provider, patient, or any representative of such parties, shall certify that a

copy of the Request for Resolution of Dispute, and any supporting documentation, being filed with the

Commission has been provided to the other interested parties or their representatives by personal
delivery, United States mail, facsimile or other electronic submission guaranteed to accomplish
receipt, simultaneously with the filing to the Commission. This requirement shall also apply when a
party files a request seeking review of a dispute by the Commission, or when enforcement of a final
decision of the Cost Containment Director is sought.
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[ll.  TIME FOR FILING

| A Request for Resolution of Dispute must be filed with the Commission within twenty-(20)thirty (30) days
following the payer’s or provider’'s response to a request for reconsideration of any matter in dispute, or,
in cases where the payer or provider fails to respond to a request for reconsideration, within twenty-
{20)thirty (30) days of the expiration of the time in which said response should have been provided.
Failure to file a Request for Resolution of Dispute within this time shall bar any further action on the
disputed issue(s) unless, for good cause shown, the Commission or its Cost Containment Director
extends the time for filing said request. In no event will the time for filing a Request for Resolution of
Dispute be extended more than once or more than an additional twenty (20) days from the time said
request was first due to be filed, provided the request for additional time in which to file a Request for

| Resolution of Dispute is filed within the initial twenty-(20)thirty (30) day period provided herein; and,
absent compelling circumstances, a dispute resolution request will not be considered by the Cost
Containment Division if submitted more than one (1) year after the date of service. The decision to extend
the time for filing a Request for Resolution of Dispute based on “good cause” shall be entirely at the
discretion of the Commission or its Cost Containment Director. Mere neglect will not constitute “good
cause.”

V. PROCEDURE BY COST CONTAINMENT DIVISION

A. Requests for dispute resolution will be reviewed and decided by the Cost Containment Division of the
Commission within-thirty {30)-days-of receipt-of therequest-after all required and requested
information has been received. unless-aAdditional time is-may be required to accommodate a Peer
Review. The payer and/or provider may be contacted by telephone or other means for additional
information if necessary; however, both parties to a dispute may submit in writing any information or
argument they deem relevant to the issue in dispute, if not already submitted with the request for
dispute resolution, and this information shall be considered by the Cost Containment Division when
rendering a decision. Any written information or argument submitted for consideration by a party to a
dispute, without a request from the Commission, must be received by the Cost Containment Division

| within ten{20)fourteen (14) days after filing the request for dispute resolution in order to merit

consideration.

B. Every effort will be made to resolve disputes by telephone or in writing. The payer and provider may
be requested to attend an informal hearing conducted by a Commission representative. Failure to
appear at an informal hearing may result in dismissal of the request for dispute resolution.

C. Following review of all documentation submitted for dispute resolution and/or following contact with
the payer and/or provider for additional information and/or negotiation, the Cost Containment Division
‘ shall render an administrative decision on the request for dispute resolution, and forward it to the

involved parties.

D. Cases involving medical care determination may be referred for peer review, but only on request of
the Commission. The peer review consultant will render an opinion and submit same to the
Commission representative within the time set by the Cost Containment Division. The Commission
representative will notify the parties in dispute if a Peer Review has been requested, and of the peer

| review consultant's determination.
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V. CoMMISSION REVIEW OF A DISPUTE

A. Any party aggrieved by the decision of the Cost Containment Division shall have twenty (20) days
from the date of said decision to request review by the Commission. Failure to file a written request
for review with the Commission within this twenty (20) day period shall bar any further review or
action with regard to the issue(s) presented. No extension of time within which to file for Commission
review of a dispute under these Rules shall be allowed. In the event a request for review is not filed
with the Commission within twenty (20) days or within the time allowed by any extension which has
been granted, the parties to the dispute shall have fourteen (14) days thereafter in which to comply
with the final decision of the Cost Containment Division.

1. A party to a dispute may, when a written request for review has not been timely filed with the
Commission, file with the Commission a written request to compel compliance with the final
administrative decision of the Cost Containment Division. The Commission may consider such a
request with or without a hearing. A request to compel compliance with the final decision of the
Cost Containment Division may be filed at any time following fourteen (14) days after the decision
of the Cost Containment Division becomes final, and must be submitted on the form approved by
the Commission for this purpose. No such request to compel or enforce compliance with a final
decision of the Cost Containment Director shall be considered if filed more than one (1) year after
the date of the Cost Containment Director’s decision.

The party seeking relief hereunder shall certify that a copy of the request for relief and any
supporting documentation being filed with the Commission has been provided to the other
interested parties or their representatives by personal delivery, United States mail, facsimile or
other electronic submission guaranteed to accomplish receipt, simultaneously with the filing to the
Commission.

B. The request for review by the Commission shall be filed with the Cost Containment Division of the
Mississippi Workers’ Compensation Commission, and shall be in writing and shall state the grounds
on which the requesting party relies. All documentation submitted to and considered by the Cost
Containment Division, including the Request for Resolution of Dispute form, along with a copy of the
decision of the Cost Containment Division, shall be attached to the request for review which is filed
with the Commission. The party seeking relief hereunder shall certify that a copy of the request for
review and any supporting documentation being filed with the Commission has been provided to the
other interested parties or their representatives by personal delivery, United States mail, facsimile or
other electronic submission guaranteed to accomplish receipt, simultaneously with the filing to the
Commission.

C. The Commission shall review the issue(s) solely on the basis of the documentation submitted to the
Cost Containment Division. No additional documentation not presented to and considered by the Cost
Containment Division shall be considered by the Commission on review, unless specifically requested
by the Commission, and no hearing or oral argument shall be allowed.

eview and issue a decision-thereen-within-thirty (30)-

D. The Commission shall consider the request for r

E. Following the decision of the Commission, or following the conclusion of the dispute resolution
process at any stage without an appeal to the Commission, no further audit, adjustment, refund,
review, consideration, reconsideration or appeal with respect to the claim in question may be sought
by either party.

F. The costs incurred in seeking Commission review, or in seeking compliance with an Administrative
Decision rendered by the Cost Containment Director, including reasonable attorney fees, if any, shall
be assessed to the party who requested review if that party’s position is not sustained by the
Commission and to the party who has failed to comply with a prior decision if compliance therewith is
ordered by the Commission. Otherwise, each party shall bear their own costs, including attorney’s
fees.
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G.

If the Commission determines that a dispute is based on or arises from a billing error, a payment
adjustment or error, including but not limited to improper bundling of service codes, unbundling,
downcoding, code shifting, or other action by either party to the dispute, or if the Commission
determines that a provider or payer has unreasonably refused to comply with the Law, the Rules of
the Commission, including this Fee Schedule, or with any decision of the Commission or its
representatives, and that this causes proceedings with respect to the bhilling and/or payment for
covered medical services to be instituted or continued or delayed without reasonable grounds, then
the Commission may require the responsible party or parties to pay the reasonable expenses,
including attorney’s fees, if any, to the opposing party; and, in addition, the Commission may levy
against the responsible party or parties a civil penalty not to exceed the sum of ten thousand dollars
($10,000.00), payable to the Commission, as provided in §71-3-59(2) of the Law. The award of costs
and penalties as herein provided shall be in addition to interest and penalty charges which may apply
under other provisions of this Fee Schedule.
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Utilization Review Rules

The Mississippi Workers’ Compensation Commission requires mandatory utilization review of certain
medical services and-charges-associated with the provision of medical treatment covered under the Act
and subject to the Fee Schedule. “Utilization review” refers to a system for reviewing proposed medical
services to make sure that such procedures are medically necessary and represent the most efficient and
appropriate use of medical resources given the nature of the injury to the patient and the process of his or
her recovery, and that such services are properlv and timely relmbursed These rules are set forth to

agents—mp#eseﬁaﬂves—epergan&aﬂens—pmwdeps—and-payeﬁ eff|C|ent and tlmelv communlcat|on

between payers and providers (including agents of either) in order to make sure that medically necessary
services are provided and timely reimbursed, and to curtail the use of unnecessary or unreasonable
treatment. The provisions herein set forth regarding utilization review are in addition to the requirements
of MCA 841-83-1 et seq. (Rev. 2005), as amended, and any regulations adopted pursuant thereto by the
State Department of Health or the State Board of Medical Licensure.;-and iln the event of conflict between
this Fee Schedule; and the requirements-ef-the-above statutes, and any implementing regulations_
adopted by the Health Department or Board of Medical Licensure, the provisions efin this Fee Schedule
or other applicable rules of the Mississippi Workers’” Compensation Commission shall geveracontrol.

A payer may provide for utilization review by using personnel or units in-house, by contracting with a third
party utilization review agent properly licensed by the MS Department of Health, or by contracting with a
Nurse Case Manager or similar person to monitor the care being provided in person working with the pa-
tient and provider. An injured worker and/or his or her attorney and any case manager assigned by the
payer shall strive to cooperate with one another for the purpose of ensuring the injured worker receives all
of the medically necessary care needed for the treatment of the injury and the process of recovery. A
payer also may exercise their statutory right to an Employer Medical Evaluation (EME) as provided for in
MCA 871-3-15(1) (Rev. 2000) in conjunction with, or in lieu of, ongoing utilization review.

AS STATED IN MCA 8§41-83-31(a), (b) (Rev. 2009), NO DECISION OR DETERMINATION ADVERSE
TO A PATIENT OR HEALTH CARE PROVIDER WHICH MAY RESULT IN THE DENIAL OF PAYMENT,
OR IN THE DENIAL OF PRE-CERTIFICATION FOR TREATMENT IN THIS STATE, SHALL BE MADE
WITHOUT THE PRIOR EVALUATION AND CONCURRENCE IN THE ADVERSE DETERMINATION BY
A PHYSICIAN CURRENTLY LICENSED TO PRACTICE MEDICINE IN THE STATE OF MISSISSIPPI,
AND PROPERLY TRAINED IN THE SAME SPECIALTY OR SUB-SPECIALTY AS THE REQUESTING
PROVIDER WHO IS SEEKING APPROVAL FOR TREATMENT OR SERVICES.

THIS ADVERSE DETERMINATION MUST BE PROVIDED WITHIN TWO (2) BUSINESS DAYS EITHER
BY TELEPHONE OR FACSIMILE OR EMAIL, AND IN WRITING WITHIN ONE (1) BUSINESS DAY
THEREAFTER, TO THE REQUESTING PROVIDER. ANY SUCH ADVERSE DETERMINATION MUST
INCLUDE WRITTEN DOCUMENTATION CONTAINING THE SPECIFIC EVALUATION, FINDINGS AND
CONCURRENCE OF THE MISSISSIPPI LICENSED PHYSICIAN TRAINED IN THE RELEVANT SPE-
CIALTY OR SUB-SPECIALTY, AND MUST REFERENCE ANY SPECIFIC PROVISIONS OF THE MIS-
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SISSIPPI WORKERS' COMPENSATION MEDICAL FEE SCHEDULE WHICH ALLEGEDLY JUSTIFIES
THE ADVERSE DETERMINATION.

ANY ADVERSE DETERMINATION WHICH DOES NOT COMPLY WITH THIS PROVISION SHALL
HAVE NO FORCE OR EFFECT AND SHALL NOT PREVENT THE PROVIDER FROM PROCEEDING
WITH THE PROPOSED TREATMENT AND ULTIMATELY BEING REIMBURSED AS THOUGH THE
PROPOSED TREATMENT OR SERVICE HAD BEEN TIMELY APPROVED IN ADVANCE.

IF APAYER ELECTS TO SEEK AN EME IN LIEU OF A UTILIZATION REVIEW, THE INJURED
WORKER AND THE PROVIDER MUST BE NOTIFIED OF THIS ELECTION WITHIN THE SAME TWO
(2) DAY PERIOD APPLICABLE TO ADVERSE DETERMINATIONS STATED ABOVE.

l. SERVICES REQUIRING UTILIZATION REVIEW
Mandatory utilization review is required for the following:

A. All admissions to inpatient facilities of any type.

B. All surgical procedures, inpatient and outpatient. (All surgical or other invasive procedures which are
administered in the context of pain management treatment shall be reqgulated by the specific
guidelines set forth in the Pain Management section of the Fee Schedule. Only in the event a
surgically invasive pain management procedure is not specifically addressed in the Pain Management
guidelines shall the provisions in this section control.)

C. Repeat MRI-{more-than-one-perinjury) scans, repeat CT Scans, repeat EMG/NCS studies, and
repeat myelograms (meaning more than one such diagnostic procedure which is being prescribed for
the same injury) are subject to mandatory utilization review, except that where surgery has been
performed following proper approval, the treating physician is entitled to obtain one repeat of the
aforementioned diagnostic procedures post-surgery without having to obtain separate approval for
each such procedure. In other words, surgical cases merit two diagnostic procedures of the kind
listed herein without the necessity of pre-certification provided one procedure occurs prior to surgical
treatment and one procedure occurs post-surgical treatment. The two diagnostic procedures selected
by the treating provider hereunder may be the same two diagnostic procedures, or any two of the
aforementioned procedures.

ED. Work hardening programs, pain management programs, back-seheoels;-massage therapy,
acupuncture, and biofeedback. Biofeedback therapy shall not exceed ten (10) visits or sessions,
unless otherwise agreed to by the payer and provider. Back schools are no longer covered under this
Fee Schedule. Pain management programs include but are not limited to a “chronic pain inter-

disciplinary pain rehabilitation program” for which specific guidelines are set forth in the Therapeutic
Services section.

1. Work Hardening Program Guidelines

a. -Work hardening is an interdisciplinary, individualized, job or goal-specific program of activity
with the goal of returning an injured patient to work. Work hardening programs use real or
simulated work tasks and progressively graded conditioning exercises that are based on the
individual’s measured tolerances. Work hardening provides a transition between acute care
and successful return to work and is designed to improve the bio-mechanical, neuromuscular,
and cardiovascular functioning of the worker. Approval or certification must be based on
whether the proposed work hardening program appears reasonably tailored to accomplish
the stated goals.
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(1) A work hardening program must, at a minimum, have the following components:

Development of strength and endurance of the individual in relation to the return to

work goal;

Equipment and methods that quantify and measure strength and conditioning levels,

i.e., ergometers, dynamometers, treadmills, measured walking tolerances;

Commercial strength and exercise devices, free weights, circuit training. Goals for

each worker are dependent on the demands of their respective jobs;

Simulation of the critical work demands, the tasks and the environment of the job to

which the worker will return. Job simulation tasks that provide for progression in fre-
quency, load, and duration are essential. They must be related to the work goal and
include a variety of work stations that offer opportunities to practice work related posi-
tions and motions, i.e., clerical, plumbing, electrical;

Education that stresses body mechanics, work pacing, safety and injury prevention

and that promotes worker responsibility and self-management. The education com-
ponent requires direct therapist and worker interaction;

Assessment of the need for job modifications. Focus on whether the worker can re-

turn to the stated job goal but only with changes, i.e., added equipment, changes in
work position or ergonomics, changes at the work site;

An individualized written plan that identifies observable and measurable goals, the

methodology being used to reach these goals, the projected time necessary to ac-
complish the goal, and the expected outcomes. This plan must be signed by both the
provider and the patient;

This plan needs to be based on a functional capacity (baseline) evaluation and must

be completed within the first two (2) days of the program and compared to the critical
demands as stated on the job analysis. A comparative analysis (re-evaluation) is
done prior to discharge to determine job readiness;

A reporting system that includes:

— Documentation of the initial plan;

— Documentation of progress or lack of progress and future goals;

— Adischarge summary that includes an assessment of the functional capacity lev-
el and the achievement of the individual's program goals;

— Arecord of the worker’s daily attendance including number of days and number
of hours per day in the program.

Criteria for admission:

(1) The worker must have reached a point in his or her recovery where no further active

or invasive treatment intervention is being anticipated;

(2)_Physical recovery sufficient to allow participation for a minimum of 4 hours a day for

three to five days a week;
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(3)_Worker's current levels of functioning interfere with his/her ability to carry out specific
tasks required in the work place;

(4)_A defined return to work goal which includes:

» A documented specific job to which the patient can return, along with a specific
job analysis; and

» Areturn to work goal agreed to by the employer and the patient/employee;

*  The facts must show how the worker must be able to benefit from the program;

*  The facts must show the worker is motivated to return to work. A worker whose
primary limitation is psychological or clouded by significant iliness behavior (i.e.,
significant self-imitation on F.C.E.) is typically not going to be motivated and will
not likely benefit.

c. Criteria for discharge from a work hardening program:

» The worker has reached the goal stated in the plan;

» The worker has not progressed according to the program plan;

»  The worker has not reached interim goals and is not benefitting from the program, or;

*  Number of absences exceeds those allowed by the program (a maximum of two (2)
absences is recommended);

»  Worker does not adhere to the schedule;

e Completion of the program (the program should take 2 to 4 weeks to complete);

» The previously identified job is no longer available.

2. Massage therapy requires prior authorization of the payer before treatment can be rendered.
Medical necessity must be established prior to approval. Reimbursement must be arranged
between the payer and provider.

External spinal stimulators.

F. Physicalmedicine-Therapeutic treatments, exclusive of chiropractic treatments, after fifteen (15) vis-

its or thirty (30) days, whichever comes first._If, however, the patient undergoes properly approved
surgical intervention, he or she shall be entitled to one round of pre-surgical therapeutic treatment up

to fifteen (15) treatments or thirty (30) days, whichever first occurs, as provided immediately above;
and, in the discretion of the treating physician, to one additional round of therapeutic treatment fol-
lowing surgery for an additional period of fifteen (15) visits or thirty (30) days, whichever first occurs,
both of which treatment rounds may be administered without the necessity for seeking pre-
certification or pre-approval. The authorization contained herein for a first and second round of lim-
ited therapy treatment following surgery shall apply to all reasonable physical and/or occupational
therapy treatments, but does not include chiropractic manipulative treatment which is addressed
separately below.

Chiropractic manipulative treatments are allowed for up to fifteen (15) visits or thirty (30) days,

whichever first occurs, without any need to seek pre-certification or authorization. However, chiro-
practic manipulative treatments which are proposed beyond the first fifteen (15) visits or thirty (30)
days, under any circumstances, must be pre-certified or pre-approved.

Like any other service, a spinal manipulation includes pre-evaluation and post-evaluation that would
make it inappropriate to bill with an E/M service. However, if the patient’s condition has deteriorated
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or an injury to another site has occurred, reimbursement can be made for an E/M service if docu-
mentation substantiates the additional service. Modifier 25 is added to an E/M service when a signif-
icant, separately identifiable E/M service is provided and documented as medically necessary.

H-—Home-health:
{H. Psychiatric treatment, whether inpatient or outpatient treatment.

l. Retrospective review of services after they have been provided when properly requested by the pa-
tient, patient representative, or provider.

J. Any proposed treatment, procedure or service which is more specifically addressed in another
section of this Fee Schedule, such as certain pain management procedures, shall be requlated first
by the specific guidelines in place in those sections. These utilization review rules apply only where
no other, more specific guidelines are set forth in the individual treatment sections of the Fee
Schedule; or, where possible, to supplement more specific treatment guidelines spelled out
elsewhere in the Fee Schedule.

[I.  DEFINITIONS

Case Management. The clinical and administrative process in which timely, individualized, and cost
effective medical rehabilitation services are implemented, coordinated, and evaluated, by a nurse, o+
other case manager, or other utilization reviewer employed by the payer, on an ongoing basis for patients
who have sustained an injury or illness. Use of case management is optional in Mississippi._Use_
Mississippi-specific code 9936M for a conference with workers’ compensation medical case
manager/claims manager.

Certification. A determination by a payer and/or its utilization review organization or agent that an
admission, extension of stay, or other health care service has been reviewed and, based on the
information provided, meets the standard of medical necessity as defined elsewhere in this Fee

Clinical Peer. A health professional that holds an unrestricted medical or equivalent license and is
gualified to practice in the same or similar specialty as would typically manage the medical condition,
procedures, or treatment under review. Generally, as a peer in a similar specialty, the individual must be
in the same profession (i.e., the same licensure category as the ordering provider).

Clinical Rationale. A statement or other documentation that taken together provides additional
clarification of the clinical basis for a non-certification determination. The clinical rationale should relate
the non-certification determination to the worker’s condition or treatment plan, and sheuld-supph~-must
include a detailed basis for denial or non-certification of the proposed treatment so as to give the provider

or patient a sufficient basis for a decision to pursue an appeal._Clinical rationale must include specific
reference to any applicable provisions of the Mississippi Workers’ Compensation Medical Fee Schedule
which allegedly support the determination of the reviewer, or a statement attesting to the fact that no such

provision(s) exists in the Fee Schedule.

Concurrent Review. Utilization management or review which is conducted during a worker’s hospital stay
or course of treatment, sometimes called continued stay review.
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Discharge Planning. The process of assessing a patient’s need for medically appropriate treatment after
hospitalization and-affecting-an-including plans for an appropriate and timely discharge.

Expedited Appeal. An expedited appeal is a request foradditionalreview-ofto reconsider a prior
determination not to certify imminent or ongoing services, an admission, an extension of stay, or other
medical services of an emergency, imminent, or ongoing nature. Also sometimes referred to as a
reconsideration request.

First Level Clinical Review. Review conducted by a registered nurses, nurse case manager, or and-other
appropriate licensed or certified health professionals. First level clinical review staff may approve requests
for admissions, procedures, and services that meet the standard of medical necessity as defined
elsewhere in the Fee Scheduleelinical-review-eriteria, but must refer requests that do not meet this.
medical necessity standard, in their opinion, elinical-review-eriteria-to second level clinical peer reviewers
for approval or denial.

Notification. Correspondence transmitted by mail, telephone, facsimile, email, and/or electronic-data-

interchange(EDBHother reliable electronic means.
Pre-certification. The review and assessment ef-medical-necessity-and-appropriateness-of proposed

medical treatment or services before they occur to determine if such treatment or services meet the
definition of medical necessity as set forth elsewhere in this Fee Schedule. The appropriateness of the
site or level of care is assessed along with the duration and timing of the proposed services.

Provider. A licensed health care facility, program, agency, or health professional that delivers health care
services.

Retrospective Review. Utilization review conducted after services have been provided to the worker.

Second Level Clinical Review. Clinical-Peer review conducted by appropriate clinical peers when the
First Level Clinical Reviewer is unable to determine whether a request for an admission, procedure, or
service does-not-meet-clinicalreview-criteria-satisfies the standard of medical necessity as defined
elsewhere in this Fee Schedule. A decision to deny, or not certify, proposed treatment or services, must
be supported by the express written evaluation, findings and concurrence of a physician licensed to
practice medicine in the State of Mississippi and properly trained in the same specialty or sub-specialty as
the requesting provider.

Standard Appeal. A request toreview-by or on behalf of the patient or provider to reconsider a prior
decision by the payer or its utilization review agent to deny proposed medical treatment or service,
including but not limited to, a determination not to certify an admission, extension of stay, or other health
care service.

Third Level Clinical Review. Clinical-Medical necessity review conducted by appropriate clinical peers
who were not involved in the first or second level review when a decision not to certify a requested
admission, procedure, or service has been appealed. The third level peer reviewer must be in the same
or like specialty as the requesting provider. A decision to deny, or not certify, proposed treatment or
services, must be supported by the express written evaluation, findings and concurrence of a physician
licensed to practice medicine in the State of Mississippi and properly trained in the same specialty or sub-
specialty as the requesting provider.

Utilization Review. Evaluation of the medical necessity; and appropriateness—and-efficiency-forthe-use of
proposed health care services. It includes both prospective and concurrent review, and may-shall include
retrospective review under certain circumstances.
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Utilization Reviewer. An entity, organization, or representative thereof, or other person performing
utilization review activities or services on behalf of an employer, payer or third-party claims administrator.

Variance. A deviation from a specific standard.

STANDARDS

| Payers and their Yutilization review organizations or programs or agents are required to meet the
following standards:

| A

The payer’s utilization reviewer or agent must comply with the licensing and certification requirements
of MCA 841-83-1 et seq. (Rev. 2005), as amended, and any regulations adopted pursuant thereto by
the State Department of Health or the State Board of Medical Licensure, and shall have utilization
review personnel, agents or representatives who are properly qualified, trained, supervised, and
supported by explicit clinical review criteria and review procedures._In no event shall proposed
treatment or services be denied except in accordance with the express provisions stated elsewhere in
these Rules and in accordance with MCA 841-83-31 (Rev. 2009).

The first level review is performed if the claims adjuster or manager has not already approved the
treatment in question, and is performed by individuals who are health care professionals, who
possess a current and valid professional license, and who have been trained in the principles and
procedures of utilization review.

The first level reviewers are required to be supported by a doctor of medicine who has an unrestricted
license to practice medicine, and in cases where treatment is being denied or withheld by a utilization
reviewer, this determination must be supported in writing by a physician licensed in Mississippi and
trained in the relevant specialty or sub-specialty, as previously set forth in these Rules.

The second and third level review is performed by clinical peers who hold a current, unrestricted
Mississippi license to practice in the same or like specialty as the treating physician whose
recommendation is under review, and are oriented in the principles and procedures of utilization
review. The second level review shall be conducted for all cases where a clinical determination to
certify has not already been made by the payer or payer’s agent, and the determination of medical
necessity cannot be made by first level clinical reviewers. Second and third level clinical reviewers
shall be available within one (1) business day by telephone or other electronic means to discuss the
determination with the attending physicians or other ordering providers. In the event more information
is required before a determination can be rendered by a second or third level reviewer, the
attending/ordering provider must be notified immediately of the delay and given a specific time frame
for determination, and a specific explanation of the additional information needed. A requesting
provider shall not be required to participate in further discussions where the payer or its agents have
unilaterally scheduled such a conference. Further, a request for treatment or service may not be
denied solely on grounds the requesting provider fails to participate in a conference which has been
unilaterally scheduled by the payer or their agent. Follow-up conferences must be arranged by joint

agreement.

underreview-maintain all licensing applications, certificates, and other supporting information,
including any and all reports, data, studies, etc., along with written policies and procedures for the
effective management of its utilization review activities, which shall be made available to the provider,

or the Commission, upon request.
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GF. The payer maintains the responsibility for the oversight of the delegated functions if the payer
delegates utilization review responsibility to a vendor. The vendor or organization to which the
function is being delegated must be currently certified by the Mississippi Board of Health, Division of
Licensure and Certification to perform utilization management in the State of Mississippi. A copy of
the license or certification held by the utilization review agent shall be furnished to the provider, or to
the Commission, upon request. The payer who has another entity perform utilization review functions
or activities on its behalf maintains full responsibility for compliance with the rules.

| HG.The payer’s utilization reviewer shall maintain a telephone review service that provides access to its

review staff at a toll free number from at least 9:00 a.m. to 5:00 p.m. CST each normal business day.
There should be an established procedure for receiving or redirecting calls after hours or receiving
faxed requests. Reviews should be conducted during hospitals’ and health professionals’ reasonable
and normal business hours.

. The payer’s utilization reviewer shall collect only the information necessary to certify the admission

procedure or treatment, length of stay, frequency, and duration of services. The utilization reviewer
should have a process to share all clinical and demographic information on individual workers among
its various clinical and administrative departments to avoid duplicate requests to providers. (Providers
may use the Mississippi Workers’ Compensation Commission Utilization Review Request Form.)

V. PROCEDURES FOR REVIEW DETERMINATIONS
The following procedures are required for effective review determination.

| A

Initial Rreview determinations must be made within two (2) business days of receipt of the necessary
information on a proposed non-emergency admission or service requiring a review determination.
The Mississippi Workers’ Compensation Utilization Review Request Form may be used to request
pre-certification.

When an initial determination is made to certify, notification shall be provided promptly, at least within
one (1) business day or before the service is scheduled, whichever first occurs, either by telephone or
by written or electronic notification to the provider or facility rendering the service. If an initial
determination to certify is provided by telephone, a written notification of the determination shall be
provided within two (2) business days thereafter. The written notification shall include the number of
days approved, the new total number of days or services approved, and the date of admission or
onset of services.

When a determination is made not to certify, netifi-notification to the attending or ordering provider or
facility must be provided by telephone or electronic means within one (1) business day followed by
and-send-a written natification within one (1) business day thereafter. The written notification must
include the principal reason/clinical rationale for the determination not to certify, including specific
reference to any provision of this Fee Schedule relied upon by the reviewer, and instructions for

|n|t|at|ng an appeal and/or recon3|derat|on request —Reasens#er—&deterwnaﬁermet—teeeﬁ#y—ma%

The payer’s-dtilization-reviewer or its review agent shall inform the attending physician and/or other
ordering provider of their right to initiate an expedited appeal in cases involving emergency or
imminent care or admission, or a standard appeal, as the case may permit, of a determination not to
certify, and the procedure to do so.
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Expedited appeal—When an initial determination not to certify a health care service is made prior
to or during an ongoing service requiring imminent or expedited review, and the attending
physician believes that the determination warrants immediate appeal, the attending physician
shall have an opportunity to appeal that determination over the telephone or by electronic mail or
facsimile on an expedited basis within one (1) business day.

a. Each private review agent shall provide for prompt and expeditious reasenable-access to its
consulting physician(s) for such appeals.

b. Both providers of care and private review agents should attempt to share the maximum
information by phone, fax, or otherwise to resolve the expedited appeal (sometimes called a
reconsideration request) satisfactorily.

c. Expedited appeals, which do not resolve a difference of opinion, may be resubmitted through
the standard appeal process, or submitted directly to the Commission’s Medical Cost
Containment Division as a Request for Resolution of Dispute. A disagreement warranting
expedited review or reconsideration does not have to be resubmitted to the payer or
utilization review agent through the standard appeal process unless the requesting provider
so wishes.

Standard appeal—A standard appeal will be considered_as a request for reconsideration, and
notification of the appeal decision given to the provider, not later than twenty (20) calendar days
after receiving the required documentation for the appeal.

a. An attending physician who has been unsuccessful in an attempt to reverse a determination
not to certify treatment or services must sheuld-be provided the clinical rationale for the
determination along with the notification of the appeal decision.upenreguest:

Retrospective review—For retrospective review, the review determination shall be based on the
medical information available to the attending or ordering provider at the time the medical care
was provided, and on any other relevant information regardless of whether the information was
available to or considered by the provider at the time the care or service was provided._
Retrospective review is not optional or conducted solely at the discretion of the review agent. A
request for review and approval of services already provided must be handled by the payer or its
utilization reviewer in the same manner any other request for approval of services is handled.

a. When there is retrospective determination not to certify an admission, stay, or other service,
the attending physician or other ordering provider and hospital or facility shall receive written
notification, or notification by facsimile or electronic mail, within twenty (20) calendar days
after receiving the request for retrospective review and all necessary and supporting
documentation.

b. Notification should include the principal reasons for the determination and a statement of the
procedure method-for standard appeal_if the determination is adverse to the patient.

Emergency admissions or surgical procedures—Emergency admissions or surgical procedures
must be reported to the payer by the end of the next business day. Post review activities will be
performed following emergency admissions, and a continued stay review wil-may be initiated.

a. If alicensed physician certifies in writing to the payer or its agent or representative within
seventy-two (72) hours of an admission that the injured worker admitted was in need of
emergency admission to hospital care, such shall constitute a prima facie case for the
medical necessity of the admission. An admission qualifies as an emergency admission if it
results from a sudden onset of illness or injury which is manifested by acute symptoms of
sufficient severity that the failure to admit to hospital care could reasonably result in (1)
serious impairment of bodily function(s), (2) serious or permanent dysfunction of any bodily
organ or part or system, (3) permanently placing the person’s health in jeopardy, or (4) other
serious medical consequence.
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b. To overcome a prima facie case for emergency admission as established above, the
utilization reviewer must demonstrate by clear and convincing evidence that the patient was
not in need of an emergency admission.

Failure of the health care provider to provide necessary information for review, after being specifically
requested to do so by the payer or its review agent_in detail, may result in denial of certification_and/or
reimbursement.

When a payer and provider have completed the utilization review appeals process and cannot agree
on a resolution to a dispute, either party, or the patient, can appeal to the Cost Containment Division
of the Mississippi Workers’ Compensation Commission, and should submit this request on the
Request for Dispute Resolution Form adopted by the Commission. A request for resolution of a
utilization review dispute should be filed with the Commission within twenty (20) calendar days
following the conclusion of the underlying appeal process provided by the payer or its utilization
reviewer. The Commission shall consider and decide a request for resolution of a utilization review
dispute in accordance with the Dispute Resolution Rules provided elsewhere in this Fee Schedule.

Failure by-the-utilization+eviewer-of a payer or its utilization review agent to timely notify the provider
of a decision whether to certify or approve an admission, procedure, service or other treatment shall
be deemed to constitute approval by the payer of the requested treatment, and shall obligate the
payer to reimburse the provider in accordance with other applicable provisions of this Fee Schedule_
should the provider elect to proceed with the proposed treatment or service. Timely notification
means notification by mail, facsimile, electronic mail, or telephone, followed by written notification, to
the provider, within the applicable time periods set forth in these Utilization Review Rules.

Upon request of the provider, or the Commission, a payer and/or the review agentutilizationreviewer
must furnish a copy of the license or certification obtained from the State Department of Health, along
with all supporting documentation, reports, data, studies, etc., which authorizes the reviewer to
engage in utilization review activities in the State of Mississippi._The Commission may, likewise,
obtain this information unilaterally from the Mississippi Department of Health pursuant to an
agreement with that Agency.

Upon a finding by the Commission or an Admlnlstratlve Judqe that a payereptheqeayer—srum&aﬂew
reviewer-, and/or their review agent, has failed-w Y
regquirements-of theserulesunreasonably delayed a clalm W|thout reasonable qrounds within the
meaning of §71-3-59 of the Law, penalties pursuant to MCA 8§71-3-59 (Rev. 2000) may be assessed
against the payer.

Any payer electing to obtain an Employer Medical Evaluation (EME) pursuant to MCA §871-3-15(1)
must do so without unreasonable delay. With respect to an EME sought after the filing of a motion to
compel medical treatment by a claimant, failure by the payer to obtain and submit the EME report to
the claimant and the Commission within 45 days of the claimant’s filing of a motion to compel may be
deemed an unreasonable delay. Counsel for both parties may agree to extend the forty-five-day (45-
day) limitation, or the Administrative Judge may extend the forty-five-day (45-day) limitation at his or
her discretion. The forty-five-day (45-day) limitation does not apply to experts selected by the
agreement of both parties to render a second opinion. If an Administrative Judge or the Commission
finds that a payer has demonstrated unreasonable delay in seeking or obtaining an EME, regardless
of whether a motion to compel medical treatment has been filed, such a finding may result in the
imposition of penalties and/or attorney’s fees or expenses pursuant to MCA 871-3-59 and/or waiver of
the payer’s right to an EME.

Regardless of the outcome of a dispute arising hereunder regarding certification or approval of a pro-

posed treatment or service, in no event shall the injured worker/patient be held liable for the payment
of any portion of a bill related thereto. As provided in 871-3-15(1) of the Law, any dispute over the
amount due a medical provider for any reason shall be resolved between the payer and provider, with
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each holding the claimant harmless from payment of same, regardless of whether the treatment has
been provided inside or outside the State of Mississippi.

Nothing provided herein shall estop or prevent the patient from obtaining legal counsel and/or seeking

relief in the form of a request to compel medical treatment before an Administrative Judge.
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Rules for Modifiers and
Code Exceptions

Please see the modifier rules in each section of the Mississippi Workers’ Compensation Medical Fee
Schedule for a complete listing of appropriate modifiers for each area.

| A. Modifiers eedes-must be used by providers to identify procedures or services that are modified due to
specific circumstances.

B. When modifier 22 is used to report an increased service, a report explaining the medical necessity of
the situation must be submitted with the claim to the payer. It is not appropriate to use modifier 22 for
routine billing. When appropriate, the Mississippi Workers’ Compensation Medical Fee Schedule
reimbursement for modifier 22 is one hundred twenty percent (120%) of the maximum reimbursement
allowance.

C. The use of modifiers does not imply or guarantee that a provider will receive reimbursement as billed.
Reimbursement for a modified service or procedure is based on documentation of medical necessity
and determined on a case-by-case basis.

D. Moadifiers allow health care providers to indicate that a service was altered in some way from the
stated description without actually changing the definition of the service.

l.  MODIFIERS FOR CPT® (HCPCS LEVEL |) CODES

Modifiers augment CPT codes to more accurately describe the circumstances of services provided. When
applicable, the circumstances should be identified by a modifier code: a two-digit number placed after the
usual procedure code, separated by a hyphen. If more than one modifier is needed, place the multiple
modifiers code 99 after the procedure code to indicate that two or more modifiers will follow.

This section contains a list of modifiers used with CPT codes. Also consult each practice-area section of
the Fee Schedule for additional modifiers.

22 Increased Procedural Services

When the work required to provide a service is substantially greater than typically required, it may be
identified by adding modifier 22 to the usual procedure code. Documentation must support the substantial
additional work and the reason for the additional work (ie, increased intensity, time, technical difficulty of
procedure, severity of patient’s condition, physical and mental effort required). Note: This modifier should
not be appended to an E/M service.

Mississippi guideline: By definition, this modifier would be used in unusual circumstances only. Use of this modifier
does not guarantee additional reimbursement. When appropriate, the Fee Schedule reimbursement for modifier 22 is
one-hundred twenty percent (120%) of the maximum reimbursement allowance.
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23 Unusual Anesthesia

Occasionally, a procedure, which usually requires either no anesthesia or local anesthesia, because of
unusual circumstances must be done under general anesthesia. This circumstance may be reported by
adding modifier 23 to the procedure code of the basic service.

24 Unrelated Evaluation and Management Services by the Same Physician or Other Qualified

Health Care Professional During a Postoperative Period
The physician or other qualified health care professional may need to indicate that an evaluation and
management service was performed during a postoperative period for a reason(s) unrelated to the
original procedure. This circumstance may be reported by adding modifier 24 to the appropriate level of
E/M service.

25 Significant, Separately Identifiable Evaluation and Management Service by the Same
Physician or Other Qualified Health Care Professional on the Same Day of the Procedure
or Other Service

It may be necessary to indicate that on the day a procedure or service identified by a CPT code was

performed, the patient’s condition required a significant, separately identifiable E/M service above and

beyond the other service provided or beyond the usual preoperative and postoperative care associated
with the procedure that was performed. A significant, separately identifiable E/M service is defined or
substantiated by documentation that satisfies the relevant criteria for the respective E/M service to be
reported (See Evaluation and Management Services Guidelines for instructions on determining level of

E/M service). The E/M service may be prompted by the symptom or condition for which the procedure

and/or service was provided. As such, different diagnoses are not required for reporting of the E/M

services on the same date. This circumstance may be reported by adding modifier 25 to the appropriate

level of E/M service. Note: This modifier is not used to report an E/M service that resulted in a decision to
perform surgery. See modifier 57. For significant, separately identifiable non-E/M services, see modifier

59.

26 Professional Component

Certain procedures are a combination of a physician or other qualified health care professional
component and a technical component. When the physician or other qualified health care professional
component is reported separately, the service may be identified by adding modifier 26 to the usual
procedure number.

TC Technical Component (HCPCS Level Il Modifier)

Certain procedures are a combination of a physieian-professional component and a technical component.
When the technical component is reported separately, the service may be identified by adding modifier
TC to the usual procedure number._Technical component charges are institutional charges and not billed

separately by physicians.

Mississippi's-hroteMississippi guideline: The technical component is calculated by subtracting the prefessional-
componentPC aAmount from the tetal-aAmount for the reimbursement.

32 Mandated Services
Services related to mandated consultation and/or related services (eg, third-party payer, governmental,
legislative or regulatory requirement) may be identified by adding modifier 32 to the basic procedure.
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47 Anesthesia by Surgeon

Regional or general anesthesia provided by the surgeon may be reported by adding modifier 47 to the
basic service. (This does not include local anesthesia.) Note: Modifier 47 would not be used as a modifier
for the anesthesia procedures-00100-01999.

Mississippi guidelineMississippi's-nete: Reimbursement is made for base units only.

50 Bilateral Procedure
Unless otherwise identified in the listings, bilateral procedures that are performed at the same operative-
session, should be identified by adding modifier 50 to the appropriate 5 five-digit code.

51 Multiple Procedures

When multiple procedures, other than E/M Services, pPhysical mMedicine and rRehabilitation services, or
provision of supplies (eg, vaccines), are performed at the same session by the same previderindividual,
the primary procedure or service may be reported as listed. The additional procedure(s) or service(s) may
be identified by appending modifier 51 to the additional procedure or service code(s). Note: This modifier

should not be appended to designated “add-on” codes (see the-applicable-CRPTbook-aAppendix D).

Mississippis-reteMississippi guideline: This modifier should not be appended to designated “modifier 51 exempt”
codes as specified in the applicable-CPT-beokFee Schedule.

52 Reduced Services

Under certain circumstances a service or procedure is partially reduced or eliminated at the physician's-
discretion_of the physician or other qualified health care professional. Under these circumstances the
service provided can be identified by its usual procedure number and the addition of modifier 52,
signifying that the service is reduced. This provides a means of reporting reduced services without
disturbing the identification of the basic service. Note: For hospital outpatient reporting of a previously
scheduled procedure/service that is partially reduced or cancelled as a result of extenuating
circumstances or those that threaten the well-being of the patient prior to or after administration of
anesthesia, see modifiers 73 and 74 (see modifiers approved for ASC hospital outpatient use).

53 Discontinued Procedure

Under certain circumstances the physician or other qualified health care professional may elect to
terminate a surgical or diagnostic procedure. Due to extenuating circumstances or those that threaten the
well-being of the patient, it may be necessary to indicate that a surgical or diagnostic procedure was
started but discontinued. This circumstance may be reported by adding modifier 53 to the code reported
by the physician-individual for the discontinued procedure. Note: This modifier is not used to report the
elective cancellation of a procedure prior to the patient’s anesthesia induction and/or surgical preparation
in the operating suite. For outpatient hospital/ambulatory surgery center (ASC) reporting of a previously
scheduled procedure/service that is partially reduced or cancelled as a result of extenuating
circumstances or those that threaten the well-being of the patient prior to or after administration of
anesthesia, see modifiers 73 and 74 (see modifiers approved for ASC hospital outpatient use).

54 Surgical Care Only

When ene-1 physician or other qualified health care professional performs a surgical procedure and
another provides preoperative and/or postoperative management, surgical services may be identified by
adding modifier 54 to the usual procedure number.
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55 Postoperative Management Only

When enel physician or other qualified health care professional performed the postoperative
management and another physician-performed the surgical procedure, the postoperative component may
be identified by adding modifier 55 to the usual procedure number.

56 Preoperative Management Only

When enel physician or other qualified health care professional performed the preoperative care and
evaluation and another physician-performed the surgical procedure, the preoperative component may be
identified by adding modifier 56 to the usual procedure number.

57 Decision for Surgery
An evaluation and management service that resulted in the initial decision to perform the surgery may be
identified by adding modifier 57 to the appropriate level of E/M service.

58 Staged or Related Procedure or Service by the Same Physician or Other Qualified Health

Care Professional During the Postoperative Period
It may be necessary to indicate that the performance of a procedure or service during the postoperative
period was: a) planned or anticipated prospectively-at-the-time-of the-originalprocedure-(staged); b) more
extensive than the original procedure; or c) for therapy following a diaghestie-surgical procedure. This
circumstance may be reported by adding modifier 58 to the staged or related procedure. Note: For
treatment of a problem that requires a return to the operating/-er-procedure room, (eg, unanticipated
clinical condition), see modifier 78.

59 Distinct Procedural Service

Under certain circumstances, it may be necessary to indicate that a procedure or service was distinct or
independent from other non-E/M services performed on the same day. Modifier 59 is used to identify
procedures/-er-services other than E/M services that are not normally reported together, but are
appropriate under the circumstances. Fhis-may-represent-Documentation must support a different
session-or-patient-enceunter, different procedure or surgery, different site or organ system, separate
incision/excision, separate lesion, or separate injury (or area of injury in extensive injuries) not ordinarily
encountered or performed on the same day by the same physieianindividual. However, when another
already established modifier is appropriate, it should be used rather than modifier 59. Only if no more
descriptive modifier is available, and the use of modifier 59 best explains the circumstances, should
modifier 59 be used. Note: Modifier 59 should not be appended to an E/M service. To report a separate
and distinct E/M service with a non-E/M service performed on the same date, see modifier 25.

62 Two Surgeons

When two surgeons work together as primary surgeons performing distinct part(s) of a procedure, each
surgeon should report his/her distinct operative work by adding modifier 62 to the procedure code and
any associated add-on code(s) for that procedure as long as both surgeons continue to work together as
primary surgeons. Each surgeon should report the cosurgery once using the same procedure code. If an
additional procedure(s) (including an add-on procedure(s)) isare performed during the same surgical
session, a-separate code(s) may also be reported with modifier 62 added. Note: If a co-surgeon acts as
an assistant in the performance of additional procedure(s), other than those reported with the modifier 62,
during the same surgical session, those services{s) may be reported using a-separate procedure code(s)
with modifier 80 or modifier 82 added, as appropriate.
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66 Surgical Team

Under some circumstances, highly complex procedures (requiring the concomitant services of several
physicians_or other qualified health care professionals, often of different specialties, plus other highly
skilled, specially trained personnel, various types of complex equipment) are carried out under the
“surgical team” concept. Such circumstances may be identified by each participating physieian-individual
with the addition of modifier 66 to the basic procedure number used for reporting services.

76 Repeat Procedure or Service by Same Physician_or Other Qualified Health Care
Professional

It may be necessary to indicate that a procedure or service was repeated by the same physician or other

gualified health care professional subsequent to the original procedure or service. This circumstance may

be reported by adding modifier 76 to the repeated proceduref or service._ Note: This modifier should not

be appended to an E/M service.

may be necessary to indicate that a basic procedure or service was repeated by another physician or
other qualified health care professional subsequent to the original procedure or service. This
circumstance may be reported by adding modifier 77 to the repeated procedure or service. Note: This
modifier should not be appended to an E/M service.

78 Unplanned Return to the Operating/Procedure Room by the Same Physician or Other
Qualified Health Care Professional Following Initial Procedure for a Related Procedure
During the Postoperative Period

It may be necessary to indicate that another procedure was performed during the postoperative period of

the initial procedure_(unplanned procedure following initial procedure). When this subseguentprocedure

is related to the first, and requires the use of thean operating/procedure room, it may be reported by

adding modifier 78 to the related procedure. (For repeat procedures-en-the-same-day, see modifier 76.)

79 Unrelated Procedure or Service by the Same Physician or Other Qualified Health Care
Professional During the Postoperative Period

The physician-individual may need to indicate that the performance of a procedure or service during the

postoperative period was unrelated to the original procedure. This circumstance may be reported by

using modifier 79. (For repeat procedures on the same day, see modifier 76.)

80 Assistant Surgeon
Surgical assistant services may be identified by adding modifier 80 to the usual procedure number(s).

Mississippi's-reteMississippi guideline: Reimbursement is twenty percent (20%) of the maximum reimbursement
allowance.

81 Minimum Assistant Surgeon
Minimum surgical assistant services are identified by adding modifier 81 to the usual procedure number.
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Mississippi's-nroteMississippi guideline: Physician reimbursement is ten percent (10%) of the maximum
reimbursement allowancealewable.

82 Assistant Surgeon (when qualified resident surgeon not available)
The unavailability of a qualified resident surgeon is a prerequisite for use of modifier 82 appended to the
usual procedure code number(s).

90 Reference (Outside) Laboratory

When laboratory procedures are performed by a party other than the treating or reporting physician_or
other qualified health care professional, the procedure may be identified by adding modifier 90 to the
usual procedure number.

91 Repeat Clinical Diagnostic Laboratory Test

In the course of treatment of the patient, it may be necessary to repeat the same laboratory test on the
same day to obtain subsequent (multiple) test results. Under these circumstances, the laboratory test
performed can be identified by its usual procedure number and the addition of modifier 91. Note: This
modifier may not be used when tests are rerun to confirm initial results; due to testing problems with
specimens or equipment; or for any other reason when a normal, one-time, reportable result is all that is
required. This modifier may not be used when other code(s) describes a series of test results (eg, glucose
tolerance tests, evocative/suppression testing). This modifier may only be used for a-laboratory test(s)
performed more than once on the same day on the same patient.

92 Alternative Laboratory Platform Testing

When laboratory testing is being performed using a kit or transportable instrument that wholly or in part
consists of a single use, disposable analytical chamber, the service may be identified by adding modifier
92 to the usual laboratory procedure code (HIV testing 86701-86703, and 87389). The test does not
require permanent dedicated space; hence by its design itmay be hand carried or transported to the
vicinity of the patient for immediate testing at that site, although location of the testing is not in itself
determinative of the use of this modifier.

99 Multiple Modifiers

Under certain circumstances twoe2 or more modifiers may be necessary to completely delineate a service.
In such situations, modifier 99 should be added to the basic procedure and other applicable modifiers
may be listed as part of the description of the service.

AA Anesthesielogist Anesthesia Services Performed Personally by ar-Anesthesiologist
Report modifier AA when the anesthesia services are personally performed by an anesthesiologist.

AD Medical Supervision by a Physician: More Than Feu+4 Concurrent Anesthesia Procedures
Report modifier AD when the anesthesiologist supervises more than feur4 concurrent anesthesia
procedures.
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AS Assistantat Stgery-ServicesProvided-by-Registered-Nurse-Frst-Assistant-Physician
Assistant, Nurse Practitioner, or Clinical Nurse Specialist Services for Assistant at

Surgery
Assistant at surgery services provided by a-another qualified individual (e.qg., physician assistant, nurse

practmoner cllnlcal nurse speC|aI|st remstered nurse flrst aSS|stant) Feg+stel=ed—nu4’-se—ﬁ4tst—a55|stam—er—
ician)-and not
another phv5|C|an are |dent|f|ed by addlng modlfler AS to the Ilsted appllcable surglcal procedures. Fhe-
use—ef—the—Modlfler AS memﬁeemav be appended to ls—appFepHate—fer—any code identified that-otherwise-
as appropriate for surgical

assistance in this Fee Schedule

Mississippi's-reteMississippi guideline: AS reimbursement is ten percent (10%) of the allewablemaximum
reimbursement allowance. For assistant at surgery services provided by a physician, see modifiers 80, 81, and 82.

NPM1 Nurse Practitioner (Mississippi Modifier)
This modifier should be added to the appropriate CPT code to indicate that the services being billed were
rendered or provided by a nurse practitioner.

PAM2 Physician Assistant (Mississippi Modifier)
This modifier should be added to the appropriate CPT code to indicate that the services being billed were
rendered or provided by a physician assistant.

PTM3 Physical or Occupational Therapist Assistant (Mississippi Modifier)
This modifier should be added to the appropriate CPT code to indicate that the services being billed were
rendered or provided by either a physical therapist assistant or an occupational therapist assistant.

CAM4 CARF Accredited (Mississippi Modifier)

This modifier should be used in conjunction with CPT code 97799 Unlisted physical
medicine/rehabilitation service or procedure, to indicate chronic pain treatment being administered by a
CARF accredited provider as part of a pre-approved interdisciplinary pain rehabilitation program.

CGPM5 Chronic Pain Treatment_(Mississippi Modifier)

This modifier should be used only in conjunction with CPT code 97799 Unlisted physical
medicine/rehabilitation service or procedure, to indicate chronic pain treatment being administered as part
of a pre-approved interdisciplinary pain rehabilitation program.

QK Medical Direction of Fwe+Fhree—orFour2, 3, or 4 Concurrent Anesthesia Procedures

Involving Qualified Individuals{ERNA)}-by-an-Anesthesiologist
Report modifier QK when the anesthesiologist supervises two,-three;-erfour2, 3, or 4 concurrent

anesthesia procedures involving qualified individuals{CRNA-er-AA).

QX Qualified Non-Physician Anesthetist CRNA-Service-with Medical Direction by an-
Anesthesiologista Physician

Regional or general anesthesia provided by the-CRNA-er-AA-a qualified non-physician anesthetist with

medical direction by a physician may be reported by adding modifier QX.

QY Medical Direction of One Certified-Registered-Nurse-Anesthetist{CRNA)-Qualified Non-

Physician Anesthetist by an Anesthesiologist
Report modifier QY when the anesthesiologist supervises one CRNA-er-AAqualified non-physician
anesthetist.
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QZ CRNA Service without Medical Direction by an-Anesthesielogista Physician
Regional or general anesthesia provided by the CRNA (certified registered nurse anesthetist) or AA_

(anesthesiologist assistant) without medical direction by a physician may be reported by adding modifier

QzZ.

Il.  MODIFIERS APPROVED FOR AMBULATORY SURGERY CENTER (ASC) HOSPITAL

OUTPATIENT USE
This section contains a list of modifiers used with ambulatory surgery center and hospital-based
outpatient services. Also consult each practice-area section of the Fee Schedule for additional modifiers.

25 Significant, Separately Identifiable Evaluation and Management Service by the Same
Physician or Other Qualified Health Care Professional on the Same Day of the
Procedure or Other Service

It may be necessary to indicate that on the day a procedure or service identified by a CPT code was

performed, the patient’s condition required a significant, separately identifiable E/M service above and

beyond the other service provided or beyond the usual preoperative and postoperative care associated
with the procedure that was performed. A significant, separately identifiable E/M service is defined or
substantiated by documentation that satisfies the relevant criteria for the respective E/M service to be
reported (See Evaluation and Management Services Guidelines for instructions on determining level of

E/M service). The E/M service may be prompted by the symptom or condition for which the procedure

and/or service was provided. As such, different diagnoses are not required for reporting of the E/M

services on the same date. This circumstance may be reported by adding modifier 25 to the appropriate

level of E/M service. Note: This modifier is not used to report an E/M service that resulted in a decision to
perform surgery. See modifier 57. For significant, separately identifiable non-E/M services, see modifier

59.

27 Multiple Outpatient Hospital E/M Encounters on the Same Date

For hospital outpatient reporting purposes, utilization of hospital resources related to separate and distinct
E/M encounters performed in multiple outpatient hospital settings on the same date may be reported by
adding modifier 27 to each appropriate level outpatient and/or emergency department E/M code(s). This
modifier provides a means of reporting circumstances involving evaluation and management services
provided by physician(s) in more than one (multiple) outpatient hospital setting(s) (eg, hospital emergency
department, clinic). Note: This modifier is not to be used for physician reporting of multiple E/M services
performed by the same physician on the same date. For physician reporting of all outpatient evaluation
and management services provided by the same physician on the same date and performed in multiple
outpatient setting(s) (eg, hospital emergency department, clinic), see Evaluation and Management,
Emergency Department, or Preventive Medicine Services codes.

50 Bilateral Procedure
Unless otherwise identified in the listings, bilateral procedures that are performed at the same operative-
session, should be identified by adding modifier 50 to the appropriate five5 digit code.

52 Reduced Services

Under certain circumstances a service or procedure is partially reduced or eliminated at the physician's-
discretion_of the physician or other qualified health care professional. Under these circumstances the
service provided can be identified by its usual procedure number and the addition of modifier 52,
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signifying that the service is reduced. This provides a means of reporting reduced services without
disturbing the identification of the basic service. Note: For hospital outpatient reporting of a previously
scheduled procedure/service that is partially reduced or cancelled as a result of extenuating
circumstances or those that threaten the well-being of the patient prior to or after administration of
anesthesia, see modifiers 73 and 74.

58 Staged or Related Procedure or Service by the Same Physician or Other Qualified Health
Care Professional During the Postoperative Period
It may be necessary to indicate that the performance of a procedure or service during the postoperative
period was: a) planned or anticipated prospectively-at-the-time-of the-originalprocedure-(staged); b) more
extensive than the original procedure; or c) for therapy following a diagnostic surgical procedure. This
circumstance may be reported by adding modifier 58 to the staged or related procedure. Note: For
treatment of a problem that requires a return to the operating/-er-procedure room; (eg, unanticipated
clinical condition), see modifier 78.

59 Distinct Procedural Service

Under certain circumstances, it may be necessary to indicate that a procedure or service was distinct or
independent from other non-E/M services performed on the same day. Modifier 59 is used to identify
procedures/-er-services other than E/M services that are not normally reported together, but are
appropriate under the circumstances. Documentation must support a different session-erpatient-
enceunter, different procedure or surgery, different site or organ system, separate incision/excision,
separate lesion, or separate injury (or area of injury in extensive injuries) not ordinarily encountered or
performed on the same day by the same individual. However, when another already established modifier
is appropriate, it should be used rather than modifier 59. Only if no more descriptive modifier is available,
and the use of modifier 59 best explains the circumstances, should modifier 59 be used. Note: Modifier 59
should not be appended to an E/M service. To report a separate and distinct E/M service with a non-E/M
service performed on the same date, see modifier 25.

73 Discontinued Out-Patient Hospital/Ambulatory Surgery Center (ASC) Procedure Prior to
the Administration of Anesthesia
Due to extenuating circumstances or those that threaten the well-being of the patient, the physician may
cancel a surgical or diagnostic procedure subsequent to the patient’s surgical preparation (including
sedation when provided, and being taken to the room where the procedure is to be performed), but prior
to the administration of anesthesia (local, regional block(s) or general). Under these circumstances, the
intended service that is prepared for but cancelled can be reported by its usual procedure number and the
addition of modifier 73. Note: The elective cancellation of a service prior to the administration of
anesthesia and/or surgical preparation of the patient should not be reported. For physician reporting of a
discontinued procedure, see modifier 53.

74 Discontinued Out-Patient Hospital/Ambulatory Surgery Center (ASC) Procedure After
Administration of Anesthesia
Due to extenuating circumstances or those that threaten the well-being of the patient, the physician may
terminate a surgical or diagnostic procedure after the administration of anesthesia (local, regional
block(s), general) or after the procedure was started (incision made, intubation started, scope inserted,
etc). Under these circumstances, the procedure started but terminated can be reported by its usual
procedure number and the addition of modifier 74. Note: The elective cancellation of a service prior to the
administration of anesthesia and/or surgical preparation of the patient should not be reported. For
physician reporting of a discontinued procedure, see modifier 53.
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76 Repeat Procedure or Service by Same Physician_or Other Qualified Health Care
Professional

It may be necessary to indicate that a procedure or service was repeated subsequent-to-the-original-

procedure-or-service-by the same physician or other qualified health care professional subsequent to the

original procedure or service. This circumstance may be reported by adding modifier 76 to the repeated

proceduref or service. Note: This modifier should not be appended to an E/M service.

may be necessary to indicate that a basic procedure or service was repeated by another physician or
other qualified health care professional subsequent to the original procedure or service. This
circumstance may be reported by adding modifier 77 to the repeated procedure or service. Note: This
modifier should not be appended to an E/M service.

78 Unplanned Return to the Operating/Procedure Room by the same Physician or Other
Qualified Health Care Professional Following Initial Procedure for a Related Procedure
During the Postoperative Period

It may be necessary to indicate that another procedure was performed during the postoperative period of

the initial procedure_(unplanned procedure following initial procedure). When this subseguentprocedure

is related to the first, and requires the use of the-an operating/procedure room, it may be reported by

adding modifier 78 to the related procedure. (For repeat procedures-en-the-same-day, see modifier 76.)

79 Unrelated Procedure or Service by the Same Physician or Other Qualified Health Care
Professional During the Postoperative Period

The physician-individual may need to indicate that the performance of a procedure or service during the

postoperative period was unrelated to the original procedure. This circumstance may be reported by

using modifier 79. (For repeat procedures on the same day, see modifier 76.)

91 Repeat Clinical Diagnostic Laboratory Test

In the course of treatment of the patient, it may be necessary to repeat the same laboratory test on the
same day to obtain subsequent (multiple) test results. Under these circumstances, the laboratory test
performed can be identified by its usual procedure number and the addition of modifier 91. Note: This
modifier may not be used when tests are rerun to confirm initial results; due to testing problems with
specimens or equipment; or for any other reason when a normal, one-time, reportable result is all that is
required. This modifier may not be used when other code(s) describe a series of test results (eg, glucose
tolerance tests, evocative/suppression testing). This modifier may only be used for laboratory test(s)
performed more than once on the same day on the same patient.

lll.  MobiFlERs FOR HCPCS LEVEL || CODES
This section contains a list of commonly used modifiers with HCPCS Level I| DME codes. Other HCPCS
Level Il modifiers, including those which can be used with CPT codes, are acceptable modifiers.
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AU Item Furnished in Conjunction with a Urological, Ostomy, or Tracheostomy Supply
AV ltem Furnished in Conjunction with a Prosthetic Device, Prosthetic, or Orthotic
AW ltem Furnished in Conjunction with a Surgical Dressing

KC Replacement of Special Power Wheelchair Interface

NU Purchased-nNew Equipment

RR Rental eguipment{listedamountistheper-month-allowance)(use the RR modifier when
DME is to be rented)

Mississippi guideline: Listed amount is the per month allowance.

UE Purchased-uUsed Durable Medical Equipment

Mississippi guideline: Used to report the purchase of used durable medical equipment.

V. CODE EXCEPTIONS
| A. Unlisted Procedure Codes. If a procedure is performed that is not listed in the MedicalFee Schedule,
the provider must bill with the appropriate “Unlisted Procedure” code and submit a narrative report to
the payer explaining why it was medically necessary to use an unlisted procedure code.

The CPT book contains codes for unlisted procedures. Use these codes only when there is no
procedure code that accurately describes the service rendered. A report is required as these services
are reimbursed by report (see below).

B. By Report (BR) Codes. By report (BR) codes are used by payers to determine the reimbursement for
a service or procedure performed by the provider that does not have an established maximum
reimbursement allowance (MRA).

1. Reimbursement for procedure codes listed as “BR” must be determined by the payer based on
documentation submitted by the provider in a special report attached to the claim form. The
required documentation to substantiate the medical necessity of a procedure does not warrant a
separate fee. Information in this report must include, as appropriate:

a. A complete description of the actual procedure or service performed,;
b. The amount of time necessary to complete the procedure or service performed,

c. Accompanying documentation that describes the expertise and/or equipment required to
complete the service or procedure.

2. Reimbursement of “BR” procedures should be based on the usual and customary rate.

‘ C. Category Il Codes. This Fee Schedule does not include Category Il codes as published in_the CPT
book-CPT2010. Category Il codes are supplemental tracking codes that can be used for
performance measurements. These codes describe clinical components that are typically included
and reimbursed in other services such as evaluation and management (E/M) or laboratory services.
These codes do not have an associated relative value or fee.

D. Category Ill Codes. This Fee Schedule does not include Category Ill codes published in GRT2010the
CPT book. If a provider bills a Category Ill code, payment may be denied.
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jemtés)}The CPT book |dent|f|es procedures that are alwavs performed in addrtron to the pnmarv

procedure and designates them with a + symbol. Add-on codes are never reported for stand-alone
services but are reported secondarily in addition to the primary procedure. Specific language is used
to identify add-on procedures such as “each additional” or “(List separately in addition to primary

procedure).”

The same physician or other qualified health care provider that performed the primary ser-
vice/procedure must perform the add-on service/procedure. Add-on codes describe additional intra-
service work associated with the primary service/procedure (e.q., additional digit(s), lesions(s), neu-
rorrhaphy(s), vertebral segment(s), tendon(s), joint(s)).

Add-on codes are always performed in addition to the primary service/procedure, and must never be
reported as a stand-alone code. All add-on codes found in the CPT book are exempt from the
multiple procedure concept (see modifier 51 definition in this section). Add-on codes are reimbursed
at one hundred percent (100%) of the maximum reimbursement allowance_or the provider's charge,
whichever is less.

Refer to the most current version of the CPT book for a complete list of add-on codes.

Codes Exempt From Modlfler 51. Gertam—eedes—are—exempt—#em%he—use—ef—medmeréérbut—have—net

procedure codes that are exempt from the use of modlfrer 51 and are not designated as add-on

procedures/services as defined in the CPT book. Modifier 51 exempt services and procedures can be

found in Appendix E of CPT 2013. Additional codes that should not be subject to modifier 51 have
been identified by Optum based upon CPT guidelines and are included in this Fee Schedule using
the same CPT icon.

eeneept—eseemedmer%i—defmmewmthrs—seehen)—Codes exempt from modrfrer 51 are rermbursed at

one hundred percent (100%) of the maximum reimbursement allowance or the provider's usual
charge, whichever is less.

Moderate (Conscious) Sedation. To report moderate (conscious) sedation provided by the physician
also performing the diagnostic or therapeutic service for which conscious sedation is being provided,
see codes 99143-99145. It is not appropriate for the physician performing the sedation and the
service for which the conscious sedation is being provided to report the sedation separately when the
code is listed with the conscious sedation symbol ®. The conscious sedation symbol identifies
services that include moderate (conscious) sedation. A list of codes for services that include
moderate (conscious) sedation is also included in the most current CPT book.

For procedures listed with ®, when a second physician other than the health care professional
performing the diagnostic or therapeutic services provides moderate (conscious) sedation in the
facility setting (e.g., hospital, outpatient hospital/ambulatory surgery center, skilled nursing facility),
the second physician reports the associated moderate sedation procedure/service using codes
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Moderate sedation codes are not used to report minimal sedation (anxiolysis), deep sedation, or
monitored anesthesia care.
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Pharmacy Rules

SCOPE

This section provides specific rules for the dispensing of and payment for medications and other
pharmacy services prescribed to treat work-related injury/iliness under the terms of the Act.

V.

A.

DEFINITIONS
Medications are defined as drugs prescribed by a licensed health care provider and include name
brand and generic drugs as well as patented or over-the-counter drugs, compound drugs and
physician-dispensed or repackaged drugs.

Average Wholesale Price means the AWP based on the most current edition of the Drug Topics Red
Book in effect at the time the medication is dispensed.

RULES
Generic Equivalent Drug Products. Unless otherwise specified by the ordering physician, all
prescriptions will be filled under the generic name.

When the physician writes “brand medically necessary” on the prescription, the pharmacist will fill the
order with the brand name. When taking telephone orders, the pharmacist will assume the generic
brand is to be used unless “brand medically necessary” is specifically ordered by the treating
physician. Without exception, the treating physician has the authority to order a brand name
medication if he/she feels the trademark drug is substantially more effective.

A payer or provider may not prohibit or limit any person from selecting a pharmacy or pharmacist of
his/her choice, and may not require any person to purchase pharmacy services, including prescription
drugs, exclusively through a mail-order pharmacy or program, or to obtain medication dispensed by
the physician or in the physician’s office, provided the pharmacy or pharmacist selected by the
claimant has agreed to be bound by the terms of the Workers’ Compensation Law and this Fee
Schedule with regard to the provision of services and the billing and payment therefor.

Dietary supplements, including but not limited to minerals, vitamins, and amino acids are not
reimbursable unless a specific compensable dietary deficiency has been clinically established_as
related to the work injury.

Not more than one dispensing fee shall be paid per drug within a ten (10) day period.

REIMBURSEMENT
Reimbursement for pharmaceuticals ordered for the treatment of work-related injury/illness is as
follows:
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1. Brand/Trade Name Medications: Average Wholesale Price (AWP) plus a five dollar ($5.00)
dispensing fee.

Generic Medications: Average Wholesale Price (AWP) plus a five dollar ($5.00) dispensing fee.
Over-the-counter medications are reimbursed at usual and customary rates.

Dispensing fees are payable only if the prescription is filled under the direct supervision of a
registered pharmacist. If a physician dispenses medications from his/her office, a dispensing fee
is not allowed.

5. Repackaged and/or Physician Dispensed Medication: If the National Drug Code (NDC) for the
drug product as dispensed is a repackaged drug, the maximum allowable fee shall be the lesser
of AWP using a) the NDC for the underlying drug product from the original labeler, or b) the
therapeutic equivalent drug product from the original labeler NDC.

For purposes of this provision, “therapeutically equivalent drugs” means drugs that have been
assigned the same Therapeutic Equivalent Code starting with the letter “A” in the Food and Drug
Administration’s publication “Approved Drug Products with Therapeutic Equivalence Evaluations”
(Orange Book). The Orange Book may be accessed through the Food and Drug Administration
website at: http://www.accessdata.fda.gov/scripts/cder/ob/default.cfm.

National Drug Code “for the underlying drug product from the original labeler” means the NDC of
the drug product actually utilized by the repackager in producing the repackaged product.

6. Compound Medications: Compound drugs or medications shall be billed by listing each drug and
its NDC number included in the compound and calculating the charge for each drug separately.
Payment shall be based on the sum of the fee for each ingredient, plus a single dispensing fee of
five dollars ($5.00). If the NDC for any ingredient is a repackaged drug, reimbursement for the
repackaged ingredient(s) shall be as above provided. Reimbursement for a compound cream
medication is limited to a maximum total reimbursement of three hundred dollars ($300.00) for
one hundred twenty (120) grams per month. Any additional quantity over and above this one
hundred twenty (120) gram limit requires further documentation and prior authorization (pre-

certification).

7. If information pertaining to the original labeler of the underlying drug product used in repackaged
or compound medications is not provided or is otherwise unknown or unavailable, the payer shall
reimburse using the lowest priced generic therapeutic equivalent drug product.

B. Supplies and equipment used in conjunction with medication administration should be billed with the
appropriate HCPCS codes and shall be reimbursed according to the Fee Schedule. Supplies and
equipment not listed in the Fee Schedule will be reimbursed at the usual and customary rate.

C. Mail-order pharmaceutical services are subject to the rules and reimbursement limitations of this Fee
Schedule when supplying medications to Mississippi Workers’ Compensation claimants.
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| | Other
ualified Health Care

Professional Rules

I.  Nurse Practitioner

A. _Modifier NPM1 should be attached to the appropriate CPT® code when billing services rendered
by the nurse practitioner. The nurse practitioner must use his/her unique identifier to bill for all
services. Nurse practitioners must comply with the requirements for a National Provider Identifier
(NPI) as specified in the Billing and Reimbursement Rules of this Fee Schedule.

| H#- B. The nurse practitioner is reimbursed at eighty-five percent (85%) of the maximum allowable for
the procedure.

| H#: C. There is only one fee allowed for each CPT code. It is the decision of the physician or the nurse
practitioner as to who will bill for a service when both have shared in the provision of the service.
Incorrect billing of the service may cause a delay or improper payment by the payer. Fhe-payer
willreimburse-the billwhich-isreceived-first-The medical doctor (MD) must be on-site on the date
of service in order for physician reimbursement to apply.

Il Physician Assistant

A. Modifier M2 should be attached to the appropriate CPT code(s) when billing services rendered by

the physician assistant.

B. The physician assistant shat-be-is reimbursed at eighty-five percent (85%) of the maximum
allowable for the procedure.atthe-samerate-asforthe-nurse practitioner—and-t
C. The same rules as apply to the nurse practitioners with regard to billing and reimbursement, shall
apply to the physician assistant.
VI Med hed

phys&etan—assustant—thsmal Therapls S|stant or Occupatlonal Theraplst Assistant
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A. Modifier M3 should be attached to the appropriate CPT code(s) when billing services rendered by
a physical therapist assistant or an occupational therapist assistant.

B. The physical therapist assistant or occupational therapist assistant shall-be-is reimbursed at
eighty-five percent (85%) of the maximum allowable for the procedure. MedifierPT-should-be-

IV. Psychology

When a provider other than a psychiatrist provides psychology services, the reimbursement amount
for the CPT code is paid at eighty-five percent (85%) of the maximum reimbursement allowance. This
applies to psychologists, social workers, counselors, etc.
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Home Health Rules

SCOPE

This section of the Fee Schedule pertains to home health services provided to patients who have a work-
related injuryl/iliness.

A.

The determination that the injury/iliness or condition is work related must be made by the payer and
home health services shall be pre-certified as medically necessary by the payer’s Utilization
Management Program.

All nursing services and personal care services shall have prior authorization by the payer.

A description of needed nursing or other attendant care must accompany the request for
authorization.

REIMBURSEMENT
If a payer and provider have a mutually agreed upon contractual arrangement governing the payment
for home health services to injured/ill employees, the payer shall reimburse under the contractual
agreement and not according to the Fee Schedule.

In the absence of a mutually agreed upon contractual arrangement governing payment for home
health service, reimbursement shall be made as in other cases (see Billing and Reimbursement
Rules) in an amount equal to billed charges, or the maximum reimbursement allowance (MRA),
whichever is less. Billing for home health services is appropriate using the applicable billing form for
other institutional providers or facilities.

A visit made simultaneously by two or more workers from a home health agency to provide a single
covered service for which one supervises or instructs the other shall be counted as one visit.

A visit is defined as time up to and including the first two hours.

The maximum reimbursement allowances (MRA) rates-listed herein are inclusive of mileage and
other incidental travel expenses, unless otherwise agreed to by the payer and provider.

The hourly rates set forth in this section of the Fee Schedule apply to all hours worked. No additional
reimbursement is allowed for overtime hours, unless otherwise agreed to by the parties in a separate
fee contract.
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1.
|A.

RATES
The following rates-MRAs and codes apply to services provided by or through a home health agency:

Service Fee Per Visit Billing Code
Skilled Nursing Care $110.00 G0154
Physical Therapy $120.00 G0151
Speech Therapy $125.00 G0153

Occupational Therapy $125.00 G0152

Medical Social $125.00 G0155
Services
Home Health Aide $60.00 GO0156

For services that exceed two (2) hours, reimbursement for time in excess of the first two (2) hours
shall be pro-rated and based on an hourly rate equal to fifty percent (50%) of the above visit fee. For
home health services rendered in two (2) hours or less, reimbursement shall be made for a visit as
above provided.

Note: In addition to the Skilled Nursing Care fees above, an additional sum of seven dollars and
sixteen cents ($7.16) per visit shall be added to cover the cost of medical supplies, provided the
billing form adequately specifies what supplies were utilized.

The following Private Duty Rates shall apply:
Skilled Nursing Care — R.N.  $44.00 per hour

Skilled Nursing Care — $37.00 per hour
L.P.N.

Certified Nurse Assistant $20.00 per hour

Sitter/Attendant $1315.00 per
hour

Any reimbursement to persons not working under a professional license, such as a spouse or
relative, will be at the rate of eight dollars ($8.00) per hour unless otherwise negotiated by the payer
and caregiver or provider.

Professional providers not assigned a maximum-allowablerate-MRA for home health services and
who have not negotiated their rates with the payer prior to provision of home health care, shall be
reimbursed at the usual and customary rate, or the total billed charge, whichever is less.
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V. PARENTERAL/ENTERAL THERAPY IN THE HOME SETTING

A. The MRA for this therapy provided in the home setting is a per diem amount and includes necessary
supplies for the safe and effective administration of the prescribed therapy. Supplies include set(s),
needles, syringes, saline, tubing, dressing kits, saline, heparin, alcohol pads, start kits, catheters,
adapters, tape, gauges, pump, poles, and other supplies.

B. Per diem amounts are as follows:

Parenteral therapy (with or without antibiotics) Daily — $ 165.00

Twice a day — $ 190.00

Three times a day — $ 215.00

Four times a day — $ 265.00

5 or more times a day — $ 335.00
Total Parental Nutrition (TPN): 1-1.6 Liters per day — $280.00

1.7-2.4 Liters per day — $350.00

More than 2.4 liters per day — $385.00

LIPIDS: 10% — $75.00
20% — $95.00
Enteral Therapy: $24.00 per day

C. Medications for Parenteral/Enteral Therapy are reimbursed at AWP.
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Skilled Nursing Facility
Rules

‘ I.  Reimbursement

____The maximum reimbursement ameunt-allowance for medical care provided within the confines of a
freestanding skilled nursing facility, a hospital based skilled nursing facility, or a swing bed facility,
| shall be threefour hundred dollars ($360-60$400.00) per day. This rate covers and includes all routine
and ancillary health care services provided to a claimant during each day of a covered skilled nursing
facility stay.

Il. Excluded Services

The following services are excluded from the daily skilled nursing facility rate, and shall be_
reimbursed separately and in addition to the above daily rate:

e Cardiac catheterization

e Angiography

e Magnetic resonance imaging (MRI) and computerized axial tomography (CT) scans

e Radiation therapy and chemotherapy

e Emergency services, which are defined as an admission or services necessitated by a sudden
onset of illness or injury which is manifested by acute symptoms of sufficient severity that the
failure to provide services could reasonably result in:

(a) serious impairment of bodily function(s)

(b) serious or permanent dysfunction of any bodily organ or part or system
(c) permanently placing the person’s health in jeopardy, or

(d) other serious medical consequence

e Outpatient services when provided in a hospital or other free standing outpatient facility separate
from the skilled nursing facility

e Customized prosthetic services
e Ambulance transportation related to any of the above services

e Services provided independent of the facility by physicians, and other medical-practitioners-
gualified health care professionals (e.g., NP, PA, CRNA, psychologist).

Il. Exclusions
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As in other cases, the above provisions shall not apply to any mutual agreement or contract entered
into by the payer and provider which sets forth the terms for the provision of skilled nursing facility
services and reimbursement therefor.
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Evaluation and
Management

This section contains rules and codes used to report evaluation and management (E/M) services. Rules
and Guidelines follow the current CPT® Guidelines as stated.

Note: Rules used by all physicians in reporting their services are presented in the General Rules section.

l. DEFINITIONS AND RULES
Definitions and rules pertaining to evaluation-and-managementE/M services are as follows:

A. Consultations. The CPT book defines a consultation as “a type of evaluation and management

service provrded leyLarat the request of another physrcran \r\+heseLe|s>+rrre«nﬁeFaelA,L|eeeregarel++orgL

approprrate source:" to either recommend care for a soecrfrc condrtron or problem or to determine
whether to accept responsibility for ongoing management of the patient’s entire care or for the care of

a specific condition or problem.” (This includes referrals for a second opinion.) Consultations are
reimbursable only to physicians with the appropriate specialty for the services provided.

In order to qualify as a consultation the following criteria must be met:

e The verbal or written request for a consult must be documented in the patient’'s medical
record;

* The consultant’s opinion and any services ordered or performed must be documented by the
consulting physician in the patient’s medical record;

» The consulting physician must provide a written report to the requesting physician or other
appropriate source.

A payer/employer may request a second opinion examination or evaluation for the purpose of
evaluating temporary or permanent disability or medical treatment being rendered, as provided in
MCA §71-3-15(1) (Rev. 2000). This examination is considered a confirmatory consultation. The
confirmatory consultation is billed using the appropriate level and site-specific consultation codes
9924199245 for office or other outpatient consultations and 99251-99255 for inpatient consultations,
with modifier 32 appended to indicate a mandated service.

Evaluation and management consultation services will continue to be reported with CPT codes
99241-99245 for outpatient consultation services and codes 99251-99255 for inpatient consultation
services. The rules and guidelines regarding the definition, documentation, and reporting of
consultation services as contained in the CPT book will apply unless superseded by these guidelines.

Consultation services will be reimbursed at the lesser of the Mississippi-Weorker's-Compensation-
Medieal-Fee Schedule amount or the billed amount.

66



Referral. Subject to the definition of “consultation” provided in this Fee Schedule, a referral is the
transfer of the total or specific care of a patient from one physician to another and does not constitute
a consultation. (Initial evaluations and subsequent services are designated as listed in the_
E/MEvaluation and Management servicessection).

New and Established Patient Service. Several code subcategories in the Evaluation and
Management section are based on the patient’s status as new or established. The new versus
established patient guidelines also clarify the situation in which a physician is on call or covering for
another physician. In this instance, classify the patient encounter the same as if it were for the
physician who is unavailable.

* New Patient. A new patient is one who has not received any professional services from the
physician, or another physician of the same specialty who belongs to the same group practice, for
this same injury or within the past three years.

» Established Patient. An established patient is a patient who has been treated for the same injury
by any physician, of the same specialty, who belongs to the same group practice.

E/M Service Components. The first three components of history, examination, and medical decision
making are the keys to selecting the correct level of E/M codes, and all three components must be
met or exceeded in the documentation of an initial evaluation_or consultation. However, in
established, subsequent, and follow-up categories, only two of the three must be met or exceeded for
a given code.

1. The history component is categorized by four levels:
a. Problem Focused. Chief complaint; brief history of present illness or problem.

b. Expanded Problem Focused. Chief complaint; brief history of present illness; problem-
pertinent system review.

c. Detailed. Chief complaint; extended history of present illness; problem-pertinent system
review extended to include a review of a limited number of additional systems; pertinent past,
family medical and/or social history directly related to the patient’s problems.

d. Comprehensive. Chief complaint; extended history of present iliness; review of systems that
areis directly related to the problem(s) identified in the history of the present illness, plus a
review of all additional body systems; complete past, family, and social history.

2. The physical exam component is similarly divided into four levels of complexity:

a. Problem Focused. An-exam-imited-to-A limited examination of the affected body area or
organ system.

b. Expanded Problem Focused. A limited examination of the affected body area or organ
system and other symptomatic or related organ system(s).

c. Detailed. An extended examination of the affected body area(s) and other symptomatic or
related organ system(s).

d. Comprehensive. A general multi-system examination or a complete examination of a single
organ system.

The CPT book identifies the following body areas:
* Head, including the face
* Neck
e Chest, including breasts and axillae
* Abdomen
» Genitalia, groin, buttocks
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Back

Each extremity

The CPT book identifies the following organ systems:

Eyes

Ears, nose, mouth, and throat
Cardiovascular

Respiratory

Gastrointestinal
Genitourinary
Musculoskeletal

Skin

Neurologic

Psychiatric
Hematologic/lymphatic/immunologic

Medical decision making is the final piece of the E/M coding process. Medical decision making
refers to the complexity of establishing a diagnosis or selecting a management option that can be
measured by the following:

a.

The number of possible diagnoses and/or the number of management options te-that must be
considered.

The amount and/or complexity of medical records, diagnostic tests, and/or other information
that must be_retrievedobtained, reviewed, and analyzed.

The risk of significant complications, morbidity, mortality, as well as co-morbidities associated
with the patient’s presenting problem(s), the diagnostic procedure(s), and/or the possible
management options.

E. Contributory Components.

1.

Counseling, coordination of care, and the nature of the presenting problem are not major
considerations in most encounters, so they generally provide contributory information to the code
selection process. The exception arises when counseling or coordination of care dominates the
encounter (more than fifty percent (50%) of the time spent). Document the exact amount of time
spent to substantiate the selected code and what was clearly discussed during the encounter.
Counseling is defined in the CPT book as a discussion with a patient and/or family concerning
one or more of the following areas:

Q@
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Diagnostic results, impressions, and/or recommended diagnostic studies;
Prognosis;

Risks and benefits of management (treatment) options;

Instructions for management (treatment) and/or follow-up;

Importance of compliance with chosen management (treatment) options;
Risk factor reduction;

Patient and family education.
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2. E/M codes are designed to report actual work performed, not time spent. But when counseling or
coordination of care dominates the encounter, time overrides the other factors and determines
the proper code. For office encounters, count only the time spent face-to-face with the patient
and/or family. For hospital or other inpatient encounters, count the time spent rendering services
for that patient while on the patient’s unit, on the patient’s floor, or at the patient’s bedside.

F. Interpretation of Diagnostic Studies in the Emergency Room

1. Only one fee for the interpretation of an x-ray or EKG procedure will be reimbursed per
procedure.

2. The payer is to provide reimbursement to the provider that directly contributed to the diagnosis
and treatment of the individual patient.

3. ltis necessary to provide a signed report in order to bill the professional component of a
diagnostic procedure. The payer may require the report before payment is rendered.

4. If more than one bill is received, physician specialty should not be the deciding factor in
determining which physician to reimburse.

Example: In many emergency departments (EDs), an emergency room (ER) physician orders the
X-ray on a particular patient. If the ER physician interprets the x-ray making a notation as to the
findings in the chart and then treats the patient according to these radiological findings, the ER
physician should be paid for the interpretation and report. There may be a radiologist on staff at
the particular facility with quality control responsibilities at that particular facility. However, the fact
that the radiologist reads all x-rays taken in the ED for quality control purposes is not sufficient to
command a separate or additional reimbursement from the payer.

5. Areview alone of an x-ray or EKG does not meet the conditions for separate payment of a
service, as it is already included in the ED visit.

II.  GENERAL GUIDELINES
The E/M eede-section is divided into subsections-by-type-and-place-of servicebroad categories such as

office visits, hospital visits, and consultations. Most of the categories are further divided into two or more
subcategories of E/M services. Keep the following in mind when coding each service setting:

* A patient is considered an outpatient at a health care facility until formal inpatient admission
occurs.

» All physicians use codes 99281-99285 for reporting emergency department services, regardless
of hospital-based or non-hospital-based status.

« _Admission to a hospital or nursing facility includes E/M services provided elsewhere on the same
day.

* Not more than one hospital visit per day shall be payable except when documentation describes
the medical necessity of more than one visit by a particular practitioner. Hospital visit codes shall
be combined into the single code that best describes the service rendered.

lll.  OFFICE OR OTHER OUTPATIENT SERVICES (99201-99215)

ally /-3 a 3 ity-provided in the
office or in an outpatient or other ambulatory facility. A patient is considered an outpatient until inpatient

admission to a health care facility occurs.
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IV. HOSPITAL OBSERVATION SERVICES (99217-992206)

CPT codes 99217 through 992206 report E/M services provided to patients designated/-er-admitted as
“observation status” in a hospital. It is not necessary that the patient be Iocated in an observatron area

OBSERVATION CARE DISCHARGE SERVICES (99217)
CPT code 99217 is used only if discharge from observation status occurs on a date other than the
initial date of observation. The code includes final examination of the patient, discussion of the
hospital stay, instructions for continuing care, and preparation of discharge records.

> <

B. If a patient is admitted to and subsequently discharged from observation status on the same date,
see codes 99234-99236_as appropriate.

C. Do not report observation care discharge CPT code 99217 in conjunction with a hospital admission.

VI. HOSPITAL INPATIENT SERVICES (99221-99239)

Codes 99221-99239 are used to report evaluation and management services provided to hospital
inpatients. Hospital inpatient services include those services provided to patients in a “partial hospital”
settrnq These codes are to be used to report these partral hosmtalrzatron serV|ces Ih&eedesier—hespﬂalr




VI, CONSULTATIONS (99241-99255)

Consultations in CPT 2016-2013 fall under two subcategories: Office or Other Outpatient Consultations,
and Inpatient Consultations. If counseling dominates the encounter, time determines the correct code.

Most requests for a consultation come from the attending physician, the employer, an attorney, or other
appropriate source. Include the name of the requesting physician or other source on the claim form or
electronic billing. Confirmatory consultations may be requested by the patient and/or family or may result
from a second (or third) opinion. When requested by the patient and/or family the service is not reported
with consultation codes, but may be reported using the office, home service, or domiciliary/rest home care
codes. When required by the attending physician or other appropriate source, report the service with a
consultation code for the appropriate site of service, 99241-99245 for office or other outpatient
consultation or 99251-99255 for inpatient consultation.

The consultant may initiate diagnostic and/or therapeutic services, such as writing orders or prescriptions
and initiating treatment plans.

The opinion rendered and services ordered or performed must be documented in the patient's medical
record and a report of this information communicated to the requesting entity.

Report separately any identifiable procedure or service performed on, or subsequent to, the date of the
initial consultation.
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When the consultant assumes responsibility for the management of any or all of the patient’s care
subsequent to the consultation encounter, consult codes are no longer appropriate. Depending on the
location, identify the correct subsequent or established patient codes.

VI, EMERGENCY DEPARTMENT SERVICES (99281-99288)

Emergency department (ED) service codes do not differentiate between new and established patients
and are used by hospital-based and non- hospltal -based physicians. Fhe-neotesinthe- CPT bookclearly-
define-aAn emergency department is defined as “an organized hospital-based facility for the provision of
unscheduled episodic services to patients who present for immediate medical attention. The facility must
be available 24 hours a day.” This guideline indicates that care provided in the ED setting for convenience
should not be coded as an ED service. Also note that more than one ED service can be reported per
calendar day if medically necessary.

Codes 99281-99288 are used to report services provided in a medical emergency. If, however, the
physician sees the patient in the emergency room out of convenience for either the patient or physician,
the appropriate office visit code should be reported (99201-99215) and reimbursement will be made
accordingly.

IX. CRITICAL CARE SERVICES (99291-9929299300)

Critical care is the direct delivery by a physician(s) of medical care for a critically ill or critically injured
patient. A critical illness or injury acutely impairs one or more vital organ systems such that there is a high
probability of imminent or life threatening deterioration in the patient’s condition. Critical care involves high
complexity decision making to assess, manipulate, and support vital system function(s) to treat single or
multiple vital organ system failure and/or to prevent further life threatening deterioration of the patient’s
condition. Examples of vital organ system failure include, but are not limited to: central nervous system
failure, circulatory failure, shock, renal, hepatic, metabolic, and/or respiratory failure. Although critical care
typically requires interpretation of multiple physiologic parameters and/or application of advanced
technology(s), critical care may be provided in life threatening situations when these elements are not
present. Critical care may be provided on multiple days, even if no changes are made in the treatment
rendered to the patient, provided that the patient’s condition continues to require the level of physician
attention described above.

Providing medical care to a critically ill, injured, or postoperative patient qualifies as a critical care service
only if both the iliness or injury and the treatment being provided meet the above requirements. Critical
care is usually, but not always, given in a critical care area, such as the coronary care unit, intensive care
unit, pediatric intensive care unit, respiratory care unit, or the emergency care facility.

Services for a patient who is not critically ill but happens to be in a critical care unit are reported using
other appropriate E/M codes.
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Critical care and other E/M services may be provided to the same patient on the same date by the same -

physicianindividual.

The following services are included in reporting critical care when performed during the critical period by
the physician(s) providing critical care: the interpretation of cardiac output measurements (93561, 93562),
chest x-rays (71010, 71015, 71020), pulse oximetry (94760, 94761, 94762), blood gases, and information
data stored in computers (e.g., ECGs, blood pressures, hematologic data (99090)); gastric intubation
(43752, 91105); temporary transcutaneous pacing (92953); ventilatory management (94002—-94004,
94660, 94662); and vascular access procedures (36000, 36410, 36415, 36591, 36600). Any services
performed which are not listed above should be reported separately when performed in conjunction with

cr|t|cal serwces reported with code 99291 99292 Whe#repemnwnpanem—neenatakand—peeua%%e%e%

The critical care codes 99291 and 99292 are used to report the total duration of time spent by-a-physician-
providing-in provision of critical care services to a critically ill or critically injured patient, even if the time
spent by-thephysician-providing care on that date is not continuous. For any given period of time spent
providing critical care services, the physieian-individual must devote his or her full attention to the patient
and, therefore, cannot provide services to any other patient during the same period of time.

Codes 99304-99318 are used to report evaluation and management services to patients in nursing

facilities (skilled nursing facilities (SNFs)) intermediate care facilities (ICFs), or long-term care facilities

(LTCES).

These codes should also be used to report evaluation and management services provided to a patient in
a psychiatric residential treatment center (a facility or a distinct part of a facility for psychiatric care, which
provides a 24-hour therapeutically planned and professionally staffed group living and learning
environment). If procedures such as a medical psychotherapy are provided in addition to evaluation and
management services, these should be reported in addition to the evaluation and management services

provided.
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XI}. DOMICILIARY, REST HOME (E.G., BOARDING HOME), OR CUSTODIAL CARE

SERVICES (99324-99340)
The evaluation and management codes are used to report care-given-to-patientsresiding-evaluation and
management services in a facility that provides room, and-board, and other personal assistance services_
generally on a long-term basis. They also are used to report evaluation and management services in an

a53|sted living facility. Mwmwmwm%emee&d&mw%

XIlt. HOME SERVICES (99341-99350)
Services and care provided in a private residence atthe-patient's-home-are coded from this subcategory.
calt I I blished f . I '

XIII\# PROLONGED SERVICES (99354—99359)

professmnal provides prolonged service involving direct patient contact that is provided beyond the

usual service in either the inpatient or outpatient setting. Codes 99358-99359 are used when a
physician or other qualified health care professional provides prolonged service for patient
management where face-to-face services have or will occur on another date of service.

XIV. PHYSICIAN STANDBY SERVICES (99360)
Code 99360 is used to report physician or other qualified health care professional standby service that is
requested by another physician-individual and that involves prolonged physician-attendance without direct

(face-to-face) patient contact. Thephysician-Care or services may not be provided previding-care-or
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services-to other patients during this period. This code is not used to report time spent proctoring another -
physicianindividual. It is also not used if the period of standby ends with the performance of a procedure
subject to a “surgical” package by the physician-individual who was on standby.

XV}, CASE MANAGEMENT SERVICES (99363-99368)

Physician-eCase management is a process in which a physician or other qualified health care

professional is responsible for direct care of a patient, and, additionally, for coordinating, and-centrelling
managing access to, einitiating, and/or supervising other health care services needed by the patient.

Mississippi guideline: Use Mississippi specific code 9936M for a conference with workers’ compensation medical
case manager/claims manager.

XV, CARE PLAN OVERSIGHT SERVICES (99339-99340, 99374-99380)

Care plan oversight services are reported separately from codes for office/outpatient, hospital, home,
nursing facility, e~domiciliary, or non-face-to-face services. The complexity and the approximate
physician-time spent-in-of the care plan oversight services provided within a thirty (30) day period
determines-the code to-be-billedselection.

Only one physician-individual may report care plan oversight services during-for a given period of time,
reflecting-to reflect the sole or predominant supervisory role with a particular the-physician’'s-sele-er

predominant-supervisory-role-with-the-patient. These codes should not be used for supervision of a
patients in a-nursing faeility-facilities or under the care of a-home health ageney-agencies unless they

requwe recurrent superwsmn of therapy —G&reuplan@vepaght—semee&ap&een&dered—pame#meﬁanem_

XVII}. SPECIAL EVALUATION AND MANAGEMENT SERVICES (99450-99456)
These codes are used to report evaluations performed to establish baseline information prior to life or

dlsabllltv insurance certn‘lcates bemq |ssued Ihls—senes@eedes—wa&wﬁedemed—%GP—T—LQQ%Fepe%

¥ |'I'I".

XPXXVIIl.  OTHER EVALUATION AND MANAGEMENT SERVICES (99499)
This is an unlisted code to report E/M services not specifically defined in the CPT book.
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XIX. MODIFIERS

Modifiers augment CPT codes to more accurately describe the circumstances of services provided. When
applicable, the circumstances should be identified by a modifier code: a two-digit number placed after the
usual procedure code, separated by a hyphen. If more than one modifier is needed, place the multiple
modifiers code 99 after the procedure code to indicate that two or more modifiers will follow. Modifiers
commonly used with E/M procedures are as follows:

24 Unrelated Evaluation and Management Service by the Same Physician or Other Qualified

Health Care Professional During a Postoperative Period
The physician or other qualified health care professional may need to indicate that an evaluation and
management service was performed during a postoperative period for a reason(s) unrelated to the
original procedure. This circumstance may be reported by adding modifier 24 to the appropriate level of
E/M service.

25 Significant, Separately Identifiable Evaluation and Management Service by the Same
Physician or Other Qualified Health Care Professional on the Same Day of the
Procedure or Other Service

It may be necessary to indicate that on the day a procedure or service identified by a CPT code was

performed, the patient’'s condition required a significant, separately identifiable E/M service above and

beyond the other service provided or beyond the usual preoperative and postoperative care associated
with the procedure that was performed. A significant, separately identifiable E/M service is defined or
substantiated by documentation that satisfies the relevant criteria for the respective E/M service to be
reported (See Evaluation and Management Services Guidelines for instructions on determining level of

E/M service). The E/M service may be prompted by the symptom or condition for which the procedure

and/or service was provided. As such, different diagnoses are not required for reporting of the E/M

services on the same date. This circumstance may be reported by adding modifier 25 to the appropriate

level of E/M service. Note: This modifier is not used to report an E/M service that resulted in a decision to
perform surgery. See modifier 57. For significant, separately identifiable non-E/M services, see modifier

59.

32 Mandated Services
Services related to mandated consultation and/or related services (eg, third-party payer, governmental,
legislative or regulatory requirement) may be identified by adding modifier 32 to the basic procedure.

52 Reduced Services

Under certain circumstances a service or procedure is partially reduced or eliminated at the physician's-
discretion_of the physician or other qualified health care professional. Under these circumstances the
service provided can be identified by its usual procedure number and the addition of modifier 52,
signifying that the service is reduced. This provides a means of reporting reduced services without
disturbing the identification of the basic service. Note: For hospital outpatient reporting of a previously
scheduled procedure/service that is partially reduced or cancelled as a result of extenuating
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circumstances or those that threaten the well-being of the patient prior to or after administration of
anesthesia, see modifiers 73 and 74 (see modifiers approved for ASC hospital outpatient use).

57 Decision for Surgery
An evaluation and management service that resulted in the initial decision to perform the surgery may be
identified by adding modifier 57 to the appropriate level of E/M service.
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Anesthesia

l. INTRODUCTION

The base units in this section have been determined on an entirely different basis from the relative values
in other sections. A conversion factor applicable to this section is not applicable to any other section.

The 206206-2013 American Society of Anesthesiologists’ (ASA) Relative Value Guide® is recognized as an
appropriate assessment of current relative values for specific anesthesiology procedures. It is the basis
for the assigned base units for CPT® codes in the Anesthesia section of the Fee Schedule.

The conversion factor for anesthesia services has been designated at $45-0050.00 per unit.
Total anesthesia value is defined in the following formula:

(Base units + time units + modifying units) x conversion factor = reimbursement

Il.  BASE UNITS

Base units are listed for most procedures. This value is determined by the complexity of the service and
includes all usual anesthesia services except the time actively spent in anesthesia care and the modifying
factors. The base units include preoperative and postoperative visits, the administration of fluids and/or
blood incident to the anesthesia care, and interpretation of noninvasive monitoring (ECG, temperature,
blood pressure, oximetry, and other usual monitoring procedures). The basic anesthesia unit includes the
routine follow-up care and observation (including recovery room observation and monitoring). When
multiple surgical procedures are performed during the same period of anesthesia, only the highest base
unit allowance of the various surgical procedures will be used.

[ll.  TiME UNITS

Anesthesia time begins when the anesthesiologist starts the preparation of the patient for anesthesia in
the preoperative area, the operating room or a similar area, and ends when the injured employee is
placed under postoperative care, such as transfer to the recovery room.

units are allowed for recovery room time and monitoring.
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IV. SPECIAL CIRCUMSTANCES

A. Physical Status Modifiers
Physical status modifiers are represented by the initial letter P followed by a single digit from one (1)
to six (6) defined below:

Status | Description Base

Units

P1 A normal healthy patient 0

P2 A patient with mild systemic disease 0

P3 A patient with severe systemic dis- 1
ease

P4 A patient with severe systemic dis- 2

ease that is a constant threat to life

P5 A moribund patient who is not ex- 3
pected to survive without the opera-
tion

P6 A patient declared brain-dead whose 0
organs are being removed for donor
purposes

The above six levels are consistent with the American Society of Anesthesiologists’ (ASA) ranking of
patient physical status. Physical status is included in the CPT book to distinguish between various
levels of complexity of the anesthesia service provided.

B. Qualifying Circumstances

1.

value listed-is-added-to-the-existing-anesthesia-base-units:Many anesthesia services are provided

under particularly difficult circumstances, depending on factors such as extraordinary condition of
patient, notable operative condition, and/or unusual risk factors. These procedures would not be
reported alone but would be reported as additional procedure numbers qualifying an anesthesia
procedure or service.

CPT |Description Units

99100 | Anesthesia for patient of extreme age, 1
younger than ene-1 year and older than
seventy-70 (List separately in addition to
code for primary anesthesia procedure)

99116 | Anesthesia complicated by utilization of 5
total body hypothermia (List separately in
addition to code for primary anesthesia
procedure)

99135 | Anesthesia complicated by utilization of 5
controlled hypotension (List separately in
addition to code for primary anesthesia
procedure)

79



99140 | Anesthesia complicated by emergency 2
conditions (specify-conditions) (List sepa-
rately in addition to code for primary an-

esthesia procedure){Ar-emergeney-is-
efined " | ;

nentora-patie |E|neud cad tle_ﬁasgl '
part)

2. Payers must utilize their medical consultants when there is a question regarding modifiers and/or
special circumstances for anesthesia charges.

V. MONITORED ANESTHESIA CARE

Monitored anesthesia care occurs when the attending physician requests that an anesthesiologist be
present during a procedure. This may be to iasure-ensure compliance with accepted procedures of the
facility. Monitored anesthesia care includes pre-anesthesia exam and evaluation of the patient. The
anesthesiologist must participate or provide medical direction for the plan of care. The anesthesiologist,
resident, or nurse anesthetist must be in continuous physical presence and provide diagnosis and
treatment of emergencies. This will also include noninvasive monitoring of cardiocirculatory and
respiratory systems with administration of oxygen and/or intravenous administration of medications.
Reimbursement will be the same as if general anesthesia had been administered (time units + base
units).

VI. REIMBURSEMENT FOR ANESTHESIA SERVICES
A. Criteria for Reimbursement
Anesthesia services may be billed for any one of the three following circumstances:

1. An anesthesiologist provides total and individual anesthesia service.

2. An anesthesiologist directs a Certified Registered Nurse Anesthetist (CRNA) or Anesthesiology
Assistant (AA).

3. Anesthesia provided by a CRNA or AA working independent of an anesthesiologist’s supervision
is covered under the following conditions:

a. The service falls within the CRNA's or AA’s scope of practice and scope of license as defined
by law.

b. The service is supervised by a licensed health care provider who has prescriptive authority in
accordance with the clinical privileges individually granted by the hospital or other health care
organization.

B. Reimbursement
1. The maximum reimbursement allowance (MRA) for anesthesia is calculated by adding the base
unit value, the number of time units, any applicable modifier and/or unusual circumstances units,
and multiplying the sum by a dollar amount (conversion factor) allowed per unit.

2. Reimbursement includes the usual pre- and postoperative visits, the care by the anesthesiologist
during surgery, the administration of fluids and/or blood, and the usual monitoring services.
Unusual forms of monitoring, such as central venous, intra-arterial, and Swan-Ganz monitoring,
may be reimbursed separately.
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3. When an unlisted service or procedure is provided, the value should be substantiated with a
report. Unlisted services are identified in this Fee Schedule as by report (BR).

4. When it is necessary to have a second anesthesiologist, the necessity should be substantiated
BRby report. The second anesthesiologist will receive five base units + time units (calculation of
total anesthesia value).

5. Payment for covered anesthesia services is as follows:

a. When the anesthesiologist provides an anesthesia service directly, payment will be made in
accordance with the Billing and Reimbursement Rules of this Fee Schedule.

b. When an anesthesiologist provides medical direction to the CRNA or AA providing the
anesthesia service, then the reimbursement will be divided between the two of them at fifty
percent (50%).

c. When the CRNA or AA provides the anesthesia service directly, then payment will be the
lesser of the billed charge or eighty percent (80%) of the maximum allowable listed in the Fee
Schedule for that procedure.

6. Anesthesiologists, CRNAs, and AAs must bill their services with the appropriate modifiers to
indicate which one provided the service. Bills NOT properly coded may cause a delay or error in
reimbursement by the payer. Application of the appropriate modifier to the bill for service is the
responsibility of the provider, regardless of the place of service. Modifiers are as follows:

AA Anesthesiologist-Anesthesia services performed personally by anr-anesthesiologist
AD Medical supervision by a physician: more than feur4 concurrent anesthesia procedures

QK Medical direction of two-three—orfour-2, 3, or 4 concurrent anesthesia procedures involving
qualified individuals{CRNA-er-AA)-by-an-anesthesiclogist

QX Qualified non-physician anesthetist CRNA-or-AA-service-with medical direction by an-
anesthesiologista physician

QY Medical direction of one certified-registered-nurse-anesthetist (CRNA-er-AA)-qualified non-
physician anesthetist by an anesthesiologist

QZ CRNA service without medical direction by an-anesthesiologista physician

VII. ANESTHESIA MODIFIERS

All anesthesia services are reported by using the anesthesia five-digit procedure codes. The basic value
for most procedures may be modified under certain circumstances as listed below. When applicable, the
modifiring-circumstances should be identified by the-addition-of-the-appropriate-a modifier code: a two-
digit number placed (—meledmg—the—hyphen)—aﬁer the usual anesthesra—procedure code_separated by a
hyphen. € vided—If more than one
modifier is needed place the multlple modlflers code 99 after the procedure code to indicate that two or
more modifiers will follow. Modifiers commonly used in anesthesia are as follows:

22 Increased Procedural Services

When the work required to provide a service is substantially greater than typically required, it may be
identified by adding modifier 22 to the usual procedure code. Documentation must support the substantial
additional work and the reason for the additional work (ie, increased intensity, time, technical difficulty of
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procedure, severity of patient's condition, physical and mental effort required). Note: This modifier should
not be appended to an E/M service.

Mississippi's-reteMississippi guideline: By definition, this modifier would be used in unusual circumstances only. Use
of this modifier does not guarantee additional reimbursement. When appropriate, the Fee Schedule reimbursement
for modifier 22 is one hundred and twenty percent (120%) of the maximum reimbursement allowance.

23 Unusual Anesthesia

Occasionally, a procedure, which usually requires either no anesthesia or local anesthesia, because of
unusual circumstances must be done under general anesthesia. This circumstance may be reported by
adding modifier 23 to the procedure code of the basic service.

32 Mandated Services
Services related to mandated consultation and/or related services (eg, third-party payer, governmental,
legislative or regulatory requirement) may be identified by adding modifier 32 to the basic procedure.

53 Discontinued Procedure

Under certain circumstances the physician or other qualified health care professional may elect to
terminate a surgical or diagnostic procedure. Due to extenuating circumstances or those that threaten the
well-being of the patient, it may be necessary to indicate that a surgical or diagnostic procedure was
started but discontinued. This circumstance may be reported by adding modifier 53 to the code reported
by the physician-individual for the discontinued procedure. Note: This modifier is not used to report the
elective cancellation of a procedure prior to the patient’s anesthesia induction and/or surgical preparation
in the operating suite. For outpatient hospital/ambulatory surgery center (ASC) reporting of a previously
scheduled procedure/service that is partially reduced or cancelled as a result of extenuating
circumstances or those that threaten the well-being of the patient prior to or after administration of
anesthesia, see modifiers 73 and 74 (see modifiers approved for ASC hospital outpatient use).

59 Distinct Procedural Service

Under certain circumstances, the physician may need to indicate that a procedure or service was distinct
or independent from other non-E/M services performed on the same day. Modifier 59 is used to identify
procedures/services other than E/M services that are not normally reported together, but are appropriate
under the circumstances. Fhis-may-represent-Documentation must support a different session-erpatient
encounter, different procedure or surgery, different site or organ system, separate incision/excision,
separate lesion, or separate injury (or area of injury in extensive injuries) not ordinarily encountered or
performed on the same day by the same physicianindividual. However, when another already established
modifier is appropriate, it should be used rather than modifier 59. Only if no more descriptive modifier is
available, and the use of modifier 59 best explains the circumstances, should modifier 59 be used._Note:
Modifier 59 should not be appended to an E/M service. To report a separate and distinct E/M service with

a non-E/M service performed on the same date, see modifier 25.

99 Multiple Modifiers

Under certain circumstances 2 or more modifiers may be necessary to completely delineate a service. In
such situations, modifier 99 should be added to the basic procedure and other applicable modifiers may
be listed as part of the description of the service.
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AA Anesthesia Services Performed Personally by the-Anesthesiologist
Report modifier AA when the anesthesia services are personally performed by an anesthesiologist.

AD Medical Supervision by a Physician: More Than Feur4 Concurrent Anesthesia Procedures
Report modifier AD when the anesthesiologist supervises more than fedr4 concurrent anesthesia
procedures.

QK Medical Direction of FweTFhreeorFeur-2, 3, or 4 Concurrent Anesthesia Procedures
Involving Qualified Individuals

Report modifier QK when the anesthesiologist supervises two-three;-erfour-2, 3, or 4 concurrent

anesthesia procedures_involving gualified individuals.

QX Qualified Non-Physician Anesthetist CRNA-orAA-Service-with Medical Direction by a
Physician

Regional or general anesthesia provided by a qualified non-physician anesthetist the-GRNA-er-AA-with

medical direction by a physician may be reported by adding modifier QX.

QY Medical Direction SupervisionbyPhysician-of One Qualified Non-Physician Anesthetist
CRNA-e+AADby an Anesthesiologist

Report modifier QY when the anesthesiologist supervises one gualified non-physician anesthetisStcRNA-

or-AA.

QZ CRNA e+-AA-Service without Medical Direction by a Physician
Regional or general anesthesia provided by the CRNA (certified registered nurse anesthetist) or AA
(anesthesiologist assistant) without medical direction by a physician may be reported by adding modifier

Qz.
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Pain Management

l. INTRODUCTION
In addition to the General Rules, this section provides specific rules for Pain Management services.

Utilization review (UR) is expected and welcomed as part of the process in which Interventional Pain
Management (IPM) procedures are performed. The objectives to this IPM portion of the Fee Schedule are
to minimize or eliminate unnecessary, ineffective or inappropriate treatment, while at the same time
facilitating the performance of appropriate, effective and necessary treatment. Rendering unnecessary
treatment less costly via lowered reimbursement fails to meet these objectives, as the payer still
reimburses for unnecessary treatment, and the patient is still subjected to the risks, however diminutive,
inherent in all treatment. Delaying or even denying necessary treatment is equally undesirable. It is well
documented that the chances of returning the injured worker with back-related pain to their initial level of
work activity—or even any level of work—decrease significantly with increasing time off work. Therefore,
expedience of appropriate care is as desirous as elimination of unnecessary—and potentially injurious—
care.

To these ends, this portion of the Fee Schedule has been developed to give practitioners maximum
flexibility in proceeding with demonstrably effective care, by decreasing or even eliminating some aspects
of UR, while giving payers means to more objectively evaluate the effectiveness of care, project the cost
of future IPM treatment, and avoid having to evaluate unnecessary and inappropriate care and unproven
new technologies.

To be effective, these rules adopt the following strategies:

1. Providers must restrict treatment to indications recognized by established medical practice.

2. Providers must demonstrate more objectively the effectiveness of previously provided treatment
in order to repeat or continue it.

3. Providers must give detailed descriptions of the specific treatment provided, and must archive
images of that treatment that can be provided upon request of the payers.

4. Payers/lURs must approve or deny treatment within the rules provided by the IPM portion of the
Fee Schedule, and not involve extraneous outside quidelines.

5. Any UR personnel involved in the denial of care must cite the specific section of the IPM Fee
Schedule used as a basis for that denial. Failure to do so will result in automatic adjudication in
favor of the provider.
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REIMBURSEMENT FOR PAIN MANAGEMENT SERVICES

CB.

A. Use of Fluoroscopy

TherReimbursement for the use of fluoroscopy (CPT® codes 77002 and 77003) is based on the
RBRVSFee Schedule, regardless of the number of procedures performed, and may only be billed
once per date of service.

CPT code 77002 is to be used for fluoroscopic guidance for needle placement for CPT code 64510
Cervical (stellate ganglion) sympathetic block, or CPT code 64520 Thoracic or lumbar blocks.

CPT code 77003 is to be used for fluoroscopic guidance and localization of needle or catheter tip for
spine or paraspinous diagnostic or therapeutic injection procedures (i.e., cervical epidural-
transforaminal-epidural; or sacroiliac joint), and including facet nerve neurolytic agent destruction.

All procedures performed fluoroscopically MUST have stored images (hard copy or digital) showing
final needle placement in at least two (2) views (typically PA, lateral or oblique) demonstrating final
needle placement AND disbursement of contrast (when not contraindicated). These images must be
available upon request (with appropriate HIPAA compliance) by payers, or reimbursement may be
denied.

Reimbursement for Injection/Destruction Procedures

1. The current CPT codes for Pain Management typically have separate codes for injections that
may involve additional levels (e.g., 64490 is for injection of cervical facet single or first level, and
64491 and 64492 are used for additional levels).

2. Facet injections; and medial branch blocks and-nerve-destruction-procedures-are reimbursed at a

maximum of three (3) total anatomic joint levels. Additional level or bilateral modifiers may be
used to allow up to a maximum of two (2) additional service levels (but not more) for facet or
medial branch blocks in the cervical/thoracic (64491 and 64492) or lumbar (64494 and 64495) for
a maximum of three (3) procedure levels reimbursed per treatment session or day. Additional
injected site levels, beyond the first three (3), will not be reimbursed. These procedures are
unilateral by definition. Bilateral modifiers may be used when nerves are treated bilaterally.
Reimbursement of the bilateral modifier is fifty percent (50%) of the base amount for the second
or contralateral side. Nerve destructive procedures are only reimbursed for a maximum of two (2)
anatomical levels. A higher number of diagnostic injections are allowed because some providers
may want to block a larger anatomical level with the initial block to determine what, if any,
response is noted to the initial diagnostic injection. This prevents adding further levels during
additional diagnostic injections. The likelihood of true three (3) level involvement is exceedingly
rare, such that further localization of the involved levels is expected prior to destructive lesioning.

3. Reimbursement for injection/destruction procedure codes is made on the basis of rerves-joint
levels, not nerves treated (e.g., destruction by neurolytic agent of the L4-L5 facets counts as tweo-
2-one (1) levels/nerves and should be billed as 64622 (first level/nerve)-and-64623(each-
additionaHevel). There are two nerves supplying each joint andbut reimbursement is based upon
nervejoint(s) treated, not the jeintlevels-nerves treated. This applies to CPT codes 64622, 64623
(lumbar), and 64626, 64627 (cervical/thoracic). These procedures are unilateral by definition.
Additionally, bilateral modifiers may be used when nerves are treated bilaterally. Reimbursement
of the bilateral modifier is fifty percent (50%) of the base amount for the second or contralateral
side.

4. Multiple Epidural Injections in a Single Treatment Day/Session. In order to obtain reimbursement
for more than one epidural injection in a single treatment day/session (either multiple levels or
bilateral injections) there must be appropriate documentation in the medical records of a medical
condition for which multiple injections would be appropriate. For bilateral injections, this includes
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the presence of significant bilateral radiating/radicular pain. For multiple level injections, this
includes conditions for which an additional injected level could be anticipated to result in improved
clinical outcomes. These conditions would include:

» Disc pathology (e.g., protrusion) at one level with a dermatomal pain distribution of an
adjacent level (e.g., disc affects the traversing nerve root, such as an L4/5 disc herniation
affecting the traversing L5 nerve root).

e Multiple dermatomal nerve root involvement.

A maximum of two (2) levels of transforaminal epidural steroid injections are reimbursable for a
given date of service. This applies to codes 64479, 64480, 64483, and 64484.

Reimbursement is still limited to two epidural procedures (either two levels, or one level
bilaterally) per date of service.

5. A maximum of one (1) interlaminar epidural steroid injection is reimbursable for a given date of
service. This applies to codes 62310 and 62311.

6. A maximum of three (3) facet level procedures are reimbursable for a given date of service. This
maximum applies to facet joint injections and nerve blocks, codes 64490-64495. Nerve
destruction procedures, codes 64622—64627, are limited to two (2) facet levels (three (3) nerve
branches), unilateral and bilateral, per given date of service.

DC.Multiple Procedure Reimbursement

Only one (1) type of pain management procedure is reimbursable on a given date of service, unless
otherwise approved by the payer. This rule does not include multiple level injections or bilateral
procedures of the same type, with appropriate modifiers. This also does not include separate
procedures performed as part of a single primary service, such as implantation of a spinal cord
stimulator.

“Type” is defined as any procedure code involving an anatomically different structure (e.g., spinal
nerve, facet joint, sacroiliac joint, trigger point, etc.). Joints and nerves in different anatomical regions
(cervical, thoracic, lumbar, sacral) are considered to be different “types” and are limited to two (2)
procedures per given day. Additional level or bilateral injections of a single procedure in the same
area are not considered different “types,” and for the purpose of this rule, are considered to be the
same “type.” However, the multiple level restrictions, as detailed herein, still apply. Diagnostic
injections of more than one type in the same anatomic area on the same date of service are
prohibited, and will not be reimbursed without prior authorization.

Example: A three-level lumbar facet injection would be billed as 64493 for the first level, 64494 for
the second level, and 64495 for the third level.

REIMBURSEMENT FOR REFILL OF PAIN PUMPS
Code 95990. This CPT code, which applies to refilling and maintenance of an implantable pump or
reservoir for drug delivery spinal (intrathecal, epidural) or brain (intraventricular), is reimbursed at the
specified MRA listed in the Medicine section of the Fee Schedule.

Evaluation and Management Services. Refilling and maintenance of implantable pump or reservoir
for pain management drug delivery is a global service. An evaluation and management service is not
paid additionally unless significant additional or other cognitive services are provided and
documented. To report a significant, separately identifiable evaluation and management service,
append modifier 25 to the appropriate evaluation and management code. Documentation is required
and payment will be allowed if supported by the documentation.

Drugs. Those drugs used in the refill of the pain pump shall be reimbursed in accordance with the
Pharmacy Rules contained in the Pharmacy Rules section of this Fee Schedule.
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D. Compounding Fee. If the drugs used in the refill of the pain pump must be compounded, the
compounding service shall be reimbursed at $157.44 per individual refill. Report the compounding
service with code S9430, Pharmacy compounding and dispensing services.

HIV.=DIAGNOSTIC-ONEY¥= INJECTIONS AND PROCEDURES

A. Valid “diagnostic-enh/” injections require a reasonably alert patient capable of adequately determining
the amount or level of pain relieved or produced by the procedure. This requires judicious use of
sedatives in the performance of such procedures. Clearly—aAnalgesic medications such as
intravenous narcotics are to be avoided during the procedure and evaluation phase of testing, as
these medications can affect the validity of such diagnostic tests. The results of the tests and drugs
used during the injection or procedure must be part of the medical records, and available for review
by the payer. Failure to document the patient’s response to a diagnostic procedure or injection, and
the level of alertness following the procedure or injection, could result in denial of reimbursement.

B. Discography requires a reasonably alert patient capable of discriminating the quality and quantity of
discomfort during the performance of the procedure in order to provide valid information on
concordant or non-concordant pain. The results of the tests and drugs used during the procedure
must be part of the medical records, and available for review by the payer. Failure to document the
patient’s response to the procedure, and level of alertness during discography could result in denial of
reimbursement.

C. Medial branch (facet nerve) or diagnostic intra-articular facet injections require an alert patient, free
from undue influence of intravenous narcotics in order to more reliably determine the analgesic
response to the procedure. Failure to document the patient’s response to the procedure or injection,
and level of alertness after the procedure for diagnostic facet nerve or facet intra-articular injections
could result in denial of reimbursement.

D. Diagnostic injections with local anesthetics require documentation of analgesic response through any
validated pain measurement test (e.g., numerical pain scale, visual analogue scale). This should be
performed in the treatment facility after the procedure during the time that there would be an expected
analgesic response (every thirty (30) minutes for at least one (1) hour). This must be documented and
the documentation must be available to the payer for review. Subsequent pain scores must be
documented at least hourly for two (2) hours after the procedure. The documentation available must
also include the drugs used during the procedure, and comments on the patient’s level of alertness in.
the treatment facility at each time period when the pain or response is evaluated. If the patient’s pre-
procedure pain was determined by provocative exam tests or maneuvers, these should be repeated
during the evaluation period following the procedure, to differentiate analgesia related to the
procedure from positional analgesia, such as, ferexample;-that which may be provided by lying in a
recovery bed.

E. Intravenous narcotic pain medications are typically to be avoided for diagnostic analgesic injections,
such as facet joint or nerve blocks, as they would be expected to provide an analgesic benefit
completely independent of the injection itself. Sedatives such as midazolam or propofol can be used
judiciously, if necessary, avoiding excessive post-procedure sedation, depending on the experience
level of the practitioner ordering or administering the medication. Proper documentation of a lack of
undue influence of sedation and analgesics must be provided to support a request for reimbursement
for diagnostic procedures.

F. Other injections with both therapeutic and potentially diagnostic benefit, such as selective nerve root
or peripheral nerve blocks or therapeutic facet injections-{see-medifier 1}, would ideally be performed
with minimal sedation and avoidance of intravenous narcotics. However, as these injections also
have potential therapeutic benefit, this is NOF-not a requirement for reimbursement.
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V. PHYsicALTHERAPYTHERAPEUTIC SERVICES

In the pain management setting, no more than two (2) modalities and/or procedures may be used on a
date of service (e.g., heat/cold, ultrasound, diathermy, iontophoresis, TENS, electrical stimulation, muscle
stimulation, etc.). Multiple modalities should be performed sequentially. Only one (1) modality can be
reported for concurrently performed procedures.

v

A.

GENERAL RULES
This Fee Schedule does not recognize a “series” of epidural injections, regardless of number. A trial
of epidural injections is permitted provided there is appropriate documentation of a recognized
indication for this procedure. Only a single injection can be approved unless there is documentation of
analgesic response consistent with response to the injection. Further injections require a positive
analgesic response in order to be repeatedferapproval. For the first injection, the initial analgesic
response may be temporary. However, after the second injection, there must be a residual and
progressive analgesic benefit in order to perform a third injection. Documentation of a positive patient
response will be required to continue epidural treatment. If there is no documented residual pain relief
after two (2) injections, no further epidural injections will be considered medically necessary.

1. There is no recognized “series” of epidural injections, and repeat injections are contingent upon
proper documentation of clinical responses as stated above. Repeat injections (up to two (2)
additional injections, for a total of three (3) per twelve (12) month period), however, do NOT
require prior approval as long as the appropriate responses are properly documented.
Specifically, the first injection must provide at least a temporary analgesic response_independent
of any local anesthetic response or from sedatives or analgesics administered to the patient
during the procedure. Typically, this means there should have been some benefit that occurred
sometime after the first treatment day. Subsequent epidural injections must provide progressive
and durable (persistent) relief of the targeted pain.

2. Utilization management or review decisions shall not be based solely on the application of clinical
guidelines, but must include review of clinical information submitted by the provider and represent
an individualized determination based on the worker’s current condition and the concept of
medical necessity predicated on objective or appropriate subjective improvements in the patient’s
clinical status.

Reimbursement will be limited to three (3) epidural pain injections in a twelve (12) month period
unless the payer gives prior approval for more than three (3) such injections. Separate billing for the
drug injected is not appropriate and will not be reimbursed.

Epidural Injections (Transforaminal and Interlaminar):

Transforaminal epidural injections are used for and are indicated for both diagnostic and therapeutic
purposes.

Diagnostically, they may be used to:

e Determine whether a pain is somatic, visceral, sympathetic or functional.

e Determine which spinal nerve(s) (if any) are involved in the patient’s pain process. This in-
formation may at times be used to determine the anatomical nerve root(s) involved for the
purpose of surgical intervention.

e To determine if there is a component of pain related to involvement of a spinal nerve.

e To determine the source of pain when there is no clear pathology or conflicting pathology on
imaging or EMG/NCV.
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e To differentiate central from somatic pain following an injury to the central nervous system

Diagnostic Epidural Injections

Diagnostic transforaminal injections are often repeated due to the high incidence (up to forty
percent (40%)) of false positive injections. Typically, local anesthetics of different durations of
action (e.q., lidocaine and bupivacaine) are used for two consecutive injections to determine an
appropriate duration of effect. Some practitioners may also use a placebo injection (typically
saline) to further refine the patient’s response. In order to be a “successful” (“positive”) diagnostic
procedure the patient must experience at least seventy-five percent (75%) relief of the index pain
(pain suspected as being radicular). Pain levels should be measured during provocative testing
pre- and postprocedure, if necessary, to insure that the patient is experiencing their usual
discomfort prior to the procedure. The same provocative test should be repeated during each of
the subsequent time intervals, and for at least two (2) hours. The provocative test(s) used should
be one(s) that the patient is able to perform unassisted and that would not result in injury to the

patient.

As with other diagnostic injections, excessive sedation and any narcotics should be avoided to
evade impairing the patient’s ability to determine a positive analgesic response to the injection.
Diagnostic epidural injections are subject to the “diagnostic injection” rules specified in Section lll,
Subsection D.

Interlaminar epidural injections are seldom used for diagnostic purposes because the generalized
regional spread of local anesthetic with spinal injection makes it impractical if not impossible to
selectively block a specific nerve.

Therapeutic Epidural Injections

Therapeutically, epidural injections may be used (typically with steroids) for the treatment of radi-
ating pain (upper/lower extremity, buttock and rarely dermatomal chest wall or abdominal pain
from thoracic nerve root involvement), related to spinal nerve or dorsal root ganglion irritation, in-
flammation or compression. The pathology causing the radiating pain is often, but not exclusively,
caused by pathology involving adjacent intervertebral discs, such as protrusions, herniations or
bulges. Degenerative changes within the discs may also result in inflammatory processes that
may cause radicular pain. Other causes may involve either central or lateral recess stenosis
caused by facet joint pathology, ligamental hypertrophy and disc pathology.

Therapeutic injections for pain in the lumbar spine are typically transforaminal as these have
been demonstrated by the available medical literature to be more effective than interlaminar injec-
tions for radicular pain. An exception would be the patient who is allergic to contrast media, as
transforaminal epidural injections must be performed fluoroscopically with contrast. Cervical and
thoracic therapeutic epidural injections are most often interlaminar, as this approach is inherently
safer and less technically demanding, and the available medical literature does not suggest a
clear therapeutic advantage to either a transforaminal or interlaminar technigue. However, to be
reimbursed, both cervical and interlaminar epidural steroid injections must be performed fluoro-
scopically, typically with contrast injection, unless there is a documented contrast allergy. The
fluoroscopic guidance requirement for lumbar interlaminar epidural injections represents a
change from previous Fee Schedules, and is now required to reflect a growing national trend of
use of fluoroscopy with all epidural injections. The technical failure rate of non-fluoroscopic
(“blind”) epidural injections is documented to be as high as twenty-five percent (25%), and con-
sidering the benefit of interlaminar epidural injections for radicular pain is suspect at best, there is
now the requirement for fluoroscopy with all epidural steroid injections.

Epidural blood patches do not require fluoroscopic guidance, though this is preferred.

The specific cause of radiating pain may not always be obvious on imaging, such as MRI, CT or
x-rays. Normal imaging, or even abnormal imaging in which the pathology is on the side opposite
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the pain, or at a level that would not be expected to cause the patient's particular anatomical pain
pattern, can occur. However, the absence of such pathology does not rule out inflammation or irri-
tation of a spinal nerve or dorsal root ganglion. Therefore, the indications for a trial of epidural
steroid injections are based on the patient's clinical presentation, not imaging.

All nerve root pain or radiating pain is not caused by damage (nerve or axon loss) to the nerve or
dorsal root ganglion. When there is only inflammation or irritation of the nerve, there may be radi-
ating pain in the absence of physical exam findings of nerve damage such as altered or absent
motor, sensory, or reflex function. In fact, actual nerve damage is not treated by steroid injections,
as the latter does not accelerate the regeneration of new nerve (axon) regeneration. Therefore,
EMG/NCYV testing demonstrating nerve or axon loss is not necessary as an indication for a trial of
epidural steroid injections. EMG testing can be superfluous when there is obvious nerve injury
and imaging that demonstrate the etiology of the nerve injury (i.e., large disc herniation with ap-
propriate nerve motor/sensory/reflex pathology). EMG/NCV testing is not capable of detecting co-
existing nerve injury and inflammation so positive EMG/NCYV is not a contraindication to a trial of
epidural steroid injections.

A trial of epidural steroids injections may be indicated when there is radiating pain (extremity or
buttock) with or without co-existing back pain. There is no acceptable "series" of epidural steroid
injections as repeat injections are indicated based on the response to the preceding epidural in-
jection. Repeat injections would typically occur two to four (2—4) weeks after the initial treatment,
contingent upon some degree of continuing radiating pain. Repeat injections cannot be performed
within two (2) weeks of the previous epidural injection.

In order to repeat an epidural injection, there must have been a positive analgesic response (pain
improvement or functional improvement) to the previous injection. For the first injection, this relief
may be temporary, but cannot be attributed solely to a local anesthetic effect or intra-procedural
sedation (i.e., relief for the first few hours after injection). Additionally, in order to repeat an epi-
dural injection, there must be continued radiating pain, and not only residual axial (back/neck)
pain. After a second epidural injection, there must be some degree of residual/durable relief of the
radiating component of pain that has persisted to the time of the patient’s follow up visit.

Epidural injections (with or without steroids) may be used for the treatment of sympathetically
mediated/maintained pain in the complex of conditions often referred to as “reflex sympathetic
dystrophy” (RSD), “causalgia”, complex regional pain syndrome type | and Il (CRPS). This type of
pain is typically distinctive, and does not typically radiate as does radicular pain related to nerve
root inflammation or irritation. However, sympathetic pain may occur in the presence of nerve root
injury (causalgia, CRPS 1) where there is usually a component of radiating pain as well. The fre-
quency of injection for these conditions may be (in rare cases) multiple times per week, and re-
peated as long as debilitating pain persists. However, as with other effective treatments, a trend
towards improvement should be a necessary criterion for continued use of the treatment. It s,
however, due to the complexity and variable presentation of these conditions, impractical to de-
fine a specific number of permissible injections, and providers and payers must rely on the de-
monstrable response and durability of relief provided by the treatment to determine the appropri-
ateness of care.

Initiation and Continuation of Epidural Injections

It is necessary to obtain prior approval by the payer or appropriate utilization reviewer before initi-
ating a trial of epidural injections. It is NOT necessary to obtain prior approval to repeat an injec-
tion as long as it is performed according to the rules outlined above. If the appropriate rules are
followed, denial of reimbursement for repeated procedures will result in automatic adjudication fa-
vorable to the provider and may result in appropriate penalties and/or fines to the payer.

There will be a maximum of three (3) epidural injections per anatomical (cervical/thoracic/lumbar)
area allowed within a given one (1) year time period. There may be times when additional injec-
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tions are indicated (re-injury, intervening surgery, etc.,) but this is subject to prior approval by the
payer, who has the sole authority to allow more than three (3) injections per one (1) year period.

Repeat trials of epidural injections may be considered after one (1) vear if the preceding trial pro-
vided several months of demonstrable benefit. In order to be considered effective, this benefit
must include greater than thirty percent (30%) improvement in pain scores, and documentation of

either 1) significant reduction of daily narcotic consumption, defined as a sustained reduction
(several months) of at least thirty percent (30%) of the daily narcotic use prior to initiation of the
trial of epidural injections, or 2) ability to work for a sustained period of time (several months) at
least at sedentary work level or the work level as determined by a valid Functional Capacity Rat-
ing (FCE). Also, no patient can be considered for a repeat trial of epidural steroid injections, if af-
ter the preceding trial (in a similar anatomical area) they are unable to reduce narcotic consump-
tion to less than 100 mg morphine equivalent per day.

If, after an initial trial of epidural injections, it is suspected that there is a new nerve injury involv-
ing a different anatomical nerve, a trial of epidural injections may be indicated independent of the
response to the initial trial of epidural injections. However, as this would represent a separate
nerve injury, causation would have to be established prior to initiation of further treatment related

to a work injury.

Documentation Requirements for Epidural Injections (Adopted and Adapted from CMS

MLN Matters #SE1102 rev)

Documentation in the medical record must contain the initial evaluation including history and
physical examination; diagnosis, pain, and disability of moderate to severe degree; site of injec-
tion with name and dosage of drug instilled; and the patient’s response to the prior injections.

a. Documentation of conservative therapies that were tried and failed except in acute situations
such as acute disc herniation with disabling and debilitating pain, reflex sympathetic dystro-
phy, postoperative and obstetric pain and intractable pain secondary to carcinoma.

b. All documentation must be maintained in the patient’s medical record and available to the
payer upon reguest.

c. The record must be legible and include appropriate patient identification information (e.qg.,
complete name, dates of service(s)). The record must include the physician responsible for
and providing the care of the patient.

d. The submitted medical record should support the use of the selected ICD-9-CM code(s). The

submitted CPT/HCPCS code should describe the service performed.

e. The patient’s record should document an appropriate history and physical examination by the

provider or provider's representative specifying the medical indications requiring his/her pres-
ence when applicable. The indications should be recorded by the provider performing the in-
jection in their respective notes.

ICD-9 Codes for Epidural Injections

The following ICD-9-CM codes apply to the CPT/HCPCS codes 64479, 64480, 64483, and

64484

337.21 REFLEX SYMPATHETIC DYSTROPHY OF THE UPPER LIMB
337.22 REFLEX SYMPATHETIC DYSTROPHY OF THE LOWER LIMB
337.29 REFLEX SYMPATHETIC DYSTROPHY OF OTHER SPECIFIED SITE
353.0 BRACHIAL PLEXUS LESIONS
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353.1

LUMBOSACRAL PLEXUS LESIONS

353.2

CERVICAL ROOT LESIONS NOT ELSEWHERE CLASSIFIED

353.3

THORACIC ROOT LESIONS NOT ELSEWHERE CLASSIFIED

3534

LUMBOSACRAL ROOT LESIONS NOT ELSEWHERE CLASSIFIED

354.4

CAUSALGIA OF UPPER LIMB

355.0

LESION OF SCIATIC NERVE

355.71

CAUSALGIA OF LOWER LIMB

722.0

DISPLACEMENT OF CERVICAL INTERVERTEBRAL DISC WITHOUT MYELOPATHY

722.10

DISPLACEMENT OF LUMBAR INTERVERTEBRAL DISC WITHOUT MYELOPATHY

722.11

DISPLACEMENT OF THORACIC INTERVERTEBRAL DISC WITHOUT MYELOPATHY

722.2

DISPLACEMENT OF INTERVERTEBRAL DISC SITE UNSPECIFIED WITHOUT MYELOPATHY

722.81

POSTLAMINECTOMY SYNDROME OF CERVICAL REGION

722.82

POSTLAMINECTOMY SYNDROME OF THORACIC REGION

722.83

POSTLAMINECTOMY SYNDROME OF LUMBAR REGION

723.0

SPINAL STENOSIS IN CERVICAL REGION

723.4

BRACHIAL NEURITIS OR RADICULITIS NOS

724.01

SPINAL STENOSIS OF THORACIC REGION

724.02

SPINAL STENOSIS, LUMBAR REGION, WITHOUT NEUROGENIC CLAUDICATION

724.03

SPINAL STENOSIS, LUMBAR REGION, WITH NEUROGENIC CLAUDICATION

724.3

SCIATICA

724.4

THORACIC OR LUMBOSACRAL NEURITIS OR RADICULITIS UNSPECIFIED

805.00-805.08 CLOSED FRACTURE OF CERVICAL VERTEBRA UNSPECIFIED LEVEL - CLOSED FRACTURE OF

805.2

MULTIPLE CERVICAL VERTEBRAE
CLOSED FRACTURE OF DORSAL (THORACIC) VERTEBRA WITHOUT SPINAL CORD INJURY

805.4

CLOSED FRACTURE OF LUMBAR VERTEBRA WITHOUT SPINAL CORD INJURY

953.0

INJURY TO CERVICAL NERVE ROOT

953.1

INJURY TO DORSAL NERVE ROOT

953.2

INJURY TO LUMBAR NERVE ROOT

953.3

INJURY TO SACRAL NERVE ROOT

G—ModifiersD. Therapeutic and Diagnostic Services

Intra-articular joint injections (cervical, thoracic, lumbar), which can have both diagnostic and
therapeutic indications, should always be considered primarily therapeutic-and-should-be-billed-using-

92



The number of facet injections subject to reimbursement is limited to four (4) dates of service with a
maximum of two (2) therapeutic and two (2) diagnostic injections for the initial twelve (12) month
period of treatment per anatomical region. This allows for a total of four (4) dates of service,
regardless of the number of levels treated, which levels are treated, or which side (left or right or
bilateral) is treated, in the same anatomical region. For coding purposes, the spine is divided into
three (3) anatomical regions, cervical, thoracic, and lumbar/sacral. If treatment for facet-related pain
continues past twelve (12) months, further injections are limited to a total of two (2) dates of service
per twelve (12) month period. This limit applies to both therapeutic and diagnostic injections
combined, and reimbursement beyond the |n|t|aI twelve (12) month period is further limited to no more
than two (2) |nJect|ons of elther type

o A iod. This rule applies to cervical,
thoraC|c and Iumbar facetjomt and facet joint nerve injections. Facet injections in different anatomical
areas are not subject to the above limits, as each different anatomical area would be subject to its
own separate limit as described above. Nerve-destructive procedures (e.g. radiofrequency facet
nerve neurotomy, codes 64622, 64623, 64626, 64627) do NOTnot count as an additional therapeutic
procedure for the purpose of this rule.

A “different anatomical area” refers to the lumbar, thoracic, and cervical areas. Injections within the
lumbar spine, for example, are considered to be within the same anatomical area regardless of the
actual lumbar joint/nerve level, or which side (right or left), is treated, and all limits would apply in this
anatomical area. The same rule applies to the thoracic and cervical anatomical areas, regardless of
the level or laterality treated within the same anatomical area.

In order to be a “successful” (“positive”) diagnostic facet procedure (either intra-articular or medial
branch block(s)), the patient must experience at least seventy-five percent (75%) relief of the index
pain (pain being treated by the procedure). Additionally, this index pain must be at least fifty percent
(50%) of the patient’s total pain.

Pain levels should be measured during provocative testing pre- and postprocedure. The same
provocative test should be repeated during each of the subseguent time intervals as described in
these rules. The provocative test(s) used should be one(s) that the patient is able to perform
unassisted and that would not result in injury to the patient.

Facet nerve (medial branch ablation) for cervical, thoracic or lumbar nerves will only be reimbursed
once per pire{seven (7) month period. Repeat (medial branch) ablation is contingent upon
documentation of at least six (6) month’s measurable (greater than thirty percent (30%) improvement
in pain scores, and documentation of either 1) reduction of daily narcotic consumption of at least thirty
percent (30%) from the daily use noted prior to the procedure, or 2) ability to work at least at a
sedentary work level or work level as determined by a valid Functional Capacity Evaluation (FCE).
Also, no patient can be considered for a repeat neuroablative procedure (e.g., neurotomy) if after the
preceding neuroablative procedure (at similar anatomical levels) they are unable to reduce narcotic
consumption to less than 100 mg morphine equivalent per day.

In order to perform a repeat therapeutic facet joint injection (cervical, thoracic, or lumbar; codes
64490-64495), there must be documentation of a significant analgesic response that persists for at
least four (4) weeks. This relief must be at least fifty percent (50%) of the pain in the specific
anatomical area targeted by the injection, er-and there must be documentation of a durable (also four
(4) weeks) measurable improvement in the range of motion, or documentation of normal motion, of
the involved joint area being treated.

E.In order to be eligible for reimbursement under this Fee Schedule, pain management procedures or

services which are specifically governed by the rules in this Pain Management section of the Fee
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Schedule must be performed by a licensed physician holding either an M.D. or D.O. degree. Pain
management procedures specifically governed herein which are performed by any other person, such
as a Certified Registered Nurse Anesthetist (CRNA), shall not be reimbursed under this Fee
Schedule.

| EF. Trigger point injection is considered one (1) procedure and is reimbursed as such regardless of the
number of injection sites. Billing for multiple injections, and multiple regions, falls under the same one-
procedure rule. Two codes are available for reporting trigger point injections: use 20552 for
injection(s) of single or multiple trigger point(s) in one or two muscles, or 20553 when three or more
muscles are involved. When billing for multiple injections, and multiple regions, only code 20552 OR
20553 is allowed per date of service.

1. Trigger Point Injections (Adopted and Adapted from CMS MLN Matters #SE1102 rev.)

e Trigger point injection refers to the injection of local anesthetics or anti-inflammatory medica-
tions into myofascial trigger points. Trigger points are self-sustaining irritative foci that occur
in skeletal muscle in response to strain, as well as mechanical overload phenomena. These
trigger points produce a referred pain pattern characteristic for the individual involved muscle.

e Trigger point injections are an integral part of comprehensive pain management, and may be
used concurrently in support of other conservative modalities. Conservative therapy may in-
clude analgesics, physical therapy, ultrasound, range of motion, chiropractic intervention
(within the defined limits of the Fee Schedule benefit) and active exercises. The diagnosis of
trigger points requires a detailed history and thorough physical examination.

e The following clinical features are consistently present and are helpful in making the diagno-

— History of onset of the painful condition and its presumed cause (e.q., injury or sprain)

— Distribution pattern of pain consistent with the referral pattern of trigger points

— Range of motion restriction

— Muscular deconditioning in the affected area

— Focal tenderness of a trigger point

— Palpable taut band of muscle in which trigger point is located

— Local taut response to snapping palpation

— Reproduction of referred pain pattern upon stimulation of trigger point

e The goal is to treat the cause of pain, not just the symptoms. With this intent, it is expected
that trigger point injections may be performed as frequently as weekly while in a physical
therapy program. In order to be repeated in the same muscle group, there must be at least a
fifty percent (50%) persistent benefit from the previous injection. For patients not in therapy,
trigger point injections can be performed monthly, as long as there is a documented fifty per-
cent (50%) residual benefit, and progressive relief (pain intensity and duration of relief) with
the preceding injection. After six months, if similar pain persists, the patient should be re-
evaluated regarding the etiology of the complaint, and the available treatment options recon-
sidered. The payer may consider payment for additional trigger point injections upon review.

2. ICD-9 Codes for Trigger Point Injections
The following ICD-9-CM codes apply to the CPT/HCPCS codes 20552 and 20553.
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720.1 SPINAL ENTHESOPATHY

723.9 UNSPECIFIED MUSCULOSKELETAL DISORDERS AND SYMPTOMS REFERABLE TO NECK
726.19 OTHER SPECIFIED DISORDERS OF BURSAE AND TENDONS IN SHOULDER REGION
726.32 LATERAL EPICONDYLITIS

726.39 OTHER ENTHESOPATHY OF ELBOW REGION

726.5 ENTHESOPATHY OF HIP REGION

726.71 ACHILLES BURSITIS OR TENDINITIS

726.72 TIBIALIS TENDINITIS

726.79 OTHER ENTHESOPATHY OF ANKLE AND TARSUS

726.90 ENTHESOPATHY OF UNSPECIFIED SITE

729.0-729.1 RHEUMATISM UNSPECIFIED AND FIBROSITIS - MYALGIA AND MYOSITIS UNSPECIFIED
729.4 FASCIITIS UNSPECIFIED

FG. Sacroiliac arthroscopy (CPT code 73542) assumes the use of a fluoroscope and is considered an

integral part of the procedures(s). Therefore, an additional fee for the fluoroscopy (CPT code 77002)
is not warranted and will not be reimbursed. This code may only be used once per twelve (12) month
period.

HI. CPT code 62318 includes needle placement, catheter infusion and subsequent injections. Code
62318 should be used for multiple solutions injected by way of the same catheter, or multiple bolus
injections during the initial procedure. The epidural needle or catheter placement is inherent to the
procedure, and, therefore, no additional charge for needle or catheter placement is allowed.

| 1J. Investigational Procedures. The following procedures are considered investigational, and, therefore,
do not presently qualify for reimbursement under the Mississippi Workers’ Compensation Medical Fee
Schedule:

1.

Intradiscal electrothermal therapy (IDET) (22526, 22527) and intradiscal annuloplasty by other
method (22899);

Intraventricular administration of Morphine;

Pulse radiofrequency, regardless of procedure involved or indication (e.g., medial branch
radiofrequency, dorsal root radiofrequency, etc.). If pulsed radiofrequency is used, but not
specifically recorded as such in the medical records, the payer may retroactively deny payment
for the service and request for reimbursement from the provider;

Intradiscal therapies used in discography, such as percutaneous disc decompression
(Dekompressor), fluoroscopic, laser, radiofrequency, and thermal disc therapies;

Percutaneous disc nucleoplasty;
Epidural adhesiolysis, also known as Racz procedure or lysis of epidural adhesions.
X-STOP fusion devices.

MILD (minimally invasive lumbar decompression) procedures.

5.
6.
7.
8.
9.

Non-Invasive Pain Procedure (NIP procedure or NIPP)

10. Alpha-Stim unit

11. ReBuilder and Low Laser treatment
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JK. The following procedures must be performed fluoroscopically in order to qualify for reimbursement:

1.

a > 0N

Facet injections (64490-64495) (fluoroscopy is included in the procedure code)
Sacroiliac (Sl) injections (27096)

Transforaminal epidural steroid injections (64479, 64480, 64483, 64484)
Cervical translaminar/interlaminar epidural injections (62310)

Additional information, adopted and adapted from CMS LCD L27512:

a. Facet Joint Block (Adopted and Adapted from CMS MLN Matters #SE1102 rev.)

Paravertebral facet joint nerve block (medial branch) and intraarticular facet joint injections
are used to both diagnose and treat lumbar zygapophysial (facet joint) pain. Facet joint pain

syndrome is a challenging diagnosis as there are no specific history, physical examination, or

radiological imaging findings that point exclusively to the diagnosis. However, this diagnosis

is considered if the patient describes nonspecific, usually mechanical low back pain that is lo-

cated in the paravertebral area of the cervical, thoracic, and lumbar spine. Typically, though

certainly not consistently, the pain is aggravated by loading the facets, typically with exten-
sion or rotation of the involved area of the spine. A detailed physical examination of the spine

should be performed on all patients. Radiological imaging is often done as part of the workup

of persistent chronic back pain to exclude other diagnoses.

Facet joint or nerve block is one method used to diagnose a suspected component of pain re-

lated to the facet joints of the cervical, thoracic, and lumbar spine. Often the patient presents

with chronic neck, thoracic, or back pain of a mechanical nature that lacks a strong radicular

component, has no associated neurologic deficits, and is often aggravated by hyperexten-
sion, lateral bending or rotation of the spine.

A local anesthetic is injected to temporarily denervate the facet joint. After a satisfactory block

has been obtained, the patient is asked to repeat the maneuver or activities that produced
their pain on exam. Temporary or prolonged abolition of the spinal pain suggests that facet
joints were a source of the symptoms.

A detailed pain history and appropriate exam is essential. Response to previous treatment
should also be documented.

Imaging guidance must be used for both diagnostic and therapeutic injections to assure that

the needle is properly placed, and the injected substance reaches the intended target zone.

Imaging also helps determine aberrant injection patterns such as intravascular injections.

The following ICD-9-CM codes are considered indications for facet interventions and apply

to the CPT/HCPCS codes 64490, 64491, 64492, 64493, 64494 and 64495:

Code Description

721.0 CERVICAL SPONDYLOSIS WITHOUT MYELOPATHY
721.1 CERVICAL SPONDYLOSIS WITH MYELOPATHY

721.2 THORACIC SPONDYLOSIS WITHOUT MYELOPATHY
721.3 LUMBOSACRAL SPONDYLOSIS WITHOUT MYELOPATHY
721.41 SPONDYLOSIS WITH MYELOPATHY THORACIC REGION
721.42 SPONDYLOSIS WITH MYELOPATHY LUMBAR REGION
723.1 CERVICALGIA
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724.2 LUMBAGO
b. Sacroiliac (Sl) Joint Injections

The following ICD-9-CM codes apply to the CPT/HCPCS codes 27096

KL.

Code Description

720.0 ANKYLOSING SPONDYLITIS

720.2 SACROILIITIS NOT ELSEWHERE CLASSIFIED

724.6 DISORDERS OF SACRUM

846.0-846.9 LUMBOSACRAL (JOINT) (LIGAMENT) SPRAIN - UNSPECIFIED SITE OF SACROILIAC REGION
SPRAIN

Injections of the sacroiliac joint may be used to diagnose the cause of or to treat low back

pain.

Pain arising from the Sl joint may mimic pain originating from the lumbar disc, lumbar facet,
or hip joint. Pain is typically a mechanical axial back pain below the L5 level, and is usually
unilateral. There may be associated somatic referred leg pain involving the posterior thigh.
The pain may also be experienced anteriorly, in the area of the anterior iliac spine. Except in
the presence of clear pathology (tumor, fracture, infection), clinical diagnosis of Sl joint pain is
difficult and often one of exclusion.

The differential diagnosis of Sl joint pain requires a detailed history and thorough physical
exam. Imaging with radiographs, MRI, bone scans and CT scans do not consistently differen-
tiate symptomatic from asymptomatic individuals.

Sl joint injection can be done diagnostically or therapeutically. These are defined as follows:

e Diagnostic injections — either an anesthetic is injected for immediate pain relief or con-
trast media is injected into the joint for evaluation of the integrity (or lack thereof) of the
articular cartilage and morphologic features of the joint space and capsule.

e Therapeutic injections — a steroid and/or anesthetic is injected into the Sl joint for imme-
diate and potentially lasting pain relief.

Both therapeutic and diagnostic sacroiliac joint injections require the use of image guidance.
Injections performed without the use of image guidance, should be billed, and will be reimbursed,
as a trigger point injection. CPT code 27096 requires the use of imaging confirmation of intra-
articular needle positioning.

Any analgesia/sedation used in the performance of the procedures in this section is considered
integral to the procedure, and will not be separately reimbursed. This rule applies whether or not the
person administering the analgesia/sedation is the physician who is performing the pain management
injection. Administration of analgesia/sedation by a different person from the physician performing the
injection, including an RN, PA, CRNA, or MD/DO, BOES-NOTdoes not allow for separate billing of
analgesia/sedation.

M. Anatomical descriptions of the procedures performed must accompany the bill for service in order for

reimbursement to be made. These descriptions must include landmarks used in determining needle
positioning, needles used, and the type and quantity of drugs injected. Unless there is a
contraindication to contrast media (e.q., documented allergy) it is expected that contrast injection
AND a written description of the contrast spread pattern be included in the procedure report. Generic
descriptions such as “the procedure was performed in the usual fashion,” “the needle was placed on
(next to, by, etc.) the nerve/joint/target,” “the needle was placed in the correct anatomical location,” or
similar wording, which was templated or otherwise lacking an actual detailed anatomical description
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of needle placement or contrast pattern (where appropriate), is inadequate and subsequent cause for
denial of payment. Tolerance to the procedure, and side effects or lack thereof should be included in
this documentation.

| MN. Discography. Discography is a diagnostic test to identify (or rule out) painful intervertebral discs.

Discography is appropriate only in patients for whom no other treatment options remain except for
possible surgical stabilization (spinal fusion). A-dDiscography is then used on these patients to
determine which discs, if any, are painful and abnormal, so that a surgical correction (fusion) can be
performed. If a patient is not considered to be a candidate for surgery (fusion), then a discogram is
not considered medically necessary. Investigational intradiscal therapies such as percutaneous disc
decompression (Dekompressor), fluoroscopic, laser, radiofrequency, and thermal disc therapies are
not an indication for a discography.

The radiographic interpretation codes 72285 and 72295 can only be used ONCE per treatment
session and additional level modifiers are not allowed.

When reporting the radiological supervision and interpretation professional components for
discography (72285, 72295), the anatomical localization for needle placement is inclusive with the
procedure and code 77003 should N©Tnot be additionally reported.

Radiographic interpretation codes 72285 and 72295 must include a thorough description of
radiographic findings available in a separate report with hard copy radiographs or other media, such
as digital, that will allow review of images (AP and lateral at a minimum).

| NO.BOTOX. BOTOX is not indicated for the relief of musculoskeletal pain, and its use as such is not

covered by the Fee Schedule. An exception is made when BOTOX treatment is indicated for
spasticity or other indications and requires prior approval.

| OP.Use of Opioids or Other Controlled Substances for Management of Chronic (Non-Terminal) Pain. It is

recognized that optimal or effective treatment for chronic pain may require the use of opioids or other
controlled substances. The proper and effective use of opioids or other controlled substances has
been specifically addressed by the Mississippi Board of Medical Licensure. Unless otherwise directed
by the Commission, reimbursement for prescriptions for opioids or other controlled substances used
for the management or treatment of chronic, non-terminal pain shall not be provided under this Fee
Schedule unless treatment is sufficiently documented and complies with the following Rules and
Regulations, as promulgated by the Mississippi State Board of Medical Licensure, and supplemented
by the Commission accordingly:

1. Definitions: For the purpose of this provision, the following terms have the meanings indicated:

a. =Chronic PainZ, is-aA pain state in which the cause of the pain cannot be removed or
otherwise treated and which in the generally accepted course of medical practice, no relief or
cure of the cause of the pain is possible or none has been found after reasonable efforts
including, but not limited to, evaluation by the attending physician and one or more physicians
specializing in the treatment of the area, system, or organ of the body perceived as the
source of the pain. Further, if a patient is receiving controlled substances for the treatment of
pain for a prolonged period of time (more than six (6) months), then they will be considered
for the purposes of this regulation to have “de facto” chronic pain and subject to the same
requirements of this regulation. “Terminal Disease Pain” should not be confused with
“Chronic Pain.” For the purpose of this section, “Terminal Disease Pain” is pain arising from a
medical condition for which there is no possible cure and the patient is expected to live no
more than six (6) months.

b. “Acute Pain-. istThe normal, predicted physiological response to an adverse chemical,
thermal, or mechanical stimulus and is associated with surgery, trauma and acute illness. Itis
generally time limited and is responsive to therapies, including controlled substances as
defined by the U.S. Drug Enforcement Administration. Title 21 CFR Part 1301 Food and
Drugs.
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“Addiction*. is-aA neurobehavioral syndrome with genetic and environmental influences that
results in psychological dependence on the use of substances for their psychic effects and is
characterized by compulsive use despite harm. Physical dependence and tolerance are
normal physiological consequences of extended opioid therapy for pain and should not be
considered addiction.

“Physical Dependence=”. is-aA physiological state of neuroadaptation to a substance which is
characterized by the emergence of a withdrawal syndrome if the use of the substance is
stopped or decreased abruptly, or if an antagonist is administered. Withdrawal may be
relieved by re-administration of the substance. Physical dependence is a normal
physiological consequence of extended opioid therapy for pain and should not be considered
addiction.

“Substance Abuse=”. istThe use of any substance(s) for non-therapeutic purposes; or use of
medication for purposes other than those for which it is prescribed.

“Tolerance=™. is-aA physiological state resulting from regular use of a drug in which an
increased dosage is needed to produce the same effect or a reduced effect is observed with
a constant dose. Tolerance occurs to different degrees for various drug effects, including
sedation, analgesia and constipation. Analgesic tolerance is the need to increase the dose of
opioid to achieve the same level of analgesia. Such tolerance may or may not be evident
during treatment and does not equate with addiction.

Notwithstanding any other provisions of these rules and regulations, a physician may prescribe,
administer, or dispense controlled substances in Schedules Il, IIN, 1, llIN, IV and V, or other
drugs having addiction-forming and addiction-sustaining liability to a person in the usual course of
treatment of that person for a diagnosed condition causing chronic pain.

Notwithstanding any other provisions of these rules and regulations, as to the prescribing,
administration, or dispensation of controlled substances in Schedules 11, 1IN, 1lI, 1IN, IV and V, or
other drugs having addiction-forming and addiction-sustaining liability, use of said medications in
the treatment of chronic pain should be done with caution. A physician may administer, dispense
or prescribe said medications for the purpose of relieving chronic pain, provided that the following
conditions are met:

a

Before initiating treatment utilizing a Schedules I, 1IN, IlI, IlIN, IV or V controlled substance,
or any other drug having addiction-forming and addiction-sustaining liability, the physician
shall conduct an appropriate risk/benefit analysis by reviewing his own records of prior
treatment, or review the records of prior treatment which another treating physician has
provided to the physician, that there is an indicated need for long term controlled substance
therapy. Such a determination shall take into account the specifics of each patient’s
diagnosis, past treatments and suitability for long term controlled substance use either alone
or in combination with other indicated modalities for the treatment of chronic pain. This shall
be clearly entered into the patient medical record, and shall include consultation/referral
reports to determine the underlying pathology or cause of the chronic pain.

Documentation in the patient record shall include a complete medical history and physical
examination that indicates the presence of one or more recognized medical indications for
the use of controlled substances.

Documentation of a written treatment plan which shall contain stated objectives as a measure
of successful treatment and planned diagnostic evaluations, e.g., psychiatric evaluation or
other treatments. The plan should also contain an informed consent agreement for treatment
that details relative risks and benefits of the treatment course. This should also include
specific requirements of the patient, such as using one physician and pharmacy if possible,
and urine/serum medication level monitoring when requested, but no less than once every
twelve (12) months.
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d. Periodic review and documentation of the treatment course is conducted at reasonable
intervals (no less than every six months) with modification of therapy dependent on the
physician’s evaluation of progress toward the stated treatment objectives. This should include
referrals and consultations as necessary to achieve those objectives.

No physician shall administer, dispense or prescribe a controlled substance or other drug having
addiction-forming and addiction-sustaining liability that is non-therapeutic in nature or non-
therapeutic in the manner the controlled substance or other drug is administered, dispensed or
prescribed.

No physician shall administer, dispense or prescribe a controlled substance for treatment of
chronic pain to any patient who has consumed or disposed of any controlled substance or other
drug having addiction-forming and addiction-sustaining liability other than in strict compliance with
the treating physician’s directions. These circumstances include those patients obtaining
controlled substances or other abusable drugs from more than one physician and those patients
who have obtained or attempted to obtain new prescriptions for controlled substances or other
abusable drugs before a prior prescription should have been consumed according to the treating
physician’s directions. This requirement will not be enforced in cases where a patient has
legitimately temporarily escalated a dose of their pain medication due to an acute exacerbation of
their condition but have maintained a therapeutic dose level, however, it will be required of the
treating physician to document in the patient record that such increase in dose level was due to a
recognized indication and was within appropriate therapeutic dose ranges. Repetitive or
continuing escalations should be a reason for concern and a re-evaluation of the present
treatment plan shall be undertaken by the physician.

No physician shall prescribe any controlled substance or other drug having addiction-forming or
addiction-sustaining liability to a patient who is a drug addict for the purpose of “detoxification
treatment,” or “maintenance treatment,” and no physician shall administer or dispense any
narcotic controlled substance for the purpose of “detoxification treatment” or “maintenance
treatment” unless they are properly registered in accordance with MCA 8303(g) 21 U.S.C. 823(0g).
Nothing in this paragraph shall prohibit a physician from administering narcotic drugs to a person
for the purpose of relieving acute withdrawal symptoms when necessary while arrangements are
being made for referral for treatment. Not more than one (1) day’s medication may be
administered to the person or for the person’s use at one time. Such emergency treatment may
be carried out for not more than three (3) days. Nothing in this paragraph shall prohibit a
physician from administering or dispensing narcotic controlled substances in a hospital to
maintain or detoxify a person as an incidental adjunct to medical or surgical treatment of
conditions other than addiction.

In addition to the specific Rules and Regulations promulgated by the Mississippi State Board of
Medical Licensure as set forth above and incorporated herein, the payer may, as in other cases,
obtain a second opinion from an appropriate and qualified physician to determine the
appropriateness of the treatment being rendered, including but not limited to the appropriateness
of the continuing use of opioids or other controlled substances for treatment of the patient’s
chronic pain. However, any such second opinion shall not be used as the basis for abrupt
withdrawal of medication or payment therefor. Nothing in this paragraph shall prohibit a physician
from administering narcotic drugs to a person for the purpose of relieving acute withdrawal
symptoms when necessary while arrangements are being made for referral or discontinuance of
treatment, and the payer shall provide reimbursement in accordance with this Fee Schedule, as
follows: not more than one (1) day’s medication may be administered to the person or for the
person’s use at one time. Such emergency treatment may be carried out for not more than three
(3) days. Discontinuance of treatment or reimbursement of prescriptions based on a second
opinion obtained hereunder shall be subject to review by the Commission pursuant to the Dispute
Resolution Rules set forth in the Dispute Resolution Rules section in this Fee Schedule.
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PO. Rad|ograph|c Codes in Pain Management. FIuoroscoplc imaging is reported with codes 77002 and

Codes 72010-72220 which apply to radiographic examination of the spine are not reimbursed
concurrent with the pain management procedures in this section or with fluoroscopy services.

Code 73542 is not separately reimbursed with facet or sacroiliac joint injections.

| QR.Soft Tissue Injections. “Myofascial, myoneural, and trigger point injections” are synonymous and are
to be reimbursed with the 20552 and/or 20553 codes. Modifiers for additional injections are not
allowed with these codes. Reimbursement for codes 20552 and 20553 will be identical, and not
additive.

| Codes 20550 and 20551 are used for the injections of tendon origins and are NO¥not to be used for
“myofascial, myoneural or trigger point” injections. Failure to observe this rule could result in denial of
service on retrospective review and/or request for reimbursement.

| Code 20612 is to be used for the aspirations/injection of a ganglion cyst and NOTnot for “myofascial,
myoneural, or trigger point” injections. Failure to observe this rule could result in denial of service on
retrospective review and/or request for reimbursement.

RS. Implantation of spinal cord stimulators.
1. The following conditions must be met for consideration of spinal cord stimulators.

» Patient must have a medical condition for which spinal cord stimulation (SCS) is a recognized
and accepted form of treatment.

» There must be a trial stimulation that includes a minimum seven (7) day home trial with the
temporary stimulating electrode.

» During the trial stimulation, the patient must report functional improvement, decreased use of
medications, and at least fifty percent (50%) pain reduction during the last four (4) days of the
stimulation trial.

» Psychological screening must be used to determine if the patient is free from:
— Substance abuse issues
— Untreated psychiatric conditions

— Major psychiatric illness that could impair the patient’s ability to respond appropriately to
the trial stimulation

2. Reimbursement for implantation is limited to a maximum of two (2) leads and a maximum of
sixteen (16) electrodes, regardless of the number used.

ST. Sacroiliac joint injections (code 27096) require documentation of at least a four (4) week durable
analgesic benefit of at least fifty (50%) pain relief in the anatomical area being targeted by the
injection. A maximum of two (2) therapeutic sacroiliac joint injections is allowed per twelve (12) month
period. This rule is limited only to the joint injected, and not the contralateral joint (i.e., right or left
sided joint).

U. All Interventional Pain Management (IPM) procedures must be billed with the appropriate CPT codes
and modifiers (where applicable) using accepted ICD-9 codes as the indications for the procedures.
Providers MUST use acceptable codes in order to initiate or maintain treatment. Failure to do so is
cause for denial of treatment until the proper appropriate codes are submitted.

Payers/URs must use the rules of this Fee Schedule to deny requested treatment. Failure to cite the
specific section of the IPM portion of the Mississippi Workers’ Compensation Medical Fee Schedule
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will result in automatic adjudication for the provider without appeal. “Specific” refers to citing the
actual section, and appropriate subsections directly from the guidelines. Failure to have the Fee
Schedule available during the review would obviously make such citation unachievable, resulting in
automatic adjudication for the provider. No outside quidelines can be used to deny IPM care
requested in accordance with the Fee Schedule.

Any analgesia/sedation used in the performance of the IPM procedures in this section is considered
integral to the procedure, and will not be separately reimbursed. This rule applies whether or not the
person administering the analgesia/sedation is the physician who is performing the pain management
injection. Administration of analgesia/sedation by a different person from the physician performing the
injection, including an RN, PA, CRNA, or MD/DO, does not allow for separate billing of
analgesia/sedation.

VIl.  MODIFIERS
Please see the appropriate section (e.dg., Surgery, Radiology) for applicable modifiers.
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Surgery

l. GENERAL GUIDELINES

A. Global Reimbursement
The reimbursement allowances for surgical procedures are based on a global reimbursement concept

that covers performing the basic service and the normal range of care required after surgery. The
State of Mississippi follows the surgical package definition from CPT® 2013.

7B. Normal, Uncomplicated Follow-Up (FU) Care

Normal, uncomplicated follow-up (FU) care for the time periods indicated in the follow-up days (FUD)
column te-the-right-effor each procedure code. The number in that column establishes the days
during which no additional reimbursement is allowed for the usual care provided following surgery,
absent complications or unusual circumstances.

| 8—The maximum reimbursement allowances covers all normal postoperative care, including the removal
of sutures by the surgeon or associate. Follow-up days are specified by procedure. Follow-up days
listed are for 0, 10, or 90 days and are listed in the Fee Schedule as 000, 010, or 090. Follow-up days
may also be listed as MMM indicating that services are for uncomplicated maternity care, XXX
indicating that the global surgery concept does not apply, YYY indicating that the follow-up period is
to be set by the payer (used primarily with BR procedures), or ZZZ indicating that the code is related
to another service and is treated in the global period of the other procedure billed-ir-conjunction-with-
the-ZZZ procedure-(used primarily with add-on and exempt from modifier 51 codes). The day of
surgery is day one when counting follow-up days. Hospital discharge day management is considered
to be normal, uncomplicated follow-up care.

BC. Follow-up GaH,Lfor Dlagnosuc Procedures




Hl.

A y endered-When a procedure is done for
draqnostrc purposes, the foIIow up does not include care of the condition itself, only recovery/recovery
care for the procedure itself.

D. Follow-up Care for Therapeutrc Surgrcal Procedures

nermal—feuewup—eare—mawﬁa#ar%addmenakeharges—When a procedure is therapeutlc in nature the
follow-up care includes routine post-op care and recovery. Any care needed for complications, care
needed that is not part of routine post-op recovery, or any care that is not due to the procedure itself,
may warrant additional charges.

. Separate Procedures

Separate procedures are commonly carried out as an integral part of another procedure. They should
not be billed in conjunction with the related procedure. These procedures may be billed when
performed independently by adding modifier 59 to the specific “separate procedure” code.

F. Additional Surgical Procedure(s)

When an additional surgical procedure(s) is carried out within the listed period of follow-up care for a
previous surgery, the follow-up periods will continue concurrently to their normal terminations.

G. M|crosurgery Operatmg Mrcroscope and Use of Code 69990

: hen an Iliheoperatrng

mrcroscope is eensrdered—melusweurn%heused durmq an operatrve procedure, it should be hilled with

code 69990. Madifier 51 is not reported with this code. This code is not reimbursed for use of
corrective vision apparatus or magnifying devices. CPT code 69990 should not be billed with the
following codes that include the use of the operating microscopeenly: 15756-15758; 15842; 19364;
19368; 20955-20962; 20969—20973; 22551, 22552, 22856—-22861, 26551-26554; 26556; 31526;
31531; 31536; 31541; 31545; 31546; 31561; 31571; 43116; 43496; 49906; 61548; 63075,—63078;
64727; 64820—64823; 65091-68850:-0484F. For purposes of clarification, if microsurgery technique
is employed and the primary procedure code is not contained in the aforementioned list, it is
appropriate to report 69990 with the primary procedure performed and reimbursement is required for
said services. (For example, code 63030 is not included in the aforementioned list and, as such, itis
appropriate for providers to report 69990 along with 63030 to describe microsurgical technique.)
Reimbursement for 69990 is required provided operative documentation affirms microsurgical
technique and not just visualization with magnifying loupes or corrected vision.

H.Unique Techniques

A surgeon is not entitled to an extra fee for a unique technique. It is inappropriate to use modifier 22
unless the procedure is significantly more difficult than indicated by the description of the code.

Surgical Destruction

Surgical destruction is part of a surgical procedure, and different methods of destruction (e.g., laser
surgery) are not ordinarily listed separately unless the technique substantially alters the standard
management of a problem or condition. Exceptions under special circumstances are provided for by
separate code numbers.
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1J. Incidental Procedure(s)

An additional charge for an incidental procedure (e.g., incidental appendectomy, incidental scar
excisions, puncture of ovarian cysts, simple lysis of adhesions, simple repair of hiatal hernia, etc.) is
not customary and does not warrant additional reimbursement.

JK. Endoscopic Procedures
When multiple endoscopic procedures are performed by the same practitioner at a single encounter,
the major procedure is reimbursed at one hundred percent (100%). If a secondary procedure is
performed through the same opening/orifice, fifty percent (50%) is allowable as a multiple procedure.
However, diagnostic procedures during the same session and entry site are incidental to the major
procedure.

KL. Biopsy Procedures
A biopsy of the skin and another surgical procedure performed on the same lesion on the same day
must be billed as one procedure.

EM. Repair of Nerves, Blood Vessels, and Tendons with Wound Repairs
The repair of nerves, blood vessels, and tendons is usually reported under the appropriate system.
Normal wound repair is considered part of the nerve, blood vessel and/or tendon repair. Additional

reimbursement for wound repalr is only Warranted if it |s a complex Wound and modifier 59 should be

used to |dent|fv such.

MN.Suture Removal
Billing for suture removal by the operating surgeon is not appropriate as this is considered part of the
global fee.

NO.Joint Manipulation Under Anesthesia
There is no charge for manipulation of a joint under anesthesia when it is preceded or followed by a
surgical procedure on that same day by that surgeon. However, when manipulation of a joint is the
scheduled procedure and it indicates additional procedures are necessary and appropriate, fifty
percent (50%) of the MRA for manipulation may be allowed.

OP. Supplies and Materials
Supplies and materials provided by the physician (e.g., sterile trays/drugs) over and above those
usually included with the office visit may be listed separately using CPT code 99070 or specific
HCPCS Level Il codes.

PQ. Plastic and Metallic Implants
Plastic and metallic implants or non-autogenous graft materials supplied by the physician are to be
reimbursed at cost.

QR.Aspirations and Injections
1. Puncture of a cavity or joint for aspiration followed by injection of a therapeutic agent is one
procedure and should be billed as such.
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2. _When joint injections/trigger point injections are performed, ultrasound guidance is considered

RS.

integral to the procedure and will not be separately reimbursed.

Surgical Assistant

1. Physician Surgical Assistant — For the purpose of reimbursement, a physician who assists at
surgery is reimbursed as a surgical assistant. Assistant surgeons should use modifier 80 and are
allowed twenty percent (20%) of the maximum reimbursement allowance (MRA) for the
procedure(s).

2. Registered Nurse Surgical Assistant or Physician Assistant

a. A physician assistant, or registered nurses who have-has completed an approved first
assistant training course, may be allowed a fee when assisting a surgeon in the operating
room (O.R.).

b. The maximum reimbursement allowance for the physician assistant or the registered nurse
first assistant (RNFA) is ten percent (10%) of the surgeon’s fee for the procedure(s)
performed.

c. Under no circumstances will a fee be allowed for an assistant surgeon and a physician
assistant or RNFA at the same surgical encounter.

d. Registered nurses on staff in the O.R. of a hospital, clinic, or outpatient surgery center do not
qualify for reimbursement as an RNFA.

e. CPT codes with modifier AS should be used to bill for physician assistant or RNFA services
on a CMS-1500 form or electronic claim and should be submitted with the charge for the
surgeon’s services.

3. The Fee Schedule includes a column indicating which procedures are approved for assistant
services with Y (yes) or N (no). If a surgical procedure is approved/precertified for a code with a Y

in the “Assist Surg” column, the assistant is implied and does not require separate
approval/precertification for reimbursement.

. Operative Reports

An operative report must be submitted to the payer before reimbursement can be made for the
surgeon’s or assistant surgeon’s services, and should document the use of assistant services.

U. Needle Procedures

Needle procedures (lumbar puncture, thoracentesis, jugular or femoral taps, etc.) should be billed in
addition to the medical care on the same day.

V. Therapeutic Procedures

Therapeutic procedures (injecting into cavities, nerve blocks, etc.) (CPT codes 20526-20610, 64400—
64450) may be billed in addition to the medical care for a new patient. (Use appropriate level of
service plus injection.)

In follow-up cases for additional therapeutic injections and/or aspirations, an office visit is only
indicated if it is necessary to re-evaluate the patient. In this case, a minimal visit may be listed in
addition to the injection. Documentation supporting the office visit charge must be submitted with the
bill to the payer. Reimbursement for therapeutic injections will be made according to the multiple
procedure rules.

Trigger point injection is considered one procedure and reimbursed as such regardless of the number
of injection sites. Two codes are available for reporting trigger point injections. Use 20552 for
injection(s) of single or multiple trigger point(s) in one or two muscles or 20553 when three or more
muscles are involved.
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VW.Anesthesia by Surgeon

In certain circumstances it may be appropriate for the attending surgeon to provide regional or
general anesthesia. Anesthesia by the surgeon is considered to be more than local or digital
anesthesia. Identify this service by adding modifier 47 to the surgical code. Only base anesthesia
units are allowed. See the Anesthesia section.

WX.Therapeutic/Diagnostic Injections

Injections are considered incidental to the procedure when performed with a related invasive
procedure.

. Intervertebral Biomechanical Device(s) and Use of Code 22851

Code 22851 describes the application of an intervertebral biomechanical device to a vertebral defect
or interspace. Code 22851 should be listed in conjunction with a primary procedure without the use of
modifier 51. The use of 22851 is limited to one instance per single interspace or single vertebral
defect regardless of the number of devices applied and infers additional qualifying training,
experience, sizing, and/or use of special surgical appliances to insert the biomechanical device.
Qualifying devices include manufactured synthetic or allograft biomechanical devices, or methyl
methacrylate constructs, and are not dependent on a specific manufacturer, shape, or material of
which it is constructed. Qualifying devices are machine cut to specific dimensions for precise
application to an intervertebral defect. (For example, the use of code 22851 would be appropriate
during a cervical arthrodesis (22554) when applying a synthetic alloy cage, a threaded bone dowel, or
a machine cut hexahedron cortical, cancellous, or corticocancellous allograft biomechanical device.
Surgeons utilizing generic non-machined bony allografts or autografts are referred to code sets
20930-20931, 20936-20938 respectively.)

Z. Intra-operative neurophysiologic monitoring (e.g., SSEP, MEP, BAEP, TES, DEP, VEP).

All intra-operative neurophysiologic monitoring requires pre-authorization. Reimbursement for intra-
operative neurophysiologic monitoring will not be allowed in the following cases, unless mutually
agreed to by the payer and the provider:

1. Neuromuscular junction testing of each nerve during intraoperative monitoring;

2. Intraoperative monitoring during peripheral nerve entrapment releases, such as carpal release,
ulnar nerve transposition at the elbow, and tarsal tunnel release;

During decompression of cervical nerve roots without myelopathy;

During placement of cervical instrumentation absent evidence of myelopathy;

During lumbar discectomy for radiculopatyradiculopathy; or
During lumbar decompression for treatment of stenosis without the need for instrumentation.
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4.

MULTIPLE PROCEDURES

Multiple Procedure Reimbursement Rule
Multiple procedures performed during the same operative session at the same operative site are
reimbursed as follows:

*  One hundred percent (100%) of the allowable fee for the primary procedure
»  Fifty percent (50%) of the allowable fee for the second and subsequent procedures

Bilateral Procedure Reimbursement Rule

Physicians and staff are sometimes confused by the definition of bilateral. Bilateral procedures are
identical procedures (i.e., use the same CPT code) performed on the same anatomic site but on
opposite sides of the body. Furthermore, each procedure should be performed through its own
separate incision to qualify as bilateral. For example, open reductions of bilateral fractures of the
mandible treated through a common incision would not qualify under the definition of bilateral and
would be reimbursed according to the multiple procedure rule. Medicare’s accepted method of billing
bilateral services is to list the procedure once and add modifier 50. Mississippi is adopting this same
policy. Refer to the example below:

69300 50 Otoplasty, protruding ear, with or without size reduction

Place a “2” in the UNITS column of the CMS-1500 claim form so that payers are aware that two
procedures were performed. List the charge as one hundred fifty percent (150%) of your normal
charge. Reimbursement shall be at one hundred fifty percent (150%) of the amount allowed for a
unilateral procedure(s). For example, if the allowable for a unilateral surgery is one hundred dollars
($100.00) and it is performed bilaterally, reimbursement shall be one hundred fifty dollars ($150.00).
However, if the procedure description states “bilateral,” reimbursement shall be as listed in the Fee
Schedule since the fee was calculated for provision of the procedure bilaterally.

Multiple Procedures—Different Areas Rule

When multiple surgical procedures are performed in different areas of the body during the same
operative sessions and the procedures are unrelated (e.g., abdominal hernia repair and a knee

arthroscopy), the multiple procedure reimbursement rule will apply independently to each area.

Modifier 51 must be added.

Multiple Procedure Billing Rules
1. The primary procedure, which is defined as the procedure with the highest RVU, must be billed
with the applicable CPT code.

2. The second or lesser or additional procedure(s) must be billed by adding modifier 51 to the
codes, unless the procedure(s) is exempt from modifier 51 or qualifies as an add-on code.
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M. REPAIR OF WOUNDS

A. DefinitionsWound classifications of simple, intermediate, or complex are expected to be consistent
with current CPT descriptions/definitions/guidelines.

#2. Wound exploration codes should not be billed with codes that specifically describe a repair to
major structure or major vessel. The specific repair code supersedes the use of a wound
exploration code.
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IV. MUSCULOSKELETAL SYSTEM

A. Casting and Strapping
This applies to severe muscle sprains or strains that require casting or strapping.

1.

Initial (new patient) treatment for soft tissue injuries must be billed under the appropriate office
visit code.

When a cast or strapping is applied during an initial visit, supplies and materials (e.g., stockinet,
plaster, fiberglass, ace bandages) may be itemized and billed separately using the appropriate
HCPCS Level Il code.

When initial casting and/or strapping is applied for the first time during an established patient visit,
reimbursement may be made for the itemized supplies and materials in addition to the
appropriate established patient visit.

Replacement casts or strapping provided during a follow-up visit (established patient) include
reimbursement for the replacement service as well as the removal of casts, splints, or strapping.
Follow-up visit charges may be reimbursed in addition to replacement casting and strapping only
when additional significantly identifiable medical services are provided. Office notes should
substantiate medical necessity of the visit. Cast supplies may be billed using the appropriate
HCPCS Level Il code and reimbursed separately.

B. Fracture Care

1.

Fracture care is a global service. It includes the examination, restoration or stabilization of the
fracture, application of the first cast, and cast removal. Casting material is not considered part of
the global package and may be reimbursed separately. It is inappropriate to bill an office visit
since the reason for the encounter is for fracture care. However, if the patient requires surgical
intervention, additional reimbursement can be made for the appropriate E/M code to properly
evaluate the patient for surgery. Use modifier 57 with the E/M code.

Reimbursement for fracture care includes the application and removal of the first cast or traction
device only. Replacement casting during the period of follow-up care is reimbursed separately.

The phrase “with manipulation” describes reduction of a fracture.

Re-reduction of a fracture performed by the primary physician may be identified by the addition of
modifier 76 to the usual procedure code to indicate “repeat procedure” by the same physician.

The term “complicated” appears in some musculoskeletal code descriptions. It implies an
infection occurred or the surgery took longer than usual. Be sure the medical record
documentation supports the “complicated” descriptor to justify reimbursement.

C. Bone, Cartilage, and Fascia Grafts

1.

2.

Reimbursement for obtaining autogenous bone, cartilage or fascia grafts, or other tissue through
separate incisions is made only when the graft is not described as part of the basic procedure.

Tissue obtained from a cadaver for grafting must be billed using code 99070 and accompanied by
a report in order to ensure an equitable reimbursement by the payer.

D. Arthroscopy
Note: Surgicalarthroscopy-always-includes-a-dDiagnostic arthroscopy_is considered to be included in

a surgical arthroscopy. Only in the most unusual case is an increased fee justified because of

increased complexity of the intra-articular surgery performed.

1.
2.

Diagnostic arthroscopy should be billed at fifty percent (50%) when followed by open surgery.

Diagnostic arthroscopy is not billed when followed by arthroscopic surgery.
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3. If there are only minor findings that do not confirm a significant preoperative diagnosis, the
procedure should be billed as a diagnostic arthroscopy.

E. Arthrodesis Procedures
Many revisions have occurred in CPT coding for arthrodesis procedures. References to bone grafting
and fixation are now procedures which are listed and reimbursed separately from the arthrodesis
codes.

To help alleviate any misunderstanding about when to code a discectomy in addition to an
arthrodesis, the statement “including minimal discectomy” to prepare interspace has been added to
the anterior interbody technique. If the disk is removed for decompression of the spinal cord, the
decompression should be coded and reimbursed separately.

F. External Spinal Stimulators Post Fusion
1. The following criteria isare established for the medically accepted standard of care when
determining applicability for the use of an external spinal stimulator. However, the medical
necessity should be determined on a case-by-case basis.

a. Patient has had a previously failed spinal fusion, and/or
b. Patient is scheduled for revision or repair of pseudoarthrosis, and/or

c. The patient smokes greater than a pack of cigarettes per day and is scheduled for spinal
fusion

2. The external spinal stimulator is not approved by the Mississippi Workers’ Compensation
Commission for use in primary spinal fusions.

The external spinal stimulator will be reimbursed by report (BR).
Precertification is required for use of the external spinal stimulator.

G. Carpal Tunnel Release
The following intraoperative services are included in the global service package for carpal tunnel
release and should not be reported separately and do not warrant additional reimbursement:

e Surgical approach

» Isolation of neurovascular structures

* Video imaging

»  Stimulation of nerves for identification

» Application of dressing, splint, or cast

» Tenolysis of flexor tendons

* Flexor tenosynovectomy

e Excision of lipoma of carpal canal

» Exploration of incidental release of ulnar nerve
» Division of transverse carpal ligament

» Use of endoscopic equipment

» Placement and removal of surgical drains or suction device

e  Closure of wound

112



Vi

BURNS, LOCAL TREATMENT

Degree of Burns
1. Code 16000 must be used when billing for treatment of first degree burns when no more than
local treatment of burned surfaces is required.

2. Codes 16020-16030 must be used when billing for treatment of partial-thickness burns only.
The claim form must be accompanied by a report substantiating the services performed.

Major debridement of foreign bodies, grease, epidermis, or necrotic tissue may be billed
separately under codes 11000-11001. Modifier 51 does not apply.

Percentage of Total Body Surface (TBS) Area
The following definitions apply to codes 16020-16030:

1. “Small” means less-thanfive-percent(5%)-of the total-body-surface-areaa burn that encompasses

five percent (5%) of TBS area or less.

2. “Medium” means w
surface-areaa burn that encompasses five percent to ten percent (5%—10%) of TBS or that
involves the whole face, or a whole extremity.

3. ‘“Large” means mereth
surface-areaa burn that encompasses qreater than ten percent (10%) TBS area.

Reimbursement

1. To identify accurately the proper procedure code and substantiate the descriptor for billing, the
exact percentage of the body surface involved and the degree of the burn must be specified on
the claim form submitted or by attaching a special report. Claims submitted without this
specification will be returned to the physician for this additional information.

2. Hospital visits, emergency room visits, or critical care visits provided by the same physician on
the same day as the application of burn dressings will be reimbursed as a single procedure at the
highest level of service.

VI, NERVE BLOCKS

A.

Diagnostic or Therapeutic
1. Please refer to the Pain Management section for guidelines and reimbursement of nerve blocks.

2. Medications such as steroids, pain medication, etc., may be separately billed using the
appropriate HCPCS Level Il code.

a. The name of the medication(s), dosage, and volume must be identified.

b. Medication will be reimbursed according to fees listed in the HCPCS section. If not listed in
HCPCS, reimbursement will be according to the Pharmacy section in the General Guidelines.

Anesthetic
When a nerve block for anesthesia is provided by the operating room surgeon, the procedure codes
listed in the Anesthesia section must be followed.
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VIl{. MODIFIERS
Modifiers augment CPT codes to more accurately describe the circumstances of services provided. When

applicable, the circumstances should be identified by a modifier code: a two-digit number placed after the
usual procedure code, separated by a hyphen. If more than one modifier is needed, place the multiple

Modifiers commonly used in surgery are as follows:

22 Increased Procedural Services

When the work required to provide a service is substantially greater than typically required, it may be
identified by adding modifier 22 to the usual procedure code. Documentation must support the substantial
additional work and the reason for the additional work (ie, increased intensity, time, technical difficulty of
procedure, severity of patient's condition, physical and mental effort required). Note: This modifier should
not be appended to an E/M service.

Mississippi guidelineMississippi's-nete: By definition, this modifier would be used in unusual circumstances only. Use
of this modifier does not guarantee additional reimbursement. When appropriate, the Fee Schedule reimbursement
for modifier 22 is one-hundred twenty percent (120%) of the maximum reimbursement allowance.

26 Professional Component

Certain procedures are a combination of a physician or other qualified health care professional
component and a technical component. When the physician or other qualified health care professional
component is reported separately, the service may be identified by adding modifier 26 to the usual
procedure number.

TC Technical Component (HCPCS Level Il Modifier)

Certain procedures are a combination of a professional component and a technical component. When the
technical component is reported separately, the service may be identified by adding modifier TC to the
usual procedure number. Technical component charges are institutional charges and not billed separately

by physicians.

Mississippi guideline: The technical component is calculated by subtracting the PC Amount from the Amount for the
reimbursement.

32 Mandated Services
Services related to mandated consultation and/or related services (eg, third-party payer, governmental,
legislative or regulatory requirement) may be identified by adding modifier 32 to the basic procedure.

47 Anesthesia by Surgeon

Regional or general anesthesia provided by the surgeon may be reported by adding modifier 47 to the
basic service. (This does not include local anesthesia.) Note: Modifier 47 would not be used as a modifier
for the anesthesia procedures-00100—-01999.
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Mississippi guidelineMississippi's-nete: Reimbursement is made for base units only.

50 Bilateral Procedure
Unless otherwise identified in the listings, bilateral procedures that are performed during the same
operative session should be identified by adding modifier 50 to the appropriate five-5 digit code.

51 Multiple Procedures

When multiple procedures, other than E/M services, pPhysical mMedicine and tRehabilitation services, or
provision of supplies (eg, vaccines), are performed at the same session by the same individualprevider,
the primary procedure or service may be reported as listed. The additional procedure(s) or service(s) may
be identified by appending modifier 51 to the additional procedure or service code(s). Note: This modifier

should not be appended to designated “add-on” codes (see the-applicable-CRPTbook-aAppendix D).

Mississippi guidelineMississippi's-nete: This modifier should not be appended to designated “modifier 51 exempt”
codes as specified in the meostecurrent-CRT-bookFee Schedule.

52 Reduced Services

Under certain circumstances a service or procedure is partially reduced or eliminated at the physician's-
discretion_of the physician or other qualified health care professional. Under these circumstances the
service provided can be identified by its usual procedure number and the addition of modifier 52,
signifying that the service is reduced. This provides a means of reporting reduced services without
disturbing the identification of the basic service. Note: For hospital outpatient reporting of a previously
scheduled procedure/service that is partially reduced or cancelled as a result of extenuating
circumstances or those that threaten the well-being of the patient prior to or after administration of
anesthesia, see modifiers 73 and 74 (see modifiers approved for ASC hospital outpatient use).

53 Discontinued Procedure

Under certain circumstances, the physician or other qualified health care professional may elect to
terminate a surgical or diagnostic procedure. Due to extenuating circumstances or those that threaten the
well-being of the patient, it may be necessary to indicate that a surgical or diagnostic procedure was
started but discontinued. This circumstance may be reported by adding modifier 53 to the code reported
by the physician-individual for the discontinued procedure. Note: This modifier is not used to report the
elective cancellation of a procedure prior to the patient’s anesthesia induction and/or surgical preparation
in the operating suite._For outpatient hospital/ambulatory surgery center (ASC) reporting of a previously
scheduled procedure/service that is partially reduced or cancelled as a result of extenuating
circumstances or those that threaten the well-being of the patient prior to or after administration of
anesthesia, see modifiers 73 and 74 (see modifiers approved for ASC hospital outpatient use).

54 Surgical Care Only

When enel physician or other qualified health care professional performs a surgical procedure and
another provides preoperative and/or postoperative management, surgical services may be identified by
adding modifier 54 to the usual procedure number.
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55 Postoperative Management Only

When enel physician or other qualified health care professional performed the postoperative
management and another physician-performed the surgical procedure, the postoperative component may
be identified by adding modifier 55 to the usual procedure number.

56 Preoperative Management Only

When enel physician or other qualified health care professional performed the preoperative care and
evaluation and another physician-performed the surgical procedure, the preoperative component may be
identified by adding modifier 56 to the usual procedure number.

57 Decision for Surgery
An evaluation and management service that resulted in the initial decision to perform the surgery may be
identified by adding modifier 57 to the appropriate level of E/M service.

58 Staged or Related Procedure or Service by the Same Physician or Other Qualified
Health Care Professional During the Postoperative Period
It may be necessary to indicate that the performance of a procedure or service during the postoperative
period was: (a) planned prospectively-atthe-time-of the-original-procedure-or anticipated (staged); (b)
more extensive than the original procedure; or (c) for therapy following a diagnestie-surgical procedure.
This circumstance may be reported by adding modifier 58 to the staged or related procedure. Note: For
treatment of a problem that requires a return to the eperation-operating/erprocedure room_(eg, an
unanticipated clinical condition), see modifier 78.

59 Distinct Procedural Service

Under certain circumstances, it may be necessary to indicate that a procedure or service was distinct or
independent from other non-E/M services performed on the same day. Modifier 59 is used to identify
procedures or services other than E/M services, that are not normally reported together, but are
appropriate under the circumstances. Fhis-may-represent-a-Documentation must support a different
session-or-patient-encounter, different procedure or surgery, different site or organ system, separate
incision/excision, separate lesion, or separate injury (or area of injury in extensive injuries) not ordinarily
encountered or performed on the same day by the same individual. However, when another already
established modifier is appropriate it should be used rather than modifier 59. Only if no more descriptive
modifier is available, and the use of modifier 59 best explains the circumstances, should modifier 59 be
used. Note: Modifier 59 should not be appended to an E/M service. To report a separate and distinct E/M
service with a non-E/M service performed on the same date, see modifier 25.

62 Two Surgeons

When two surgeons work together as primary surgeons performing distinct part(s) of a procedure, each
surgeon should report his/her distinct operative work by adding modifier 62 to the procedure code and
any associated add-on code(s) for that procedure as long as both surgeons continue to work together as
primary surgeons. Each surgeon should report the co-surgery once using the same procedure code. If an
additional procedure(s) (including an add-on procedure(s)) isare performed during the same surgical
session, a-separate code(s) may also be reported with modifier 62 added. Note: If a co-surgeon acts as
an assistant in the performance of an additional procedure(s), other than those reported with the modifier
62, during the same surgical session, the-those services{s) may be reported using a-separate procedure
code(s) with modifier 80 or modifier 82 added, as appropriate.
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66 Surgical Team

Under some circumstances, highly complex procedures (requiring the concomitant services of several
physicians_or other qualified health care professional, often of different specialties, plus other highly
skilled, specially trained personnel, and-various types of complex equipment) are carried out under the
“surgical team” concept. Such circumstances may be identified by each participating physician-individual
with the addition of modifier 66 to the basic procedure number used for reporting services.

76 Repeat Procedure or Service by Same Physician_or Other Qualified Health Care
Professional

It may be necessary to indicate that a procedure or service was repeated by the same physician or other

gualified health care professional subsequent to the original procedure or service. This circumstance may

be reported by adding modifier 76 to the repeated proceduref or service. Note: This modifier should not

be appended to an E/M service.

may be necessary to indicate that a basic procedure or service was repeated by another physician or
other qualified health care professional subsequent to the original procedure or service. This
circumstance may be reported by adding modifier 77 to the repeated procedure or service. Note: This
modifier should not be appended to an E/M service.

78 Unplanned Return to the Operating/Procedure Room by the Same Physician or Other
Qualified Health Care Professional for a Related Procedure During the Postoperative
Period

It may be necessary to indicate that another procedure was performed during the postoperative period of

the initial procedure_(unplanned procedure following initial procedure). When this subsegquent-procedure

is related to the first and requires the use of thean operating/procedure room, it may be reported by

adding modifier 78 to the related procedure. (For repeat procedures-en-the-same-day, see modifier 76.)

79 Unrelated Procedure or Service by the Same Physician or Other Qualified Health Care
Professional During the Postoperative Period

The physician-individual may need to indicate that the performance of a procedure or service during the

postoperative period was unrelated to the original procedure. This circumstance may be reported by

using modifier 79. (For repeat procedures on the same day, see modifier 76.)

80 Assistant Surgeon
Surgical assistant services may be identified by adding modifier 80 to the usual procedure number(s).

Mississippi guidelineMississippi'snote: Reimbursement is twenty percent (20%) of the maximum reimbursement
allowance.

81 Minimum Assistant Surgeon
Minimum surgical assistant services are identified by adding modifier 81 to the usual procedure number.
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Mississippi guidelineMississippi's-nete: Physician reimbursement is ten percent (10%) of the maximum
reimbursement allowancealowable.

82 Assistant Surgeon (when qualified resident surgeon not available)
The unavailability of a qualified resident surgeon is prerequisite for use of modifier 82 appended to the
unusual procedure code number(s).

90 Reference (Outside) Laboratory

When laboratory procedures are performed by a party other than the treating or reporting physician_or
other qualified health care professional, the procedure may be identified by adding modifier 90 to the
usual procedure number.

99 Multiple Modifiers

Under certain circumstances twe2 or more modifiers may be necessary to completely delineate a service.
In such situations, modifier 99 should be added to the basic procedure and other applicable modifiers
may be listed as part of the description of the service.

AS ;
Physician Assistant, Nurse Practitioner, or Clinical Nurse Specialist_Services for
Assistant at Surgery

Assistant at surgery services provided by aanother qualified individual (e.g., physician assistant, nurse

practitioner, clinical nurse specialist, registered nurse first assistant) Registered-Nurse-First-Assistant

{RNFA)-Physician-Assistant-Nurse-Practitioner-or-Clinical- Nurse-Specialist-and not another physician are
identified by adding modifier AS to the listed applicable surgical procedures. Fhe-use-ofthe-Modifier AS

modifiermay be appended to is-appropriate-for-any code identified that-etherwise-isreimbursable fora-

physician-assisting-a-surgeon-in-the-operating-roomas appropriate for surgical assistance in this Fee
Schedule.

Mississippi guidelineMississippi's-note: Modifier AS reimbursement is ten percent (10%) of the -allewablemaximum
reimbursement allowance. For assistant at surgery services provided by a physician, see modifiers 80, 81, and 82.
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Radiology

SCOPE

The following guidelines apply to radiology services provided in offices, clinics, and under some
circumstances in hospital x-ray departments. This section also contains guidelines that include nuclear
medicine and diagnostic ultrasound.

GUIDELINES
Total ComponentFee

A total fee includes both the professional component for the radiologist and the technical component
needed to accomplish the procedure. Explanations of the professional component and the technical
component are listed below. The values as listed in the Amount column represent the total
reimbursement.

Professional Component

The professional component represents the reimbursement allowance of the professional radiological
services of the physician and is identified by the use of modifier 26. This includes examination of the
patient when indicated, performance or supervision of the procedure, interpretation and written report
of the examination, and consultation with the referring physician. In the majority of hospital radiology
departments, the radiologist submits a separate statement to the patient for professional services
rendered, which are listed as the professional component. Values in the PC Amount column are
intended for the services of a radiologist for the professional component only and do not include any
other charges. To identify a charge for a professional component only, use the five-digit code followed
by modifier 26.

Technical Component

The technical component includes charges made by the institution or clinic to cover the services of
technologists and other staff members, the film, contrast media, chemicals and other materials, and
the use of the space and facilities of the x-ray department. To identify a charge for a technical
component only, use the five-digit code followed by HCPCS Level || modifier TC. The technical
component amount is calculated by subtracting the PC Amount from the Amount for the total
reimbursement.

Review of X-rays
Billing code 76140 is not appropriate in the following circumstances because review of the x-rays is
inherent to the evaluation and management code:

» The physician, during the course of an office visit or consultation, reviews an x-ray made
elsewhere.
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e The treating or consulting physician reviews x-rays at an emergency room or hospital visit.

« CPT® code 76140 Consultation on x-ray examination made elsewhere, written report, will only be
paid when there is a documented need for the service and when performed by a radiologist or
physician certified to perform radiological services.

» This provision is for payment of a second interpretation under unusual circumstances such as a
guestionable finding for which the physician performing the initial interpretation requests the
expertise of another physician (i.e., expertise of a radiologist). CPT code 76140 is to be used
when a second opinion is required for a radiological procedure. Reimbursement is limited to the
professionalcomponentPC Amount listed in the Fee Schedule for that procedure.

E. Additional X-rays
No payment shall be made for additional x-rays when recent x-rays are available except when
supported by adequate information regarding the need to retake x-rays. The use of photographic or
digital media and/or imaging is not reported separately, but is considered to be a component of the
basic procedure and shall not merit any additional payment.

F. Contrast Material
1. Complete procedures, interventional radiological procedures, or diagnostic studies involving
injection of contrast media include all usual pre-injection and post-injection services (e.g.,
necessary local anesthesia, placement of needle catheter, injection of contrast media,
supervision of the study, and interpretation of results).

2. Low osmolar contrast material and paramagnetic contrast materials shall only be billed when not
included in the descriptor of the procedure. When appropriately billed, the contrast media is
reimbursed according to the maximum reimbursement allowance rate-(MRA) listed in the HCPCS
section of the Fee Schedule. Supplies are considered incidental to the administration of the
contrast and are not separately reimbursablesheuld-be-billed-with-the-appropriate HCRCS-Level-
code-and-will-be-reimbursed-aceording-to-the-Fee-Schedule.

3. When contrast can be administered orally (upper G.1.) or rectally (barium enema), the
administration is included as part of the procedure.

4. When an intravenous line is placed simply for access in the event of a problem with a procedure
or for administration of contrast, it is considered part of the procedure and does not command a
separate fee.

G. Urologic Procedures
In the case of urologic procedures (e.g., CPT codes 74400-74485), insertion of a urethral catheter is
part of the procedure and is not separately billed.

H. Separate or Multiple Procedures
1. When multiple procedures are performed on the same day or at the same session, it is
appropriate to designate them by separate entries. Surgical procedures performed in conjunction
with a radiology procedure will be subject to the rules and regulations of the Surgery section.

2. When x-rays of multiple sections of a body area are billed separately, the total reimbursement
must not exceed the maximum reimbursement allowance of the complete body area.

I.  Outpatient CT Scans and MRIs
CT scans and MRIs, when performed on an outpatient basis, are subject to the limitations of the Fee
Schedule, regardless of site of service.
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Unlisted Service or Procedure
A service or procedure may be provided that is not listed in the most recent edition of the CPT book.
When reporting such a service, the appropriate unlisted procedure code may be used to indicate the

service, identifying it by special report. Fhe-uUnlisted procedures_codes and-accompanying-codes-are
as-follews:are listed in the CPT book.

medteal—apprepﬂatenes&e#the—semee—Anv test/serwce that is not prowded routlnelv should be

reported with the appropriate code designating the service and the billing for that test/service should
include a description of the procedure, the process used, and a full report of the findings. Pertinent-
Additional information_provided should include an adeguate-acceptable definition or description of the
extent and nature of the procedure as well as information regarding the nature-extentand-need for
the procedure vice. Also essential is
data regarding the equmment necessarv to perform the service, as weII as the time and effort
required. Special reports to justify the necessity of a service do not warrant a separate fee.

By Report (BR)

“BR” in the Amount column indicates services that are too new, unusual, or variable in the nature of
their performance to permit the assignment of a definable fee. Such services should be substantiated
by documentation submitted with the bill. Sufficient information should be included to permit proper
identification and a sound evaluation. If the service is justified by the report, the actual charge shall be
paid in full, unless the payer has evidence that the actual charge exceeds the usual and customary
charge for such service.
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M. Radiology Supervision and Interpretation Procedures
There are times when a single physician may perform the procedure and supervise the imaging and
interpretation. On other occasions, one physician may perform the procedure, and the imaging
supervision with interpretation may be performed by another physician. The appropriate radiology
codes are to be used for supervision and interpretation of the imaging. The appropriate surgical
codes are to be used for the procedure, including necessary local anesthesia, placement of needle or
catheters, injection of contrast media, etc. The surgical codes are subject to the rules and regulations
of the Surgery section, and the radiology codes are subject to this section of radiology rules and
regulations.

N. Written Report(s)
A written report, signed by the interpreting physician, should be considered an integral part of a
radiological procedure or interpretation.

0. Facility Fee

The Facility Fee for outpatient services is the APC Amount.FheFacility Fee-foroutpatient-services-is-
the-ARCameount:

[Il.  MODIFIERS

Modifiers augment CPT codes to more accurately describe the circumstances of services provided. When
applicable, the circumstances should be identified by a modifier code: a two-digit number placed after the
usual procedure code, separated by a hyphen. If more than one modifier is needed, place the multiple

modrfrers code 99 after the procedure code to |nd|cate that two or more modifiers erI follow. l:reted—

A Modrfrers commonly used in

radiology (mcludrng nuclear medicine and diagnostic uItrasound) are as follows:

26 Professional Component

Certain procedures are a combination of a physician or other qualified health care professional
component and a technical component. When the physician or other qualified health care professional
component is reported separately, the service may be identified by adding modifier 26 to the usual
procedure number.
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TC Technical Component (HCPCS Level Il Modifier)

Certain procedures are a combination of a physieian-professional component and a technical component.
When the technical component is reported separately, the service may be identified by adding modifier
TC to the usual procedure number._Technical component charges are institutional charges and not billed
separately by physicians.

Mississippi guideline: Mississippi's-rete-The technical component is calculated by subtracting the PC Amount from
the Amount for the reimbursement.

32 Mandated Service
Services related to mandated consultation and/or related services (eg, third-party payer, governmental,
legislative or regulatory requirement) may be identified by adding modifier 32 to the basic procedure.

50 Bilateral Procedure
Unless otherwise identified in the listings, bilateral procedures that are performed at the same session,
should be identified by adding modifier 50 to the appropriate 5 digit code.

51 Multiple Procedures

When multiple procedures, other than E/M services, pPhysical mMedicine and tRehabilitation services, or
provision of supplies (eg, vaccines), are performed at the same session by the same previderindividual,
the primary procedure or service may be reported as listed. The additional procedure(s) or service(s) may
be identified by appending modifier 51 to the additional procedure or service code(s). Note: This modifier

should not be appended to designated “add-on” codes (see the-applicable-CPTbookAppendix D).

Mississippi guideline: This modifier should not be appended to designated “modifier 51 exempt” codes as specified in

the Fee Schedule.

52 Reduced Services

Under certain circumstances a service or procedure is partially reduced or eliminated at the physician's-
discretion_of the physician or other qualified health care professional. Under these circumstances the
service provided can be identified by its usual procedure number and the addition of modifier 52,
signifying that the service is reduced. This provides a means of reporting reduced services without
disturbing the identification of the basic service. Note: For hospital outpatient reporting of a previously
scheduled procedure/service that is partially reduced or cancelled as a result of extenuating
circumstances or those that threaten the well-being of the patient prior to or after administration of
anesthesia, see modifiers 73 and 74 (see modifiers approved for ASC hospital outpatient use).

53 Discontinued Procedure
Under certain circumstances the physician or other qualified health care professional may elect to
terminate a surgical or diagnostic procedure. Due to extenuating circumstances or those that threaten the
well-being of the patient, it may be necessary to indicate that a surgical or diagnostic procedure was
started but discontinued. This circumstance may be reported by adding modifier 53 to the code reported
by the physician-individual for the discontinued procedure. Note: This modifier is not used to report the
elective cancellation of a procedure prior to the patient’s anesthesia induction and/or surgical preparation
in the operating suite. For outpatient hospital/ambulatory surgery center (ASC) reporting of a previously
scheduled procedure/service that is partially reduced or cancelled as a result of extenuating
circumstances or those that threaten the well-being of the patient prior to or after administration of
anesthesia, see modifiers 73 and 74 (see modifiers approved for ASC hospital outpatient use).
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76 Repeat Procedure_or Service by Same Physician_or Other Qualified Health Care
Professional

It may be necessary to indicate that a procedure or service was repeated by the same physician or other

gualified health care professional subsequent to the original procedure or service. This circumstance may

be reported by adding modifier 76 to the repeated proceduref or service. Note: This modifier should not

be appended to an E/M service.

may be necessary to indicate that a basic procedure or service was repeated by another physician or
other qualified health care professional subsequent to the original procedure or service. This
circumstance may be reported by adding modifier 77 to the repeated procedure or service. Note: This
modifier should not be appended to an E/M service.

99 Multiple Modifiers

Under certain circumstances twe-2 or more modifiers may be necessary to completely delineate a
service. In such situations, modifier 99 should be added to the basic procedure and other applicable
modifiers may be listed as part of the description of the service.
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Pathology and
Laboratory

l. GUIDELINES

A. Pathology Services
ServicesinpPathology and ILaboratory services are provided for evaluating the nature of disease or

a change in body tissue and organs due to injury and/or caused by a disease.by-the-pathologist-orby

the-technologist-underresponsible-supervision-of a-physician.

B. Separate or Multiple Procedures

{ts-appropriate-to-desighateWhen multiple procedures are performed rendered-on the same date or.
at the same session, it is appropriate to designate them by separate entries.

C. Unlisted Service or Procedures
Unlisted codes are used for laboratory/pathology services which do not currently have a CPT® code.
All unlisted codes requwe an explanation and report A Ilst of unhsted codes may be found in the CPT
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Special Report

Any test/service that is not provided routinely should be reported with the appropriate code
designating the service and the billing for that test/service should include a description of the
procedure, the process used and a full report of the findings. Special reports to justify the necessity of

a service do not warrant a separate fee A—serwee%hat—r&rarely—prewded—unusual—vanable—epnew

By Report (BR)

“BR” in the Amount column indicates services that are too new, unusual, or variable in the nature of
their performance to permit the assignment of a definable fee. Such services should be substantiated
by documentation submitted with the bill. Sufficient information should be included to permit proper
identification and a sound evaluation. If the service is justified by the report, the actual charge shall be
paid in full, unless the payer has evidence that the actual charge exceeds the usual and customary
charge for such service.

Facility Fee
The Facility Fee for outpatient services is the APC Amount.

GENERAL INFORMATION AND INSTRUCTIONS

Panel Tests

The billing for panel tests must include documentation listing the tests in the panel. When billing for
panel tests (8004#8—80076), use the code number corresponding to the appropriate panel test.
These tests will not be reimbursed separately.

The panel components do not preclude the performance of other tests not listed in the panel. If other
laboratory tests are performed in conjunction with a particular panel, the additional tests may be
reported separately in addition to the panel.

Handling and Collection Process

1. In collecting a specimen, the cost for collection is covered by the technical component when the
lab test is conducted at that site. No separate collection or handling fee for this purpose will be
reimbursed.

2. When a specimen must be sent to a reference laboratory, the cost of specimen collection is
covered in a collection fee. This charge is only allowed when a reference laboratory is used, and
modifier 90 must be used.

Global, Professional, and Technical Components

Some procedures in the Pathology and Laboratory section are considered global fees (Amount) and
do not qualify for a separate technical (TC) or professional (PC) component. Some procedures are
listed with a PC fee-Amount in addition to the glebalfeeAmount. For procedures listed with a PC-fee_
Amount, the TC reimbursement rate is calculated by subtracting the PC aAmount from the tetal
aAmount._The professional component should be billed with modifier 26.
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Whereas these guidelines are written to be all-inclusive, there are instances when the reviewer must
make an informed decision regarding the PC/TC reimbursements. Request for PC reimbursement will
only be considered if:

» The physician performs the procedure or reviews the results
» A written report, not a computer generated report, is submitted with the request for payment\
D. Occupational Blood Exposure Testing/Treatment

1. Work related Blood Exposures should minimally meet the appropriate CDC Guidelines for
Management of Occupational Blood Exposures.

2. The CDC Guidelines are updated at intervals and the most current quidelines should be used.

3. Current information can be obtained at www.cdc.gov.

E. Drug Screens

1. Post-Accident Drug Screens should comply with MCA 8§71-7-1 and other state and federal
regulations with which the employer must comply. Reimbursement will either be made by the
payer/carrier or the employer.

2. Other drug screens: The only codes reimbursed by workers’ compensation for drug screens other
than Post-Accident are G0431 thru G0435.

[1l. MODIFIERS

Modifiers augment CPT codes to more accurately describe the circumstances of services provided. When
applicable, the circumstances should be identified by a modifier code: a two-digit number placed after the
usual procedure code, separated by a hyphen. If more than one modifier is needed, place the multiple
modifiers code 99 after the procedure code to indicate that two or more modifiers will follow.Listed-

22 Increased Procedural Services

When the work required to provide a service is substantially greater than typically required, it may be
identified by adding modifier 22 to the usual procedure code. Documentation must support the substantial
additional work and the reason for the additional work (ie, increased intensity, time, technical difficulty of
procedure, severity of patient's condition, physical and mental effort required). Note: This modifier should
not be appended to an E/M service.

Mississippi‘s-hete_guideline: By definition, this modifier would be used in unusual circumstances only. Use of this
modifier does not guarantee additional reimbursement. When appropriate, the Fee Schedule reimbursement for
modifier 22 is one-hundred twenty percent (120%) of the maximum reimbursement allowance.

26 Professional Component

Certain procedures are a combination of a physician or other qualified health care professional
component and a technical component. When the physician or other qualified health care professional
component is reported separately, the service may be identified by adding modifier 26 to the usual
procedure number.
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TC Technical Component (HCPCS Level Il Modifier)

Certain procedures are a combination of a physieian-professional component and a technical component.
When the technical component is reported separately, the service may be identified by adding modifier
TC to the usual procedure number._Technical component charges are institutional charges and not billed
separately by physicians.

Mississippi‘s-hete guideline: The technical component is calculated by subtracting the PC Amount from the Amount
for the reimbursement.

32 Mandated Services
Services related to mandated consultation and/or related services (eg, third-party payer, governmental,
legislative or regulatory requirement) may be identified by adding modifier 32 to the basic procedure.

52 Reduced Services

Under certain circumstances a service or procedure is partially reduced or eliminated at the physician’s-
discretion_of the physician or other qualified health care professional. Under these circumstances the
service provided can be identified by its usual procedure number and the addition of modifier 52,
signifying that the service is reduced. This provides a means of reporting reduced services without
disturbing the identification of the basic service. Note: For hospital outpatient reporting of a previously
scheduled procedure/service that is partially reduced or cancelled as a result of extenuating
circumstances or those that threaten the well-being of the patient prior to or after administration of
anesthesia, see modifiers 73 and 74 (see modifiers approved for ASC hospital outpatient use).

53 Discontinued Procedure

Under certain circumstances, the physician or other qualified health care professional may elect to
terminate a surgical or diagnostic procedure. Due to extenuating circumstances or those that threaten the
well-being of the patient, it may be necessary to indicate that a surgical or diagnostic procedure was
started but discontinued. This circumstance may be reported by adding modifier 53 to the code reported
by the physician-individual for the discontinued procedure. Note: This modifier is not used to report the
elective cancellation of a procedure prior to the patient’s anesthesia induction and/or surgical preparation
in the operating suite. For outpatient hospital/ambulatory surgery center (ASC) reporting of a previously
scheduled procedure/service that is partially reduced or cancelled as a result of extenuating
circumstances or those that threaten the well-being of the patient prior to or after administration of
anesthesia, see modifiers 73 and 74 (see modifiers approved for ASC hospital outpatient use).

59 Distinct Procedural Service

Under certain circumstances, it may be necessary to indicate that a procedure or service was distinct or
independent from other non-E/M services performed on the same day. Modifier 59 is used to identify
procedures/-er-services other than E/M services that are not normally reported together, but are
appropriate under the circumstances. Documentation must support a different session-erpatient
encounter, different procedure or surgery, different site or organ system, separate incision/excision,
separate lesion, or separate injury (or area of injury in extensive injuries) not ordinarily encountered or
performed on the same day by the same individual. However, when another already established modifier
is appropriate, it should be used rather than modifier 59. Only if no more descriptive modifier is available,
and the use of modifier 59 best explains the circumstances, should modifier 59 be used. Note: Modifier 59
should not be appended to an E/M service. To report a separate and distinct E/M service with a non-E/M
service performed on the same date, see modifier 25.
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90 Reference (Outside) Laboratory

When laboratory procedures are performed by a party other than the treating or reporting physician_or.
other qualified health care professional, the procedure may be identified by adding modifier 90 to the
usual procedure number.

91 Repeat Clinical Diagnostic Laboratory Test

In the course of treatment of the patient, it may be necessary to repeat the same laboratory test on the
same day to obtain subsequent (multiple) test results. Under these circumstances, the laboratory test
performed can be identified by its usual procedure number and the addition of modifier 91. Note: This
modifier may not be used when tests are rerun to confirm initial results; due to testing problems with
specimens or equipment; or for any other reason when a normal, one-time, reportable result is all that is
required. This modifier may not be used when another code(s) describes a series of test results (eg,
glucose tolerance tests, evocative/suppression testing). This modifier may only be used for-a laboratory
test(s) performed more than once on the same day on the same patient.

92 Alternative Laboratory Platform Testing

When laboratory testing is being performed using a kit or transportable instrument that wholly or in part
consists of a single use, disposable analytical chamber, the service may be identified by adding modifier
92 to the usual laboratory procedure code (HIV testing 86701-86703, and 87389). The test does not
require permanent dedicated space; hence by its design itmay be hand carried or transported to the
vicinity of the patient for immediate testing at that site, although location of the testing is not in itself
determinative of the use of this modifier.

99 Multiple Modifiers

Under certain circumstances twe2 or more modifiers may be necessary to completely delineate a service.
In such situations, modifier 99 should be added to the basic procedure and other applicable modifiers
may be listed as part of the description of the service.
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Medicine Services

In addition to the general rules, this section applies te-unique guidelines for medicine specialties. Physical
medicine-Therapeutic services and rehabilitation guidelines, as well as chiropractic and osteopathic
services, are listed in a separate section following Medicine Services.

GUIDELINES

Unlisted Services or Procedures
Unlisted codes are used for medical services which do not currently have a CPT® code. All unlisted
codes redurre an explanatron and report Unlrsted codes are Irsted in the CPT book. Whena—serweeer

Multiple Procedures
It is appropriate to designate multiple procedures rendered on the same date by separate entries.

Separate Procedures

Separate procedures are commonly carried out as an integral component of another procedure. They
should not be billed in conjunction with the related procedure. These procedures may be billed when
performed mdependentlv by adding modrfrer 59 to the specrfrc ‘separate procedure" code.Semeof

By Report (BR) Procedures
By report (BR) means that the procedure is new, or is not assigned a maximum fee, and requires a

written description included on or attached to the bill. “BR” procedures require a complete listing of
the service, the dates of service, the procedure code, and the payment requested. The report is

included in the rermbursement for the procedure -BR—rn—the—AmeHm—eelen—melma%es—semees—tha{—

Special Report

Any test/service that is not provided routinely should be reported with the appropriate code
designating the service and the billing for that test/service should include a description of the
procedure, the process used, and a full report of the findings. Special reports to justify the necessity
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Materials Supplied by Physician
Supplies and materlals usually mcluded in an office visit are mcluded in the relmbursement for the

office visit.prov - ; , visit Other
unusual supplies and materlals should be |dent|f|ed Wlth CPT code 99070 or speC|f|c HCPCS Level Il
code. Reimbursement shall be limited to the Fee Schedule maximum reimbursement allowance
(MRA) or the usual and customary rate for items not listed in this Fee Schedule.

Audiological Function Tests
The audlometnc tests (925519—925976) are re|mbursed based on the AMA CPT Gwdellnes reguire-

eenadeped—pan_ef—meexamma{lenendhet—pald—sep%a{ely— AII descnptors refer to testmg of both

ears.

Psychological Services

1. Payment for a psychiatric diagnostic interview/evaluation includes history and mental status

determination, development of a treatment plan when necessary and the preparation of a written
report that must be submitted with the required billing form. Use of an E/M code with a diagnostic
interview/evaluation is not appropriate.

2. Psychotherapy codes from the current CPT manual are used regardless of place of service. The
CPT code most closely matching the length of the session must be billed.

3. Use of an E/M code with a psychotherapy code should follow the guidelines from the CPT book
and the American Psychiatric Association.

4. A service level adjustment factor is used to determine payment for psychotherapy when a
provider other than a psychiatrist provides the service. In those instances, the reimbursement
amount for the CPT code is paid at eighty-five percent (85%) of the maximum reimbursement
allowance. This applies to psychologists, social workers, and counselors, etc.

Electromyography (EMG)
Payment for EMG services includes the initial set of electrodes and all supplies necessary to perform
the service. The physician may be paid for a consultation or new patient visit in addition to the EMG
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performed on the same day, with supporting documentation required as outlined in the Evaluation
and Management section. When an EMG is performed on the same day as a follow up visit, payment
may be made for the EMG only unless documentation supports the need for a medical service in
addition to the EMG.

J.  Manipulative Services
Chiropractic_and Osteopathic manipulative services, which are medicine services, will be discussed in

the Physical-MedicineTherapeutic Services section.

[l. MODIFIERS

Modifiers augment CPT codes to more accurately describe the circumstances of services provided. When
applicable, the circumstances should be identified by a modifier code: a two-digit number placed after the
usual procedure code, separated by a hyphen. If more than one modifier is heeded, place the multiple
modlflers code 99 after the procedure code to |nd|cate that two or more modifiers WI|| follow I:lsted-

ene—epmeFe—admﬂeJHLmemﬂeFeedeswm—feuew—Modlflers commonly used in Medlcme Serwces are as
follows:

22 Increased Procedure Services

When the work required to provide a service is substantially greater than typically required, it may be
identified by adding modifier 22 to the usual procedure code. Documentation must support the substantial
additional work and the reason for the additional work (ie, increased intensity, time, technical difficulty of
procedure, severity of patient’s condition, physical and mental effort required). Note: This modifier should
not be appended to an E/M service.

Mississippi_guideline’s-note: By definition, this modifier would be used in unusual circumstances only. Use of this
modifier does not guarantee additional reimbursement. When appropriate, the Fee Schedule reimbursement for
modifier 22 is one-hundred twenty percent (120%) of the maximum reimbursement allowance.

26 Professional Component

Certain procedures are a combination of a physician or other qualified health care professional
component and a technical component. When the physician or other qualified health care professional
component is reported separately, the service may be identified by adding modifier 26 to the usual
procedure number.

TC Technical Component (HCPCS Level Il Modifier)

Certain procedures are a combination of a physieian-professional component and a technical component.
When the technical component is reported separately, the service may be identified by adding modifier
TC to the usual procedure number._Technical component charges are institutional charges and not billed
separately by physicians.

Mississippi_guideline’s-nete: The technical component is calculated by subtracting the PC Amount from the Amount
for the reimbursement.
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32 Mandated Services
Services related to mandated consultation and/or related services (eg, third-party payer, governmental,
legislative or regulatory requirement) may be identified by adding modifier 32 to the basic procedure.

51 Multiple Procedures

When multiple procedures, other than E/M services, pPhysical mMedicine and tRehabilitation services, or
provision of supplies (eg, vaccines), are performed at the same session by the same previderindividual,
the primary procedure or service may be reported as listed. The additional procedure(s) or service(s) may
be identified by appending modifier 51 to the additional procedure or service code(s). Note: This modifier

should not be appended to designated “add-on” codes (see the-applicable-CPT-bookAppendix D).

Mississippi_guideline’s-nete: This modifier should not be appended to designated “modifier 51 exempt” codes as
specified in the applicable-CPT-bookFee Schedule.

52 Reduced Services

Under certain circumstances a service or procedure is partially reduced or eliminated at the physician's-
discretion_of the physician or other qualified health care professional. Under these circumstances the
service provided can be identified by its usual procedure number and the addition of modifier 52,
signifying that the service is reduced. This provides a means of reporting reduced services without
disturbing the identification of the basic service. Note: For hospital outpatient reporting of a previously
scheduled procedure/service that is partially reduced or cancelled as a result of extenuating
circumstances or those that threaten the well-being of the patient prior to or after administration of
anesthesia, see modifiers 73 and 74 (see modifiers approved for ASC hospital outpatient use).

53 Discontinued Procedure

Under certain circumstances, the physician or other qualified health care professional may elect to
terminate a surgical or diagnostic procedure. Due to extenuating circumstances or those that threaten the
well-being of the patient, it may be necessary to indicate that a surgical or diagnostic procedure was
started but discontinued. This circumstance may be reported by adding modifier 53 to the code reported
by the physician-individual for the discontinued procedure. Note: This modifier is not used to report the
elective cancellation of a procedure prior to the patient’s anesthesia induction and/or surgical preparation
in the operating suite. For outpatient hospital/ambulatory surgery center (ASC) reporting of a previously
scheduled procedure/service that is partially reduced or cancelled as a result of extenuating
circumstances or those that threaten the well-being of the patient prior to or after administration of
anesthesia, see modifiers 73 and 74 (see modifiers approved for ASC hospital outpatient use).

54 Surgical Care Only

When 1 physician or other gualified health care professional performs a surgical procedure and another
provides preoperative and/or postoperative management, surgical services may be identified by adding
modifier 54 to the usual procedure number.

55 Postoperative Management Only

When ene-1 physician_or other qualified health care professional performed the postoperative
management and another physician-performed the surgical procedure, the postoperative component may
be identified by adding modifier 55 to the usual procedure number.
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56 Preoperative Management Only

When ene-1 physician_or other qualified health care professional performed the preoperative care and
evaluation and another physician-performed the surgical procedure, the preoperative component may be
identified by adding modifier 56 to the usual procedure number.

58 Staged or Related Procedure or Service by the Same Physician or Other Qualified Health

Care Professional During the Postoperative Period
It may be necessary to indicate that the performance of a procedure or service during the postoperative
period was: a) planned prospectively-at-the-time-of the-original-procedureor anticipated (staged); b) more
extensive than the original procedure; or c) for therapy following a diaghestie-surgical procedure. This
circumstance may be reported by adding modifier 58 to the staged or related procedure. Note: For the
treatment of a problem that requires a return to the operating/-e+-procedure room_(eg, unanticipated
clinical condition), see modifier 78.

59 Distinct Procedural Service

Under certain circumstances, it may be necessary to indicate that a procedure or service was distinct or
independent from other non-E/M services performed on the same day. Modifier 59 is used to identify
procedures/-er-services other than E/M services, that are not normally reported together, but are
appropriate under the circumstances. Documentation must support a different session-erpatient
enceunter, different procedure or surgery, different site or organ system, separate incision/excision,
separate lesion, or separate injury (or area of injury in extensive injuries) not ordinarily encountered or
performed on the same day by the same individual. However, when another already established modifier
is appropriate it should be used rather than modifier 59. Only if no more descriptive modifier is available,
and the use of modifier 59 best explains the circumstances, should modifier 59 be used. Note: Modifier 59
should not be appended to an E/M service. To report a separate and distinct E/M service with a non-E/M
service performed on the same date, see modifier 25.

76 Repeat Procedure_or Service by Same Physician_or Other Qualified Health Care
Professional

It may be necessary to indicate that a procedure or service was repeated by the same physician or other

gualified health care professional subsequent to the original procedure or service. This circumstance may

be reported by adding modifier 76 to the repeated procedure_or {service._ Note: This modifier should not

be appended to an E/M service.

77 Repeat Procedure by Another Physician_or Other Qualified Health Care Professional

It may be necessary to indicate that a basic procedure or service was repeated by another physician or
other gualified health care professional subsequent to the original procedure or service. This
circumstance may be reported by adding modifier 77 to the repeated procedure or service. Note: This

modlfler should not be appended to an E/M serwce 1he—phys+ean4nay—need—te—md+ea¥e—that—a—bas+c—
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78 Unplanned Return to the Operating/Procedure Room by the Same Physician or Other
Qualified Health Care Professional Following Initial Procedure for a Related Procedure
During the Postoperative Period

It may be necessary to indicate that another procedure was performed during the postoperative period of

the initial procedure_(unplanned procedure following initial procedure). When this subsegquentprocedure

is related to the first, and requires the use of thean operating/procedure room, it may be reported by

adding modifier 78 to the related procedure. (For repeat procedures-en-the-same-day, see modifier 76.)

79 Unrelated Procedure or Service by the Same Physician or Other Qualified Health Care
Professional During the Postoperative Period

The physician-individual may need to indicate that the performance of a procedure or service during the
postoperative period was unrelated to the original procedure. This circumstance may be reported by
using modifier 79. (For repeat procedures on the same day, see modifier 76.)

99 Multiple Modifiers

Under certain circumstances twoe-2 or more modifiers may be necessary to completely delineate a
service. In such situations, modifier 99 should be added to the basic procedure and other applicable
modifiers may be listed as part of the description of the service.
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Therapeutic Services

l. SCOPE

A. Therapeutic ServicesPhysical-Medicine
Therapeutic services are Physicalmedicine-is-an integral part of the healing process for a variety of
injured workers. Recognizing this, the Fee Schedule includes codes for physical medicine, modalities,
procedures, tests, and measurements in the Therapeutic Services Physical-Medicine-section
representing specific therapeutic procedures performed by licensed physicians, chiropractors,
licensed physical therapists, and-licensed occupational therapists, and speech pathologists.

B. Selection of Providers
Physical or occupational therapy, including work hardening, functional capacity evaluations, chronic
pain programs, or massage therapy shall be provided upon referral from a physician. In the absence
of specific direction from the treating or prescribing physician, the selection of a provider for these
services shall be made by the payer in consultation with the treating or prescribing physician.

BC. Physical Medical Assessment
1. An assessment must be performed to determine if a patient will benefit from therapeutic

services.physicalmedicine-therapy-

2. When a physician examines a patient and an assessment for therapeutic services physical
medieine-is performed, the billing for the office visit includes the therapeutic assessment.physical-

3. Procedure code 97001 is to be used for an initial assessment by physical therapists. Code 97002
is to be used for re-evaluation of a patient by physical therapists. Procedure code 97003 is to be
used for an initial assessment by occupational therapists. Code 97004 is to be used for re-
evaluation of a patient by occupational therapists. Procedure code 92506 is to be used for initial
assessment by a speech pathologist.

¢€D. Plan of Care
1. Aninitial plan of care must be developed and filed with the payer regardless of whether therapy is
provided by a physician or practicing therapist. The content of the plan of care, at a minimum,
should contain:

a. The specific therapies to be provided, including the frequency and duration of each
b. The estimated duration of the therapeutic regimen

c. The potential degree of restoration and measurable goals (e.g., potential restoration is good,
poor, low, guarded)
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The initial plan of care must be signed by the treating physician and submitted to the payer within
fourteen (14) days of approval. Physicians are required to sign the plan of care for physical and/or
occupational therapy. The physician’s signature indicates approval of the therapy the patient is
receiving and for the length of time established for the therapy.

The physician has the responsibility of providing documentation of medical necessity to the payer
whenever there are questions regarding the extent of therapy being provided or the
appropriateness of the therapy regimen.

A plan of care must be updated at least every thirty (30) days and submitted to the payer.
Preparation of a care plan does not warrant a separate fee.

DE. Qualifications for Reimbursement

1
2.
3.

The patient’s condition must have the potential for restoration of function.
The treatment must be prescribed by the authorized attending or treating physician.

The treatment must be specific to the injury and have the potential to improve the patient’s
condition.

The physician or therapist must be on-site during the provision of services.

REIMBURSEMENT

A. Guidelines

1.
2.

Visits for therapy may not exceed one visit per day without prior approval from the payer.

Therapy exceeding fifteen (15) visits or thirty (30) days, whichever comes first, must have prior
authorization from the payer for continuing care. It must meet the following guidelines:

a. The treatment must be medically necessary.

b. Prior authorization may be made by telephone. Documentation should be made in the
patient’s medical record indicating the date and name of the payer representative giving
authorization for the continued therapy.

Reimbursement is limited to no more than four (4) therapies concurrently at the same visit. In the
event of multiple treatment areas, an additional four (4) therapies per treatment day may be
allowed at the payer’s discretion and with pre-authorization. In the event of multiple treatment
areas, the second and subsequent areas are subject to the multiple procedure rule.

Payment for 97010, which reports application of hot or cold packs, is bundled into payment for
other services. Separate reimbursement for hot and cold packs will not be allowed in the
treatment of work-related injuryl/iliness.

No more than four (4) 15-minute procedures and/or modalities will be reimbursed at each
encounter without prior authorization.

Only one (1) work hardening or work conditioning program is reimbursed per injury.
The Physical Therapist Assistant or Occupational Therapist Assistant shall be reimbursed at

eighty-five percent (85%) of the maximum allowable for the procedure. Mississippi modifier “M3”
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should be attached to the appropriate CPT® code(s) when billing services rendered by a Physical

Therapist Assistant or an Occupational Therapist Assistant.

NCCI edits or other bundle/unbundle edits do not apply to the CPT codes in the Therapeutic

Services section, other than the stated rules provided in this section.

B. Treatment Areas

1. Spinal areas are recognized as the following five distinct regions:
e Cranial
» Cervical
» Thoracic
e Lumbar
* Sacral
Transitional areas of the spine are not recognized as distinctly different areas (e.g.,
cervicothoracic, lumbosacral).
2. Pelvis
Upper extremity (either left or right) is recognized as the following six distinct regions:
*  Shoulder
* Upperarm
» Elbow
e Forearm
e  Wrist
+ Hand
4. Lower extremity (either left or right) is recognized as the following eight distinct regions:
« Hip
e Thigh
* Knee
» Calf
* Ankle
* Foot
«Rib-cage
~——Anterior-trunk
5. Rib cage
6. Anterior trunk

C. Tests and Measurements

1.

When two or more procedures from 95831 through 95852 are performed on the same day,
reimbursement may not exceed the maximum reimbursement allowance (MRA) for procedure
code 95834 Total evaluation of body, including hands.

Functional capacity evaluation (FCE) must have pre-authorization from the payer before
scheduling the tests.
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3. Reimbursement for extremity testing, muscle testing, and range of motion measurements (95831,
95832, 95833, 95834, 95851, 95852) will not be made more than once in a thirty (30) day period

for the same body area. l#a—physrem#&e#de#speemeauymmea{e&tesuﬂg%mereman@n&p#ane

D. Fabrication of Orthotics
1. Procedure code 97760 must be billed for the professional services of a physician or therapist to
fabricate orthotics.

2. Orthotics, prosthetics, and related supplies used may be billed under the appropriate HCPCS
code. The maximum reimbursement allowance is listed in the Durable Medical Equipment (DME),
Orthatics, Prosthetics and Other HCPCS Codes and-OtherHEPCS-Codes-section of the Fee
Schedule. For orthotics and supplies not listed in the DME and-Other HCPCS-Codes-section, use
CPT code 99070. Reimbursement may not exceed a twenty percent (20%) mark-up of the
provider’'s cost and an invoice may be required by the payer before reimbursement is made.

E. Felow-up-ExaminationRe-evaluation of an Established Patient

A physician, physical therapist, er-occupational therapist, or speech therapist may charge and be

reimbursed for a follow-up-examination-re-evaluation for physical-therapytherapeutic services only if

new symptoms present the need for re-examination and evaluation as follows:

1. There is a definitive change in the patient’s condition
2. The patient fails to respond to treatment and there is a need to change the treatment plan
3. The patient has completed the therapy regimen and is ready to receive discharge instructions

1. WORK HARDENING RULES
Refer to the Ut|||zat|on Review Rules sect|on for specific requwements related to Work hardenlnq
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V. FUNCTIONAL CAPACITY EVALUATIONS

A.

The functional capacity evaluation (FCE) is utilized for the following purposes:
1. To determine the highest level of safe functionality and of maximal medical improvement.

2. To provide a pre-vocational baseline of functional capabilities to assist in the vocational
rehabilitation process.

3. To objectively set restrictions and guidelines for return to work.

To determine whether specific job tasks can be safely performed by modification of technique,
equipment, or by further training.

To determine whether additional treatment or referral to a work hardening program is indicated.
To assess outcome at the conclusion of a work hardening program.

General Requirements
1. The FCE may be prescribed only by a licensed physician, or may be required by the payer when
indicated.

2. The FCE requires prior authorization by the payer.

The FCE should be billed using code 97750 Physical performance test or measurement (eq,

> <

musculoskeletal, functional capacity), with written report, each 15 minutes. Reimbursement of an FCE
is limited to a maximum of 20 units. Documentation must include start and stop times for testing.

TENS UNITS

TENS (transcutaneous electrical nerve stimulation) must be provided under the attending or treating
physician’s prescription.

Authorization from the payer must be sought before purchase or rental arrangements are made for a
TENS unit. The payer has sole right of selection of vendors for rental or purchase of equipment,
supplies, etc.
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VI. SUPPLIES, EQUIPMENT, ORTHOTICS, AND PROSTHETICS

A. Physicians and therapists must obtain authorization from the payer before purchase/rental of
supplies, equipment, orthotics, and prosthetics costing more than one hundred dollars ($100.00) fifty-
dollars($50-00)-per item for workers’ compensation patients. When submitting bills, include the
appropriate HCPCS Level Il code. —Oer-lf there is not an appropriate HCPCS code, use CPT code
99070.

B. The payer has sole right of selection of vendors.

VII. OTHER INSTRUCTIONS
A. Charges will not be reimbursed for publications, books, or digital mediavideocassettes unless prior
approval of the payer is obtained.

B. All charges for services must be clearly itemized by CPT code, and the state professional license
number must be on the bill.

C. The treating physician must approve and sign all physical capability/restriction forms for the work-
related injury/iliness. This form must be submitted to the payer within fourteen (14) working days of
the release to work.

D. Documentation may be required by the payer to substantiate the necessity for treatment rendered.
Documentation to substantiate charges and reports of tests and measurements are included in the
fee for the service and do not warrant additional reimbursement.

E. When patients do not show measurable progress, the payer may request the physician discontinue
the treatment or provide documentation to substantiate medical necessity.

F. When physical medicine therapies are provided to more than one body area, modifier 51 must be
added to the procedure code or codes billed for the additional body area and will be reimbursed
according to the multiple procedure rule.

G. Non-surgical debridement should be billed as CPT code 97597, 97598, or 97602.

VIIl. BACK SCHOOLS
Back schools are no longer covered services under this Fee Schedule.

IX. MASSAGE THERAPY

Massage therapy requires prior authorization of the payer before treatment can be rendered. Medical
necessity must be established prior to approval. Reimbursement must be arranged between the payer
and provider.

X. CHIROPRACTIC MANIPULATIVE TREATMENT
Chiropractic manipulative treatments are allowed for up to fifteen (15) visits or thirty (30) days, whichever
first occurs, without any need to seek pre-certification or authorization. However, chiropractic manipulative
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treatments which are proposed beyond the first fifteen (15) visits or thirty (30) days, under any
circumstances, must be pre-certified or pre-approved.

) —Like any other service,
a spinal mampulatlon mcludes pre -evaluation and post- evaluat|on that Would make it inappropriate to bill
with an E/M service. However, if the patient’s condition has deteriorated or an injury to another site has
occurred, reimbursement can be made for an E/M service if documentation substantiates the additional
service. Modifier 25 is added to an E/M service when a significant, separately identifiable E/M service is
provided and documented as medically necessary.

Xl. ELECTROMYOGRAM (EMG) AND NERVE CONDUCTION STUDY (NCS)
A. Only alicensed physical medicine doctor or a neurologist is entitled to reimbursement for performing
an electromyogram (EMG) and/or a nerve conduction study (NCS).

B. Reimbursement is not allowed under this Fee Schedule for automated nerve conduction studies.

C. Referral for an electromyogram and/or a nerve conduction study shall be at the discretion and
direction of the physician in charge of care, and neither the payer nor the payer’s agent may
unilaterally or arbitrarily redirect the patient to another provider for these tests. The payer or the
payer’s agent may, however, discuss with the physician in charge of care appropriate providers for
the conduct of these tests in an effort to reach an agreement with the physician in charge as to who
will conduct an electromyogram and/or nerve conduction study in any given case.

XII. CHRONIC PAIN—INTER-PISCHPHNARYDISCIPLINARY PAIN REHABILITATION

PROGRAM
A. The Inter-Disciplinary Pain Rehabilitation (IDPR) program is based on the bio-psychosocial approach
to managing chronic pain, and uses both physieialphysical medicine treatments as well as
psychological treatments and therapy to manage the chronic pain patient. A goal oriented, team
approach is used in an effort to reduce pain, improve functioning, and decrease the dependence on
the health care system of persons with chronic pain. This is an outpatient program.

| B. Pre-authorization is required in order to utilize an inter-diseiliplinarydisciplinary pain rehabilitation
program to treat the chronic pain patient. A specific IDPR program plan must be submitted to the
payer as part of the pre-authorization process.

C. The following guidelines shall be used to assist in pre-authorization, and concurrent review:

1. Persons considered suitable candidates for an inter-diseliplinarydisciplinary pain rehabilitation
program are those:

a. who are likely to benefit from the program design:;

b. whose symtomssymptoms are deemed by a pain management provider to constitute chronic
pain syndrome; and

c. whose medical, psychological, or other conditions do not prohibit participation in this
program.

2. Mental Health Evaluation: an initial evaluation to determine the injured worker’s readiness or
suitability for this type of treatment may be performed prior to initiation of treatment. This
evaluation is not considered part of the IDPR program and shall be billed separately.

3. Due to the nature of intensity of the program, both group and individual therapy may be part of
the IDPR program. If the program plan for a particular patient includes individual psychotherapy, it
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shall be billed as part of the program, and not separately. If the program does not include
psychotherapy services, such services may be billed separately, if used, subject to applicable
pre-authorization requirements.

4. Psychological treatments which are part of the IDPR program may be rendered by a psychiatrist,
psychologist, licensed eeunstercounselor, or licensed social worker.

5. The IDPR program shall always include a component designed to reduce the patient’s
dependence on and/or addiction to pain medications.

6. An individual plan of treatment shall be supervised by a doctor within a therapeutic environment.
Although some time is spent with a doctor on a one-to-one basis, more than fifty percent (50%) of
the time may be spent in direct care under the supervision of the physical therapist, occupational
therapist, mental health provider, or other licensed member of the IDPR team.

7. Program supervision shall be provided by a doctor who is trained and experienced in the
treatment of patients with chronic pain syndrome. The program supervisor shall:

a. provide direct, on-site supervision of the daily pain management activities;
b. participate in the initial and final evaluation of the patient;

c. write the treatment plan for the patient, and write changes to the plan based on the patient’s
documented response to the treatment and/or based on documented changes in the patient’s
condition;

d. direct the members of the IDPR team and review the patient’s progress on a regular and
consistent basis.

8. Participation in an IDPR program requires a minimum attendance of four (4) hours per day during
the first week. The program shall not exceed eight (8) hours per day, except that workers who
actually have experience working in a job for more than eight (8) hours per day may be allowed to
participate for up to ten (10) hours per day, at the discretion of the program supervisor

9. Daily treatment and patient response shall be documented and provided to the payer at least
every two (2) weeks.

10. Discharged/exit criteria shall include but not be limited to:
the appropriate use of medications;
decreased intensity of subjective pain;

reduced health care use related to the chronic pain;

a
b
c. increased ability of the injured worker to manage pain;
d
e. return to work; and/or

f.

non-compliance with the program, or failure to obtain meaningful benefit after a reasonable
period of time.

D. Billing. The IDPR program shall be billed using CPT 97799 Unlisted physical medicine/rehabilitation
service or procedure, and appended with modifier €P-M5 to indicate chronic pain treatment. The total
number of hours shall be indicated in the units column of the bill, or in some other conspicuous place
on the bill. CARF accredited providers shall also add €AM4 as an additional modifier.

E. Reimbursement. Reimbursement shall be as agreed to by the parties, or a maximum of one hundred
twenty-five dollars ($125.00) per hour for CARF accredited providers. Providers without CARF
accreditation shall be paid eighty percent (80%) of the maximum reimbursement allowance for CARF
accredited providers. Units of less than one hour shall be prorated in fifteen (15) minute increments. A
single fifteen (15) minute increment shall be reimbursed if the time is equal to or greater than eight (8)
minutes and less than twenty-three (23) minutes.
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XIll. EXPERIMENTAL OR INVESTIGATIONAL PROCEDURES
Certain procedures or treatments, such as VAX-D therapy, are considered investigational or experimental
for purposes of this Fee Schedule, and are not approved for reimbursement.-Fhese-procedures-or-

A—VAX-D-therapy

XIV. MODIFIERS
Modifiers augment CPT codes to more accurately describe the circumstances of services provided. When

applicable, the circumstances should be identified by a modifier code: a two-digit number placed after the
usual procedure code, separated by a hyphen. If more than one modifier is needed, place the multiple
modifiers code 99 after the procedure code to indicate that two or more modifiers will follow. Modifiers
commonly used with therapeutic services are as follows.

22 Increased Procedural Services
When the work required to provide a service is substantially greater than typically required, it may be
identified by adding modifier 22 to the usual procedure code. Documentation must support the substantial

additional work and the reason for the additional work (ie, increased intensity, time, technical difficulty of
procedure, severity of patient’s condition, physical and mental effort required). Note: This modifier should
not be appended to an E/M service.

Mississippi guideline: By definition, this modifier would be used in unusual circumstances only. Use of this modifier
does not guarantee additional reimbursement. When appropriate, the Fee Schedule reimbursement for modifier 22 is

one-hundred twenty percent (120%) of the maximum reimbursement allowance.

24 Unrelated Evaluation and Management Services by the Same Physician or Other Qualified
Health Care Professional During a Postoperative Period

The physician or other qualified health care professional may need to indicate that an evaluation and

management service was performed during a postoperative period for a reason(s) unrelated to the

original procedure. This circumstance may be reported by adding modifier 24 to the appropriate level of

E/M service.

25 Significant, Separately Identifiable Evaluation and Management Service by the Same
Physician or Other Qualified Health Care Professional on the Same Day of the Procedure
or Other Service

It may be necessary to indicate that on the day a procedure or service identified by a CPT code was

performed, the patient’s condition required a significant, separately identifiable E/M service above and

beyond the other service provided or beyond the usual preoperative and postoperative care associated
with the procedure that was performed. A significant, separately identifiable E/M service is defined or
substantiated by documentation that satisfies the relevant criteria for the respective E/M service to be
reported (See Evaluation and Management Services Guidelines for instructions on determining level of

E/M service). The E/M service may be prompted by the symptom or condition for which the procedure

and/or service was provided. As such, different diagnoses are not required for reporting of the E/M

services on the same date. This circumstance may be reported by adding modifier 25 to the appropriate

level of E/M service. Note: This modifier is not used to report an E/M service that resulted in a decision to
perform surgery. See modifier 57. For significant, separately identifiable non-E/M services, see modifier

59.
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32 Mandated Services
Services related to mandated consultation and/or related services (eq, third-party payer, governmental,
leqgislative or requlatory requirement) may be identified by adding modifier 32 to the basic procedure.

51 Multiple Procedures

When multiple procedures, other than E/M Services, Physical Medicine and Rehabilitation services, or
provision of supplies (eq, vaccines), are performed at the same session by the same individual, the
primary procedure or service may be reported as listed. The additional procedure(s) or service(s) may be
identified by appending modifier 51 to the additional procedure or service code(s). Note: This modifier
should not be appended to designated “add-on” codes (see Appendix D).

Mississippi guideline: This modifier should not be appended to designated “modifier 51 exempt” codes as specified in
the Fee Schedule.

52 Reduced Services

Under certain circumstances a service or procedure is partially reduced or eliminated at the discretion of
the physician or other qualified health care professional. Under these circumstances the service provided
can be identified by its usual procedure number and the addition of modifier 52, signifying that the service
is reduced. This provides a means of reporting reduced services without disturbing the identification of the
basic service. Note: For hospital outpatient reporting of a previously scheduled procedure/service that is
partially reduced or cancelled as a result of extenuating circumstances or those that threaten the well-
being of the patient prior to or after administration of anesthesia, see modifiers 73 and 74 (see modifiers
approved for ASC hospital outpatient use).

99 Multiple Modifiers

Under certain circumstances 2 or more modifiers may be necessary to completely delineate a service. In
such situations, modifier 99 should be added to the basic procedure and other applicable modifiers may
be listed as part of the description of the service.
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Dental

Current Dental Terminology (CDT), codes D0120-D999, are developed malntalned and copyrighted bv
the Amerlcan Dental Assomanon (ADA) Den

CDT is updated every-two-yearsannually. The current edition is CDT 2009/20462013, which is the-edition-
thathas-been-used in this Fee Schedule.

Decisions regarding the modification, deletion, or addition of CDT codes are made by the ADA and its
Code Maintenance Committee. a
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Durable Medical
Equipment (DME),
Orthotics, Prosthetics
and Other HCPCS Codes

l. DEFINITION

HCPCS is an acronym for CMS’s Healthcare Common Procedural Coding System. It is divided into two
subsets. HCPCS Level | codes are CPT codes developed and maintained by the AMA. HCPCS Level Il
codeswith-the-exception-of- the-dental-codes(D0120-DB9999); are developed and maintained by CMS
and include codes for procedures, equipment, and supplies not found in the CPT book. This section of the
Fee Schedule contains HCPCS Level Il codes. (See the Dental section for dental codes.) HCPCS Level I
codes that are excluded from the Fee Schedule are Physician-\eluntary-RepertingProgram-Codes-
{&8006—G9139)-Alcohol/Drug Abuse Treatment Services (H0001-H2037), and National Codes for State
Medlcald Agenmes (T1000—T5999) Ihese—th#ee—seehens—a#e—net—meluded—beeause%he#e—us—ne#ee—

o e-Medicaid-agen HO

HQ%MOOO—'I’%QQQ)—&Hd—ne—fee—da%a—ls—avaHable—Code categorles mcluded in thls sectlon are as

follows:

Transportation Services Including ~ A0021-A0999

Ambulance

Medical/Surgical Supplies A4206-A8004
Administrative, Misc., and A9150-A9999
Investigational

Enteral_and /Parenteral Therapy B400034-B9999
Outpatient PPS C1300—C9899728
Durable Medical Equipment (DME) E0100-EQ9998002

Procedures/Professional Services G0008-G30019186
(Temporary)
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Drugs and Biologicals
K Codes (Temporary)

Orthotic Procedures

Prosthetic Procedures
Medical Services

Pathology and Laboratory Services

Q Codes (Temporary)

Diagnostic Radiology Services
Temporary National Codes (Non-
Medicare)

Vision Services

Hearing Services

[I.  GUIDELINES

J0120-J9999
K0001-K99996899

L0000112—
L4999398

L5000-L999960
M000064-M0301

P00002028—
P99999615

Q0035-Q99689

R0O000+0—
R59990076

S000032-S9999

V00002020
V2999799

V50008-Vv5999364

A. Transportation Services Including Ambulance (A0021-A0999)
1. Transportation service codes include ground and air ambulance, nonemergency transportation
(taxi, bus, automobile, wheelchair van), and ancillary transportation-related fees.

2. Modifiers are required when reporting transportation services. Modifiers are single digits used to
identify origin and destination. The first modifier identifies the transport place of origin and the
second modifier the destination. Origin and destination modifiers are as follows:

Diagnostic or therapeutic site other than these-identified-in-"P” or “H” when these are used as

Residential, domiciliary, custodial facility (other than 1819 facilitynursing-home;-hot-skilled-
Hospital-based dialysis-ESRD facility {hospital-or-hospital-related)
Site of transfer (e.q.ferexample, airport or helicopter pad) between types-modes of

Non-hespital-based-dialysisFree-standing ESRD facility

D
origin codes
E
nursing-facility)
H Hospital
I
ambulance_transport
Skilled nursing facility (SNF)
P

Physician’s office {includesHMO-ron-hospital-facility-clinic;-ete:)
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R Residence
S Scene of accident or acute event

X Intermediate stop at physician’s office enreute-on way to the-hospital (includes HMO non-
hospital facility, clinic, etc._destination code only).

Note: Modifier X can only be used as a destination code in the second position of a modifier.

3. Transportation codes can also be found in the S codes. See S0207, S0208, S0209, and S0215.

Medical and Surgical Supplies (A4206—A8004)
1. These A codes include Aa wide variety of medical, surgical, and some DME related supplies and

services-are-represented-in-this-section.

2. For rules related to DME supplies, accessories, maintenance, and repair, see F. Durable Medical
Equipment below.

Administrative, Miscellaneous, and Investigational (A9150-A9999)
1. These A codes eeverinclude nonprescription drugs, exercise equipment, radiopharmaceutical
diagnostic imaging agents, as well as other miscellaneous supplies.

Enteral and Parenteral Therapy (B4634B4000-B9999)
1. B codes Fhis-section-covers-include enteral-formulae-enteralmedicalsupplies, parenteral-

formulae, nutrition solutions and_-supplies;-and-enteral-and-parenterakinfusion pumps.

Outpatient PPS (C1300—-C9728C9899)
1. These-C codes repertinclude drugs, biologicals, and devices used by hospitals.

Non-OPPS hospitals, Critical Access Hospitals (CAHSs), Indian Health Services ospitals (HIS),
hospitals located in American Samoa, Guam, Saipan, or the Virgin Islands, and Maryland waiver
hospitals may report these codes at their discretion.

2. These codes are only used for facility (technical) services.

Durable Medical Equipment (DME) (E0100-E8002)

1. E codes include durable medical equipment such as canes, crutches, walkers, commodes,
decubitus care, bath and toilet aids, hospital beds, oxygen and related respiratory equipment,
monitoring equipment, pacemakers, patient lifts, safety equipment, restraints, traction equipment,

fracture frames wheelcharrs and artrﬂcral krdnev machrnes AJrI-eIHrableLmedreal-eqmpmem—shaH—

2. All durable medical equipment shall have prior authorization from the payer before obtaining the
equipment. The payer has the choice of vendor for purchase or rental of DME.

2:3.If an injured/ill employee is receiving DME items for both compensable and non-compensable
medical conditions, only those items that apply to the work related injury should be listed on
claims and invoices submitted to the employer.

3-4.1f the rental price for DME exceeds or equals the total purchase price, the employer shall
purchase instead of renting equipment. The vendor shall make the payer aware of the price
options.
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4.5.The return of rented equipment is the dual responsibility of the injured worker and the DME
supplier. The employer is not responsible for additional rental periods solely due to delay in
equipment return.

Procedures/Professional Services (Temporary) (G0008-G36619186)
1. G codes identify professional health care procedures and services that would otherwise be
reported using CPT codes.

2. Procedures and professional services identified by G codes may have a corresponding CPT
code. When both a G code and CPT code describe the same procedure, the CPT code is
required for reporting purposes.

3. G codes also include procedures and professional services that do not currently have a valid CPT
code. In such cases, the applicable G code should be used for reporting purposes.

Drugs and Biologicals (J0120-J9999)

1. Jcodes include drugs that ordinarily cannot be self-administered, chemotherapy drugs,
immunosuppressive drugs, inhalation solutions, and other miscellaneous drugs and
solutions. j e ini

2. These codes report only the costs associated with provision of the drug. Administration including
injection, infusion, or inhalation is reported separately using the applicable CPT code(s).

43. Additional codes for drugs and biologicals may be found in the Q codes and S codes.

Temporary Codes (K0001-K99990899)
1. FheseK codes are temporary codes used to report durable medical equipment that do not yet
have a permanent national code.

2. For rules related to DME supplies, accessories, maintenance, and repair, see F. Durable Medical
Equipment above.

Orthotic Procedures and Devices (L0000312-1 4999398) and Prosthetic Procedures (L5000-L9900)
1. L codes include orthotic and prosthetic procedures and devices as well as scoliosis equipment,
orthopedic shoes, and prosthetic implants.

2. The payer shall only pay for orthotics and prosthetics prescribed by the treating physician for a
compensable injury/illness. Prior authorization must be obtained from the payer.

Medical Services (M000064-M0301)
1. Fhese-M codes are-used-to-repert-include office services, cellular therapy, prolotherapy,
intragastric hypothermia, 1V chelation therapy, and fabric wrapping of an abdominal aneurysm.

2. These codes are rarely reported and may not be reimbursed as they represent services for which
the therapeutic efficacy has not been established, the procedure is considered experimental, or
the procedure has been replaced with a more effective treatment modality.
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L. Pathology and Laboratory Services (P20280000-P9615999)

1.

P codes include chemistry, toxicology, and microbiology tests, screening Papanicolaou

procedures and various blood products Lneluded—rmms—seetre#areueedesﬂfepehemrsw-and—

Blood and blood product codes report the supply of the blood or blood product only.

The administration of blood or blood product is reported separately.

Code 36430 for transfusion of blood or blood components is reported only once per encounter
regardless of the number of units provided.

ML. Temporary Codes (Q0035—-Q99698)

1.

These-temporany-Q codes were-include temporary codes developed for reporting services and
supplies that do not have a permanent national HCPCS code or CPT code. Included in this
section are codes for:

a. Oral anti-emetic drugs
b. Casting supplies

c. Splint supplies

d. Low osmolar contrast

e. High osmolar contrast
f.  Other supplies/services

Cast supplies and splints should be reported with the appropriate code from Q4001-Q4051.
These codes report the cost of the supply only.

Cast supplies and splints are reported in addition to the CPT code for fracture management.

Cast supplies and splints are reported in addition to CPT codes for application of the cast or
splint.

Refer to the CPT guidelines for rules related to reporting fracture management and cast
application.

N. Diagnostic Radiology Services (R8678R0000-R59990076)

1.
2.
3.

Fhese-R codes are used for the transportation of portable x-ray and/or EKG equipment.
Only a single reasonable transportation charge is allowed for each trip to a single location.

When more than one patient receives x-ray or EKG services at the same location, the allowable
transport charge is divided among all patients.

O. Temporary National Codes (Non-Medicare) (S80642S0000-S9999)

1.

2.

These-The S codes were-developed-are used by the Blue-Cross/Blue-Shield-Association-
{BCBSA)and-the Health-lnsurance-Association-of- America{HAA)-private sector to report drugs,
services, and supplies for which there are no CPTerHCPCS-Levell-national codes, but for
which codes are needed by the private sector to implement policies, program, or claims
processing.

See J codes for reporting rules related to drugs and biologicals.




P. Visioni-Hearingand-Speech-Language-Pathelogy Services (M2020V0000-/2799V2999,/5008—
V5364)
1. Visien-senvicesThese V codes includes-codesforreperting vision-related supplies, including
spectacles, lenses, contact lenses, prostheses, intraocular lenses, and miscellaneous lenses.

Q. Hearing Services (V5000-V5999)
21. Hearing-services-These V codes includes eedesfor-hearing tests and related supplies and
equipment, speech-language pathology screenings, and repair of augmentative communicative
systems.

R. The Facility Fee for outpatient services is the APC Amount.

[ll.  MODIFIERS

HCPCS Level Il modifiers are required for some supplies and services. Commonly reported HCPCS Level
Il modifiers include:

AU Item Furnished in Conjunction with a Urological, Ostomy, or Tracheostomy Supply
AV Item Furnished in Conjunction with a Prosthetic Device, Prosthetic, or Orthotic
AW Item Furnished in Conjunction with a Surgical Dressing

KC Replacement of Special Power Wheelchair Interface

NU Purchased-nNew Equipment

RR Rental egquipment(use the RR modifier when DME is to be rented)

Mississippi guideline: {iListed amount is the per-month allowance}

UE Used durable medical Purehased-used-equipment

Mississippi guideline: Used to report the purchase of used durable medical equipment.
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Inpatient Hospital and
Outpatient Facility
Payment Schedule and
Rules

INPATIENT AND OUTPATIENT CARE RULES

Definition:
For purposes of this schedule, “inpatient” means being admitted to a hospital setting for twenty-four
(24) hours or more. An inpatient admission does not require official admission to the hospital.

Billing and Reimbursement Rules for Inpatient Care:

1.

Facilities must submit the bill for inpatient services within thirty (30) days after discharge. For
those cases involving extended hospitalization, interim bills must be submitted every thirty (30)
days.

Reimbursement for acute inpatient hospital services shall be the maximum reimbursement
allowance fixed by the rules set forth in this section of the Fee Schedule, regardless of the total
charge.

Non-covered charges include but are not necessarily limited to:

a. Convenience items;

b. Charges for services not related to the work injury/iliness;

c. Services that were not certified by the payer or their representative as medically necessary.
When reviewing surgical claims, including for outlier consideration, the following apply:

a. Most operative procedures require cardiopulmonary monitoring either by the physician
performing the procedure or an anesthesiologist/anesthetist. Because these services are
integral to the operating room environment, they are considered as part of the OR fee and
are not separately reimbursed, nor are they included separately in the total charge for outlier
consideration:

1. Cardiac monitors
2. Oximetry
3. Blood pressure monitor
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Lasers

Microscopes

4
5

6. Video equipment
7. Setup fees

8. Additional OR staff
9. Gowns

10. Gloves

11. Drapes

12. Towels

13. Mayo stand covers

14. On-call or call-back fees
15. After-hours fees

b. Billing for surgery packs as well as individual items in the packs is not allowed and shall not
be included in the total charge for outlier consideration.

c. A majority of invasive procedures requires availability of vascular and/or airway access;
therefore, the work associated with obtaining this access is included in the cost of the service,
i.e., anesthesia—airway access is associated with general anesthesia and is included in the
anesthesia charges.

d. Recovery room and ICU rates include the charge for cardiac monitoring and oximeter. It is
assumed the patient is placed in these special areas for monitoring and specialized care
which is bundled into the special care rate. Call-back fees are not reimbursed for recovery
room.

e. Separate reimbursement is not allowed for setting up portable equipment at the patient’s
bedside.

f.  The following items do not qualify for separate reimbursement regardless of inpatient or
outpatient status, and are not included in the total charge for outlier consideration:

Applicators, cotton balls, band-aides
Syringes

Aspirin

Thermometers, blood pressure apparatus
Water pitchers

Alcohol preps

N o o M DN Re

Ice bags

d. Separate reimbursement is not allowed for equipment such as compressive devices, or other
equipment used during the operative or immediate postoperative period.

Maximum reimbursement is set for the following line item charges.
a. IV pump/daily — $50.00

b. Venipuncture reimbursement is limited to $4.25 per collection. A collection fee is not
appropriate for finger stick, throat culture, or stool specimen collection

c. Pharmacy add-mixture/dispensing fee is limited to $4.50 per mixture
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C.

Implants, Durable Medical Equipment, and Supplies
Generally, durable medical equipment and supplies provided or administered in a hospital setting are
not separately reimbursed since they are included in the payment reimbursement.

Unless otherwise specifically provided herein, implantables used in the inpatient setting are included
in the applicable MS-DRG reimbursement for inpatient treatment, and, therefore, the provider of
inpatient services is not required to furnish the payer with an invoice for implantables.

Foerilmplantables used in the outpatient setting, are included in the applicable APC payment for
outpatient services, and therefore, the provider of outpatient services is not required to furnish the

paver Wlth an invoice for |mplantables wmbu%semeni—sha#b%nade—sepa;ately—#enﬁheiaemy—fe&

Reimbursement Methodology

The inpatient maximum reimbursement allowable (MRA) totals are provided by MS-DRG in this Fee
Schedule. As of the effective date of this publication, the MS-DRG maximum-reimbursement-
allewableMRA is based upon the 206406-2013 CMS relative weights multiplied by the base rate as
determined herein. (This methodology includes inpatient psych admissions.) Any MS-DRGs outside
of this Fee Schedule shall be reimbursed at seventy-five percent (75%) of charges. MS-DRG MRAs
represent payment in full, unless the outlier payment is applicable, or unless a contract between the
payer and provider governs reimbursement, or unless otherwise specifically stated in this Fee
Schedule.

1. MS-DRG Payment is calculated by multiplying the Base Rate times the Relative Weight for the
MS-DRG.

2. The Base Rate for Mississippi is the current National Medicare Base Rate in effect as of the date
of discharge, multiplied by two (2)._This is posted annually on the Mississippi Workers’
Compensation Commission (MWCC) website, Fee Schedule section.

3. Common Medicare add-ons, such as for teaching hospitals (GME), DSH and Capital PPS, will not
be allowed, and shall be considered as already included in the enhanced MS-DRG Payment
under this Fee Schedule.

4. All implantables shall be included in the applicable MS-DRG reimbursement for inpatient
treatment, and shall not be reimbursed separately in addition to the MS-DRG payment.

5. Outlier Payments. To provide additional reimbursement for cases where the MS-DRG payment is
deemed inadequate by the Commission to cover the costs incurred by the facility, the
Commission has established an outlier payment for high-cost cases.

The amount eligible for outlier reimbursement is equal to Total Charges minus MS-DRG Payment
minus Implantable Charges minus Non-Covered or Non-Qualified charges (as provided in Part
[.B. above) minus the Outlier Threshold. The Outlier Threshold amount shall be specific to each
facility and shall be equal to one-half (1/2) of the Medicare MS-DRG outlier threshold in effect for
each facility at the time of discharge.

6. Any amount determined to be eligible for additional outlier reimbursement shall be reimbursed at
fifteen percent (15%) above the facility’s cost for the outlier eligible charges. Cost is determined
using the facility’s cost-to-charge ratio, as determined by Medicare (CMS), which is in effect at the
time of discharge. These cost-to-charge ratios are posted annually on the MWCC website, Fee
Schedule section. Outlier payment is figured by multiplying the eligible outlier amount by the cost-
to-charge ratio, and then adding fifteen percent (15%) to compute the additional outlier payment
due.
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FE. Emergency Room Services
Emergency room facility fees, supplies, and treatment are reimbursed according to the Ambulatory
Payment Classification system, as set forth herein under the heading “Ambulatory Surgery
Center/Outpatient Facility Reimbursement.” Radiolegytab—and-physician-services-arereimbursed-
according-to-the-Rulescontained-elsewhere-in-this-Fee-Schedule:Laboratory and radiology services

are reimbursed at the technical amount calculated from the data listed in the corresponding section of
this Fee Schedule. The technical amount is calculated by subtracting the PC Amount from the
Amount. Physician services are to be billed on an appropriate CMS claim form and paid according to
the proper section.
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GFE.Observation Services

1.

Definition

Observation services are those services furnished by a hospital on the hospital’s premises, and
include use of a bed and periodic monitoring by a hospital’s staff. The service must be reasonable
and necessary to evaluate a patient’s condition or to determine need for inpatient admission. To
qualify for observation status, the patient needs observation due to an unforeseen circumstance
or has a medical condition with a significant degree of instability.

General Guidelines

a.

Observation begins when the patient monitoring begins and ends when the order for
discharge is written or given verbally by the physician.

On rare occasions, an observation stay may be extended to forty-eight (48) hours. In such
cases, medical necessity must be established and pre-authorization must be given for
payment by the payer.

Services which are NOT considered necessary for observation are as follows:

1. Services that are not reasonable and necessary for the diagnosis and treatment of the
work related injury, but are provided for convenience of the patient, family, or physician

2. Any substitution of an outpatient observation for a medically appropriate inpatient
admission

Services ordered as inpatient by the physician but billed as outpatient by the facility
Standing orders for observation following outpatient surgery
Test preparation for a surgical procedure

o o~ w

Continued care of a patient who has had a significant procedure as identified with OPPS
indicator Sor T

Observation is not reimbursable for routine preparation furnished prior to an outpatient
service or recovery after an outpatient service. Please refer to the criteria for observation
services.

Billing and Reimbursement

a.

Observation status is billed at an hourly monitoring rate. The hourly rate is all inclusive with
the exception of non-significant ancillary services.

Observation is billed at the rate of $300.00 for the first three (3) hours and $80.00 per hour
thereafter. Laboratory and radiology are reimbursed according to the Fee Schedule payment
limits.

Revenue code 762 is used to bill observation charges.

Observation services provided to a patient who is subsequently admitted as an inpatient
should be included on the inpatient claim.

G. Stand-alone Services

When services are provided as an outpatient service, and are not performed as a surgical procedure,

medical procedure, or emergency room service, then reimbursement equals the technical amount

calculated from the data listed in the corresponding section of this Fee Schedule. The technical

amount is calculated by subtracting the PC Amount from the Amount.

H. Disputed Medical Charges; Abusive or Unfair Billing

1. Disputes over charges, fees, services, or other issues related to treatment under the terms of the
Workers’ Compensation Law shall be resolved in accordance with the Dispute Resolution Rules
set forth elsewhere in this Fee Schedule.
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Il.
A.

2. If the Commission determines that the charge amount for items substantially and consistently
exceeds the facility’s mark-up ratio, or if a facility’s charges for other services or MS-DRGs is
substantially and consistently higher than the average charges made for the same services or
MS-DRGs by other facilitiesy’s in the State, then the Commission may consider this to be an
indication of abusive or unfair billing practices, and may order the facility in question to appear
and show cause why penalties and other sanctions as allowed by Law should not be imposed on
said facility for such abusive billing practices.

For purposes of this provision, the mark-up ratio shall be the inverse of the facility’s cost-to-
charge ratio. The average charges by facilities for service or MS-DRGs may be determined by
reference to the publicly available MedparMedPAR file for Medicare inpatient admissions, with
due consideration being given to the differences between the Medicare inpatient population and
the workers’ compensation inpatient population.

INPATIENT REHABILITATION FACILITIES (IRFS)
Inpatient Rehabilitation Facility Reimbursement Methodology
MWCC reimbursement for inpatient rehabilitation facilities (IRFs) will be based upon the CMS
prospective payment system (PPS).

1. The MWCC-Fee Schedule maximum-reimbursementallowanceMRA for IRFs will be twice-two (2)
times the IRF CMS pricer calculation, unless the payer and provider have a separate contract
governing the reimbursement of services provided by an IRF, or unless total billed charges are
less.

2. The IRF reimbursement due under this Fee Schedule will be calculated using the CMS IRF pricer
calculation in effect on the date of discharge.

3. The CMS IRF pricer is used only for facilities that have met the CMS qualifications for IRF.
4. Reimbursement for IRFs is not calculated using the MS-DRG methodology.
5. The CMS IRF pricer is available at: http://www.cms.hhs.gov/PCPricer/06—RFasp

CMS Inpatient Rehabilitation Facility Reimbursement

Medicare regulations define inpatient rehabilitation facilities (IRFs) in the Code of Federal
Regulations, Part 412, and subpart B. Medicare payments to IRFs are based on the IRF prospective
payment system (PPS) under subpart P of part 412. The IRF must be currently accredited by the
Commission on Accreditation of Rehabilitation Facilities (CARF), licensed by the State, and certified
by Medicare as an IRF at the time the patient is treated.

The IRF must possess a Medicare/Medicaid provider number, or CMS Certification Number. The
provider number consists of six digits. The first two digits indicate the state, 25 is for Mississippi, and
the remaining four digits identify the facility as an IRF. The four digit suffix must be in the range of
3025-3099 for rehabilitation facilities, exempt units must have a T in the third position, e.g., 25TXXX.

N m ala ncmittals/downlo a

Unless governed by contract between payer and provider, or unless total billed charges are less, the
reimbursement for an IRF under this Fee Schedule shall be the IRF PPS calculated rate multiplied by
two_(2). Other inpatient MS-DRG or PPS calculations are not appropriate to use for IRF services. The
IRF PPS rate is calculated using the formula for the current fiscal year, including outlier. The final

IRF reimbursement is based upon the case mix group (CMG) to which the patient is assigned.
MWCC will accept the CMG assigned by the Medicare CMG grouper. The CMG must be reported on
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the claim with revenue code 0024. This code indicates that this claim is being paid under the PPS
and the revenue code can appear on a claim only once.

The Federal Register explains the formula for calculating the IRF PPS rate. The rates are calculated
on case mix group (CMG) assignment from the combinations of ICD-9-CM codes with additional
factors of labor share, wage index, rural adjustment (if applicable) and low income percentage (LIP)
for a final adjusted IRF PPS reimbursement.

This calculated IRF PPS reimbursement is multiplied by two (2) for the MWCC reimbursement rate.

x

+

x

X

Unadjusted IRF PPS (CMG Tier 1, 2, 3, or no comorbidities)

Labor Share (FY 20092014 Federal Register Table 54)

Labor portion of federal payment

CBSA Based Wage Index (See Federal Register Table I) Jackson, MS
Wage-Adjusted Amount

Non-labor amount (Unadjusted federal PPS less labor portion of federal payment)
Wage-adjusted federal payment

Rural Adjustment (See Federal Register)

Wage and rural adjusted federal payment

LIP adjustment (low income percentage based on disproportionate share hospital (DSH)
calculation)

Wage, rural and LIP adjusted federal PPS payment rate
2 (MWCC reimbursement adjustment)
MWCC IRF PPS adjusted payment

MWCC will use the Medicare Pricer for the appropriate year and based on the date of
discharge which is available as a free download from:
http://iwww.cms.hhs.gov/PCPricer/o61RF-asp#FopOfPage. The Medicare pricer returns the
payment rate specific to the facility.
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AMBULATORY SURGERY CENTER/OUTPATIENT FACILITY REIMBURSEMENT

A. Reimbursement for all hospital-based outpatient and freestanding ambulatory surgery center services
shall be based on the Ambulatory Payment Classification (APC) system as developed by the Centers
for Medicare and Medicaid Services (CMS) using relative weights effective beginning-Jandary-April 1,

20082013 and a —Fhe-Base Rate of $92.00effective-from-and-after July-1,-2010-for payments-made-

B. For implantables used in the outpanent settlng re|mbursement is included in the Fee Schedule APC
Amount as Ilsted , :

and Billing Rules

1.

Facility fees for ambulatory surgery must be billed on the UB-04 form.

2.

The CPT®/HCPCS code(s) of the procedure(s) performed determines the reimbursement for the

facility fee. Report all procedures performed.

If more than one surgical procedure is furnished in a single operative encounter, the multiple

procedure rule applies. The primary procedure is reimbursed at one hundred percent (100%) of

the maximum-reimbursable-allowance {MRA), the second and subsequent procedures are
reimbursed at fifty percent (50%) of the MRA.

If the billed total for an outpatient surgical encounter is less than the APC MRA, the lesser of the

charge is paid to the facility.

The payment rate for an APC surgical procedure includes all facility services directly related to

the procedure performed on the day of surgery. Facility services include:

* Nursing and technician services

»  Use of the facility

»  Drugs, biologicals, surgical dressings, splints, casts and equipment directly related to the
provision of the surgical procedure

* Implantables

»  Materials for anesthesia

» Administration, record keeping and housekeeping items and services
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6. Separate payment is not made for the following services that are directly related to the surgery:

e Pharmacy
»  Medical/surgical supplies

»  Sterile supplies

» Laboratory and radiology services with no APC Amount

*  Operating room services

*  Anesthesia

e Ambulatory surgical care

¢ Recovery room

»  Treatment or observation room

7. Pre-op workup services are included in the APC Amount and do not warrant separate

reimbursement regardless of the date of service.
8. The ASC payment rate (APC Amount) has been added to the CPT code listing of fees in the Fee

Schedule. The column lists the total approved facility fee for that particular CPT code.

9. The facility fees will be paid for medically necessary services only. All ambulatory elective
procedures must be precertified according to the rules and guidelines of the Fee Schedule.

10. Procedures not assigned an APC Amount will be reimbursed according to the lesser of total billed
charges or usual and customary rate.

Status code “N” items and services are packaged into APC rates, and are paid under OPPS; payment
is packaged into payment for other services including outliers. Therefore, there is no separate APC
payment. Status code “P” (partial hospitalization) is also paid under OPPS.

Status code “Q” is paid at 100 percent of the APC MRA. Status code “T” is subject to the OPPS
multiple procedure reduction.

E. Outlier Payments: In an effort to target outliers to high cost and complex cases where a very costly

service could cause a facility to incur a significant financial loss, the following outlier payment formula
is to be used to calculate the appropriate, additional reimbursement:

Step 1: Reduce charges to cost using the default cost to charge ratio. The current default cost to
charge ratio for urban facilities is 0.244; the current default ratio for rural facilities is 0.192;

Step 2: Deduct implantable cost as it is paid separately. This is the cost of furnishing the service;

Step 3: Test to see if outlier meets the 1.75 condition. Is the number from Step 2 more than 1.75
times the APC payment rate? If no, no outlier payment is due; if yes, proceed to Step 4;

Step 4: Test to see if outlier meets the $2,175 threshold test. Add $2,175 to the APC payment rate; is
the total more or less than the figure from Step 2 (the cost of furnishing the service)? If greater than
the figure in Step 2, no outlier is due; if less than the figure in Step 2, proceed to Step 5;

Step 5: Determine outlier payment:
Cost — (APC payment x 1.75)/2
OR
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(Step 2 Amount — Step 3 Amount)/2

Example: As-an-example-as-how-this-might-werk-Hospital X, an urban facility, bills $90,000 for CPT code
23470 Reconstruct shoulder joint. We-willaAssume there is a $2,500-cost implantable device used and

that the MWCC payment is $10,8309,601.88.

Step 1: Reduce charges to cost using the default cost to charge ratio:
$90,000 x 0.244 = $21,960

Step 2: Deduct implantable cost as it is paid separately
$21,960 — $2,500 = $19,460

Step 3: Test to see if outlier meets the 1.75 condition
$10,8309,601.88 x 1.75 = $18;95216,803.29
Is $19,460 > $18;95216,803.297 Yes, it$19,460 is more than 1.75 times the payment

Step 4: Test to see if outlier meets the $2,175 threshold test
$10,8309,601.88 + $2,175 = $13,00511,776.88
1s-$19.460 > $13,00511,776.882-Yesit is more-less than $2,275%$19,460, proceed to Step 5.

Step 5: Determine outlier payment
(Cost — (APC payment x 1.75))/2
($19,460 — ($16;8309,601.88 x 1.75))/2 = $2541,328.36
The outlier payment in this case would be $2541,328.36.

V. CRITICAL ACCESS HOSPITALS
A. A critical access hospital (CAH) is a small, generally geographically remote facility that is certified to
provide outpatient and inpatient services.

B. A CAH may also be granted “swing bed” approval to provide post-hospital skilled nursing facility level
care in its inpatient beds.

C. Alist of currently participating Mississippi Critical Access hospitals is posted on the MWCC website at

http://www.mwcc.ms.gov.

D. Reimbursement

1. Ciritical access hospitals are reimbursed at ninety percent (90%) of billed charges for inpatient
and outpatient services.

2. Swing bed services are reimbursed according to the Skilled Nursing Facility section.

V. MODIFIERS APPROVED FOR AMBULATORY SURGERY CENTER (ASC) HOSPITAL
OUTPATIENT USE

25 Significant, Separately Identifiable Evaluation and Management Service by the Same
Physician or Other Qualified Health Care Professional on the Same Day of the
Procedure or Other Service

It may be necessary to indicate that on the day a procedure or service identified by a CPT code was

performed, the patient’s condition required a significant, separately identifiable E/M service above and

beyond the other service provided or beyond the usual preoperative and postoperative care associated
with the procedure that was performed. A significant, separately identifiable E/M service is defined or
substantiated by documentation that satisfies the relevant criteria for the respective E/M service to be
reported (See Evaluation and Management Services Guidelines for instructions on determining level of
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E/M service). The E/M service may be prompted by the symptom or condition for which the procedure
and/or service was provided. As such, different diagnoses are not required for reporting of the E/M
services on the same date. This circumstance may be reported by adding modifier 25 to the appropriate
level of E/M service. Note: This modifier is not used to report an E/M service that resulted in a decision to
perform surgery. See modifier 57. For significant, separately identifiable non-E/M services, see modifier
59.

27 Multiple Outpatient Hospital E/M Encounters on the Same Date

For hospital outpatient reporting purposes, utilization of hospital resources related to separate and distinct
E/M encounters performed in multiple outpatient hospital settings on the same date may be reported by
adding modifier 27 to each appropriate level outpatient and/or emergency department E/M code(s). This
modifier provides a means of reporting circumstances involving evaluation and management services
provided by physician(s) in more than one (multiple) outpatient hospital setting(s) (eg, hospital emergency
department, clinic). Note: This modifier is not to be used for physician reporting of multiple E/M services
performed by the same physician on the same date. For physician reporting of all outpatient evaluation
and management services provided by the same physician on the same date and performed in multiple
outpatient setting(s) (eq, hospital emergency department, clinic), see Evaluation and Management,
Emergency Department, or Preventive Medicine Services codes.

50 Bilateral Procedure
Unless otherwise identified in the listings, bilateral procedures that are performed at the same operative
session should be identified by adding modifier 50 to the appropriate 5 digit code.

52 Reduced Services

Under certain circumstances a service or procedure is partially reduced or eliminated at the discretion of
the physician or other qualified health care professional. Under these circumstances the service provided
can be identified by its usual procedure number and the addition of modifier 52, signifying that the service
is reduced. This provides a means of reporting reduced services without disturbing the identification of the
basic service. Note: For hospital outpatient reporting of a previously scheduled procedure/service that is
partially reduced or cancelled as a result of extenuating circumstances or those that threaten the well-
being of the patient prior to or after administration of anesthesia, see modifiers 73 and 74.

58 Staged or Related Procedure or Service by the Same Physician or Other Qualified Health
Care Professional During the Postoperative Period

It may be necessary to indicate that the performance of a procedure or service during the postoperative

period was: a) planned or anticipated (staged); b) more extensive than the original procedure; or c) for

therapy following a diagnostic surgical procedure. This circumstance may be reported by adding modifier

58 to the staged or related procedure. Note: For treatment of a problem that requires a return to the

operating/procedure room (eg, unanticipated clinical condition), see modifier 78.

59 Distinct Procedural Service

Under certain circumstances, it may be necessary to indicate that a procedure or service was distinct or
independent from other non-E/M services performed on the same day. Modifier 59 is used to identify
procedures/services other than E/M services that are not normally reported together, but are appropriate
under the circumstances. Documentation must support a different session, different procedure or surgery,
different site or organ system, separate incision/excision, separate lesion, or separate injury (or area of
injury in extensive injuries) not ordinarily encountered or performed on the same day by the same
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individual. However, when another already established modifier is appropriate it should be used rather
than modifier 59. Only if no more descriptive modifier is available, and the use of modifier 59 best
explains the circumstances, should modifier 59 be used. Note: Modifier 59 should not be appended to an
E/M service. To report a separate and distinct E/M service with a non-E/M service performed on the same
date, see modifier 25.

73 Discontinued Out-Patient Hospital/Ambulatory Surgery Center (ASC) Procedure Prior to
the Administration of Anesthesia
Due to extenuating circumstances or those that threaten the well-being of the patient, the physician may
cancel a surgical or diagnostic procedure subsequent to the patient’s surgical preparation (including
sedation when provided, and being taken to the room where the procedure is to be performed), but prior
to the administration of anesthesia (local, regional block(s) or general). Under these circumstances, the
intended service that is prepared for but cancelled can be reported by its usual procedure number and the
addition of modifier 73. Note: The elective cancellation of a service prior to the administration of
anesthesia and/or surgical preparation of the patient should not be reported. For physician reporting of a
discontinued procedure, see modifier 53.

74 Discontinued Out-Patient Hospital/Ambulatory Surgery Center (ASC) Procedure After
Administration of Anesthesia
Due to extenuating circumstances or those that threaten the well-being of the patient, the physician may
terminate a surgical or diagnostic procedure after the administration of anesthesia (local, regional
block(s), general) or after the procedure was started (incision made, intubation started, scope inserted,
etc). Under these circumstances, the procedure started but terminated can be reported by its usual
procedure number and the addition of modifier 74. Note: The elective cancellation of a service prior to the
administration of anesthesia and/or surgical preparation of the patient should not be reported. For
physician reporting of a discontinued procedure, see modifier 53.

76 Repeat Procedure or Service by Same Physician or Other Qualified Health Care
Professional

It may be necessary to indicate that a procedure or service was repeated by the same physician or other

qualified health care professional subsequent to the original procedure or service. This circumstance may

be reported by adding modifier 76 to the repeated procedure or service. Note: This modifier should not be

appended to an E/M service.

77 Repeat Procedure by Another Physician or Other Qualified Health Care Professional
It may be necessary to indicate that a basic procedure or service was repeated by another physician or
other gualified health care professional subsequent to the original procedure or service. This
circumstance may be reported by adding modifier 77 to the repeated procedure or service. Note: This
modifier should not be appended to an E/M service.

78 Unplanned Return to the Operating/Procedure Room by the same Physician or Other
Qualified Health Care Professional Following Initial Procedure for a Related Procedure
During the Postoperative Period

It may be necessary to indicate that another procedure was performed during the postoperative period of

the initial procedure (unplanned procedure following initial procedure). When this procedure is related to

the first, and requires the use of an operating/procedure room, it may be reported by adding modifier 78

to the related procedure. (For repeat procedures, see modifier 76.)
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79 Unrelated Procedure or Service by the Same Physician or Other Qualified Health Care
Professional During the Postoperative Period

The individual may need to indicate that the performance of a procedure or service during the

postoperative period was unrelated to the original procedure. This circumstance may be reported by

using modifier 79. (For repeat procedures on the same day, see modifier 76.)

91 Repeat Clinical Diagnostic Laboratory Test

In the course of treatment of the patient, it may be necessary to repeat the same laboratory test on the
same day to obtain subsequent (multiple) test results. Under these circumstances, the laboratory test
performed can be identified by its usual procedure number and the addition of modifier 91. Note: This
modifier may not be used when tests are rerun to confirm initial results; due to testing problems with
specimens or equipment; or for any other reason when a normal, one-time, reportable result is all that is
required. This modifier may not be used when other code(s) describe a series of test results (eq, glucose

tolerance tests, evocative/suppression testing). This modifier may only be used for laboratory test(s)
performed more than once on the same day on the same patient.
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Forms

GUIDELINES
A. Reproduced on the following pages are the forms that should or may be used by providers when
billing workers’ compensation related services. Instructions are given below.

B. Bills for services rendered should be sent directly to the party responsible for reimbursement. Do not
send bills directly to the Medical Cost Containment Division as this will delay payment.

C. The following forms should be used for provider reimbursement:
e« CMS-1500 (08/05) (effective July 1, 2007) Electronic equivalent 837p
e UB-04 (effective May 23, 2007) Electronic equivalent 837i
e J400-J430D Dental Form (effective January-1,-20072012)
D. The information to include on each form where appropriate is:
1. Claimant’s full name and address as shown on the employer’s record.

2. Social security number should be entered in the field for insured’s ID number; this cuts down on
errors and helps correlate the billing to the appropriate file.

Correct date of injury. Some claimants have multiple open files and can only be assigned by date.
Proper name and address of the employer, not just an individual’'s name.
Name of the insurance payer as registered with the state.

3
4
5
6. Date the claimant’s disability should begin per the attending physician.
7. Attending physician’s diagnoses and claimant’s complaints.

8. Disabilities the claimant has that are not related to this injury.

9. Description of treatment plan, including any prescriptions.

10. Indication if the injury/iliness appears to be work related.

11. Indication as to whether the claimant can be released to light or full duty work; full duty is
considered to be the work at the time of the accident.

12. Length of time the claimant should be off work as a result of the injury or illness.
13. Date of the visit, the service(s) or procedure(s) performed, and charges.
14. Physician’s complete name and address.

15. Physician and provider group national provider identifier (NPI) for billing group and treating
physician.

16. Physician’s or group’s federal tax identification number (tax identification number [TIN] or social
security number).

17. Injuryliliness as described by the claimant.
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E. The following pages have samples of the CMS-1500 (08/05), UB-04, 2006-2012 American Dental
Association Dental Claim Form 3400J430D, Request for Resolution of Dispute, and Utilization Review
Request Form.

[I.  UtiLization Review Request Form

The form entitled Mississippi Workers’ Compensation Utilization Review is a communication tool for use
between the provider and the utilization review company. The form can be faxed between the provider
and payer as applicable.

The utilization review process is mandatory under the Mississippi Workers’ Compensation Medical Fee
Schedule; however, the use of the Utilization Review Request Form is optional. The use of the form is
encouraged if it proves helpful in the timely processing of requests for utilization review of medical
services.
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Introduction

Pursuant to Mississippi Code Annotated (MCA), §71-3-15(3)(Rev. 2000), the following Fee Schedule,
including Cost Containment and Utilization Management rules and guidelines, is hereby established in
order to implement a medical cost containment program. This Fee Schedule, and accompanying rules
and guidelines, applies to medical services rendered after the effective date of November 1, 2013, and, in
the case of inpatient treatment, to services where the discharge date is on or after November 1, 2013.
This Fee Schedule establishes the maximum level of medical and surgical reimbursement for the
treatment of work-related injuries and/or ilinesses, which the Mississippi Workers’ Compensation
Commission deems to be fair and reasonable.

This Fee Schedule shall be used by the Workers’ Compensation Commission, insurance payers, and self-
insurers for approving and paying medical charges of physicians, surgeons, and other qualified health
care professionals for services rendered under the Mississippi Workers’ Compensation Law. This Fee
Schedule applies to all medical services provided to injured workers by physicians, and also covers other
medical services arranged for by a physician. In practical terms, this means professional services
provided by hospital-employed physicians and other qualified health care professionals, as well as those
practicing independently, are reimbursed under this Fee Schedule.

The Commission will require the use of the most current CPT®, CDT, and HCPCS codes and modifiers in
effect at the time services are rendered. All coding, billing and other issues, including disputes,
associated with a claim, shall be determined in accordance with the CPT rules and guidelines in effect at
the time service is rendered, unless otherwise provided in this Fee Schedule or by the Commission. As
used in this Fee Schedule, CPT refers to the American Medical Association’s Current Procedural
Terminology codes and nomenclature. CPT is a registered trademark of the American Medical
Association. Current Dental Terminology (CDT) codes are developed and maintained by the American
Dental Association (ADA). HCPCS is an acronym for the Centers for Medicare and Medicaid Services'’
(CMS) Healthcare Common Procedure Coding System and includes codes for procedures, equipment,
and supplies not found in the CPT book. However, the inclusion of a service, product or supply identified
by a CPT, HCPCS, or CDT code does not necessarily imply coverage, reimbursement or endorsement.

l. FORMAT

This Fee Schedule is comprised of the following sections: Introduction; General Rules; Billing and
Reimbursement Rules; Medical Records Rules; Dispute Resolution Rules; Utilization Review Rules;
Rules for Modifiers and Code Exceptions; Pharmacy Rules; Other Qualified Health Care Professional
Rules; Home Health Rules; Skilled Nursing Facility Rules; Evaluation and Management; Anesthesia; Pain
Management; Surgery; Radiology; Pathology and Laboratory; Medicine Services; Therapeutic Services;
Dental; Durable Medical Equipment (DME), Orthotics, Prosthetics and Other HCPCS Codes; Inpatient
Hospital and Outpatient Facility Payment Schedule and Rules; and Forms. Each section listed above has
specific instructions (rules/guidelines). The Fee Schedule is divided into these sections for structural
purposes only. Providers are to use the specific section(s) that contains the procedure(s) they perform or
the service(s) they render. In the event a rule/guideline contained in one of the specific service sections
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conflicts with a general rule/guideline, the specific section rule/guideline will supersede, unless
otherwise provided elsewhere in this Fee Schedule.

This Fee Schedule utilizes procedure codes under copyright agreement. The descriptions included are full
procedure descriptions. A complete list of modifiers is included in a separate section for easy reference.

Il. ScoPe
The Mississippi Workers’ Compensation Medical Fee Schedule does the following:

A. Establishes rules/guidelines by which the employer shall furnish, or cause to be furnished, to an
employee who suffers a bodily injury or occupational disease covered by the Mississippi Workers’
Compensation Law, reasonable and necessary medical, surgical, and hospital services and
medicines, supplies or other attendance or treatment as necessary. The employer shall provide to the
injured employee such medical or dental surgery, crutches, artificial limbs, eyes, teeth, eyeglasses,
hearing apparatus, and other appliances which are reasonable and necessary to treat, cure, and/or
relieve the employee from the effects of the injury/iliness, in accordance with MCA 8§71-3-15 (Rev.
2000), as amended.

B. Establishes a schedule of maximum reimbursement allowances (MRA) for such treatment,
attendance, service, device, apparatus, or medicine.

C. Establishes rules/guidelines by which a health care provider shall be paid the lesser of (a) the
provider’s total billed charge, or (b) the maximum reimbursement allowance (MRA) established under
this Fee Schedule.

D. Establishes rules for cost containment to include utilization review of health care and health care
services, and provides for the acquisition by an employer/payer, other interested parties, and the
Mississippi Workers’ Compensation Commission, of the necessary records, medical bills, and other
information concerning any health care or health care service under review.

E. Establishes rules for the evaluation of the appropriateness of both the level and quality of health care
and health care services provided to injured employees, based upon medically accepted standards.

F. Authorizes employers/payers to withhold payment from, or recover payment from, health facilities or
health care providers that have made excessive charges or which have provided unjustified and/or
unnecessary treatment, hospitalization, or visits.

G. Provides for the review by the employer/payer or Commission any health facility or health care
provider records and/or medical bills that have been determined not to be in compliance with the
schedule of charges established herein.

H. Establishes that a health care provider or facility may be required by the employer/payer to explain in
writing the medical necessity of health care or health care service that is not usually associated with,
is longer and/or more frequent than, the health care or health care service usually accompanying the
diagnosis or condition for which the patient is being treated.

I.  Provides for medical cost containment review and decision responsibility. The rules and definitions
hereunder are not intended to supersede or modify the Workers’ Compensation Act, the
administrative rules of the Commission, or court decisions interpreting the Act or the Commission’s
administrative rules.

J. Provides for the monitoring of employers/payers to determine their compliance with the criteria and
standards established by this Fee Schedule.

K. Establishes deposition/witness fees.
L. Establishes fees for medical reports.
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Provides for uniformity in billing of provider services.

Establishes rules/guidelines for billing.

Establishes rules/guidelines for reporting medical claims for service.

Establishes rules/guidelines for obtaining medical services by out-of-state providers.

Establishes rules/guidelines for Utilization Review to include pre-certification, concurrent review,
discharge planning and retrospective review.

Establishes rules for dispute resolution which includes an appeal process for determining disputes
which arise under this Fee Schedule.

Establishes a peer review system for determining medical necessity. Peer review is conducted by
professional practitioners of the same specialty as the treating medical provider on a particular case.

Establishes the list of health care professionals who are considered authorized providers to treat
employees under the Mississippi Workers’ Compensation Law; and who, by reference in this rule, will
be subject to the rules, guidelines and maximum reimbursement limits in this Fee Schedule.

Establishes financial and other administrative penalties to be levied against payers or providers who
fail to comply with the provisions of the Fee Schedule, including but not limited to interest charges for
late billing or payment, percentage penalties for late billing or payment, and additional civil penalties
for practices deemed unreasonable by the Commission.

MEDICAL NECESSITY

The concept of medical necessity is the foundation of all treatment and reimbursement made under the
provision of §71-3-15, Mississippi Code of 1972, as amended. For reimbursement to be made, services
and supplies must meet the definition of “medically necessary.” The sole use of extraneous guidelines,
including but not limited to the Official Disability Guidelines (“ODG"), to determine the appropriateness or
extent of treatment or reimbursement is prohibited. Continuation of treatment shall be based on the
concept of medical necessity and predicated on objective or appropriate subjective improvements in the
patient’s clinical status. Arbitrary limits on treatment or reimbursement based solely on diagnosis or
guidelines outside this Fee Schedule are not permitted.

A.

For the purpose of the Workers’ Compensation Program, any reasonable medical service or supply
used to identify or treat a work-related injury/illness which is appropriate to the patient’s diagnosis, is
based upon accepted standards of the health care specialty involved, represents an appropriate level
of care given the location of service, the nature and seriousness of the condition, and the frequency
and duration of services, is not experimental or investigational, and is consistent with or comparable
to the treatment of like or similar non-work related injuries, is considered “medically necessary.” The
service must be widely accepted by the practicing peer group, based on scientific criteria, and
determined to be reasonably safe. It must not be experimental, investigational, or research in nature
except in those instances in which prior approval of the payer has been obtained. For purposes of this
provision, “peer group” is defined as similarly situated physicians of the same specialty, licensed in
the State of Mississippi, and qualified to provide the services in question.

Services for which reimbursement is due under this Fee Schedule are those services meeting the
definition of “medically necessary” above and includes such testing or other procedures reasonably
necessary and required to determine or diagnose whether a work-related injury or illness has been
sustained, or which are required for the remedial treatment or diagnosis of an on-the-job injury, a
work-related iliness, a pre-existing condition affected by the injury or iliness, or a complication
resulting from the injury or illness, and which are provided for such period as the nature of the injury
or process of recovery may require.
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C. Treatment of conditions unrelated to the injuries sustained in an industrial accident may be denied as
unauthorized if the treatment is directed toward the non-industrial condition or if the treatment is not
deemed medically necessary for the patient’s rehabilitation from the industrial injury.

V. DEFINITIONS
Act means Mississippi Workers’ Compensation Law, Mississippi Code Annotated (MCA), §71-3-1 et seq
(Rev. 2000 as amended).

Adjust means that a payer or a payer’s agent reduces or otherwise alters a health care provider's request
for payment.

APC means ambulatory payment classification and guidelines as developed by the Centers for Medicare
and Medicaid Services (CMS) and adopted in this Fee Schedule.

Appropriate care means health care that is suitable for a particular patient, condition, occasion, or place.

AWP means Average Wholesale Price; a price generally twenty percent (20%) greater than a
manufacturer sells to distributors and large customers and is based on data obtained from manufacturers,
distributors, and other suppliers.

Bill means a claim submitted by a provider to a payer for payment of health care services provided in
connection with a covered injury or illness.

Bill adjustment means a reduction of a fee on a provider’s bill, or other alteration of a provider’s bill.

By report (BR) means that the procedure is new, or is not assigned a maximum fee, and requires a
written description included on or attached to the bill. “BR” procedures require a complete listing of the
service, the dates of service, the procedure code, and the payment requested. The report is included in
the reimbursement for the procedure.

Carrier means any stock company, mutual company, or reciprocal or inter-insurance exchange
authorized to write or carry on the business of Workers’ Compensation Insurance in this State, or self-
insured group, or third-party payer, or self-insured employer, or uninsured employer.

Case means a covered injury or illness occurring on a specific date and identified by the worker's name
and date of injury or iliness.

CCI (See National Correct Coding Initiative.)

CMS-1500 means the CMS-1500 form and instructions that are used by non-institutional providers and
suppliers to bill for outpatient services. Use of the most current CMS-1500 form is required.

Commission means the Mississippi Workers’ Compensation Commission (MWCC).

Consultation means a service provided by a physician whose opinion or advice regarding evaluation
and/or management of a specific problem is requested by another physician or other appropriate source.
If a consultant, subsequent to the first encounter, assumes responsibility for management of the patient’s
condition, that physician becomes a treating physician. The first encounter is a consultation and shall be
billed and reimbursed as such. A consultant shall provide a written report of his/her findings. A second
opinion is considered a consultation.

Controverted claim is a workers’ compensation claim which is pending before the Commission and in
which the patient or patient’s legal representative has filed a Petition to Controvert.
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Covered injury or illness means an injury or iliness for which treatment is mandated under the Act.

Critical care means care rendered in a variety of medical emergencies that requires the constant
attention of the practitioner, such as cardiac arrest, shock, bleeding, respiratory failure, postoperative
complications, and is usually provided in a critical care unit or an emergency department.

CPT (Current Procedural Terminology) means a set of codes, descriptions, and guidelines intended to
describe procedures and services performed by physicians and other health care professionals. The CPT
code set is also used by other entities to report outpatient services. Each procedure or service is identified
with a five-digit code.

Day means a continuous 24-hour period.
Diagnostic procedure means a service that helps determine the nature and causes of a disease or injury.

Durable medical equipment (DME) means specialized equipment designed to stand repeated use,
appropriate for home use, and used solely for medical purposes.

Employer Medical Evaluation (EME) means a second opinion evaluation available to the Employer or
Carrier pursuant to MCA §71-3-15(1) (Rev. 2000) for the purpose of evaluating temporary or permanent
disability, or the medical treatment being rendered to the injured worker.

Expendable medical supply means a disposable article that is needed in quantity on a daily or monthly
basis.

Follow-up care means the care which is related to the recovery from a specific procedure and which is
considered part of the procedure’s maximum reimbursement allowance, but does not include
complications.

Follow-up days (FUD) are the days of care following a surgical procedure which are included in the
procedure’s maximum reimbursement allowance amount, but which do not include complications. The
follow-up day period begins on the day of the surgical procedure(s).

Health care review means the review of a health care case, bill, or both by the payer or the payer’s agent.

Incident-to means that services and supplies are commonly furnished as an integral part of the primary
service or procedure and not reimbursed separately.

Incidental surgery means surgery performed through the same incision, on the same day, by the same
doctor, not increasing the difficulty or follow-up of the main procedure, or not related to the diagnosis.

Incorrect payment means the provider was not reimbursed according to the rules/guidelines of the Fee
Schedule and the payer has failed to provide any reasonable basis for the adjusted payment.

Independent medical examination (IME) means a consultation provided by a physician to evaluate a
patient at the request of the Commission. This evaluation may include an extensive record review and
physical examination of the patient and requires a written report.

Independent procedure means a procedure that may be carried out by itself, completely separate and
apart from the total service that usually accompanies it.

Inpatient services means services rendered to a person who is admitted as an inpatient to a hospital.

Maximum reimbursement allowance (MRA) means the maximum fee allowed for medical services as set
forth in this Fee Schedule.
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Medical only case means a case that does not involve more than five (5) days of disability or lost work
time and for which only medical treatment is required.

Medically accepted standard means a measure set by a competent authority as the rule for evaluating
quality or quantity of health care or health care services and which may be defined in relation to any of
the following:

» Professional performance

» Professional credentials

e The actual or predicted effects of care

» The range of variation from the norm

Medically necessary means any reasonable medical service or supply used to identify or treat a work-
related injury/illness which is appropriate to the patient’s diagnosis, is based upon accepted standards of
the health care specialty involved, represents an appropriate level of care given the location of service,
the nature and seriousness of the condition, and the frequency and duration of services, is not
experimental or investigational, and is consistent with or comparable to the treatment of like or similar
non-work related injuries. Utilization management or review decisions shall not be based on application of
clinical guidelines, but must include review of clinical information submitted by the provider and represent
an individualized determination based on the worker’s current condition and the concept of medical
necessity predicated on objective or appropriate subjective improvements in the patient’s clinical status.

Medical record means a record in which the medical service provider records the subjective findings,
objective findings, diagnosis, treatment rendered, treatment plan, and return to work status and/or goals
and impairment rating as applicable.

Medical supply means either a piece of durable medical equipment or an expendable medical supply.

National Correct Coding Initiative means the official list of codes from the Centers for Medicare and
Medicaid Services’ (CMS) National Correct Coding Policy Manual that identifies services considered an
integral part of a comprehensive code.

NCCI (See National Correct Coding Initiative.)

Observation services means services rendered to a person who is designated or admitted to a hospital or
facility as observation status.

Operative report means the practitioner’s written description of the surgery and includes all of the
following:

* A preoperative diagnosis;

» A postoperative diagnosis;

* A step-by-step description of the surgery;

e A description of any problems that occurred in surgery; and

e The condition of the patient upon leaving the operating room.

Optometrist means an individual licensed to practice optometry.

Orthotic equipment means an orthopedic apparatus designed to support, align, prevent, or correct
deformities, or improve the function of a moveable body part.

Orthotist means a person skilled in the construction and application of orthotic equipment.
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Outpatient service means services provided to patients at a time when they are not hospitalized as
inpatients.

Payer means the employer or self-insured group, carrier, or third-party administrator (TPA) who pays the
provider billings.

Pharmacy means the place where the science, art, and practice of preparing, preserving, compounding,
dispensing, and giving appropriate instruction in the use of drugs is practiced.

Practitioner means a person licensed, registered, or certified as an acupuncturist, audiologist, doctor of
chiropractic, doctor of dental surgery, doctor of medicine, doctor of osteopathy, doctor of podiatry, doctor
of optometry, massage therapist, nurse, nurse anesthetist, nurse practitioner, occupational therapist,
orthotist, pharmacist, physical therapist, physician assistant, prosthetist, psychologist, or other person
licensed, registered, or certified as a health care professional or provider.

Primary procedure means the therapeutic procedure most closely related to the principal diagnosis, and
in billing, the code with the highest relative value unit (RVU) that is neither an add-on code nor a code
exempt from modifier 51 shall be considered the primary procedure. Reimbursement for the primary
procedure is not dependent on the ordering or re-ordering of codes.

Procedure means a unit of health service.

Procedure code means a five—digit numerical sequence or a sequence containing an alpha character and
preceded or followed by four digits, which identifies the service performed and billed.

Properly submitted bill means a request by a provider for payment of health care services submitted to a
payer on the appropriate forms with appropriate documentation and within the time frame established
under the guidelines of the Fee Schedule.

Prosthesis means an artificial substitute for a missing body part.
Prosthetist means a person skilled in the construction and application of prostheses.

Provider means a facility, health care organization, or a practitioner who provides medical care or
services.

Resequenced code means a code that is printed in the CPT book out of numeric sequence but is printed
in this Fee Schedule in the numeric order.

Secondary procedure means a surgical procedure performed during the same operative session as the
primary surgery but considered an independent procedure that may not be performed as part of the
primary surgery.

Special report means a report requested by the payer to explain or substantiate a service or clarify a
diagnosis or treatment plan.

Specialist means a board-certified practitioner, board-eligible practitioner, or a practitioner otherwise
considered an expert in a particular field of health care service by virtue of education, training, and
experience generally accepted by practitioners in that particular field of health care service.

Usual and customary means that when a payment is designated herein as “usual and customary,” the
amount of the payment equates to the charge value reported by FAIR Health, Inc. in its FH RV
Benchmarks products at the 40th percentile for the applicable geographic area in Mississippi.
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V. How TO INTERPRET THE FEE SCHEDULE
For each procedure, the Fee Schedule table includes the following columns and details (if applicable):

Code Icons

Add-on Codes
+ denotes procedure codes that are considered “add-on” codes as defined in the CPT book.

Modifier 51 Exempt

O denotes procedure codes that are exempt from the use of modifier 51 and are not designated as add-
on procedures/services as defined in the CPT book. Modifier 51 exempt services and procedures can be
found in Appendix E of CPT 2013. Additional codes that should not be subject to modifier 51 have been
identified by Optum based upon CPT guidelines and are included in this Fee Schedule using the same
CPT icon.

Moderate (Conscious) Sedation
©® denotes procedure codes that include conscious sedation as an inherent part of providing the
procedure.

Resequenced Codes
# denotes procedure codes that are in numeric order but are considered resequenced and display in a
different order within the 2013 CPT book.

Code
This Fee Schedule uses 2013 CPT, CDT, and HCPCS codes.

Description
This Fee Schedule uses 2013 full descriptions.

Relative Value

This column lists the relative value unit (RVU) assigned to each procedure. There are, however,
procedures too variable to accept a set value—these are “by report” procedures and are noted BR in the
Amount column. Procedures with a 0.00 in the Relative Value column and a $0.00 in the Amount column
are not covered or are not reimbursed.

Amount
This column lists the total reimbursable as a monetary amount.

PC Amount

Where there is an identifiable professional and technical component to a procedure, the portion
considered to be the professional component is listed. The professional component gives the total
reimbursable as a monetary amount. The technical component can be identified as the Amount minus the
PC Amount. See Rules for Modifiers and Code Exceptions for additional information.
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FUD
Follow-up days included in a surgical procedure’s global charge are listed in this column.

Assist Surg

The assistant surgeon column identifies procedures that are approved for an assistant to the primary
surgeon whether a physician, physician assistant (PA), registered nurse first assistant (RNFA, RA), or
other individual qualified for reimbursement as an assistant under the Fee Schedule.

APC Amount

Ambulatory Payment Classification (APC) is a payment method for facility outpatient services. The APC
system as developed by the Centers for Medicare and Medicaid Services (CMS) includes many of the
supplies that have previously been separately billed. These supplies will now be bundled into the APC
Amount consistent with CMS guidelines. The APC Amount shall constitute the reimbursement amount for
both hospital based and freestanding outpatient facilities.

VI. AUTHORIZED PROVIDERS
The following health care providers are recognized by the Mississippi Workers’ Compensation
Commission as acceptable to provide treatment to injured workers under the terms of the Act, and must
comply with the rules, guidelines, billing and reimbursement policies and maximum reimbursement
allowance (MRA) contained in this Fee Schedule when providing treatment or service under the terms of
the Act:

Acupuncturist (L.A.C.)

Audiologist

Certified Registered Nurse Anesthetist (C.R.N.A.)

Doctor of Chiropractic (D.C.)

Doctor of Dental Surgery (D.D.S.)/Doctor of Dental Medicine (D.D.M.)

Doctor of Osteopathy (D.O.)

Licensed Clinical Social Worker (L.C.S.W.)

Licensed Nursing Assistant

Licensed Practical Nurse (L.P.N.)

Massage Therapist

Medical Doctor (M.D.)

Nurse Practitioner (N.P.)

Occupational Therapist (O.T.)

Optometrist (O.D.)

Oral Surgeon (M.D., D.O., D.M.D., D.D.S.)

Pharmacist (R.Ph.)

Physical Therapist (P.T.)

Physical or Occupational Therapist Assistant (P.T.A., O.T.A))

Physician Assistant (P.A.)
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Podiatrist (D.P.M.)

Prosthetist or Orthotist

Psychologist (Ph.D.)

Registered Nurse (R.N.)

Registered Nurse First Assistant (R.N.F.A., R.A.)
Speech Therapist

All health care providers, as listed herein, are subject to the rules, limitations, exclusions, and maximum
reimbursement allowances of this Fee Schedule. Medical treatment under the terms of the Act may be
provided by any other person licensed, registered, or certified as a health care professional if approved by
the payer or Commission, and in such case, said provider and payer shall be subject to the rules and
guidelines, including maximum reimbursement amounts, provided herein.

VIIl. INFORMATION PROGRAM

The Workers’ Compensation Commission shall provide ongoing information regarding this Fee Schedule
for providers, payers, their representatives and any other interested persons or parties. This information
shall be provided primarily through informational sessions and seminar presentations at our Annual
Education Conference as well as the distribution of appropriate information materials via the
Commission’s website (www.mwcc.ms.gov), and by other means as needed.
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General Rules

|.  CONFIRMATORY CONSULTATION

As provided in §71-3-15(1) of the Act, and in M.\W.C.C. General Rule 9, a payer/employer may request a
second opinion examination or evaluation for the purpose of evaluating temporary or permanent disability
or medical treatment being rendered. This examination is considered a confirmatory consultation. The
confirmatory consultation is billed using the appropriate level and site-specific consultation code with
modifier 32 appended to indicate a mandated service and paid in accordance with the Fee Schedule.

[I.  CODING STANDARD

A. The most current version of the American Medical Association’s Current Procedural Terminology
(CPT®) or the ADA Practical Guide to Dental Procedure Codes (CDT) in effect at the time service is
rendered or provided shall be the authoritative coding guide, unless otherwise specified in this Fee
Schedule.

B. The most current version of HCPCS Level Il codes developed by CMS in effect at the time service is
rendered or provided shall be the authoritative coding guide for durable medical equipment,
prosthetics, orthotics, and other medical supplies (DMEPQOS), unless otherwise specified in this Fee
Schedule.

C. Services will be coded according to the appropriate code edits. For the purpose of this Fee Schedule,
the National Correct Coding Initiative (NCCI) edits are used, and apply to all sections.

[Il. DEPOSITION/WITNESS FEES; MEDICAL RECORDS AFFIDAVIT

A. Any health care provider who gives a deposition or is otherwise subpoenaed to appear in
proceedings pending before the Commission shall be paid a witness fee as provided by M.W.C.C.
Procedural Rule 18(h) in the amount of $25.00 per day plus mileage reimbursement at the rate
authorized by MWCC General Rule 14. Procedure code 99075 must be used to bill for a deposition.

B. In addition to the above fee and mileage reimbursement, any health care provider who gives
testimony by deposition or who appears in person to testify at a hearing before the Commission shall
be paid $500.00 for the first hour and $125.00 per quarter hour thereafter. This fee includes
necessary preparation time. In the event a deposition is cancelled through no fault of the provider, the
provider shall be entitled to a payment of $250.00 unless notice of said cancellation is given to the
provider at least 72 hours in advance. In the event a deposition is cancelled through no fault of the
provider within 24 hours of the scheduled time, then, in that event, the provider shall be paid the rate
due for the first hour of a deposition. Nothing stated herein shall prohibit a medical provider and a
party seeking to take the medical provider's deposition from entering into a separate contract which
provides for reimbursement other than as above provided.
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Pursuant to Mississippi Workers’ Compensation Commission Procedural Rule 9, an examining or
treating physician may execute an affidavit in lieu of direct testimony. The Physician’s Medical Record
Custodian is allowed to sign the affidavit in lieu of the physician’s signature. Such charge for
execution of the affidavit is limited to a maximum reimbursement of $25.00. Reimbursement for
copies of medical records that are attached to affidavits shall be made as outlined elsewhere in the
Fee Schedule.

IMPAIRMENT RATING
In determining the extent of permanent impairment attributable to a compensable injury, the provider
shall base this determination on the most current edition of the Guides to the Evaluation of
Permanent Impairment, as published and copyrighted by the American Medical Association which is
in effect at the time the service is rendered. Only a medical doctor is entitled under these rules to
reimbursement for conducting an impairment rating evaluation.

A provider is entitled to reimbursement for conducting an impairment rating evaluation and
determining the extent of permanent impairment, and should bill for such services using CPT code
99455. The maximum reimbursement for CPT code 99455 shall be $250.00.

INDEPENDENT MEDICAL EXAMINATION (||\/|E)
An independent medical examination (IME) may be ordered by the Mississippi Workers’
Compensation Commission or its Administrative Judges. A practitioner other than the treating
practitioner must do the medical examination, and the Commission or Judge shall designate the
examiner.

An independent medical examination (IME) shall include a study of previous history and medical care
information, diagnostic studies, diagnostic x-rays, and laboratory studies, as well as an examination
and evaluation. An IME can only be ordered by the Workers’ Compensation Commission or one of its
Administrative Judges. A copy of the report must be sent to the patient, or his attorney if represented,
the payer, and the Mississippi Workers’ Compensation Commission.

The fee for the IME may be set by the Commission or Judge, or negotiated by the payer and provider
prior to setting the appointment, and in such cases, reimbursement shall be made according to the
order of the Commission or Judge, or according to the mutual agreement of the parties. In the
absence of an agreement or order regarding reimbursement for an IME, the provider shall bill for the
IME using the appropriate level and site-specific consultation code appended with modifier 32 to
indicate a mandated service, and shall be reimbursed according to the Fee Schedule.

MAXIMUM MEDICAL IMPROVEMENT
When an employee has reached maximum medical improvement (MMI) for the work related injury
and/or iliness, the physician should promptly, and at least within fourteen (14) days, submit a report to
the payer showing the date of maximum medical improvement (MWCC Form B9,27).

Maximum medical improvement is reached at such time as the patient reaches the maximum benefit
from medical treatment or is as far restored as the permanent character of his injuries will permit
and/or the current limits of medical science will permit. Maximum medical improvement may be found
even though the employee will require further treatment or care.
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VII. OuUT-OF-STATE MEDICAL TREATMENT

A. Each employer shall furnish all reasonable and necessary drugs, supplies, hospital care and services,
and medical and surgical treatment for the work-related injury or illness. All such care, services, and
treatment shall be performed at facilities within the state when available.

B. When billing for out-of-state services, supporting documentation is necessary to show that the service
being provided cannot be performed within the state, the same quality of care cannot be provided
within the state, or more cost-effective care can be provided out-of-state. In determining whether out-
of-state treatment is more cost effective, this question must be viewed from both the payer and
patient’s perspective. Treatment should be provided in an area reasonably convenient to the place of
the injury or the residence of the injured employee, in addition to being reasonably suited to the
nature of the injury.

C. Reimbursement for out-of-state services shall be based on one of the following, in order of
preference: (1) the workers’ compensation fee schedule for the state in which services are rendered;
or (2) in cases where there is no applicable fee schedule for the state in which services are rendered,
or the fee schedule in said state excludes or otherwise does not provide reimbursement allowances
for the services rendered, reimbursement should be paid at the usual and customary rate for the
geographical area in which the services are rendered; or (3) reimbursement for out-of-state services
may be based on the mutual agreement of the parties. The Mississippi Workers’ Compensation
Medical Fee Schedule coding and billing rules must be followed in order for out of state providers to
obtain reimbursement.

D. Prior authorization must be obtained from the payer for referral to out-of-state providers. The
documentation must include the following:

1. Name and location of the out-of-state provider,

2. Justification for an out-of-state provider, including qualifications of the provider and description of
services being requested.

VIIl. AUTHORIZATION FOR TREATMENT
A. Prior Authorization. Providers must request authorization from the payer before service is rendered
for the services and supplies listed below:

Non-emergency elective inpatient hospitalization

Non-emergency elective inpatient surgery

Non-emergency elective outpatient surgery

Physical medicine treatments after 15 visits or 30 days, whichever comes first
Rental or purchase of supplies or equipment over the amount of $100.00 per item
Rental or purchase of TENS

Home health services

Pain clinic/therapy programs, including interdisciplinary pain rehabilitation programs

© © N o gk~ wDdPRE

External spinal stimulators
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. Pain control programs

[
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. Work hardening programs, functional capacity testing, ISO kinetic testing

=
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. Referral for orthotics or prosthetics

=
w

. Referral for acupuncture
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14. Referral for biofeedback

15. Referral to psychological testing/counseling

16. Referral to substance abuse program

17. Referral to weight reduction program

18. Referral to any non-emergency medical service outside the State of Mississippi
19. Repeat MRI (more than one per injury)

20. Repeat CT Scan (more than one per injury)

21. Intraoperative neurophysiologic monitoring (e.g., SSEP, VEP, DEP, BAEP, MEP)

Response Time. The payer must respond within two (2) business days to a request of prior
authorization for non-emergency services.

Federal Facilities. Treatment provided in federal facilities requires authorization from the payer.
However, federal facilities are exempt from the billing requirements and reimbursement policies in this
manual.

Pre-certification for Non-emergency Surgery. Providers must pre-certify all non-emergency surgery.
However, certain catastrophic cases require frequent returns to the operating room (O.R.) (e.g., burns
may require daily surgical debridement). In such cases, it is appropriate for the provider to obtain
certification of the treatment plan to include multiple surgical procedures. The provider’s treatment
plan must be specific and agreement must be mutual between the provider and the payer regarding
the number and frequency of procedures certified.

Retrospective Review. Failure to obtain pre-certification as required by this Fee Schedule shall not, in
and of itself, result in a denial of payment for the services provided. Instead, the payer, if requested to
do so by the provider within one (1) year of the date of service or discharge, shall conduct a
retrospective review of the services, and if the payer determines that the services provided would
have been pre-certified, in whole or in part, if pre-certification had been timely sought by the provider,
then the payer shall reimburse the provider for the approved services according to the Fee Schedule,
or, if applicable, according to the separate fee agreement between the payer and provider, less a ten
percent (10%) penalty for the provider’s failure to obtain pre-certification as required by this Fee
Schedule. This penalty shall be computed as ten percent (10%) of the total allowed reimbursement.
If, upon retrospective review, the payer determines that pre-certification would not have been given,
or would not have been given as to part of the requested services, then the payer shall dispute the bill
and proceed in accordance with the Billing and Reimbursement Rules as hereafter provided.

Authorization Provided by Employer or Payer. When authorization for treatment is sought and
obtained from the employer, or payer, whether verbally or in writing, and medical treatment is
rendered in good faith reliance on this authorization, the provider is entitled to payment from the
employer or payer for the initial visit or evaluation, or in emergency cases, for treatment which is
medically necessary to stabilize the patient. Reimbursement is not dependent on, and payment is due
regardless of, the outcome of medically necessary services which are provided in good faith reliance
upon authorization given by the employer or payer.

IX. RETURN TO WORK

If an employee is capable of some form of gainful employment, it is advisable for the physician to release
the employee to light work and make a specific report to the payer as to the date of such release and
setting out any restrictions on such light work. It can be to the employee’s economic advantage to be
released to light or alternative work, since he/she can receive compensation based on sixty-six and two-
thirds percent (66 2/3%) of the difference between the employee’s earnings in such work and the
employee’s pre-injury average weekly wage. The physician’s judgment in such matters is extremely
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important, particularly as to whether the patient is medically capable of returning to work in some
capacity. Return to work decisions should be based on objective findings, and the physician’s return to
work assessment should identify, if possible, any alternative duty employment to which the patient may
return if return to full duty is not medically advisable.

X.  SELECTION OF PROVIDERS

The selection of appropriate providers for diagnostic testing or analysis, including but not limited to
surgical/procedure facilities, CAT scans, MR, x-ray, and laboratory, physical or occupational therapy,
including work hardening, functional capacity evaluations, chronic pain programs, or massage therapy
shall be at the direction of the treating or prescribing physician. In the absence of specific direction from
the treating or prescribing physician, the selection shall be made by the payer, in consultation with the
treating or prescribing physician.

Referral for an electromyogram and/or a nerve conduction study shall be at the discretion and direction of
the physician in charge of care, and neither the payer nor the payer’'s agent may unilaterally or arbitrarily
redirect the patient to another provider for these tests. The payer or the payer’s agent may, however,
discuss with the physician in charge of care appropriate providers for the conduct of these tests in an
effort to reach an agreement with the physician in charge as to who will conduct an electromyogram
and/or nerve conduction study in any given case.

The selection of providers for the purchase or rental of durable medical equipment shall be at the
direction of the payer.

The selection of providers for medical treatment or service, other than as above provided, shall be in
accordance with the provisions of MCA §71-3-15 (Rev. 2000).

Xl.  DRUG SCREENING

Only one (1) drug screen or drug test result shall be eligible for reimbursement for each drug test
conducted on the same patient on the same day, except and unless the initial screening results are
deemed by the prescribing provider to be inconsistent or inherently unreliable. In that event, a
confirmation screening may be ordered by the prescribing provider and paid for by the payer. In addition,
treatment may not be discontinued based on the results of a drug test absent a confirmation test, which
shall be reimbursed in addition to the initial screening test. Merely duplicate screenings or tests which are
rerun to confirm initial results are not otherwise eligible for reimbursement.

XIl. MILEAGE REIMBURSEMENT

The payer shall reimburse each claimant for all travel to obtain medical treatment which is being obtained
under the provisions of the Mississippi Workers’ Compensation Law, including travel to a pharmacy to
obtain medication or supplies necessary for treatment of a compensable injury, regardless of the number
of miles traveled. There is no minimum distance of travel required for reimbursement, and reimbursement
shall be made for each mile of round trip travel necessitated by the compensable injury, at the rate
adopted by the Commission and in effect at the time of the travel. Only reasonable and necessary miles
traveled are subject to reimbursement.
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Billing and
Reimbursement Rules

l. GENERAL PROVISIONS

A. Maximum Reimbursement Allowance (MRA). Unless the payer and provider have a separate fee
contract which provides for a different level of reimbursement, the maximum reimbursement
allowance for health care services shall be the lesser of (a) the provider’s total billed charge, or (b)
the maximum specific fee established by the Fee Schedule. Items or services or procedures which do
not have a maximum specific fee established by this Fee Schedule shall be reimbursed at the usual
and customary fee as defined in this Fee Schedule, and in such cases, the maximum reimbursement
allowance shall be the lesser of (1) the provider’s total billed charge, or (2) the usual and customary
fee as defined by this Fee Schedule.

If this Fee Schedule does not establish a maximum specific fee for a particular service or procedure,
and a usual and customary rate cannot be determined because the FH RV Benchmarks products do
not contain a fee for same, then the maximum reimbursement allowance shall be equal to the
national Medicare allowance plus thirty percent (30%). In the absence of an established Medicare
value, and assuming none of the above provisions apply, the maximum reimbursement allowance
shall be the provider’s total billed charge. Any new codes will be assigned values and posted on the
MWCC website annually, or as needed.

B. Separate Fee Contract. An employer/payer may enter into a separate contractual agreement with a
medical provider regarding reimbursement for services provided under the provisions of the
Mississippi Workers’ Compensation Law, and if an employer/payer has such a contractual agreement
with a provider designed to reduce the cost of workers’ compensation health care services, the
contractual agreement shall control as to the amount of reimbursement and shall not be subject to the
maximum reimbursement allowance otherwise established by the Fee Schedule. However, all other
rules, guidelines and policies as provided in this Fee Schedule shall apply and shall be considered to
be automatically incorporated into such agreement.

1. Repricing Agreements. Payers and providers may voluntarily enter into repricing agreements
designed to contain the cost of workers’ compensation health care after the medical care or
service has been provided, and in such case, the reimbursement voluntarily agreed to by the
parties shall control to the exclusion of the Fee Schedule. However, the time spent by the payer
and provider attempting to negotiate a post-care repricing agreement does not extend the time
elsewhere provided in this Fee Schedule for billing claims, paying claims, requesting correction of
an incorrect payment, requesting reconsideration, seeking dispute resolution, or reviewing and
responding to requests for correction or reconsideration or dispute resolution. In addition,
applicable interest and penalties related to late billing and/or late payment shall continue to
accrue as otherwise provided. Efforts to negotiate a post-care repricing agreement do not justify
late billing or payment, and either party may seek further relief in accordance with the rules
provided herein should billing or payment not be made within the time otherwise due under these
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rules. No party shall be obligated to negotiate or enter into a repricing agreement of any kind
whatsoever.

No party, in attempting to negotiate a repricing or other post treatment price reduction agreement,
shall state or imply that consent to such an agreement is mandatory, or that the failure to enter
into any such agreement may result in audit, delay of payment, or other adverse consequence. If
the Commission determines that any party, or other person in privity therewith, has made such
false or misleading statements in an effort to coerce another party’s consent to a repricing or
other price reduction agreement outside the Fee Schedule, the Commission may refer the matter
to the appropriate authorities to consider whether such conduct warrants criminal prosecution
under §71-3-69 of the Law. This statute declares that any false or misleading statement or
representation made for the purpose of wrongfully withholding any benefit or payment otherwise
due under the terms of the Workers’ Compensation Law shall be considered a felony. In addition,
the Commission may levy a civil penalty in an amount not to exceed ten thousand dollars
($10,000.00) if it finds that payment of a just claim has been delayed without reasonable grounds,
as provided in §71-3-59(2) of the Law.

Billing Forms. Billing for provider services shall be standardized and submitted on the following
forms: Providers must bill outpatient professional services on the most recently authorized paper or
electronic version, 837p, or the CMS-1500 form, regardless of the site of service. Health care facilities
must bill on the most recently authorized uniform billing form. The electronic version, 837i, or the UB-
04 (CMS-1450) is required. Billing must be submitted using the most current paper or electronic forms
which are authorized by CMS.

Identification Number. All professional reimbursement submissions by Covered Healthcare Providers
as defined under CMS rules for the implementation of the National Provider Identifier (NPI) must
include the National Provider Identifier (NPI) field so as to enable the specific identification of
individual providers without the need for other unique provider identification numbers. Providers who
do not yet have an NPI should use the CMS default identifier until such time as an NPI is obtained.
Providers are required to obtain an NPI within the dates specified by CMS in its implementation rules.

Physician Specialty. The rules and reimbursement allowances in the Mississippi Workers’
Compensation Medical Fee Schedule do not address physician specialization within a specialty.
Payment is not based on the fact that a physician has elected to treat patients with a
particular/specific problem. Reimbursement to qualified physicians is the same amount regardless of
specialty.

“No Show” Appointments. When an appointment is made for a physician visit by the employer or

payer, and the claimant/patient does not show, the provider is entitled to payment at the rate allowed
for a minimal office visit.

. “After Hours” and Other Adjunct Service Codes. When an office service occurs after a provider’s
normal business hours, procedure code 99050 may be billed. Other adjunct service codes (99051
99060) may be billed as appropriate. Typically, only a single adjunct service code is reported per
encounter. However, there may be circumstances in which reporting multiple adjunct codes per
patient encounter may be appropriate.

Portable Services. When procedures are performed using portable equipment, bill the appropriate
procedure code. The charge for the procedure includes the cost of the portable equipment.

Injections.

1. Reimbursement for injections includes charges for the administration of the drug and the cost of
the supplies to administer the drug. Medications are charged separately.

The description must include the name of the medication, strength, and dose injected.

3. When multiple drugs are administered from the same syringe, reimbursement will be for a single
injection.
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4. Reimbursement for anesthetic agents such as Xylocaine and Carbocaine, when used for
infiltration, is included in the reimbursement for the procedure performed and will not be
separately reimbursed.

5. Reimbursement for intra-articular and intra-bursal injection medications (steroids and anesthetic
agents) may be separately billed. The description must include the name of the medication,
strength, and volume given.

Supplies. Use CPT® code 99070 or specific HCPCS Level Il codes to report supplies over and above
those usually included with the office visit or service rendered. Do not hill for supplies that are
currently included in surgical packages, such as gauze, sponges, and Steri-Strips®. Supplies and
materials provided by the physician over and above those usually included with the office visit (drugs,
splints, sutures, etc.) may be charged separately and reimbursed at a reasonable rate.

INSTRUCTIONS TO PROVIDERS
All bills for service must be coded with the appropriate CPT, CDT, or HCPCS Level Il code.

The medical provider must file the appropriate billing form and necessary documentation within thirty
(30) days of rendering services on a newly diagnosed work-related injury or illness. Subsequent
billings must be submitted at least every thirty (30) days, or within thirty (30) days of each treatment
or visit, whichever last occurs, with the appropriate medical records to substantiate the medical
necessity for continued services. Late billings will be subject to discounts, not to exceed one and one-
half percent (1.5%) per month of the bill or part thereof which was not timely billed, from the date the
billing or part thereof is first due until received by the payer. Any bill or part thereof not submitted to
the payer within sixty (60) days after the due date under this rule shall be subject to an additional
discount penalty equal to ten percent (10%) of the total bill or part thereof. Any bill for services
rendered which is not submitted to the payer within one (1) year after the date of service, or date of
discharge for inpatient care, will not be eligible or considered for reimbursement under this Fee
Schedule, unless otherwise ordered by the Commission or its Cost Containment Division.

Fees in excess of the maximum reimbursement allowance (MRA) must not be billed to the employee,
employer, or payer. The provider cannot collect any non-allowed amount (MCA 871-3-15(3) (Rev.
2000)).

If it is medically necessary to exceed the Fee Schedule limitations and/or exclusions, substantiating
documentation must be submitted by the provider to the payer with the claim form.

If a provider believes an incorrect payment was made for services rendered, or disagrees for any
reason with the payment and explanation of review tendered by the payer, then the provider may
request reconsideration pursuant to the rules set forth herein.

If, after the resolution of a reconsideration request or a formal dispute resolution request, or
otherwise, the provider is determined to owe a refund to the payer, the amount refunded shall bear
interest at the rate of one and one-half percent (1.5%) per month from the date the refunded amount
was first received by the provider, until refunded to the payer.

INSTRUCTIONS TO PAYERS
An employer’s/payer’s payment shall reflect any adjustments in the bill made through the
employer’s/payer’s bill review program. The employer/payer must provide an explanation of review
(EOR) to a health care provider whenever reimbursement differs from the amount billed by the
provider. This must be done individually for each bill.

189



In a case where documentation does not indicate the service was performed, the charge for the
service may be denied. The EOR must clearly and specifically indicate the reason for the denial.

(1) When a billed service is documented, but the code selected by the provider is not, in the
payer’'s/reviewer’s estimation, the most accurate code available to describe the service, the reviewer
must not deny payment, but shall reimburse based on the revised code. The EOR must clearly and
specifically detail the reason(s) for recoding the service or otherwise altering the claim. No claim shall
be recoded or otherwise revised or altered without the payer having actually reviewed the medical
records associated with the claim which document the service(s) provided.

(2) As an alternative to recoding or altering a claim, the payer may treat the matter under rule E(1)
and (2) below by paying any undisputed portion of the bill, and notifying the provider by EOR that the
remaining parts of the bill are denied or disputed.

(3) Recoding cannot be used solely for cost containment. Recoding may only be used for the
correction of miscoded services. Whenever there is any dispute concerning coding, the provider must
be notified immediately and given the opportunity to furnish additional information, although nothing
herein suspends the time periods for making payment or giving notice of dispute. Any recoding or so-
called “down coding,” which is found by the Commission or its Cost Containment Division to be solely
for the purpose of cost containment, will subject the party engaging in such conduct to additional
penalties as allowed by law.

Properly submitted bills must be paid within thirty (30) days of receipt by the payer. Properly
submitted bills not fully paid within thirty (30) days of receipt by the payer shall automatically include
interest on the unpaid balance at the rate of one and one-half percent (1.5%) per month from the due
date of any unpaid remaining balance until such time as the claim is fully paid and satisfied. Properly
submitted bills not fully paid within sixty (60) days of receipt will be subject to an additional penalty
equal to ten percent (10%) of the unpaid remaining balance, including interest as herein provided.

(1) When an employer/payer disputes or otherwise adjusts a bill or portion thereof, the
employer/payer shall pay the undisputed or unadjusted portion of the bill within thirty (30) days of
receipt of the bill. Failure to pay the undisputed portion when due shall subject the payer to interest
and penalty as above provided on the undisputed portion of the bill. If the dispute is ultimately
resolved in the provider’s favor, interest and penalty on the disputed amounts will apply from the
original due date of the bill until paid.

(2) When a payer disputes a bill or portion thereof, the payer shall notify the provider within thirty (30)
days of the receipt of the bill of the reasons for disputing the bill or portion thereof, and shall notify the
provider of its right to provide additional information and to request reconsideration of the payer’'s
action. The payer shall set forth the clear and specific reasons for disputing a bill or portion thereof on
the EOR, and shall provide additional documentation if necessary to provide an adequate explanation
of the dispute.

Reimbursement determinations shall be based on medical necessity of services to either establish a
diagnosis or treat an injury/illness. Thus, where service is provided in good faith reliance on
authorization given by the employer or payer, reimbursement shall not be dependent on the outcome
of medically necessary diagnostic services or treatment.

IV. FAcILITY FEE RULES
Please refer to the Pain Management section for the state-specific facility reimbursement rules to be used
for outpatient pain management procedures.

Please refer to the Inpatient Hospital and Outpatient Facility Payment Schedule and Rules section for the
state-specific facility reimbursement rules to be used for ambulatory surgery center (ASC) procedures and
hospital based outpatient departments.

190



A. Prepayment Review for Facilities. The payer must perform a prepayment review on inpatient hospital
bills and outpatient surgery bills in order to verify the charges submitted.

1. At a minimum, the pre-payment review should:

a. Validate that prior authorization was approved according to Fee Schedule guidelines;

b. Validate that the length of stay and the level of service was appropriate for the diagnosis;
Review the bill for possible overcharges or billing errors;

Determine if an on-site audit is appropriate;

Identify over utilization of services;

- o 2 0

Identify those bills and case records that shall be subject to professional review by a
physician or appropriate peer.

The payer must reimburse the hospital within thirty (30) days of receipt of a valid claim form if
prepayment review criteria are met. An exception to the thirty (30) day payment time will be made
if additional documentation is requested for prepayment review, and in such cases, payment
should be made within thirty (30) days following receipt of this additional documentation if
prepayment review criteria are met. If a full audit is scheduled, fifty percent (50%) of the total bill
must be paid prior to the audit, and in such event, the payer shall not be liable for interest and
penalty as above provided on any additional sums which may be due following completion of the
audit. Failure to pay fifty percent (50%) of the total bill prior to the audit shall result in interest and
penalty as above provided being added to the total amount determined to be due, from the
original due date until paid.

If the hospital does not forward copies of requested medical records to the payer after two (2)
consecutive written requests following the initial request, or if it fails to submit necessary or
adequate documentation to support the hospital services rendered, the payer should perform a
charge audit.

B. Charge Audit. All charge audits must be performed on-site unless otherwise agreed to by the provider
and payer.

1.

The following information must be provided to the hospital by the payer/auditor when scheduling
an audit:

Patient name
Account number

a
b

c. Date(s) of service
d. Diagnosis(es)

e. Total amount of bill

f. Insurance company

g. Name of audit requester

h. Telephone number and address of requester

A hospital must schedule a charge audit within thirty (30) days of a request by a payer/auditor.
Hospitals shall be reimbursed an audit fee of $50.00 for associated audit costs.

When a charge audit is necessary, the auditor must identify additional charges for medically
necessary hospital services that were ordered by the authorized physician and were provided, but
were not included, on the initial bill.

The auditor must review and verify the audit findings with a hospital representative at the
conclusion of the audit. The hospital may waive its right to the exit conference.
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6. The auditor must provide written explanation of the final reimbursement determination based on
the audit findings, whether or not an exit conference is held with the hospital. This written
explanation must be provided within thirty (30) days following the conclusion of the audit.

When any hospital bill that has been prescreened and found to be correct, or when corrections have
been made to the bill as required, or when a hospital bill has been audited and verified as correct, it
must be paid within thirty (30) days thereafter.

Any hospital bill not paid when due under these rules shall automatically include interest at the rate of
one and one-half percent (1.5%) per month from the due date of such bill until paid. Any such bill not
paid within sixty (60) days after it is due under these rules will be subject to an additional penalty
equal to ten percent (10%) of the total amount due, including interest as herein provided.

Implantables. An implantable is an item that is implanted into the body for the purpose of permanent
placement, and remains in the body as a fixture. Absorbable items, temporary items, or other items
used to help place the implant, are not within the definition of “implantable” and are not reimbursed as
such.

Implantables are included in the applicable MS-DRG reimbursement for inpatient treatment, and,
therefore, the provider of inpatient services is not required to furnish the payer with an invoice for
implantables. For implantables used in the outpatient setting, reimbursement is likewise included in
the APC Amount paid to the facility. No separate billing or payment for implants shall be made in
either the inpatient or outpatient setting.

EXPLANATION OF REVIEW (EOR)
Payers must provide an explanation of review (EOR) to health care providers for each bill whenever
the payer’s reimbursement differs from the amount billed by the provider, or when an original claim is
altered or adjusted by the payer. The EOR must be provided within thirty (30) days of receipt of the
bill, and must accompany any payment that is being made.

A payer may use the listed EOR codes and descriptors or may develop codes of their own to explain
why a provider’s charge has been reduced or disallowed, or why a claim has been altered or adjusted
in some other way. In all cases, the payer must clearly and specifically detail the reasons for adjusting
or altering a bill, including references to the applicable provisions of the Fee Schedule or CPT book,
or other source(s) used as the basis for the EOR. Should the EOR include an alteration in the codes
submitted on the original claim, it must be based on a review of the medical records documenting the
service.

The EOR must contain appropriate identifying information to enable the provider to relate a specific
reimbursement to the applicable claimant, the procedure billed, and the date of service.

Acceptable EORs may include manually produced or computerized forms that contain the EOR
codes, written explanations, and the appropriate identifying information.

The following EOR codes may be used by the payer to explain to the provider why a procedure or
service is not reimbursed as billed, provided clear and specific detail is included, along with
references to the applicable provisions of the Fee Schedule or CPT book, or other source(s) used as
the basis for the EOR:

001 These services are not reimbursable under the Workers’ Compensation Law for the following
reason(s): [Provide specific reason(s) why services are not reimbursable under the Workers’
Compensation Law]

002 Charges exceed maximum reimbursement allowance [Specify]
003 Charge is included in the basic surgical allowance [Specify]
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VI.

004 Surgical assistant is not routinely allowed for this procedure. Documentation of medical
necessity required [Specify]

005 This procedure is included in the basic allowance of another procedure [Specify the other
procedure]

006 This procedure is not appropriate to the diagnosis [Specify]

007 This procedure is not within the scope of the license of the billing provider [Specify]
008 Equipment or services are not prescribed by a physician [Specify]

009 This service exceeds reimbursement limitations [Specify]

010 This service is not reimbursable unless billed by a physician [Specify]
011 Incorrect billing form [Specify]

012 Incorrect or incomplete identification number of billing provider [Specify]
013 Medical report required for payment [Specify]

014 Documentation does not justify level of service billed [Specify]

015 Place of service is inconsistent with procedure billed [Specify]

016 Invalid procedure code [Specify]

017 Prior authorization was not obtained [Specify]

REQUEST FOR RECONSIDERATION
When, after examination of the explanation of review (EOR) and other documentation, a health care
provider is dissatisfied with a payer's payment or dispute of a bill for medical services, reconsideration
may be requested by the provider. Any other matter in dispute between the provider and payer may
be subject to reconsideration as herein provided at the request of either party, including, but not
limited to, a request by the payer for refund of an alleged over-payment. Alleged over-payments
should be addressed through the dispute resolution process, if necessary, and not by way of
unilateral recoupment initiated by the payer on subsequent billings.

A provider or payer must make a written request for reconsideration within thirty (30) days from the
receipt of the explanation of review (EOR) or other written documentation evidencing the basis for the
dispute. A request for reconsideration must be accompanied by a copy of the bill in question, the
payers’ explanation of review (EOR), and/or any additional documentation to support the request for
reconsideration.

The payer or provider, upon receipt of a request for reconsideration, must review and re-evaluate the
original bill and accompanying documentation, and, must notify the requesting party thirty (30) days
thereafter of the results of the reconsideration. The response must adequately explain the reason(s)
for the decision, and cite the specific basis upon which the final determination was made. If the payer
finds the provider's request for reconsideration is meritorious, and that additional payment(s) should
be made, or if the provider finds the payer’s request for refund or other payment is meritorious, the
additional payment should be made within the above thirty (30) day period. Any additional payment(s)
made in response to a provider’s or payer’s request for reconsideration shall include interest from the
original due date of the bill or payment, and an additional ten percent (10%) penalty if applicable.

If the dispute is not resolved within the above time after a proper request for reconsideration has been
served by the provider or payer, then either party may request further review by the Commission
pursuant to the Dispute Resolution Rules set forth hereafter.
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E. Failure to seek reconsideration within the time above provided shall bar and prohibit any further
reconsideration or review of the hill or other issue in question unless, for good cause shown, the
Commission or its representative extends the time for seeking reconsideration or review under these
rules. In no event shall the time for seeking reconsideration hereunder be extended by more than an
additional thirty (30) days, and any such request for additional time in which to seek reconsideration
or further review must be made in writing to the Commission within the initial thirty (30) day period set
forth in paragraph B. above.

F. Requests by either provider or payer for refunds, or for additional payment, or other requests related
to the billing or payment of a claim, must be sought in accordance with the specific rules set forth
herein. No retrospective audits or dispute requests shall be allowed beyond the time otherwise
provided herein for seeking reconsideration and/or review.
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Medical Records Rules

MEDICAL RECORDS
The medical record, which documents the patient’s course of treatment, is the responsibility of the
provider and is the basis for determining medical necessity and for substantiating the service(s)
rendered; therefore, failure to submit necessary or adequate documentation to support the services
rendered may result in the services being disallowed.

A medical provider may not charge any fee for completing a medical report or form required by the
Workers’ Compensation Commission which is part of the required supporting documentation which
accompanies a request for payment. The supporting documentation that is required to substantiate
the medical treatment is included in the fee for service and does not warrant a separate fee as it is
incidental to providing medical care. CPT® code 99080 is appropriate for billing special reports
beyond those required by this Fee Schedule and requested by the payer or their representatives.

Medical records must be legible and include, as applicable:

1. Initial office visit notes which document a history and physical examination appropriate to the
level of service indicated by the presenting injury/illness or treatment of the ongoing injury/iliness;

2. Progress notes which reflect patient complaints, objective findings, assessment of the problem,
and plan of care or treatment;

3. Copies of lab, x-ray, or other diagnostic tests that reflect current progress of the patient and/or
response to therapy or treatment;

4. Physical medicine/occupational therapy progress notes that reflect the patient’s response to
treatment/therapy;

Operative reports, consultation notes with report, and/or dictated report; and

Impairment rating (projected and actual) and anticipated maximum medical improvement (MMI)
date.

A plan of care should be included in the medical record and should address, as applicable, the
following:

1. The disability;

Degree of restoration anticipated,;

Measurable goals;

Specific therapies to be used;

Frequency and duration of treatments to be provided;
Anticipated return to work date;

N o o A~ wDN

Projected impairment.

Health care providers must submit copies of records and reports to payers upon request. Providers
can facilitate the timely processing of claims and payment for services by submitting appropriate
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documentation to the payer when requested. Only those records for a specific date of injury are
considered non-privileged as it relates to a workers’ compensation injury. The employer/payer is not
privileged to non-work related medical information.

Providers must submit documentation for the following:

1. The initial office visit;

A progress report if still treating after thirty (30) days;

Evaluation for therapy services/treatment (P.T., O.T., C.M.T., O.M.T.);

E

A progress report every thirty (30) days for therapy services/treatment (P.T., O.T., C.M.T.,
O.M.T.);

An operative report or office note (if done in the office) for a surgical procedure;
A consultation;

The anesthesia record for anesthesia services;

A functional capacity or work hardening evaluation;

© © N o v

When billing “By Report” (BR), a description of the service is required; this description should
include an adequate definition or description of the nature, extent, and need for the procedure
and the time, effort, and equipment necessary to provide the service;

10. Whenever a modifier is used to describe an unusual circumstance;
11. Whenever the procedure code descriptors include a written report.

Hospitals and other inpatient facilities must submit required documentation with the appropriate billing
forms as follows:

1. Admission history and physical;
Discharge summary;

Operative reports;

Pathology reports;

Radiology reports;
Consultations;

Other dictated reports;
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Emergency room records.

The Health Insurance Portability & Accountability Act (HIPAA) makes important exceptions
concerning the disclosure of protected health information for workers’ compensation purposes. For
additional information, refer to the MWCC website (mwcc.ms.gov), or consult an attorney and/or the
HIPAA resource site maintained by the U. S. Department of Health and Human Services
(http://www.hhs.gov/ocr/privacyl/).

COPIES OF RECORDS
Outpatient Records. The payer may request additional records or reports from the provider
concerning service or treatment provided to a patient other than on an inpatient basis. These
additional records and reports will be reimbursed as follows:

1-5 pages — $15.00
6+ pages — $.50 per page in addition to the above fee
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This applies to copies of microfiche and other electronic media or storage systems.

As provided by MCA 8§11-1-52(1) (Supp. 2006), as amended, the provider may add ten percent (10%)
of the total charge to cover the cost of postage and handling, and may charge an additional fifteen
dollars ($15.00) for retrieving records stored off the premises where the provider’s facility or office is
located.

Inpatient Records. The payer may request additional records or reports from a facility concerning
inpatient service or treatment provided to a patient. Such reports or records requested by the payer
will be reimbursed as follows:

1-5 pages — $15.00/per admission
6+ pages — $.50 per page/per admission in addition to the above fee
This applies to copies of microfiche and other electronic media or storage systems.

There is a maximum reimbursement allowance of fifty dollars ($50.00) for a particular inpatient
medical record, exclusive of postage, handling and retrieval charges as set forth below. This is per
admission.

As provided by MCA 8§11-1-52(1) (Supp. 2006), as amended, the provider may add ten percent (10%)
of the total charge to cover the cost of postage and handling, and may charge an additional fifteen
dollars ($15.00) for retrieving records stored off the premises where the provider’s facility or office is
located.

Copies of records requested by the patient and/or the patient’s attorney or legal representative will be
reimbursed by the requesting party according to the provisions of this section on additional reports
and records.

Documentation submitted by the provider which has not been specifically requested will not be
subject to reimbursement.

Health care providers may charge up to ten dollars ($10.00) per film for copying x-rays or for
providing copies of x-rays via electronic or other magnetic media. (Copies of film do not have to be
returned to the provider.)

Payers, their representatives, and other parties requesting records and reports must be specific in
their requests so as not to place undue demands on provider time for copying records.

Providers should respond promptly (within fourteen (14) working days) to requests for additional
records and reports.

Records requested by the Mississippi Workers’ Compensation Commission will be furnished by the
provider without charge to the Commission.

Any additional reimbursement, including copy service vendors, other than is specifically set forth
above, is not required, and providers or their vendors will not be paid any additional amounts.

HEALTH INSURANCE PORTABILITY & ACCOUNTABILITY ACT (HIPAA) AND

WORKERS' COMPENSATION
HIPAA makes important exceptions concerning the disclosure of protected health information (PHI)
for workers’ compensation purposes. The United States Department of Health and Human Services,
through its Office for Civil Rights, enforces the HIPAA Law and maintains an informative website with
information on HIPAA and its application to workers’ compensation claims. See, for example:
http://www.hhs.gov/ocr/privacy/.

197



Dispute Resolution Rules

GENERAL PROVISIONS
Unresolved disputes may be appealed to and resolved by the Mississippi Workers’ Compensation
Commission.

Reconsideration must be sought by the provider or payer prior to a request for resolution of a dispute
being sent to the Commission. This provides the payer and provider an opportunity to resolve most
concerns in a timely manner.

All communication between parties in dispute will be handled by the Mississippi Workers’
Compensation Commission, Cost Containment Division. In addition, there will be no communication
between the parties in dispute and any Peer Reviewer who might be called upon to assist the
Commission in the resolution of a dispute.

FORMS AND DOCUMENTATION
Valid requests for resolution of a dispute must be submitted on the “Request for Resolution of
Dispute” form (see the Forms section or http://www.mwcc.state.ms.us/services/feeschedule.asp)
along with the following:

1. Copies of the original and resubmitted bills in dispute that include dates of service, procedure
codes, charges for services rendered and any payment received, and an explanation of any
unusual services or circumstances;

EOR including the specific reimbursement;

Supporting documentation and correspondence;

A D

Specific information regarding contact with the payer; and
5. Any other information deemed relevant by the applicant for dispute resolution.
A request for Resolution of Dispute must be submitted to:

Mississippi Workers’ Compensation Commission
Cost Containment Division

1428 Lakeland Drive

P.O. Box 5300

Jackson, MS 39296-5300

A party, whether payer, provider, patient, or any representative of such parties, shall certify that a
copy of the Request for Resolution of Dispute, and any supporting documentation, being filed with the
Commission has been provided to the other interested parties or their representatives by personal
delivery, United States mail, facsimile or other electronic submission guaranteed to accomplish
receipt, simultaneously with the filing to the Commission. This requirement shall also apply when a
party files a request seeking review of a dispute by the Commission, or when enforcement of a final
decision of the Cost Containment Director is sought.
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lll.  TIME FOR FILING

A Request for Resolution of Dispute must be filed with the Commission within thirty (30) days following
the payer’s or provider’'s response to a request for reconsideration of any matter in dispute, or, in cases
where the payer or provider fails to respond to a request for reconsideration, within thirty (30) days of the
expiration of the time in which said response should have been provided. Failure to file a Request for
Resolution of Dispute within this time shall bar any further action on the disputed issue(s) unless, for good
cause shown, the Commission or its Cost Containment Director extends the time for filing said request. In
no event will the time for filing a Request for Resolution of Dispute be extended more than once or more
than an additional twenty (20) days from the time said request was first due to be filed, provided the
request for additional time in which to file a Request for Resolution of Dispute is filed within the initial thirty
(30) day period provided herein; and, absent compelling circumstances, a dispute resolution request will
not be considered by the Cost Containment Division if submitted more than one (1) year after the date of
service. The decision to extend the time for filing a Request for Resolution of Dispute based on “good
cause” shall be entirely at the discretion of the Commission or its Cost Containment Director. Mere
neglect will not constitute “good cause.”

IV. PROCEDURE BY COST CONTAINMENT DIVISION

A. Requests for dispute resolution will be reviewed and decided by the Cost Containment Division of the
Commission after all required and requested information has been received. Additional time may be
required to accommodate a Peer Review. The payer and/or provider may be contacted by telephone
or other means for additional information if necessary; however, both parties to a dispute may submit
in writing any information or argument they deem relevant to the issue in dispute, if not already
submitted with the request for dispute resolution, and this information shall be considered by the Cost
Containment Division when rendering a decision. Any written information or argument submitted for
consideration by a party to a dispute, without a request from the Commission, must be received by
the Cost Containment Division within fourteen (14) days after filing the request for dispute resolution
in order to merit consideration.

B. Every effort will be made to resolve disputes by telephone or in writing. The payer and provider may
be requested to attend an informal hearing conducted by a Commission representative. Failure to
appear at an informal hearing may result in dismissal of the request for dispute resolution.

C. Following review of all documentation submitted for dispute resolution and/or following contact with
the payer and/or provider for additional information and/or negotiation, the Cost Containment Division
shall render an administrative decision on the request for dispute resolution, and forward it to the
involved parties.

D. Cases involving medical care determination may be referred for peer review, but only on request of
the Commission. The peer review consultant will render an opinion and submit same to the
Commission representative within the time set by the Cost Containment Division. The Commission
representative will notify the parties in dispute if a Peer Review has been requested, and of the peer
review consultant’s determination.

CoMMISSION REVIEW OF A DISPUTE
Any party aggrieved by the decision of the Cost Containment Division shall have twenty (20) days
from the date of said decision to request review by the Commission. Failure to file a written request
for review with the Commission within this twenty (20) day period shall bar any further review or
action with regard to the issue(s) presented. No extension of time within which to file for Commission
review of a dispute under these Rules shall be allowed. In the event a request for review is not filed
with the Commission within twenty (20) days or within the time allowed by any extension which has
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been granted, the parties to the dispute shall have fourteen (14) days thereafter in which to comply
with the final decision of the Cost Containment Division.

1. A party to a dispute may, when a written request for review has not been timely filed with the
Commission, file with the Commission a written request to compel compliance with the final
administrative decision of the Cost Containment Division. The Commission may consider such a
request with or without a hearing. A request to compel compliance with the final decision of the
Cost Containment Division may be filed at any time following fourteen (14) days after the decision
of the Cost Containment Division becomes final, and must be submitted on the form approved by
the Commission for this purpose. No such request to compel or enforce compliance with a final
decision of the Cost Containment Director shall be considered if filed more than one (1) year after
the date of the Cost Containment Director’s decision.

The party seeking relief hereunder shall certify that a copy of the request for relief and any
supporting documentation being filed with the Commission has been provided to the other
interested parties or their representatives by personal delivery, United States mail, facsimile or
other electronic submission guaranteed to accomplish receipt, simultaneously with the filing to the
Commission.

The request for review by the Commission shall be filed with the Cost Containment Division of the
Mississippi Workers’ Compensation Commission, and shall be in writing and shall state the grounds
on which the requesting party relies. All documentation submitted to and considered by the Cost
Containment Division, including the Request for Resolution of Dispute form, along with a copy of the
decision of the Cost Containment Division, shall be attached to the request for review which is filed
with the Commission. The party seeking relief hereunder shall certify that a copy of the request for
review and any supporting documentation being filed with the Commission has been provided to the
other interested parties or their representatives by personal delivery, United States mail, facsimile or
other electronic submission guaranteed to accomplish receipt, simultaneously with the filing to the
Commission.

The Commission shall review the issue(s) solely on the basis of the documentation submitted to the
Cost Containment Division. No additional documentation not presented to and considered by the Cost
Containment Division shall be considered by the Commission on review, unless specifically requested
by the Commission, and no hearing or oral argument shall be allowed.

The Commission shall consider the request for review and issue a decision.

Following the decision of the Commission, or following the conclusion of the dispute resolution
process at any stage without an appeal to the Commission, no further audit, adjustment, refund,
review, consideration, reconsideration or appeal with respect to the claim in question may be sought
by either party.

The costs incurred in seeking Commission review, or in seeking compliance with an Administrative
Decision rendered by the Cost Containment Director, including reasonable attorney fees, if any, shall
be assessed to the party who requested review if that party’s position is not sustained by the
Commission and to the party who has failed to comply with a prior decision if compliance therewith is
ordered by the Commission. Otherwise, each party shall bear their own costs, including attorney’s
fees.

If the Commission determines that a dispute is based on or arises from a billing error, a payment
adjustment or error, including but not limited to improper bundling of service codes, unbundling,
downcoding, code shifting, or other action by either party to the dispute, or if the Commission
determines that a provider or payer has unreasonably refused to comply with the Law, the Rules of
the Commission, including this Fee Schedule, or with any decision of the Commission or its
representatives, and that this causes proceedings with respect to the billing and/or payment for
covered medical services to be instituted or continued or delayed without reasonable grounds, then
the Commission may require the responsible party or parties to pay the reasonable expenses,
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including attorney’s fees, if any, to the opposing party; and, in addition, the Commission may levy
against the responsible party or parties a civil penalty not to exceed the sum of ten thousand dollars
($10,000.00), payable to the Commission, as provided in §71-3-59(2) of the Law. The award of costs
and penalties as herein provided shall be in addition to interest and penalty charges which may apply
under other provisions of this Fee Schedule.
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Utilization Review Rules

The Mississippi Workers’ Compensation Commission requires mandatory utilization review of certain
medical services associated with the provision of medical treatment covered under the Act and subject to
the Fee Schedule. “Utilization review” refers to a system for reviewing proposed medical services to make
sure that such procedures are medically necessary and represent the most efficient and appropriate use
of medical resources given the nature of the injury to the patient and the process of his or her recovery,
and that such services are properly and timely reimbursed. These rules are set forth to encourage
efficient and timely communication between payers and providers (including agents of either) in order to
make sure that medically necessary services are provided and timely reimbursed, and to curtail the use of
unnecessary or unreasonable treatment. The provisions herein set forth regarding utilization review are in
addition to the requirements of MCA 841-83-1 et seq. (Rev. 2005), as amended, and any regulations
adopted pursuant thereto by the State Department of Health or the State Board of Medical Licensure. In
the event of conflict between this Fee Schedule and the above statutes, and any implementing
regulations adopted by the Health Department or Board of Medical Licensure, the provisions in this Fee
Schedule or other applicable rules of the Mississippi Workers’ Compensation Commission shall control.

A payer may provide for utilization review by using personnel or units in-house, by contracting with a third
party utilization review agent properly licensed by the MS Department of Health, or by contracting with a
Nurse Case Manager or similar person to monitor the care being provided in person working with the pa-
tient and provider. An injured worker and/or his or her attorney and any case manager assigned by the
payer shall strive to cooperate with one another for the purpose of ensuring the injured worker receives all
of the medically necessary care needed for the treatment of the injury and the process of recovery. A
payer also may exercise their statutory right to an Employer Medical Evaluation (EME) as provided for in
MCA 8§71-3-15(1) (Rev. 2000) in conjunction with, or in lieu of, ongoing utilization review.

AS STATED IN MCA 841-83-31(a), (b) (Rev. 2009), NO DECISION OR DETERMINATION ADVERSE
TO A PATIENT OR HEALTH CARE PROVIDER WHICH MAY RESULT IN THE DENIAL OF PAYMENT,
OR IN THE DENIAL OF PRE-CERTIFICATION FOR TREATMENT IN THIS STATE, SHALL BE MADE
WITHOUT THE PRIOR EVALUATION AND CONCURRENCE IN THE ADVERSE DETERMINATION BY
A PHYSICIAN CURRENTLY LICENSED TO PRACTICE MEDICINE IN THE STATE OF MISSISSIPPI,
AND PROPERLY TRAINED IN THE SAME SPECIALTY OR SUB-SPECIALTY AS THE REQUESTING
PROVIDER WHO IS SEEKING APPROVAL FOR TREATMENT OR SERVICES.

THIS ADVERSE DETERMINATION MUST BE PROVIDED WITHIN TWO (2) BUSINESS DAYS EITHER
BY TELEPHONE OR FACSIMILE OR EMAIL, AND IN WRITING WITHIN ONE (1) BUSINESS DAY
THEREAFTER, TO THE REQUESTING PROVIDER. ANY SUCH ADVERSE DETERMINATION MUST
INCLUDE WRITTEN DOCUMENTATION CONTAINING THE SPECIFIC EVALUATION, FINDINGS AND
CONCURRENCE OF THE MISSISSIPPI LICENSED PHYSICIAN TRAINED IN THE RELEVANT SPE-
CIALTY OR SUB-SPECIALTY, AND MUST REFERENCE ANY SPECIFIC PROVISIONS OF THE MIS-
SISSIPPI WORKERS' COMPENSATION MEDICAL FEE SCHEDULE WHICH ALLEGEDLY JUSTIFIES
THE ADVERSE DETERMINATION.
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ANY ADVERSE DETERMINATION WHICH DOES NOT COMPLY WITH THIS PROVISION SHALL
HAVE NO FORCE OR EFFECT AND SHALL NOT PREVENT THE PROVIDER FROM PROCEEDING
WITH THE PROPOSED TREATMENT AND ULTIMATELY BEING REIMBURSED AS THOUGH THE
PROPOSED TREATMENT OR SERVICE HAD BEEN TIMELY APPROVED IN ADVANCE.

IF A PAYER ELECTS TO SEEK AN EME IN LIEU OF A UTILIZATION REVIEW, THE INJURED
WORKER AND THE PROVIDER MUST BE NOTIFIED OF THIS ELECTION WITHIN THE SAME TWO
(2) DAY PERIOD APPLICABLE TO ADVERSE DETERMINATIONS STATED ABOVE.

SERVICES REQUIRING UTILIZATION REVIEW

Mandatory utilization review is required for the following:

A. All admissions to inpatient facilities of any type.

B.

D.

All surgical procedures, inpatient and outpatient. (All surgical or other invasive procedures which are
administered in the context of pain management treatment shall be regulated by the specific
guidelines set forth in the Pain Management section of the Fee Schedule. Only in the event a
surgically invasive pain management procedure is not specifically addressed in the Pain Management
guidelines shall the provisions in this section control.)

Repeat MRI scans, repeat CT Scans, repeat EMG/NCS studies, and repeat myelograms (meaning
more than one such diagnostic procedure which is being prescribed for the same injury) are subject
to mandatory utilization review, except that where surgery has been performed following proper
approval, the treating physician is entitled to obtain one repeat of the aforementioned diagnostic
procedures post-surgery without having to obtain separate approval for each such procedure. In other
words, surgical cases merit two diagnostic procedures of the kind listed herein without the necessity
of pre-certification provided one procedure occurs prior to surgical treatment and one procedure
occurs post-surgical treatment. The two diagnostic procedures selected by the treating provider
hereunder may be the same two diagnostic procedures, or any two of the aforementioned
procedures.

Work hardening programs, pain management programs, massage therapy, acupuncture, and
biofeedback. Biofeedback therapy shall not exceed ten (10) visits or sessions, unless otherwise
agreed to by the payer and provider. Back schools are no longer covered under this Fee Schedule.
Pain management programs include but are not limited to a “chronic pain inter-disciplinary pain
rehabilitation program” for which specific guidelines are set forth in the Therapeutic Services section.

1. Work Hardening Program Guidelines

a. Work hardening is an interdisciplinary, individualized, job or goal-specific program of activity
with the goal of returning an injured patient to work. Work hardening programs use real or
simulated work tasks and progressively graded conditioning exercises that are based on the
individual’'s measured tolerances. Work hardening provides a transition between acute care
and successful return to work and is designed to improve the bio-mechanical, neuromuscular,
and cardiovascular functioning of the worker. Approval or certification must be based on
whether the proposed work hardening program appears reasonably tailored to accomplish
the stated goals.

(1) A work hardening program must, at a minimum, have the following components:

» Development of strength and endurance of the individual in relation to the return to
work goal;
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Equipment and methods that quantify and measure strength and conditioning levels,
i.e., ergometers, dynamometers, treadmills, measured walking tolerances;

Commercial strength and exercise devices, free weights, circuit training. Goals for
each worker are dependent on the demands of their respective jobs;

Simulation of the critical work demands, the tasks and the environment of the job to
which the worker will return. Job simulation tasks that provide for progression in fre-
guency, load, and duration are essential. They must be related to the work goal and
include a variety of work stations that offer opportunities to practice work related posi-
tions and motions, i.e., clerical, plumbing, electrical;

Education that stresses body mechanics, work pacing, safety and injury prevention
and that promotes worker responsibility and self-management. The education com-
ponent requires direct therapist and worker interaction;

Assessment of the need for job modifications. Focus on whether the worker can re-
turn to the stated job goal but only with changes, i.e., added equipment, changes in
work position or ergonomics, changes at the work site;

An individualized written plan that identifies observable and measurable goals, the
methodology being used to reach these goals, the projected time necessary to ac-
complish the goal, and the expected outcomes. This plan must be signed by both the
provider and the patient;

This plan needs to be based on a functional capacity (baseline) evaluation and must
be completed within the first two (2) days of the program and compared to the critical
demands as stated on the job analysis. A comparative analysis (re-evaluation) is
done prior to discharge to determine job readiness;

A reporting system that includes:
— Documentation of the initial plan;
— Documentation of progress or lack of progress and future goals;

— Adischarge summary that includes an assessment of the functional capacity lev-
el and the achievement of the individual’s program goals;

— Avrecord of the worker’s daily attendance including number of days and number
of hours per day in the program.

b. Criteria for admission:

1)

(@)

3)

(4)

The worker must have reached a point in his or her recovery where no further active
or invasive treatment intervention is being anticipated;

Physical recovery sufficient to allow participation for a minimum of 4 hours a day for
three to five days a week;

Worker’s current levels of functioning interfere with his/her ability to carry out specific
tasks required in the work place;

A defined return to work goal which includes:
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H.

» A documented specific job to which the patient can return, along with a specific
job analysis; and

e Areturn to work goal agreed to by the employer and the patient/employee;
e The facts must show how the worker must be able to benefit from the program;

* The facts must show the worker is motivated to return to work. A worker whose
primary limitation is psychological or clouded by significant illness behavior (i.e.,
significant self-imitation on F.C.E.) is typically not going to be motivated and will
not likely benefit.

c. Criteria for discharge from a work hardening program:
» The worker has reached the goal stated in the plan;
» The worker has not progressed according to the program plan;
» The worker has not reached interim goals and is not benefitting from the program, or;

*  Number of absences exceeds those allowed by the program (a maximum of two (2)
absences is recommended);

*  Worker does not adhere to the schedule;
» Completion of the program (the program should take 2 to 4 weeks to complete);
» The previously identified job is no longer available.

2. Massage therapy requires prior authorization of the payer before treatment can be rendered.
Medical necessity must be established prior to approval. Reimbursement must be arranged
between the payer and provider.

External spinal stimulators.

Therapeutic treatments, exclusive of chiropractic treatments, after fifteen (15) visits or thirty (30)
days, whichever comes first. If, however, the patient undergoes properly approved surgical interven-
tion, he or she shall be entitled to one round of pre-surgical therapeutic treatment up to fifteen (15)
treatments or thirty (30) days, whichever first occurs, as provided immediately above; and, in the
discretion of the treating physician, to one additional round of therapeutic treatment following surgery
for an additional period of fifteen (15) visits or thirty (30) days, whichever first occurs, both of which
treatment rounds may be administered without the necessity for seeking pre-certification or pre-
approval. The authorization contained herein for a first and second round of limited therapy treat-
ment following surgery shall apply to all reasonable physical and/or occupational therapy treatments,
but does not include chiropractic manipulative treatment which is addressed separately below.

Chiropractic manipulative treatments are allowed for up to fifteen (15) visits or thirty (30) days,
whichever first occurs, without any need to seek pre-certification or authorization. However, chiro-
practic manipulative treatments which are proposed beyond the first fifteen (15) visits or thirty (30)
days, under any circumstances, must be pre-certified or pre-approved.

Like any other service, a spinal manipulation includes pre-evaluation and post-evaluation that would
make it inappropriate to bill with an E/M service. However, if the patient’s condition has deteriorated
or an injury to another site has occurred, reimbursement can be made for an E/M service if docu-
mentation substantiates the additional service. Modifier 25 is added to an E/M service when a signif-
icant, separately identifiable E/M service is provided and documented as medically necessary.

Psychiatric treatment, whether inpatient or outpatient treatment.
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I.  Retrospective review of services after they have been provided when properly requested by the pa-
tient, patient representative, or provider.

J.  Any proposed treatment, procedure or service which is more specifically addressed in another
section of this Fee Schedule, such as certain pain management procedures, shall be regulated first
by the specific guidelines in place in those sections. These utilization review rules apply only where
no other, more specific guidelines are set forth in the individual treatment sections of the Fee
Schedule; or, where possible, to supplement more specific treatment guidelines spelled out
elsewhere in the Fee Schedule.

[I.  DEFINITIONS

Case Management. The clinical and administrative process in which timely, individualized, and cost
effective medical rehabilitation services are implemented, coordinated, and evaluated, by a nurse, other
case manager, or other utilization reviewer employed by the payer, on an ongoing basis for patients who
have sustained an injury or illness. Use of case management is optional in Mississippi. Use Mississippi-
specific code 9936M for a conference with workers’ compensation medical case manager/claims
manager.

Certification. A determination by a payer and/or its utilization review organization or agent that an
admission, extension of stay, or other health care service has been reviewed and, based on the
information provided, meets the standard of medical necessity as defined elsewhere in this Fee
Schedule.

Clinical Peer. A health professional that holds an unrestricted medical or equivalent license and is
qualified to practice in the same or similar specialty as would typically manage the medical condition,
procedures, or treatment under review. Generally, as a peer in a similar specialty, the individual must be
in the same profession (i.e., the same licensure category as the ordering provider).

Clinical Rationale. A statement or other documentation that taken together provides additional
clarification of the clinical basis for a non-certification determination. The clinical rationale should relate
the non-certification determination to the worker’s condition or treatment plan, and must include a detailed
basis for denial or non-certification of the proposed treatment so as to give the provider or patient a
sufficient basis for a decision to pursue an appeal. Clinical rationale must include specific reference to
any applicable provisions of the Mississippi Workers’ Compensation Medical Fee Schedule which
allegedly support the determination of the reviewer, or a statement attesting to the fact that no such
provision(s) exists in the Fee Schedule.

Concurrent Review. Utilization management or review which is conducted during a worker’s hospital stay
or course of treatment, sometimes called continued stay review.

Discharge Planning. The process of assessing a patient’s need for medically appropriate treatment after
hospitalization including plans for an appropriate and timely discharge.

Expedited Appeal. An expedited appeal is a request to reconsider a prior determination not to certify
imminent or ongoing services, an admission, an extension of stay, or other medical services of an
emergency, imminent, or ongoing nature. Also sometimes referred to as a reconsideration request.

First Level Clinical Review. Review conducted by a registered nurse, nurse case manager, or other
appropriate licensed or certified health professional. First level clinical review staff may approve requests
for admissions, procedures, and services that meet the standard of medical necessity as defined
elsewhere in the Fee Schedule, but must refer requests that do not meet this medical necessity standard,
in their opinion, to second level clinical peer reviewers for approval or denial.
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Notification. Correspondence transmitted by mail, telephone, facsimile, email, and/or other reliable
electronic means.

Pre-certification. The review and assessment of proposed medical treatment or services before they
occur to determine if such treatment or services meet the definition of medical necessity as set forth
elsewhere in this Fee Schedule. The appropriateness of the site or level of care is assessed along with
the duration and timing of the proposed services.

Provider. A licensed health care facility, program, agency, or health professional that delivers health care
services.

Retrospective Review. Utilization review conducted after services have been provided to the worker.

Second Level Clinical Review. Peer review conducted by appropriate clinical peers when the First Level
Clinical Reviewer is unable to determine whether a request for an admission, procedure, or service
satisfies the standard of medical necessity as defined elsewhere in this Fee Schedule. A decision to
deny, or not certify, proposed treatment or services, must be supported by the express written evaluation,
findings and concurrence of a physician licensed to practice medicine in the State of Mississippi and
properly trained in the same specialty or sub-specialty as the requesting provider.

Standard Appeal. A request by or on behalf of the patient or provider to reconsider a prior decision by the
payer or its utilization review agent to deny proposed medical treatment or service, including but not
limited to, a determination not to certify an admission, extension of stay, or other health care service.

Third Level Clinical Review. Medical necessity review conducted by appropriate clinical peers who were
not involved in the first or second level review when a decision not to certify a requested admission,
procedure, or service has been appealed. The third level peer reviewer must be in the same or like
specialty as the requesting provider. A decision to deny, or not certify, proposed treatment or services,
must be supported by the express written evaluation, findings and concurrence of a physician licensed to
practice medicine in the State of Mississippi and properly trained in the same specialty or sub-specialty as
the requesting provider.

Utilization Review. Evaluation of the medical necessity and appropriateness of proposed health care
services. It includes both prospective and concurrent review, and shall include retrospective review under
certain circumstances.

Utilization Reviewer. An entity, organization, or representative thereof, or other person performing
utilization review activities or services on behalf of an employer, payer or third-party claims administrator.

Variance. A deviation from a specific standard.

[ll.  STANDARDS
Payers and their utilization review organizations or programs or agents are required to meet the following
standards:

A. The payer’s utilization reviewer or agent must comply with the licensing and certification requirements
of MCA 841-83-1 et seq. (Rev. 2005), as amended, and any regulations adopted pursuant thereto by
the State Department of Health or the State Board of Medical Licensure, and shall have utilization
review personnel, agents or representatives who are properly qualified, trained, supervised, and
supported by explicit clinical review criteria and review procedures. In no event shall proposed
treatment or services be denied except in accordance with the express provisions stated elsewhere in
these Rules and in accordance with MCA 841-83-31 (Rev. 2009).
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The first level review is performed if the claims adjuster or manager has not already approved the
treatment in question, and is performed by individuals who are health care professionals, who
possess a current and valid professional license, and who have been trained in the principles and
procedures of utilization review.

The first level reviewers are required to be supported by a doctor of medicine who has an unrestricted
license to practice medicine, and in cases where treatment is being denied or withheld by a utilization
reviewer, this determination must be supported in writing by a physician licensed in Mississippi and
trained in the relevant specialty or sub-specialty, as previously set forth in these Rules.

The second and third level review is performed by clinical peers who hold a current, unrestricted
Mississippi license to practice in the same or like specialty as the treating physician whose
recommendation is under review, and are oriented in the principles and procedures of utilization
review. The second level review shall be conducted for all cases where a clinical determination to
certify has not already been made by the payer or payer’s agent, and the determination of medical
necessity cannot be made by first level clinical reviewers. Second and third level clinical reviewers
shall be available within one (1) business day by telephone or other electronic means to discuss the
determination with the attending physicians or other ordering providers. In the event more information
is required before a determination can be rendered by a second or third level reviewer, the
attending/ordering provider must be notified immediately of the delay and given a specific time frame
for determination, and a specific explanation of the additional information needed. A requesting
provider shall not be required to participate in further discussions where the payer or its agents have
unilaterally scheduled such a conference. Further, a request for treatment or service may not be
denied solely on grounds the requesting provider fails to participate in a conference which has been
unilaterally scheduled by the payer or their agent. Follow-up conferences must be arranged by joint
agreement.

The payer’s utilization reviewer shall maintain all licensing applications, certificates, and other
supporting information, including any and all reports, data, studies, etc., along with written policies
and procedures for the effective management of its utilization review activities, which shall be made
available to the provider, or the Commission, upon request.

The payer maintains the responsibility for the oversight of the delegated functions if the payer
delegates utilization review responsibility to a vendor. The vendor or organization to which the
function is being delegated must be currently certified by the Mississippi Board of Health, Division of
Licensure and Certification to perform utilization management in the State of Mississippi. A copy of
the license or certification held by the utilization review agent shall be furnished to the provider, or to
the Commission, upon request. The payer who has another entity perform utilization review functions
or activities on its behalf maintains full responsibility for compliance with the rules.

The payer’s utilization reviewer shall maintain a telephone review service that provides access to its
review staff at a toll free number from at least 9:00 a.m. to 5:00 p.m. CST each normal business day.
There should be an established procedure for receiving or redirecting calls after hours or receiving
faxed requests. Reviews should be conducted during hospitals’ and health professionals’ reasonable
and normal business hours.

The payer’s utilization reviewer shall collect only the information necessary to certify the admission
procedure or treatment, length of stay, frequency, and duration of services. The utilization reviewer
should have a process to share all clinical and demographic information on individual workers among
its various clinical and administrative departments to avoid duplicate requests to providers. (Providers
may use the Mississippi Workers’ Compensation Commission Utilization Review Request Form.)

V. PROCEDURES FOR REVIEW DETERMINATIONS
The following procedures are required for effective review determination.
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Initial review determinations must be made within two (2) business days of receipt of the necessary
information on a proposed non-emergency admission or service requiring a review determination.
The Mississippi Workers’ Compensation Utilization Review Request Form may be used to request
pre-certification.

When an initial determination is made to certify, notification shall be provided promptly, at least within
one (1) business day or before the service is scheduled, whichever first occurs, either by telephone or
by written or electronic notification to the provider or facility rendering the service. If an initial
determination to certify is provided by telephone, a written notification of the determination shall be
provided within two (2) business days thereafter. The written notification shall include the number of
days approved, the new total number of days or services approved, and the date of admission or
onset of services.

When a determination is made not to certify, notification to the attending or ordering provider or
facility must be provided by telephone or electronic means within one (1) business day followed by a
written notification within one (1) business day thereafter. The written notification must include the
principal reason/clinical rationale for the determination not to certify, including specific reference to
any provision of this Fee Schedule relied upon by the reviewer, and instructions for initiating an
appeal and/or reconsideration request.

The payer or its review agent shall inform the attending physician and/or other ordering provider of
their right to initiate an expedited appeal in cases involving emergency or imminent care or
admission, or a standard appeal, as the case may permit, of a determination not to certify, and the
procedure to do so.

1. Expedited appeal—When an initial determination not to certify a health care service is made prior
to or during an ongoing service requiring imminent or expedited review, and the attending
physician believes that the determination warrants immediate appeal, the attending physician
shall have an opportunity to appeal that determination over the telephone or by electronic mail or
facsimile on an expedited basis within one (1) business day.

a. Each private review agent shall provide for prompt and expeditious access to its consulting
physician(s) for such appeals.

b. Both providers of care and private review agents should attempt to share the maximum
information by phone, fax, or otherwise to resolve the expedited appeal (sometimes called a
reconsideration request) satisfactorily.

c. Expedited appeals, which do not resolve a difference of opinion, may be resubmitted through
the standard appeal process, or submitted directly to the Commission’s Medical Cost
Containment Division as a Request for Resolution of Dispute. A disagreement warranting
expedited review or reconsideration does not have to be resubmitted to the payer or
utilization review agent through the standard appeal process unless the requesting provider
S0 wishes.

2. Standard appeal—A standard appeal will be considered as a request for reconsideration, and
notification of the appeal decision given to the provider, not later than twenty (20) calendar days
after receiving the required documentation for the appeal.

a. An attending physician who has been unsuccessful in an attempt to reverse a determination
not to certify treatment or services must be provided the clinical rationale for the
determination along with the notification of the appeal decision.

3. Retrospective review—For retrospective review, the review determination shall be based on the
medical information available to the attending or ordering provider at the time the medical care
was provided, and on any other relevant information regardless of whether the information was
available to or considered by the provider at the time the care or service was provided.
Retrospective review is not optional or conducted solely at the discretion of the review agent. A
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request for review and approval of services already provided must be handled by the payer or its
utilization reviewer in the same manner any other request for approval of services is handled.

a. When there is retrospective determination not to certify an admission, stay, or other service,
the attending physician or other ordering provider and hospital or facility shall receive written
notification, or notification by facsimile or electronic mail, within twenty (20) calendar days
after receiving the request for retrospective review and all necessary and supporting
documentation.

b. Notification should include the principal reasons for the determination and a statement of the
procedure for standard appeal if the determination is adverse to the patient.

4. Emergency admissions or surgical procedures—Emergency admissions or surgical procedures
must be reported to the payer by the end of the next business day. Post review activities will be
performed following emergency admissions, and a continued stay review may be initiated.

a. If alicensed physician certifies in writing to the payer or its agent or representative within
seventy-two (72) hours of an admission that the injured worker admitted was in need of
emergency admission to hospital care, such shall constitute a prima facie case for the
medical necessity of the admission. An admission qualifies as an emergency admission if it
results from a sudden onset of illness or injury which is manifested by acute symptoms of
sufficient severity that the failure to admit to hospital care could reasonably result in (1)
serious impairment of bodily function(s), (2) serious or permanent dysfunction of any bodily
organ or part or system, (3) permanently placing the person’s health in jeopardy, or (4) other
serious medical consequence.

b. To overcome a prima facie case for emergency admission as established above, the
utilization reviewer must demonstrate by clear and convincing evidence that the patient was
not in need of an emergency admission.

Failure of the health care provider to provide necessary information for review, after being specifically
requested to do so by the payer or its review agent in detail, may result in denial of certification and/or
reimbursement.

When a payer and provider have completed the utilization review appeals process and cannot agree
on a resolution to a dispute, either party, or the patient, can appeal to the Cost Containment Division
of the Mississippi Workers’ Compensation Commission, and should submit this request on the
Request for Dispute Resolution Form adopted by the Commission. A request for resolution of a
utilization review dispute should be filed with the Commission within twenty (20) calendar days
following the conclusion of the underlying appeal process provided by the payer or its utilization
reviewer. The Commission shall consider and decide a request for resolution of a utilization review
dispute in accordance with the Dispute Resolution Rules provided elsewhere in this Fee Schedule.

Failure of a payer or its utilization review agent to timely notify the provider of a decision whether to
certify or approve an admission, procedure, service or other treatment shall be deemed to constitute
approval by the payer of the requested treatment, and shall obligate the payer to reimburse the
provider in accordance with other applicable provisions of this Fee Schedule should the provider elect
to proceed with the proposed treatment or service. Timely notification means notification by mail,
facsimile, electronic mail, or telephone, followed by written notification, to the provider, within the
applicable time periods set forth in these Utilization Review Rules.

Upon request of the provider, or the Commission, a payer and/or the review agent must furnish a
copy of the license or certification obtained from the State Department of Health, along with all
supporting documentation, reports, data, studies, etc., which authorizes the reviewer to engage in
utilization review activities in the State of Mississippi. The Commission may, likewise, obtain this
information unilaterally from the Mississippi Department of Health pursuant to an agreement with that
Agency.
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Upon a finding by the Commission or an Administrative Judge that a payer, and/or their review agent,
has unreasonably delayed a claim without reasonable grounds within the meaning of §71-3-59 of the
Law, penalties pursuant to MCA 8§871-3-59 (Rev. 2000) may be assessed against the payer.

Any payer electing to obtain an Employer Medical Evaluation (EME) pursuant to MCA §71-3-15(1)
must do so without unreasonable delay. With respect to an EME sought after the filing of a motion to
compel medical treatment by a claimant, failure by the payer to obtain and submit the EME report to
the claimant and the Commission within 45 days of the claimant’s filing of a motion to compel may be
deemed an unreasonable delay. Counsel for both parties may agree to extend the forty-five-day (45-
day) limitation, or the Administrative Judge may extend the forty-five-day (45-day) limitation at his or
her discretion. The forty-five-day (45-day) limitation does not apply to experts selected by the
agreement of both parties to render a second opinion. If an Administrative Judge or the Commission
finds that a payer has demonstrated unreasonable delay in seeking or obtaining an EME, regardless
of whether a motion to compel medical treatment has been filed, such a finding may result in the
imposition of penalties and/or attorney’s fees or expenses pursuant to MCA §71-3-59 and/or waiver of
the payer’s right to an EME.

Regardless of the outcome of a dispute arising hereunder regarding certification or approval of a pro-
posed treatment or service, in no event shall the injured worker/patient be held liable for the payment
of any portion of a bill related thereto. As provided in §71-3-15(1) of the Law, any dispute over the
amount due a medical provider for any reason shall be resolved between the payer and provider, with
each holding the claimant harmless from payment of same, regardless of whether the treatment has
been provided inside or outside the State of Mississippi.

Nothing provided herein shall estop or prevent the patient from obtaining legal counsel and/or seeking
relief in the form of a request to compel medical treatment before an Administrative Judge.
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Rules for Modifiers and
Code Exceptions

Please see the modifier rules in each section of the Mississippi Workers’ Compensation Medical Fee
Schedule for a complete listing of appropriate modifiers for each area.

A. Modifiers must be used by providers to identify procedures or services that are modified due to
specific circumstances.

B. When modifier 22 is used to report an increased service, a report explaining the medical necessity of
the situation must be submitted with the claim to the payer. It is not appropriate to use modifier 22 for
routine billing. When appropriate, the Mississippi Workers’ Compensation Medical Fee Schedule
reimbursement for modifier 22 is one hundred twenty percent (120%) of the maximum reimbursement
allowance.

C. The use of modifiers does not imply or guarantee that a provider will receive reimbursement as billed.
Reimbursement for a modified service or procedure is based on documentation of medical necessity
and determined on a case-by-case basis.

D. Moadifiers allow health care providers to indicate that a service was altered in some way from the
stated description without actually changing the definition of the service.

l.  MODIFIERS FOR CPT® (HCPCS LEVEL |) CODES

Modifiers augment CPT codes to more accurately describe the circumstances of services provided. When
applicable, the circumstances should be identified by a modifier code: a two-digit number placed after the
usual procedure code, separated by a hyphen. If more than one modifier is needed, place the multiple
modifiers code 99 after the procedure code to indicate that two or more modifiers will follow.

This section contains a list of modifiers used with CPT codes. Also consult each practice-area section of
the Fee Schedule for additional modifiers.

22 Increased Procedural Services

When the work required to provide a service is substantially greater than typically required, it may be
identified by adding modifier 22 to the usual procedure code. Documentation must support the substantial
additional work and the reason for the additional work (ie, increased intensity, time, technical difficulty of
procedure, severity of patient’s condition, physical and mental effort required). Note: This modifier should
not be appended to an E/M service.

Mississippi guideline: By definition, this modifier would be used in unusual circumstances only. Use of this modifier
does not guarantee additional reimbursement. When appropriate, the Fee Schedule reimbursement for modifier 22 is
one-hundred twenty percent (120%) of the maximum reimbursement allowance.
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23 Unusual Anesthesia

Occasionally, a procedure, which usually requires either no anesthesia or local anesthesia, because of
unusual circumstances must be done under general anesthesia. This circumstance may be reported by
adding modifier 23 to the procedure code of the basic service.

24 Unrelated Evaluation and Management Services by the Same Physician or Other Qualified
Health Care Professional During a Postoperative Period

The physician or other qualified health care professional may need to indicate that an evaluation and

management service was performed during a postoperative period for a reason(s) unrelated to the

original procedure. This circumstance may be reported by adding modifier 24 to the appropriate level of

E/M service.

25 Significant, Separately Identifiable Evaluation and Management Service by the Same
Physician or Other Qualified Health Care Professional on the Same Day of the Procedure
or Other Service

It may be necessary to indicate that on the day a procedure or service identified by a CPT code was

performed, the patient’s condition required a significant, separately identifiable E/M service above and

beyond the other service provided or beyond the usual preoperative and postoperative care associated
with the procedure that was performed. A significant, separately identifiable E/M service is defined or
substantiated by documentation that satisfies the relevant criteria for the respective E/M service to be
reported (See Evaluation and Management Services Guidelines for instructions on determining level of

E/M service). The E/M service may be prompted by the symptom or condition for which the procedure

and/or service was provided. As such, different diagnoses are not required for reporting of the E/M

services on the same date. This circumstance may be reported by adding modifier 25 to the appropriate

level of E/M service. Note: This modifier is not used to report an E/M service that resulted in a decision to
perform surgery. See modifier 57. For significant, separately identifiable non-E/M services, see modifier

59.

26 Professional Component

Certain procedures are a combination of a physician or other qualified health care professional_
component and a technical component. When the physician or other qualified health care professional_
component is reported separately, the service may be identified by adding modifier 26 to the usual
procedure number.

TC Technical Component (HCPCS Level Il Modifier)

Certain procedures are a combination of a professional component and a technical component. When the
technical component is reported separately, the service may be identified by adding modifier TC to the
usual procedure number. Technical component charges are institutional charges and not billed separately
by physicians.

Mississippi guideline: The technical component is calculated by subtracting the PC Amount from the Amount for the
reimbursement.

32 Mandated Services
Services related to mandated consultation and/or related services (eg, third-party payer, governmental,
legislative or regulatory requirement) may be identified by adding modifier 32 to the basic procedure.
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47 Anesthesia by Surgeon

Regional or general anesthesia provided by the surgeon may be reported by adding modifier 47 to the
basic service. (This does not include local anesthesia.) Note: Modifier 47 would not be used as a modifier
for the anesthesia procedures.

Mississippi guideline: Reimbursement is made for base units only.

50 Bilateral Procedure
Unless otherwise identified in the listings, bilateral procedures that are performed at the same session,
should be identified by adding modifier 50 to the appropriate 5 digit code.

51 Multiple Procedures

When multiple procedures, other than E/M Services, Physical Medicine and Rehabilitation services, or
provision of supplies (eg, vaccines), are performed at the same session by the same individual, the
primary procedure or service may be reported as listed. The additional procedure(s) or service(s) may be
identified by appending modifier 51 to the additional procedure or service code(s). Note: This modifier
should not be appended to designated “add-on” codes (see Appendix D).

Mississippi guideline: This modifier should not be appended to designated “modifier 51 exempt” codes as specified in
the Fee Schedule.

52 Reduced Services

Under certain circumstances a service or procedure is partially reduced or eliminated at the discretion of
the physician or other qualified health care professional. Under these circumstances the service provided
can be identified by its usual procedure number and the addition of modifier 52, signifying that the service
is reduced. This provides a means of reporting reduced services without disturbing the identification of the
basic service. Note: For hospital outpatient reporting of a previously scheduled procedure/service that is
partially reduced or cancelled as a result of extenuating circumstances or those that threaten the well-
being of the patient prior to or after administration of anesthesia, see modifiers 73 and 74 (see modifiers
approved for ASC hospital outpatient use).

53 Discontinued Procedure

Under certain circumstances the physician or other qualified health care professional may elect to
terminate a surgical or diagnostic procedure. Due to extenuating circumstances or those that threaten the
well-being of the patient, it may be necessary to indicate that a surgical or diagnostic procedure was
started but discontinued. This circumstance may be reported by adding modifier 53 to the code reported
by the individual for the discontinued procedure. Note: This modifier is not used to report the elective
cancellation of a procedure prior to the patient’s anesthesia induction and/or surgical preparation in the
operating suite. For outpatient hospital/ambulatory surgery center (ASC) reporting of a previously
scheduled procedure/service that is partially reduced or cancelled as a result of extenuating
circumstances or those that threaten the well-being of the patient prior to or after administration of
anesthesia, see modifiers 73 and 74 (see modifiers approved for ASC hospital outpatient use).

54 Surgical Care Only

When 1 physician or other qualified health care professional performs a surgical procedure and another
provides preoperative and/or postoperative management, surgical services may be identified by adding
modifier 54 to the usual procedure number.
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55 Postoperative Management Only

When 1 physician or other qualified health care professional performed the postoperative management
and another performed the surgical procedure, the postoperative component may be identified by adding
modifier 55 to the usual procedure number.

56 Preoperative Management Only

When 1 physician or other qualified health care professional performed the preoperative care and
evaluation and another performed the surgical procedure, the preoperative component may be identified
by adding modifier 56 to the usual procedure number.

57 Decision for Surgery
An evaluation and management service that resulted in the initial decision to perform the surgery may be
identified by adding modifier 57 to the appropriate level of E/M service.

58 Staged or Related Procedure or Service by the Same Physician or Other Qualified Health
Care Professional During the Postoperative Period

It may be necessary to indicate that the performance of a procedure or service during the postoperative

period was: a) planned or anticipated (staged); b) more extensive than the original procedure; or c) for

therapy following a surgical procedure. This circumstance may be reported by adding modifier 58 to the

staged or related procedure. Note: For treatment of a problem that requires a return to the

operating/procedure room, (eg, unanticipated clinical condition), see modifier 78.

59 Distinct Procedural Service

Under certain circumstances, it may be necessary to indicate that a procedure or service was distinct or
independent from other non-E/M services performed on the same day. Modifier 59 is used to identify
procedures/services other than E/M services that are not normally reported together, but are appropriate
under the circumstances. Documentation must support a different session, different procedure or surgery,
different site or organ system, separate incision/excision, separate lesion, or separate injury (or area of
injury in extensive injuries) not ordinarily encountered or performed on the same day by the same
individual. However, when another already established modifier is appropriate, it should be used rather
than modifier 59. Only if no more descriptive modifier is available, and the use of modifier 59 best
explains the circumstances, should modifier 59 be used. Note: Modifier 59 should not be appended to an
E/M service. To report a separate and distinct E/M service with a non-E/M service performed on the same
date, see modifier 25.

62 Two Surgeons

When two surgeons work together as primary surgeons performing distinct part(s) of a procedure, each
surgeon should report his/her distinct operative work by adding modifier 62 to the procedure code and
any associated add-on code(s) for that procedure as long as both surgeons continue to work together as
primary surgeons. Each surgeon should report the cosurgery once using the same procedure code. If an
additional procedure(s) (including an add-on procedure(s)) are performed during the same surgical
session, separate code(s) may also be reported with modifier 62 added. Note: If a co-surgeon acts as an
assistant in the performance of additional procedure(s), other than those reported with the modifier 62,
during the same surgical session, those services may be reported using separate procedure code(s) with
modifier 80 or modifier 82 added, as appropriate.
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66 Surgical Team

Under some circumstances, highly complex procedures (requiring the concomitant services of several
physicians or other qualified health care professionals, often of different specialties, plus other highly
skilled, specially trained personnel, various types of complex equipment) are carried out under the
“surgical team” concept. Such circumstances may be identified by each participating individual with the
addition of modifier 66 to the basic procedure number used for reporting services.

76 Repeat Procedure or Service by Same Physician or Other Qualified Health Care
Professional

It may be necessary to indicate that a procedure or service was repeated by the same physician or other

qualified health care professional subsequent to the original procedure or service. This circumstance may

be reported by adding modifier 76 to the repeated procedure or service. Note: This modifier should not be

appended to an E/M service.

77 Repeat Procedure by Another Physician or Other Qualified Health Care Professional
It may be necessary to indicate that a basic procedure or service was repeated by another physician or
other qualified health care professional subsequent to the original procedure or service. This
circumstance may be reported by adding modifier 77 to the repeated procedure or service. Note: This
modifier should not be appended to an E/M service.

78 Unplanned Return to the Operating/Procedure Room by the Same Physician or Other
Qualified Health Care Professional Following Initial Procedure for a Related Procedure
During the Postoperative Period

It may be necessary to indicate that another procedure was performed during the postoperative period of

the initial procedure (unplanned procedure following initial procedure). When this procedure is related to

the first, and requires the use of an operating/procedure room, it may be reported by adding modifier 78

to the related procedure. (For repeat procedures, see modifier 76.)

79 Unrelated Procedure or Service by the Same Physician or Other Qualified Health Care
Professional During the Postoperative Period

The individual may need to indicate that the performance of a procedure or service during the

postoperative period was unrelated to the original procedure. This circumstance may be reported by

using modifier 79. (For repeat procedures on the same day, see modifier 76.)

80 Assistant Surgeon
Surgical assistant services may be identified by adding modifier 80 to the usual procedure number(s).

Mississippi guideline: Reimbursement is twenty percent (20%) of the maximum reimbursement allowance.
81 Minimum Assistant Surgeon

Minimum surgical assistant services are identified by adding modifier 81 to the usual procedure number.

Mississippi guideline: Physician reimbursement is ten percent (10%) of the maximum reimbursement allowance.
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82 Assistant Surgeon (when qualified resident surgeon not available)
The unavailability of a qualified resident surgeon is a prerequisite for use of modifier 82 appended to the
usual procedure code number(s).

90 Reference (Outside) Laboratory

When laboratory procedures are performed by a party other than the treating or reporting physician or
other qualified health care professional, the procedure may be identified by adding modifier 90 to the
usual procedure number.

91 Repeat Clinical Diagnostic Laboratory Test

In the course of treatment of the patient, it may be necessary to repeat the same laboratory test on the
same day to obtain subsequent (multiple) test results. Under these circumstances, the laboratory test
performed can be identified by its usual procedure number and the addition of modifier 91. Note: This
modifier may not be used when tests are rerun to confirm initial results; due to testing problems with
specimens or equipment; or for any other reason when a normal, one-time, reportable result is all that is
required. This modifier may not be used when other code(s) describe a series of test results (eg, glucose
tolerance tests, evocative/suppression testing). This modifier may only be used for laboratory test(s)
performed more than once on the same day on the same patient.

92 Alternative Laboratory Platform Testing

When laboratory testing is being performed using a kit or transportable instrument that wholly or in part
consists of a single use, disposable analytical chamber, the service may be identified by adding modifier
92 to the usual laboratory procedure code (HIV testing 86701-86703, and 87389). The test does not
require permanent dedicated space; hence by its design may be hand carried or transported to the
vicinity of the patient for immediate testing at that site, although location of the testing is not in itself
determinative of the use of this modifier.

99 Multiple Modifiers

Under certain circumstances 2 or more modifiers may be necessary to completely delineate a service. In
such situations, modifier 99 should be added to the basic procedure and other applicable modifiers may
be listed as part of the description of the service.

AA Anesthesia Services Performed Personally by Anesthesiologist
Report modifier AA when the anesthesia services are personally performed by an anesthesiologist.

AD Medical Supervision by a Physician: More Than 4 Concurrent Anesthesia Procedures
Report modifier AD when the anesthesiologist supervises more than 4 concurrent anesthesia procedures.

AS Physician Assistant, Nurse Practitioner, or Clinical Nurse Specialist Services for Assistant
at Surgery

Assistant at surgery services provided by another qualified individual (e.g., physician assistant, nurse

practitioner, clinical nurse specialist, registered nurse first assistant) and not another physician are

identified by adding modifier AS to the listed applicable surgical procedures. Modifier AS may be

appended to any code identified as appropriate for surgical assistance in this Fee Schedule.

217



Mississippi guideline: AS reimbursement is ten percent (10%) of the maximum reimbursement allowance. For
assistant at surgery services provided by a physician, see modifiers 80, 81, and 82.

M1 Nurse Practitioner (Mississippi Modifier)
This modifier should be added to the appropriate CPT code to indicate that the services being billed were
rendered or provided by a nurse practitioner.

M2 Physician Assistant (Mississippi Modifier)
This modifier should be added to the appropriate CPT code to indicate that the services being billed were
rendered or provided by a physician assistant.

M3 Physical or Occupational Therapist Assistant (Mississippi Modifier)
This modifier should be added to the appropriate CPT code to indicate that the services being billed were
rendered or provided by either a physical therapist assistant or an occupational therapist assistant.

M4 CARF Accredited (Mississippi Modifier)

This modifier should be used in conjunction with CPT code 97799 Unlisted physical
medicine/rehabilitation service or procedure, to indicate chronic pain treatment being administered by a
CARF accredited provider as part of a pre-approved interdisciplinary pain rehabilitation program.

M5 Chronic Pain Treatment (Mississippi Modifier)

This modifier should be used only in conjunction with CPT code 97799 Unlisted physical
medicine/rehabilitation service or procedure, to indicate chronic pain treatment being administered as part
of a pre-approved interdisciplinary pain rehabilitation program.

QK Medical Direction of 2, 3, or 4 Concurrent Anesthesia Procedures Involving Qualified
Individuals

Report modifier QK when the anesthesiologist supervises 2, 3, or 4 concurrent anesthesia procedures

involving qualified individuals.

QX Qualified Non-Physician Anesthetist with Medical Direction by a Physician
Regional or general anesthesia provided by a qualified non-physician anesthetist with medical direction
by a physician may be reported by adding modifier QX.

QY Medical Direction of One Qualified Non-Physician Anesthetist by an Anesthesiologist
Report modifier QY when the anesthesiologist supervises one qualified non-physician anesthetist.

QZ CRNA Service without Medical Direction by a Physician
Regional or general anesthesia provided by the CRNA (certified registered nurse anesthetist) or AA
(anesthesiologist assistant) without medical direction by a physician may be reported by adding modifier

QZ.

Il.  MODIFIERS APPROVED FOR AMBULATORY SURGERY CENTER (ASC) HOSPITAL

OUTPATIENT USE
This section contains a list of modifiers used with ambulatory surgery center and hospital-based
outpatient services. Also consult each practice-area section of the Fee Schedule for additional modifiers.
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25 Significant, Separately Identifiable Evaluation and Management Service by the Same
Physician or Other Qualified Health Care Professional on the Same Day of the
Procedure or Other Service

It may be necessary to indicate that on the day a procedure or service identified by a CPT code was

performed, the patient’s condition required a significant, separately identifiable E/M service above and

beyond the other service provided or beyond the usual preoperative and postoperative care associated
with the procedure that was performed. A significant, separately identifiable E/M service is defined or
substantiated by documentation that satisfies the relevant criteria for the respective E/M service to be
reported (See Evaluation and Management Services Guidelines for instructions on determining level of

E/M service). The E/M service may be prompted by the symptom or condition for which the procedure

and/or service was provided. As such, different diagnoses are not required for reporting of the E/M

services on the same date. This circumstance may be reported by adding modifier 25 to the appropriate

level of E/M service. Note: This modifier is not used to report an E/M service that resulted in a decision to
perform surgery. See modifier 57. For significant, separately identifiable non-E/M services, see modifier

59.

27 Multiple Outpatient Hospital E/M Encounters on the Same Date

For hospital outpatient reporting purposes, utilization of hospital resources related to separate and distinct
E/M encounters performed in multiple outpatient hospital settings on the same date may be reported by
adding modifier 27 to each appropriate level outpatient and/or emergency department E/M code(s). This
modifier provides a means of reporting circumstances involving evaluation and management services
provided by physician(s) in more than one (multiple) outpatient hospital setting(s) (eg, hospital emergency
department, clinic). Note: This modifier is not to be used for physician reporting of multiple E/M services
performed by the same physician on the same date. For physician reporting of all outpatient evaluation
and management services provided by the same physician on the same date and performed in multiple
outpatient setting(s) (eg, hospital emergency department, clinic), see Evaluation and Management,
Emergency Department, or Preventive Medicine Services codes.

50 Bilateral Procedure
Unless otherwise identified in the listings, bilateral procedures that are performed at the same session,
should be identified by adding modifier 50 to the appropriate 5 digit code.

52 Reduced Services

Under certain circumstances a service or procedure is partially reduced or eliminated at the discretion of
the physician or other qualified health care professional. Under these circumstances the service provided
can be identified by its usual procedure number and the addition of modifier 52, signifying that the service
is reduced. This provides a means of reporting reduced services without disturbing the identification of the
basic service. Note: For hospital outpatient reporting of a previously scheduled procedure/service that is
partially reduced or cancelled as a result of extenuating circumstances or those that threaten the well-
being of the patient prior to or after administration of anesthesia, see modifiers 73 and 74.

58 Staged or Related Procedure or Service by the Same Physician or Other Qualified Health
Care Professional During the Postoperative Period

It may be necessary to indicate that the performance of a procedure or service during the postoperative

period was: a) planned or anticipated (staged); b) more extensive than the original procedure; or c) for

therapy following a diagnostic surgical procedure. This circumstance may be reported by adding modifier

58 to the staged or related procedure. Note: For treatment of a problem that requires a return to the

operating/procedure room (eg, unanticipated clinical condition), see modifier 78.
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59 Distinct Procedural Service

Under certain circumstances, it may be necessary to indicate that a procedure or service was distinct or
independent from other non-E/M services performed on the same day. Modifier 59 is used to identify
procedures/services other than E/M services that are not normally reported together, but are appropriate
under the circumstances. Documentation must support a different session, different procedure or surgery,
different site or organ system, separate incision/excision, separate lesion, or separate injury (or area of
injury in extensive injuries) not ordinarily encountered or performed on the same day by the same
individual. However, when another already established modifier is appropriate, it should be used rather
than modifier 59. Only if no more descriptive modifier is available, and the use of modifier 59 best
explains the circumstances, should modifier 59 be used. Note: Modifier 59 should not be appended to an
E/M service. To report a separate and distinct E/M service with a non-E/M service performed on the same
date, see modifier 25.

73 Discontinued Out-Patient Hospital/Ambulatory Surgery Center (ASC) Procedure Prior to
the Administration of Anesthesia
Due to extenuating circumstances or those that threaten the well-being of the patient, the physician may
cancel a surgical or diagnostic procedure subsequent to the patient’s surgical preparation (including
sedation when provided, and being taken to the room where the procedure is to be performed), but prior
to the administration of anesthesia (local, regional block(s) or general). Under these circumstances, the
intended service that is prepared for but cancelled can be reported by its usual procedure number and the
addition of modifier 73. Note: The elective cancellation of a service prior to the administration of
anesthesia and/or surgical preparation of the patient should not be reported. For physician reporting of a
discontinued procedure, see modifier 53.

74 Discontinued Out-Patient Hospital/Ambulatory Surgery Center (ASC) Procedure After
Administration of Anesthesia
Due to extenuating circumstances or those that threaten the well-being of the patient, the physician may
terminate a surgical or diagnostic procedure after the administration of anesthesia (local, regional
block(s), general) or after the procedure was started (incision made, intubation started, scope inserted,
etc). Under these circumstances, the procedure started but terminated can be reported by its usual
procedure number and the addition of modifier 74. Note: The elective cancellation of a service prior to the
administration of anesthesia and/or surgical preparation of the patient should not be reported. For
physician reporting of a discontinued procedure, see modifier 53.

76 Repeat Procedure or Service by Same Physician or Other Qualified Health Care
Professional

It may be necessary to indicate that a procedure or service was repeated by the same physician or other

qualified health care professional subsequent to the original procedure or service. This circumstance may

be reported by adding modifier 76 to the repeated procedure or service. Note: This modifier should not be

appended to an E/M service.

77 Repeat Procedure by Another Physician or Other Qualified Health Care Professional
It may be necessary to indicate that a basic procedure or service was repeated by another physician or
other qualified health care professional subsequent to the original procedure or service. This
circumstance may be reported by adding modifier 77 to the repeated procedure or service. Note: This
modifier should not be appended to an E/M service.
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78 Unplanned Return to the Operating/Procedure Room by the same Physician or Other
Qualified Health Care Professional Following Initial Procedure for a Related Procedure
During the Postoperative Period

It may be necessary to indicate that another procedure was performed during the postoperative period of

the initial procedure (unplanned procedure following initial procedure). When this procedure is related to

the first, and requires the use of an operating/procedure room, it may be reported by adding modifier 78

to the related procedure. (For repeat procedures, see modifier 76.)

79 Unrelated Procedure or Service by the Same Physician or Other Qualified Health Care
Professional During the Postoperative Period

The individual may need to indicate that the performance of a procedure or service during the

postoperative period was unrelated to the original procedure. This circumstance may be reported by

using modifier 79. (For repeat procedures on the same day, see modifier 76.)

91 Repeat Clinical Diagnostic Laboratory Test

In the course of treatment of the patient, it may be necessary to repeat the same laboratory test on the
same day to obtain subsequent (multiple) test results. Under these circumstances, the laboratory test
performed can be identified by its usual procedure number and the addition of modifier 91. Note: This
modifier may not be used when tests are rerun to confirm initial results; due to testing problems with
specimens or equipment; or for any other reason when a normal, one-time, reportable result is all that is
required. This modifier may not be used when other code(s) describe a series of test results (eg, glucose
tolerance tests, evocative/suppression testing). This modifier may only be used for laboratory test(s)
performed more than once on the same day on the same patient.

lll.  MobiFlErRs FOR HCPCS LEVEL || CODES

This section contains a list of commonly used modifiers with HCPCS Level I| DME codes. Other HCPCS
Level Il modifiers, including those which can be used with CPT codes, are acceptable modifiers.

AU Item Furnished in Conjunction with a Urological, Ostomy, or Tracheostomy Supply

AV Item Furnished in Conjunction with a Prosthetic Device, Prosthetic, or Orthotic

AWItem Furnished in Conjunction with a Surgical Dressing

KC Replacement of Special Power Wheelchair Interface

NU New Equipment

RR Rental (use the RR modifier when DME is to be rented)

Mississippi guideline: Listed amount is the per month allowance.

UE Used Durable Medical Equipment

Mississippi guideline: Used to report the purchase of used durable medical equipment.
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V. CODE EXCEPTIONS

A. Unlisted Procedure Codes. If a procedure is performed that is not listed in the Fee Schedule, the
provider must bill with the appropriate “Unlisted Procedure” code and submit a narrative report to the
payer explaining why it was medically necessary to use an unlisted procedure code.

The CPT book contains codes for unlisted procedures. Use these codes only when there is no
procedure code that accurately describes the service rendered. A report is required as these services
are reimbursed by report (see below).

B. By Report (BR) Codes. By report (BR) codes are used by payers to determine the reimbursement for
a service or procedure performed by the provider that does not have an established maximum
reimbursement allowance (MRA).

1. Reimbursement for procedure codes listed as “BR” must be determined by the payer based on
documentation submitted by the provider in a special report attached to the claim form. The
required documentation to substantiate the medical necessity of a procedure does not warrant a
separate fee. Information in this report must include, as appropriate:

a. A complete description of the actual procedure or service performed,;
b. The amount of time necessary to complete the procedure or service performed,

c. Accompanying documentation that describes the expertise and/or equipment required to
complete the service or procedure.

2. Reimbursement of “BR” procedures should be based on the usual and customary rate.

C. Category Il Codes. This Fee Schedule does not include Category Il codes as published in the CPT
book. Category Il codes are supplemental tracking codes that can be used for performance
measurements. These codes describe clinical components that are typically included and reimbursed
in other services such as evaluation and management (E/M) or laboratory services. These codes do
not have an associated relative value or fee.

D. Category Ill Codes. This Fee Schedule does not include Category Il codes published in the CPT
book. If a provider bills a Category Il code, payment may be denied.

E. Add-On Codes. The CPT book identifies procedures that are always performed in addition to the
primary procedure and designates them with a + symbol. Add-on codes are never reported for stand-
alone services but are reported secondarily in addition to the primary procedure. Specific language is
used to identify add-on procedures such as “each additional” or “(List separately in addition to primary
procedure).”

The same physician or other qualified health care provider that performed the primary ser-
vice/procedure must perform the add-on service/procedure. Add-on codes describe additional intra-
service work associated with the primary service/procedure (e.g., additional digit(s), lesions(s), neu-
rorrhaphy(s), vertebral segment(s), tendon(s), joint(s)).

Add-on codes are always performed in addition to the primary service/procedure, and must never be
reported as a stand-alone code. All add-on codes found in the CPT book are exempt from the
multiple procedure concept (see modifier 51 definition in this section). Add-on codes are reimbursed
at one hundred percent (100%) of the maximum reimbursement allowance or the provider’s charge,
whichever is less.

Refer to the most current version of the CPT book for a complete list of add-on codes.

F. Codes Exempt From Modifier 51. This symbol © denotes procedure codes that are exempt from the
use of modifier 51 and are not designated as add-on procedures/services as defined in the CPT
book. Modifier 51 exempt services and procedures can be found in Appendix E of CPT 2013.
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Additional codes that should not be subject to modifier 51 have been identified by Optum based upon
CPT guidelines and are included in this Fee Schedule using the same CPT icon.

Codes exempt from modifier 51 are reimbursed at one hundred percent (100%) of the maximum
reimbursement allowance or the provider's charge, whichever is less.

Moderate (Conscious) Sedation. To report moderate (conscious) sedation provided by the physician
also performing the diagnostic or therapeutic service for which conscious sedation is being provided,
see codes 99143-99145. It is not appropriate for the physician performing the sedation and the
service for which the conscious sedation is being provided to report the sedation separately when the
code is listed with the conscious sedation symbol ®. The conscious sedation symbol identifies
services that include moderate (conscious) sedation. A list of codes for services that include
moderate (conscious) sedation is also included in the most current CPT book.

For procedures listed with ®, when a second physician other than the health care professional
performing the diagnostic or therapeutic services provides moderate (conscious) sedation in the
facility setting (e.g., hospital, outpatient hospital/ambulatory surgery center, skilled nursing facility),
the second physician reports the associated moderate sedation procedure/service using codes
99148-99150.

Moderate sedation codes are not used to report minimal sedation (anxiolysis), deep sedation, or
monitored anesthesia care.
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Pharmacy Rules

SCOPE

This section provides specific rules for the dispensing of and payment for medications and other
pharmacy services prescribed to treat work-related injury/iliness under the terms of the Act.

V.

A.

DEFINITIONS
Medications are defined as drugs prescribed by a licensed health care provider and include name
brand and generic drugs as well as patented or over-the-counter drugs, compound drugs and
physician-dispensed or repackaged drugs.

Average Wholesale Price means the AWP based on the most current edition of the Drug Topics Red
Book in effect at the time the medication is dispensed.

RULES
Generic Equivalent Drug Products. Unless otherwise specified by the ordering physician, all
prescriptions will be filled under the generic name.

When the physician writes “brand medically necessary” on the prescription, the pharmacist will fill the
order with the brand name. When taking telephone orders, the pharmacist will assume the generic
brand is to be used unless “brand medically necessary” is specifically ordered by the treating
physician. Without exception, the treating physician has the authority to order a brand name
medication if he/she feels the trademark drug is substantially more effective.

A payer or provider may not prohibit or limit any person from selecting a pharmacy or pharmacist of
his/her choice, and may not require any person to purchase pharmacy services, including prescription
drugs, exclusively through a mail-order pharmacy or program, or to obtain medication dispensed by
the physician or in the physician’s office, provided the pharmacy or pharmacist selected by the
claimant has agreed to be bound by the terms of the Workers’ Compensation Law and this Fee
Schedule with regard to the provision of services and the billing and payment therefor.

Dietary supplements, including but not limited to minerals, vitamins, and amino acids are not
reimbursable unless a specific compensable dietary deficiency has been clinically established as
related to the work injury.

Not more than one dispensing fee shall be paid per drug within a ten (10) day period.

REIMBURSEMENT
Reimbursement for pharmaceuticals ordered for the treatment of work-related injury/illness is as
follows:
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1. Brand/Trade Name Medications: Average Wholesale Price (AWP) plus a five dollar ($5.00)
dispensing fee.

Generic Medications: Average Wholesale Price (AWP) plus a five dollar ($5.00) dispensing fee.
Over-the-counter medications are reimbursed at usual and customary rates.

Dispensing fees are payable only if the prescription is filled under the direct supervision of a
registered pharmacist. If a physician dispenses medications from his/her office, a dispensing fee
is not allowed.

5. Repackaged and/or Physician Dispensed Medication: If the National Drug Code (NDC) for the
drug product as dispensed is a repackaged drug, the maximum allowable fee shall be the lesser
of AWP using a) the NDC for the underlying drug product from the original labeler, or b) the
therapeutic equivalent drug product from the original labeler NDC.

For purposes of this provision, “therapeutically equivalent drugs” means drugs that have been
assigned the same Therapeutic Equivalent Code starting with the letter “A” in the Food and Drug
Administration’s publication “Approved Drug Products with Therapeutic Equivalence Evaluations”
(Orange Book). The Orange Book may be accessed through the Food and Drug Administration
website at: http://www.accessdata.fda.gov/scripts/cder/ob/default.cfm.

National Drug Code “for the underlying drug product from the original labeler” means the NDC of
the drug product actually utilized by the repackager in producing the repackaged product.

6. Compound Medications: Compound drugs or medications shall be billed by listing each drug and
its NDC number included in the compound and calculating the charge for each drug separately.
Payment shall be based on the sum of the fee for each ingredient, plus a single dispensing fee of
five dollars ($5.00). If the NDC for any ingredient is a repackaged drug, reimbursement for the
repackaged ingredient(s) shall be as above provided. Reimbursement for a compound cream
medication is limited to a maximum total reimbursement of three hundred dollars ($300.00) for
one hundred twenty (120) grams per month. Any additional quantity over and above this one
hundred twenty (120) gram limit requires further documentation and prior authorization (pre-
certification).

7. If information pertaining to the original labeler of the underlying drug product used in repackaged
or compound medications is not provided or is otherwise unknown or unavailable, the payer shall
reimburse using the lowest priced generic therapeutic equivalent drug product.

B. Supplies and equipment used in conjunction with medication administration should be billed with the
appropriate HCPCS codes and shall be reimbursed according to the Fee Schedule. Supplies and
equipment not listed in the Fee Schedule will be reimbursed at the usual and customary rate.

C. Mail-order pharmaceutical services are subject to the rules and reimbursement limitations of this Fee
Schedule when supplying medications to Mississippi Workers’ Compensation claimants.
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Other Qualified Health
Care Professional Rules

I.  Nurse Practitioner

A. Modifier M1 should be attached to the appropriate CPT® code when billing services rendered by

the nurse practitioner. The nurse practitioner must use his/her unique identifier to bill for all

services. Nurse practitioners must comply with the requirements for a National Provider Identifier

(NPI) as specified in the Billing and Reimbursement Rules of this Fee Schedule.

B. The nurse practitioner is reimbursed at eighty-five percent (85%) of the maximum allowable for

the procedure.

C. There is only one fee allowed for each CPT code. It is the decision of the physician or the nurse
practitioner as to who will bill for a service when both have shared in the provision of the service.
Incorrect billing of the service may cause a delay or improper payment by the payer. The medical
doctor (MD) must be on-site on the date of service in order for physician reimbursement to apply.

Il Physician Assistant

A. Modifier M2 should be attached to the appropriate CPT code(s) when billing services rendered by

the physician assistant.

B. The physician assistant is reimbursed at eighty-five percent (85%) of the maximum allowable for

the procedure.

C. The same rules as apply to the nurse practitioners with regard to billing and reimbursement, shall

apply to the physician assistant.
lll. Physical Therapist Assistant or Occupational Therapist Assistant

A. Modifier M3 should be attached to the appropriate CPT code(s) when billing services rendered by

a physical therapist assistant or an occupational therapist assistant.

B. The physical therapist assistant or occupational therapist assistant is reimbursed at eighty-five

percent (85%) of the maximum allowable for the procedure.
IV. Psychology

When a provider other than a psychiatrist provides psychology services, the reimbursement amount
for the CPT code is paid at eighty-five percent (85%) of the maximum reimbursement allowance. This

applies to psychologists, social workers, counselors, etc.
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Home Health Rules

SCOPE

This section of the Fee Schedule pertains to home health services provided to patients who have a work-
related injuryl/iliness.

A.

The determination that the injury/iliness or condition is work related must be made by the payer and
home health services shall be pre-certified as medically necessary by the payer’s Utilization
Management Program.

All nursing services and personal care services shall have prior authorization by the payer.

A description of needed nursing or other attendant care must accompany the request for
authorization.

REIMBURSEMENT
If a payer and provider have a mutually agreed upon contractual arrangement governing the payment
for home health services to injured/ill employees, the payer shall reimburse under the contractual
agreement and not according to the Fee Schedule.

In the absence of a mutually agreed upon contractual arrangement governing payment for home
health service, reimbursement shall be made as in other cases (see Billing and Reimbursement
Rules) in an amount equal to billed charges, or the maximum reimbursement allowance (MRA),
whichever is less. Billing for home health services is appropriate using the applicable billing form for
other institutional providers or facilities.

A visit made simultaneously by two or more workers from a home health agency to provide a single
covered service for which one supervises or instructs the other shall be counted as one visit.

A visit is defined as time up to and including the first two hours.

The maximum reimbursement allowances (MRA) listed herein are inclusive of mileage and other
incidental travel expenses, unless otherwise agreed to by the payer and provider.

The hourly rates set forth in this section of the Fee Schedule apply to all hours worked. No additional
reimbursement is allowed for overtime hours, unless otherwise agreed to by the parties in a separate
fee contract.
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1.
A

C.

RATES
The following MRAs and codes apply to services provided by or through a home health agency:

Service Fee Per Visit Billing Code
Skilled Nursing Care $110.00 G0154
Physical Therapy $120.00 G0151
Speech Therapy $125.00 G0153

Occupational Therapy $125.00 G0152

Medical Social $125.00 G0155
Services
Home Health Aide $60.00 G0156

For services that exceed two (2) hours, reimbursement for time in excess of the first two (2) hours
shall be pro-rated and based on an hourly rate equal to fifty percent (50%) of the above visit fee. For
home health services rendered in two (2) hours or less, reimbursement shall be made for a visit as
above provided.

Note: In addition to the Skilled Nursing Care fees above, an additional sum of seven dollars and
sixteen cents ($7.16) per visit shall be added to cover the cost of medical supplies, provided the
billing form adequately specifies what supplies were utilized.

The following Private Duty Rates shall apply:
Skilled Nursing Care — R.N.  $44.00 per hour

Skilled Nursing Care — $37.00 per hour
L.P.N.

Certified Nurse Assistant $20.00 per hour

Sitter/Attendant $15.00 per hour

Any reimbursement to persons not working under a professional license, such as a spouse or
relative, will be at the rate of eight dollars ($8.00) per hour unless otherwise negotiated by the payer
and caregiver or provider.

Professional providers not assigned a MRA for home health services and who have not negotiated
their rates with the payer prior to provision of home health care, shall be reimbursed at the usual and
customary rate, or the total billed charge, whichever is less.
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IV. PARENTERAL/ENTERAL THERAPY IN THE HOME SETTING
A. The MRA for this therapy provided in the home setting is a per diem amount and includes necessary
supplies for the safe and effective administration of the prescribed therapy. Supplies include set(s),
needles, syringes, saline, tubing, dressing kits, saline, heparin, alcohol pads, start kits, catheters,
adapters, tape, gauges, pump, poles, and other supplies.
B. Per diem amounts are as follows:
Parenteral therapy (with or without antibiotics) Daily — $ 165.00
Twice a day — $ 190.00
Three times a day — $ 215.00
Four times a day — $ 265.00
5 or more times a day — $ 335.00
Total Parental Nutrition (TPN): 1-1.6 Liters per day — $280.00
1.7-2.4 Liters per day — $350.00
More than 2.4 liters per day — $385.00

LIPIDS: 10% — $75.00
20% — $95.00
Enteral Therapy: $24.00 per day

C. Medications for Parenteral/Enteral Therapy are reimbursed at AWP.
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Skilled Nursing Facility
Rules

. Reimbursement

The maximum reimbursement allowance for medical care provided within the confines of a
freestanding skilled nursing facility, a hospital based skilled nursing facility, or a swing bed facility,
shall be four hundred dollars ($400.00) per day. This rate covers and includes all routine and ancillary
health care services provided to a claimant during each day of a covered skilled nursing facility stay.

Il. Excluded Services

The following services are excluded from the daily skilled nursing facility rate, and shall be
reimbursed separately and in addition to the above daily rate:

e Cardiac catheterization

e Angiography

e Magnetic resonance imaging (MRI) and computerized axial tomography (CT) scans
e Radiation therapy and chemotherapy

e Emergency services, which are defined as an admission or services necessitated by a sudden
onset of illness or injury which is manifested by acute symptoms of sufficient severity that the
failure to provide services could reasonably result in:

(a) serious impairment of bodily function(s)

(b) serious or permanent dysfunction of any bodily organ or part or system
(c) permanently placing the person’s health in jeopardy, or

(d) other serious medical consequence

e Outpatient services when provided in a hospital or other free standing outpatient facility separate
from the skilled nursing facility

e Customized prosthetic services
e Ambulance transportation related to any of the above services

e Services provided independent of the facility by physicians, and other qualified health care
professionals (e.g., NP, PA, CRNA, psychologist).

IIl. Exclusions

As in other cases, the above provisions shall not apply to any mutual agreement or contract entered
into by the payer and provider which sets forth the terms for the provision of skilled nursing facility
services and reimbursement therefor.
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Evaluation and
Management

This section contains rules and codes used to report evaluation and management (E/M) services. Rules
and Guidelines follow the current CPT® Guidelines as stated.

Note: Rules used by all physicians in reporting their services are presented in the General Rules section.

l. DEFINITIONS AND RULES
Definitions and rules pertaining to E/M services are as follows:

A. Consultations. The CPT book defines a consultation as “a type of evaluation and management
service provided at the request of another physician or appropriate source to either recommend care
for a specific condition or problem or to determine whether to accept responsibility for ongoing
management of the patient’s entire care or for the care of a specific condition or problem.” (This
includes referrals for a second opinion.) Consultations are reimbursable only to physicians with the
appropriate specialty for the services provided.

In order to qualify as a consultation the following criteria must be met:

e The verbal or written request for a consult must be documented in the patient’'s medical
record;

* The consultant’s opinion and any services ordered or performed must be documented by the
consulting physician in the patient’s medical record;

» The consulting physician must provide a written report to the requesting physician or other
appropriate source.

A payer/employer may request a second opinion examination or evaluation for the purpose of
evaluating temporary or permanent disability or medical treatment being rendered, as provided in
MCA §71-3-15(1) (Rev. 2000). This examination is considered a confirmatory consultation. The
confirmatory consultation is billed using the appropriate level and site-specific consultation codes
9924199245 for office or other outpatient consultations and 99251-99255 for inpatient consultations,
with modifier 32 appended to indicate a mandated service.

Evaluation and management consultation services will continue to be reported with CPT codes
99241-99245 for outpatient consultation services and codes 99251-99255 for inpatient consultation
services. The rules and guidelines regarding the definition, documentation, and reporting of
consultation services as contained in the CPT book will apply unless superseded by these guidelines.
Consultation services will be reimbursed at the lesser of the Fee Schedule amount or the billed
amount.
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B. Referral. Subject to the definition of “consultation” provided in this Fee Schedule, a referral is the
transfer of the total or specific care of a patient from one physician to another and does not constitute
a consultation. (Initial evaluations and subsequent services are designated as listed in the Evaluation
and Management section).

C. New and Established Patient Service. Several code subcategories in the Evaluation and
Management section are based on the patient’s status as new or established. The new versus
established patient guidelines also clarify the situation in which a physician is on call or covering for
another physician. In this instance, classify the patient encounter the same as if it were for the
physician who is unavailable.

* New Patient. A new patient is one who has not received any professional services from the
physician, or another physician of the same specialty who belongs to the same group practice, for
this same injury or within the past three years.

» Established Patient. An established patient is a patient who has been treated for the same injury
by any physician, of the same specialty, who belongs to the same group practice.

D. E/M Service Components. The first three components of history, examination, and medical decision
making are the keys to selecting the correct level of E/M codes, and all three components must be
met or exceeded in the documentation of an initial evaluation or consultation. However, in
established, subsequent, and follow-up categories, only two of the three must be met or exceeded for
a given code.

1. The history component is categorized by four levels:
a. Problem Focused. Chief complaint; brief history of present illness or problem.

b. Expanded Problem Focused. Chief complaint; brief history of present illness; problem-
pertinent system review.

c. Detailed. Chief complaint; extended history of present illness; problem-pertinent system
review extended to include a review of a limited number of additional systems; pertinent past,
family medical and/or social history directly related to the patient’s problems.

d. Comprehensive. Chief complaint; extended history of present iliness; review of systems that
is directly related to the problem(s) identified in the history of the present illness, plus a
review of all additional body systems; complete past, family, and social history.

2. The physical exam component is similarly divided into four levels of complexity:
a. Problem Focused. A limited examination of the affected body area or organ system.

b. Expanded Problem Focused. A limited examination of the affected body area or organ
system and other symptomatic or related organ system(s).

c. Detailed. An extended examination of the affected body area(s) and other symptomatic or
related organ system(s).

d. Comprehensive. A general multi-system examination or a complete examination of a single
organ system.

The CPT book identifies the following body areas:
* Head, including the face

* Neck

e Chest, including breasts and axilla

* Abdomen

» Genitalia, groin, buttocks

e Back
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e Each extremity

The CPT book identifies the following organ systems:

* Eyes

* Ears, nose, mouth, and throat
e Cardiovascular

* Respiratory

» Gastrointestinal

e Genitourinary

*  Musculoskeletal

» Skin

* Neurologic

»  Psychiatric

e Hematologic/lymphatic/immunologic

Medical decision making is the final piece of the E/M coding process. Medical decision making
refers to the complexity of establishing a diagnosis or selecting a management option that can be
measured by the following:

a. The number of possible diagnoses and/or the number of management options that must be
considered.

b. The amount and/or complexity of medical records, diagnostic tests, and/or other information
that must be obtained, reviewed, and analyzed.

c. The risk of significant complications, morbidity, mortality, as well as co-morbidities associated
with the patient’s presenting problem(s), the diagnostic procedure(s), and/or the possible
management options.

E. Contributory Components.

1.

Counseling, coordination of care, and the nature of the presenting problem are not major
considerations in most encounters, so they generally provide contributory information to the code
selection process. The exception arises when counseling or coordination of care dominates the
encounter (more than fifty percent (50%) of the time spent). Document the exact amount of time
spent to substantiate the selected code and what was clearly discussed during the encounter.
Counseling is defined in the CPT book as a discussion with a patient and/or family concerning
one or more of the following areas:

Diagnostic results, impressions, and/or recommended diagnostic studies;

Prognosis;

a
b
c. Risks and benefits of management (treatment) options;
d. Instructions for management (treatment) and/or follow-up;

e. Importance of compliance with chosen management (treatment) options;
f.  Risk factor reduction;

g. Patient and family education.

E/M codes are designed to report actual work performed, not time spent. But when counseling or
coordination of care dominates the encounter, time overrides the other factors and determines
the proper code. For office encounters, count only the time spent face-to-face with the patient
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and/or family. For hospital or other inpatient encounters, count the time spent rendering services
for that patient while on the patient’s unit, on the patient’s floor, or at the patient’s bedside.

F. Interpretation of Diagnostic Studies in the Emergency Room

1.

Only one fee for the interpretation of an x-ray or EKG procedure will be reimbursed per
procedure.

The payer is to provide reimbursement to the provider that directly contributed to the diagnosis
and treatment of the individual patient.

It is necessary to provide a signed report in order to bill the professional component of a
diagnostic procedure. The payer may require the report before payment is rendered.

If more than one bill is received, physician specialty should not be the deciding factor in
determining which physician to reimburse.

Example: In many emergency departments (EDs), an emergency room (ER) physician orders the
X-ray on a particular patient. If the ER physician interprets the x-ray making a notation as to the
findings in the chart and then treats the patient according to these radiological findings, the ER
physician should be paid for the interpretation and report. There may be a radiologist on staff at
the particular facility with quality control responsibilities at that particular facility. However, the fact
that the radiologist reads all x-rays taken in the ED for quality control purposes is not sufficient to
command a separate or additional reimbursement from the payer.

A review alone of an x-ray or EKG does not meet the conditions for separate payment of a
service, as it is already included in the ED visit.

GENERAL GUIDELINES

The E/M section is divided into broad categories such as office visits, hospital visits, and consultations.
Most of the categories are further divided into two or more subcategories of E/M services. Keep the
following in mind when coding each service setting:

A patient is considered an outpatient at a health care facility until formal inpatient admission
occurs.

All physicians use codes 99281-99285 for reporting emergency department services, regardless
of hospital-based or non-hospital-based status.

Admission to a hospital or nursing facility includes E/M services provided elsewhere on the same
day.

Not more than one hospital visit per day shall be payable except when documentation describes
the medical necessity of more than one visit by a particular practitioner. Hospital visit codes shall
be combined into the single code that best describes the service rendered.

OFFICE OR OTHER OUTPATIENT SERVICES (99201-99215)

Use the Office or Other Outpatient Services codes to report evaluation and management services
provided in the office or in an outpatient or other ambulatory facility. A patient is considered an outpatient
until inpatient admission to a health care facility occurs.
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IV. HoOSPITAL OBSERVATION SERVICES (99217-99226)

CPT codes 99217 through 99226 report E/M services provided to patients designated/admitted as
“observation status” in a hospital. It is not necessary that the patient be located in an observation area
designated by the hospital.

V. OBSERVATION CARE DISCHARGE SERVICES (99217)

A. CPT code 99217 is used only if discharge from observation status occurs on a date other than the
initial date of observation. The code includes final examination of the patient, discussion of the
hospital stay, instructions for continuing care, and preparation of discharge records.

B. If a patient is admitted to and subsequently discharged from observation status on the same date,
see codes 99234-99236 as appropriate.

C. Do not report observation care discharge CPT code 99217 in conjunction with a hospital admission.

VI. HOSPITAL INPATIENT SERVICES (99221-99239)

Codes 9922199239 are used to report evaluation and management services provided to hospital
inpatients. Hospital inpatient services include those services provided to patients in a “partial hospital”
setting. These codes are to be used to report these partial hospitalization services.

VIl. CONSULTATIONS (99241-99255)

Consultations in CPT 2013 fall under two subcategories: Office or Other Outpatient Consultations, and
Inpatient Consultations. If counseling dominates the encounter, time determines the correct code.

Most requests for a consultation come from the attending physician, the employer, an attorney, or other
appropriate source. Include the name of the requesting physician or other source on the claim form or
electronic billing. Confirmatory consultations may be requested by the patient and/or family or may result
from a second (or third) opinion. When requested by the patient and/or family the service is not reported
with consultation codes, but may be reported using the office, home service, or domiciliary/rest home care
codes. When required by the attending physician or other appropriate source, report the service with a
consultation code for the appropriate site of service, 99241-99245 for office or other outpatient
consultation or 99251-99255 for inpatient consultation.

The consultant may initiate diagnostic and/or therapeutic services, such as writing orders or prescriptions
and initiating treatment plans.

The opinion rendered and services ordered or performed must be documented in the patient's medical
record and a report of this information communicated to the requesting entity.

Report separately any identifiable procedure or service performed on, or subsequent to, the date of the
initial consultation.

When the consultant assumes responsibility for the management of any or all of the patient’s care
subsequent to the consultation encounter, consult codes are no longer appropriate. Depending on the
location, identify the correct subsequent or established patient codes.
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VIIl. EMERGENCY DEPARTMENT SERVICES (99281-99288)

Emergency department (ED) service codes do not differentiate between new and established patients
and are used by hospital-based and non-hospital-based physicians. An emergency department is defined
as “an organized hospital-based facility for the provision of unscheduled episodic services to patients who
present for immediate medical attention. The facility must be available 24 hours a day.” This guideline
indicates that care provided in the ED setting for convenience should not be coded as an ED service.
Also note that more than one ED service can be reported per calendar day if medically necessary.

Codes 99281-99288 are used to report services provided in a medical emergency. If, however, the
physician sees the patient in the emergency room out of convenience for either the patient or physician,
the appropriate office visit code should be reported (99201-99215) and reimbursement will be made
accordingly.

IX. CRITICAL CARE SERVICES (99291-99300)

Critical care is the direct delivery by a physician(s) of medical care for a critically ill or critically injured
patient. A critical illness or injury acutely impairs one or more vital organ systems such that there is a high
probability of imminent or life threatening deterioration in the patient’s condition. Critical care involves high
complexity decision making to assess, manipulate, and support vital system function(s) to treat single or
multiple vital organ system failure and/or to prevent further life threatening deterioration of the patient’s
condition. Examples of vital organ system failure include, but are not limited to: central nervous system
failure, circulatory failure, shock, renal, hepatic, metabolic, and/or respiratory failure. Although critical care
typically requires interpretation of multiple physiologic parameters and/or application of advanced
technology(s), critical care may be provided in life threatening situations when these elements are not
present. Critical care may be provided on multiple days, even if no changes are made in the treatment
rendered to the patient, provided that the patient’s condition continues to require the level of physician
attention described above.

Providing medical care to a critically ill, injured, or postoperative patient qualifies as a critical care service
only if both the illness or injury and the treatment being provided meet the above requirements. Critical
care is usually, but not always, given in a critical care area, such as the coronary care unit, intensive care
unit, pediatric intensive care unit, respiratory care unit, or the emergency care facility.

Services for a patient who is not critically ill but happens to be in a critical care unit are reported using
other appropriate E/M codes.

Critical care and other E/M services may be provided to the same patient on the same date by the same
individual.

The following services are included in reporting critical care when performed during the critical period by
the physician(s) providing critical care: the interpretation of cardiac output measurements (93561, 93562),
chest x-rays (71010, 71015, 71020), pulse oximetry (94760, 94761, 94762), blood gases, and information
data stored in computers (e.g., ECGs, blood pressures, hematologic data (99090)); gastric intubation
(43752, 91105); temporary transcutaneous pacing (92953); ventilatory management (94002—94004,
94660, 94662); and vascular access procedures (36000, 36410, 36415, 36591, 36600). Any services
performed which are not listed above should be reported separately when performed in conjunction with
critical services reported with code 99291-99292.

The critical care codes 99291 and 99292 are used to report the total duration of time spent in provision of
critical care services to a critically ill or critically injured patient, even if the time spent providing care on
that date is not continuous. For any given period of time spent providing critical care services, the
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individual must devote his or her full attention to the patient and, therefore, cannot provide services to any
other patient during the same period of time.

X.  NURSING FACILITY SERVICES (99304-99318)

Codes 99304-99318 are used to report evaluation and management services to patients in nursing
facilities (skilled nursing facilities (SNFs)) intermediate care facilities (ICFs), or long-term care facilities
(LTCFs).

These codes should also be used to report evaluation and management services provided to a patient in
a psychiatric residential treatment center (a facility or a distinct part of a facility for psychiatric care, which
provides a 24-hour therapeutically planned and professionally staffed group living and learning
environment). If procedures such as a medical psychotherapy are provided in addition to evaluation and
management services, these should be reported in addition to the evaluation and management services
provided.

Xl.  DOMICILIARY, REST HOME (E.G., BOARDING HOME), OR CUSTODIAL CARE
SERVICES (99324-99340)

The evaluation and management codes are used to report evaluation and management services in a
facility that provides room, board, and other personal assistance services generally on a long-term basis.
They also are used to report evaluation and management services in an assisted living facility.

Xll. HOME SERVICES (99341-99350)

Services and care provided in a private residence are coded from this subcategory.

XIll. PROLONGED SERVICES (99354-99359)

Codes 99354-99357 are used when a physician or other qualified health care professional provides
prolonged service involving direct patient contact that is provided beyond the usual service in either the
inpatient or outpatient setting. Codes 99358-99359 are used when a physician or other qualified health
care professional provides prolonged service for patient management where face-to-face services have
or will occur on another date of service.

XIV. PHYSICIAN STANDBY SERVICES (99360)

Code 99360 is used to report physician or other qualified health care professional standby service that is
requested by another individual and that involves prolonged attendance without direct (face-to-face)
patient contact. Care or services may not be provided to other patients during this period. This code is not
used to report time spent proctoring another individual. It is also not used if the period of standby ends
with the performance of a procedure subject to a “surgical” package by the individual who was on
standby.
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XV. CASE MANAGEMENT SERVICES (99363-99368)

Case management is a process in which a physician or other qualified health care professional is
responsible for direct care of a patient, and, additionally, for coordinating, managing access to, initiating,
and/or supervising other health care services needed by the patient.

Mississippi guideline: Use Mississippi specific code 9936M for a conference with workers’ compensation medical
case manager/claims manager.

XVI. CARE PLAN OVERSIGHT SERVICES (99339-99340, 99374-99380)

Care plan oversight services are reported separately from codes for office/outpatient, hospital, home,
nursing facility, domiciliary, or non-face-to-face services. The complexity and the approximate time of the
care plan oversight services provided within a thirty (30) day period determine code selection.

Only one individual may report care plan oversight services for a given period of time, to reflect the sole
or predominant supervisory role with a particular patient. These codes should not be used for supervision
of patients in nursing facilities or under the care of home health agencies unless they require recurrent
supervision of therapy.

XVII. SPECIAL EVALUATION AND MANAGEMENT SERVICES (99450-99456)
These codes are used to report evaluations performed to establish baseline information prior to life or
disability insurance certificates being issued.

XVIII. OTHER EVALUATION AND MANAGEMENT SERVICES (99499)
This is an unlisted code to report E/M services not specifically defined in the CPT book.

XIX. MODIFIERS

Modifiers augment CPT codes to more accurately describe the circumstances of services provided. When
applicable, the circumstances should be identified by a modifier code: a two-digit number placed after the
usual procedure code, separated by a hyphen. If more than one modifier is needed, place the multiple
modifiers code 99 after the procedure code to indicate that two or more modifiers will follow. Modifiers
commonly used with E/M procedures are as follows:

24 Unrelated Evaluation and Management Service by the Same Physician or Other Qualified
Health Care Professional During a Postoperative Period

The physician or other qualified health care professional may need to indicate that an evaluation and

management service was performed during a postoperative period for a reason(s) unrelated to the

original procedure. This circumstance may be reported by adding modifier 24 to the appropriate level of

E/M service.
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25 Significant, Separately Identifiable Evaluation and Management Service by the Same
Physician or Other Qualified Health Care Professional on the Same Day of the
Procedure or Other Service

It may be necessary to indicate that on the day a procedure or service identified by a CPT code was

performed, the patient’s condition required a significant, separately identifiable E/M service above and

beyond the other service provided or beyond the usual preoperative and postoperative care associated
with the procedure that was performed. A significant, separately identifiable E/M service is defined or
substantiated by documentation that satisfies the relevant criteria for the respective E/M service to be
reported (See Evaluation and Management Services Guidelines for instructions on determining level of

E/M service). The E/M service may be prompted by the symptom or condition for which the procedure

and/or service was provided. As such, different diagnoses are not required for reporting of the E/M

services on the same date. This circumstance may be reported by adding modifier 25 to the appropriate

level of E/M service. Note: This modifier is not used to report an E/M service that resulted in a decision to
perform surgery. See modifier 57. For significant, separately identifiable non-E/M services, see modifier

59.

32 Mandated Services
Services related to mandated consultation and/or related services (eg, third-party payer, governmental,
legislative or regulatory requirement) may be identified by adding modifier 32 to the basic procedure.

52 Reduced Services

Under certain circumstances a service or procedure is partially reduced or eliminated at the discretion of
the physician or other qualified health care professional. Under these circumstances the service provided
can be identified by its usual procedure number and the addition of modifier 52, signifying that the service
is reduced. This provides a means of reporting reduced services without disturbing the identification of the
basic service. Note: For hospital outpatient reporting of a previously scheduled procedure/service that is
partially reduced or cancelled as a result of extenuating circumstances or those that threaten the well-
being of the patient prior to or after administration of anesthesia, see modifiers 73 and 74 (see modifiers
approved for ASC hospital outpatient use).

57 Decision for Surgery
An evaluation and management service that resulted in the initial decision to perform the surgery may be
identified by adding modifier 57 to the appropriate level of E/M service.
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Anesthesia

l. INTRODUCTION
The base units in this section have been determined on an entirely different basis from the relative values
in other sections. A conversion factor applicable to this section is not applicable to any other section.

The 2013 American Society of Anesthesiologists’ (ASA) Relative Value Guide® is recognized as an
appropriate assessment of current relative values for specific anesthesiology procedures. It is the basis
for the assigned base units for CPT® codes in the Anesthesia section of the Fee Schedule.

The conversion factor for anesthesia services has been designated at $50.00 per unit.
Total anesthesia value is defined in the following formula:

(Base units + time units + modifying units) x conversion factor = reimbursement

Il.  BASE UNITS

Base units are listed for most procedures. This value is determined by the complexity of the service and
includes all usual anesthesia services except the time actively spent in anesthesia care and the modifying
factors. The base units include preoperative and postoperative visits, the administration of fluids and/or
blood incident to the anesthesia care, and interpretation of noninvasive monitoring (ECG, temperature,
blood pressure, oximetry, and other usual monitoring procedures). The basic anesthesia unit includes the
routine follow-up care and observation (including recovery room observation and monitoring). When
multiple surgical procedures are performed during the same period of anesthesia, only the highest base
unit allowance of the various surgical procedures will be used.

[ll.  TiME UNITS

Anesthesia time begins when the anesthesiologist starts the preparation of the patient for anesthesia in
the preoperative area, the operating room or a similar area, and ends when the injured employee is
placed under postoperative care, such as transfer to the recovery room.

The anesthesia time units will be calculated in 15-minute intervals, or portions thereof, equaling one (1)
time unit. No additional time units are allowed for recovery room time and monitoring.
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IV. SPECIAL CIRCUMSTANCES

A. Physical Status Modifiers
Physical status modifiers are represented by the initial letter P followed by a single digit from one (1)
to six (6) defined below:

Status | Description Base

Units

P1 A normal healthy patient 0

P2 A patient with mild systemic disease 0

P3 A patient with severe systemic dis- 1
ease

P4 A patient with severe systemic dis- 2

ease that is a constant threat to life

P5 A moribund patient who is not ex- 3
pected to survive without the opera-
tion

P6 A patient declared brain-dead whose 0
organs are being removed for donor
purposes

The above six levels are consistent with the American Society of Anesthesiologists’ (ASA) ranking of
patient physical status. Physical status is included in the CPT book to distinguish between various
levels of complexity of the anesthesia service provided.

B. Qualifying Circumstances

1. Many anesthesia services are provided under particularly difficult circumstances, depending on
factors such as extraordinary condition of patient, notable operative condition, and/or unusual risk
factors. These procedures would not be reported alone but would be reported as additional
procedure numbers qualifying an anesthesia procedure or service.

CPT |Description Units

99100 | Anesthesia for patient of extreme age, 1
younger than 1 year and older than 70
(List separately in addition to code for
primary anesthesia procedure)

99116 | Anesthesia complicated by utilization of 5
total body hypothermia (List separately in
addition to code for primary anesthesia
procedure)

99135 | Anesthesia complicated by utilization of 5
controlled hypotension (List separately in
addition to code for primary anesthesia
procedure)
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99140 | Anesthesia complicated by emergency 2
conditions (specify) (List separately in
addition to code for primary anesthesia
procedure)

2. Payers must utilize their medical consultants when there is a question regarding modifiers and/or
special circumstances for anesthesia charges.

V. MONITORED ANESTHESIA CARE

Monitored anesthesia care occurs when the attending physician requests that an anesthesiologist be
present during a procedure. This may be to ensure compliance with accepted procedures of the facility.
Monitored anesthesia care includes pre-anesthesia exam and evaluation of the patient. The
anesthesiologist must participate or provide medical direction for the plan of care. The anesthesiologist,
resident, or nurse anesthetist must be in continuous physical presence and provide diagnosis and
treatment of emergencies. This will also include noninvasive monitoring of cardiocirculatory and
respiratory systems with administration of oxygen and/or intravenous administration of medications.
Reimbursement will be the same as if general anesthesia had been administered (time units + base
units).

VI. REIMBURSEMENT FOR ANESTHESIA SERVICES
A. Criteria for Reimbursement
Anesthesia services may be billed for any one of the three following circumstances:

1. An anesthesiologist provides total and individual anesthesia service.

2. An anesthesiologist directs a Certified Registered Nurse Anesthetist (CRNA) or Anesthesiology
Assistant (AA).

3. Anesthesia provided by a CRNA or AA working independent of an anesthesiologist’s supervision
is covered under the following conditions:

a. The service falls within the CRNA's or AA’s scope of practice and scope of license as defined
by law.

b. The service is supervised by a licensed health care provider who has prescriptive authority in
accordance with the clinical privileges individually granted by the hospital or other health care
organization.

B. Reimbursement
1. The maximum reimbursement allowance (MRA) for anesthesia is calculated by adding the base
unit value, the number of time units, any applicable modifier and/or unusual circumstances units,
and multiplying the sum by a dollar amount (conversion factor) allowed per unit.

2. Reimbursement includes the usual pre- and postoperative visits, the care by the anesthesiologist
during surgery, the administration of fluids and/or blood, and the usual monitoring services.
Unusual forms of monitoring, such as central venous, intra-arterial, and Swan-Ganz monitoring,
may be reimbursed separately.

3. When an unlisted service or procedure is provided, the value should be substantiated with a
report. Unlisted services are identified in this Fee Schedule as by report (BR).
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4. When it is necessary to have a second anesthesiologist, the necessity should be substantiated by
report. The second anesthesiologist will receive five base units + time units (calculation of total
anesthesia value).

5. Payment for covered anesthesia services is as follows:

a. When the anesthesiologist provides an anesthesia service directly, payment will be made in
accordance with the Billing and Reimbursement Rules of this Fee Schedule.

b. When an anesthesiologist provides medical direction to the CRNA or AA providing the
anesthesia service, then the reimbursement will be divided between the two of them at fifty
percent (50%).

c. When the CRNA or AA provides the anesthesia service directly, then payment will be the
lesser of the billed charge or eighty percent (80%) of the maximum allowable listed in the Fee
Schedule for that procedure.

6. Anesthesiologists, CRNAs, and AAs must bill their services with the appropriate modifiers to
indicate which one provided the service. Bills NOT properly coded may cause a delay or error in
reimbursement by the payer. Application of the appropriate modifier to the bill for service is the
responsibility of the provider, regardless of the place of service. Modifiers are as follows:

AA Anesthesia services performed personally by anesthesiologist

AD Medical supervision by a physician: more than 4 concurrent anesthesia procedures

QK Medical direction of 2, 3, or 4 concurrent anesthesia procedures involving qualified individuals
QX Qualified non-physician anesthetist with medical direction by a physician

QY Medical direction of one qualified non-physician anesthetist by an anesthesiologist

QZ CRNA service without medical direction by a physician

VII. ANESTHESIA MODIFIERS

All anesthesia services are reported by using the anesthesia five-digit procedure codes. The basic value
for most procedures may be modified under certain circumstances as listed below. When applicable, the
circumstances should be identified by a modifier code: a two-digit number placed after the usual
procedure code separated by a hyphen. If more than one modifier is needed, place the multiple modifiers
code 99 after the procedure code to indicate that two or more modifiers will follow. Modifiers commonly
used in anesthesia are as follows:

22 Increased Procedural Services

When the work required to provide a service is substantially greater than typically required, it may be
identified by adding modifier 22 to the usual procedure code. Documentation must support the substantial
additional work and the reason for the additional work (ie, increased intensity, time, technical difficulty of
procedure, severity of patient's condition, physical and mental effort required). Note: This modifier should
not be appended to an E/M service.

Mississippi guideline: By definition, this modifier would be used in unusual circumstances only. Use of this modifier

does not guarantee additional reimbursement. When appropriate, the Fee Schedule reimbursement for modifier 22 is
one hundred and twenty percent (120%) of the maximum reimbursement allowance.
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23 Unusual Anesthesia

Occasionally, a procedure, which usually requires either no anesthesia or local anesthesia, because of
unusual circumstances must be done under general anesthesia. This circumstance may be reported by
adding modifier 23 to the procedure code of the basic service.

32 Mandated Services
Services related to mandated consultation and/or related services (eg, third-party payer, governmental,
legislative or regulatory requirement) may be identified by adding modifier 32 to the basic procedure.

53 Discontinued Procedure

Under certain circumstances the physician or other qualified health care professional may elect to
terminate a surgical or diagnostic procedure. Due to extenuating circumstances or those that threaten the
well-being of the patient, it may be necessary to indicate that a surgical or diagnostic procedure was
started but discontinued. This circumstance may be reported by adding modifier 53 to the code reported
by the individual for the discontinued procedure. Note: This modifier is not used to report the elective
cancellation of a procedure prior to the patient’s anesthesia induction and/or surgical preparation in the
operating suite. For outpatient hospital/ambulatory surgery center (ASC) reporting of a previously
scheduled procedure/service that is partially reduced or cancelled as a result of extenuating
circumstances or those that threaten the well-being of the patient prior to or after administration of
anesthesia, see modifiers 73 and 74 (see modifiers approved for ASC hospital outpatient use).

59 Distinct Procedural Service

Under certain circumstances, the physician may need to indicate that a procedure or service was distinct
or independent from other non-E/M services performed on the same day. Modifier 59 is used to identify
procedures/services other than E/M services that are not normally reported together, but are appropriate
under the circumstances. Documentation must support a different session, different procedure or surgery,
different site or organ system, separate incision/excision, separate lesion, or separate injury (or area of
injury in extensive injuries) not ordinarily encountered or performed on the same day by the same
individual. However, when another already established modifier is appropriate, it should be used rather
than modifier 59. Only if no more descriptive modifier is available, and the use of modifier 59 best
explains the circumstances, should modifier 59 be used. Note: Modifier 59 should not be appended to an
E/M service. To report a separate and distinct E/M service with a non-E/M service performed on the same
date, see modifier 25.

99 Multiple Modifiers

Under certain circumstances 2 or more modifiers may be necessary to completely delineate a service. In
such situations, modifier 99 should be added to the basic procedure and other applicable modifiers may
be listed as part of the description of the service.

AA Anesthesia Services Performed Personally by Anesthesiologist
Report modifier AA when the anesthesia services are personally performed by an anesthesiologist.

AD Medical Supervision by a Physician: More Than 4 Concurrent Anesthesia Procedures
Report modifier AD when the anesthesiologist supervises more than 4 concurrent anesthesia procedures.
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QK Medical Direction of 2, 3, or 4 Concurrent Anesthesia Procedures Involving Qualified
Individuals

Report modifier QK when the anesthesiologist supervises 2, 3, or 4 concurrent anesthesia procedures

involving qualified individuals.

QX Qualified Non-Physician Anesthetist with Medical Direction by a Physician
Regional or general anesthesia provided by a qualified non-physician anesthetist with medical direction
by a physician may be reported by adding modifier QX.

QY Medical Direction of One Qualified Non-Physician Anesthetist by an Anesthesiologist
Report modifier QY when the anesthesiologist supervises one qualified non-physician anesthetist.

QZ CRNA Service without Medical Direction by a Physician
Regional or general anesthesia provided by the CRNA (certified registered nurse anesthetist) or AA
(anesthesiologist assistant) without medical direction by a physician may be reported by adding modifier

QzZ.
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Pain Management

l. INTRODUCTION
In addition to the General Rules, this section provides specific rules for Pain Management services.

Utilization review (UR) is expected and welcomed as part of the process in which Interventional Pain
Management (IPM) procedures are performed. The objectives to this IPM portion of the Fee Schedule are
to minimize or eliminate unnecessary, ineffective or inappropriate treatment, while at the same time
facilitating the performance of appropriate, effective and necessary treatment. Rendering unnecessary
treatment less costly via lowered reimbursement fails to meet these objectives, as the payer still
reimburses for unnecessary treatment, and the patient is still subjected to the risks, however diminutive,
inherent in all treatment. Delaying or even denying necessary treatment is equally undesirable. It is well
documented that the chances of returning the injured worker with back-related pain to their initial level of
work activity—or even any level of work—decrease significantly with increasing time off work. Therefore,
expedience of appropriate care is as desirous as elimination of unnecessary—and potentially injurious—
care.

To these ends, this portion of the Fee Schedule has been developed to give practitioners maximum
flexibility in proceeding with demonstrably effective care, by decreasing or even eliminating some aspects
of UR, while giving payers means to more objectively evaluate the effectiveness of care, project the cost
of future IPM treatment, and avoid having to evaluate unnecessary and inappropriate care and unproven
new technologies.

To be effective, these rules adopt the following strategies:
1. Providers must restrict treatment to indications recognized by established medical practice.

2. Providers must demonstrate more objectively the effectiveness of previously provided treatment
in order to repeat or continue it.

3. Providers must give detailed descriptions of the specific treatment provided, and must archive
images of that treatment that can be provided upon request of the payers.

4. Payers/URs must approve or deny treatment within the rules provided by the IPM portion of the
Fee Schedule, and not involve extraneous outside guidelines.

5. Any UR personnel involved in the denial of care must cite the specific section of the IPM Fee
Schedule used as a basis for that denial. Failure to do so will result in automatic adjudication in
favor of the provider.
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II.  REIMBURSEMENT FOR PAIN MANAGEMENT SERVICES

A. Use of Fluoroscopy
Reimbursement for the use of fluoroscopy (CPT® codes 77002 and 77003) is based on the Fee
Schedule, regardless of the number of procedures performed, and may only be billed once per date
of service.

CPT code 77002 is to be used for fluoroscopic guidance for needle placement for CPT code 64510
Cervical (stellate ganglion) sympathetic block, or CPT code 64520 Thoracic or lumbar blocks.

CPT code 77003 is to be used for fluoroscopic guidance and localization of needle or catheter tip for
spine or paraspinous diagnostic or therapeutic injection procedures (i.e., cervical epidural or
sacroiliac joint), and including facet nerve neurolytic agent destruction.

All procedures performed fluoroscopically MUST have stored images (hard copy or digital) showing
final needle placement in at least two (2) views (typically PA, lateral or oblique) demonstrating final
needle placement AND disbursement of contrast (when not contraindicated). These images must be
available upon request (with appropriate HIPAA compliance) by payers, or reimbursement may be
denied.

B. Reimbursement for Injection/Destruction Procedures

1. The current CPT codes for Pain Management typically have separate codes for injections that
may involve additional levels (e.g., 64490 is for injection of cervical facet single or first level, and
64491 and 64492 are used for additional levels).

2. Facet injections and medial branch blocks are reimbursed at a maximum of three (3) total
anatomic joint levels. Additional level or bilateral modifiers may be used to allow up to a maximum
of two (2) additional service levels (but not more) for facet or medial branch blocks in the
cervical/thoracic (64491 and 64492) or lumbar (64494 and 64495) for a maximum of three (3)
procedure levels reimbursed per treatment session or day. Additional injected site levels, beyond
the first three (3), will not be reimbursed. These procedures are unilateral by definition. Bilateral
modifiers may be used when nerves are treated bilaterally. Reimbursement of the bilateral
modifier is fifty percent (50%) of the base amount for the second or contralateral side. Nerve
destructive procedures are only reimbursed for a maximum of two (2) anatomical levels. A higher
number of diagnostic injections are allowed because some providers may want to block a larger
anatomical level with the initial block to determine what, if any, response is noted to the initial
diagnostic injection. This prevents adding further levels during additional diagnostic injections.
The likelihood of true three (3) level involvement is exceedingly rare, such that further localization
of the involved levels is expected prior to destructive lesioning.

3. Reimbursement for injection/destruction procedure codes is made on the basis of joint levels, not
nerves treated (e.g., destruction by neurolytic agent of the L4—L5 facets counts as one (1)
level/nerve and should be billed as 64622 (first level/nerve)). There are two nerves supplying
each joint but reimbursement is based upon joint(s) treated, not the nerves treated. This applies
to CPT codes 64622, 64623 (lumbar), and 64626, 64627 (cervical/thoracic). These procedures
are unilateral by definition. Additionally, bilateral modifiers may be used when nerves are treated
bilaterally. Reimbursement of the bilateral modifier is fifty percent (50%) of the base amount for
the second or contralateral side.

4. Multiple Epidural Injections in a Single Treatment Day/Session. In order to obtain reimbursement
for more than one epidural injection in a single treatment day/session (either multiple levels or
bilateral injections) there must be appropriate documentation in the medical records of a medical
condition for which multiple injections would be appropriate. For bilateral injections, this includes
the presence of significant bilateral radiating/radicular pain. For multiple level injections, this
includes conditions for which an additional injected level could be anticipated to result in improved
clinical outcomes. These conditions would include:
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C.

e Disc pathology (e.g., protrusion) at one level with a dermatomal pain distribution of an
adjacent level (e.qg., disc affects the traversing nerve root, such as an L4/5 disc herniation
affecting the traversing L5 nerve root).

e Multiple dermatomal nerve root involvement.

A maximum of two (2) levels of transforaminal epidural steroid injections are reimbursable for a
given date of service. This applies to codes 64479, 64480, 64483, and 64484.

Reimbursement is still limited to two epidural procedures (either two levels, or one level
bilaterally) per date of service.

5. A maximum of one (1) interlaminar epidural steroid injection is reimbursable for a given date of
service. This applies to codes 62310 and 62311.

6. A maximum of three (3) facet level procedures are reimbursable for a given date of service. This
maximum applies to facet joint injections and nerve blocks, codes 64490-64495. Nerve
destruction procedures, codes 64622—64627, are limited to two (2) facet levels (three (3) nerve
branches), unilateral and bilateral, per given date of service.

Multiple Procedure Reimbursement

Only one (1) type of pain management procedure is reimbursable on a given date of service, unless
otherwise approved by the payer. This rule does not include multiple level injections or bilateral
procedures of the same type, with appropriate modifiers. This also does not include separate
procedures performed as part of a single primary service, such as implantation of a spinal cord
stimulator.

“Type” is defined as any procedure code involving an anatomically different structure (e.g., spinal
nerve, facet joint, sacroiliac joint, trigger point, etc.). Joints and nerves in different anatomical regions
(cervical, thoracic, lumbar, sacral) are considered to be different “types” and are limited to two (2)
procedures per given day. Additional level or bilateral injections of a single procedure in the same
area are not considered different “types,” and for the purpose of this rule, are considered to be the
same “type.” However, the multiple level restrictions, as detailed herein, still apply. Diagnostic
injections of more than one type in the same anatomic area on the same date of service are
prohibited, and will not be reimbursed without prior authorization.

Example: A three-level lumbar facet injection would be billed as 64493 for the first level, 64494 for
the second level, and 64495 for the third level.

REIMBURSEMENT FOR REFILL OF PAIN PumMPS
Code 95990. This CPT code, which applies to refilling and maintenance of an implantable pump or
reservoir for drug delivery spinal (intrathecal, epidural) or brain (intraventricular), is reimbursed at the
specified MRA listed in the Medicine section of the Fee Schedule.

Evaluation and Management Services. Refilling and maintenance of implantable pump or reservoir
for pain management drug delivery is a global service. An evaluation and management service is not
paid additionally unless significant additional or other cognitive services are provided and
documented. To report a significant, separately identifiable evaluation and management service,
append modifier 25 to the appropriate evaluation and management code. Documentation is required
and payment will be allowed if supported by the documentation.

Drugs. Those drugs used in the refill of the pain pump shall be reimbursed in accordance with the
Pharmacy Rules contained in the Pharmacy Rules section of this Fee Schedule.

Compounding Fee. If the drugs used in the refill of the pain pump must be compounded, the
compounding service shall be reimbursed at $157.44 per individual refill. Report the compounding
service with code S9430, Pharmacy compounding and dispensing services.
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V. DIAGNOSTIC INJECTIONS AND PROCEDURES

A.

Valid diagnostic injections require a reasonably alert patient capable of adequately determining the
amount or level of pain relieved or produced by the procedure. This requires judicious use of
sedatives in the performance of such procedures. Analgesic medications such as intravenous
narcotics are to be avoided during the procedure and evaluation phase of testing, as these
medications can affect the validity of such diagnostic tests. The results of the tests and drugs used
during the injection or procedure must be part of the medical records, and available for review by the
payer. Failure to document the patient’s response to a diagnostic procedure or injection, and the level
of alertness following the procedure or injection, could result in denial of reimbursement.

Discography requires a reasonably alert patient capable of discriminating the quality and quantity of
discomfort during the performance of the procedure in order to provide valid information on
concordant or non-concordant pain. The results of the tests and drugs used during the procedure
must be part of the medical records, and available for review by the payer. Failure to document the
patient’s response to the procedure, and level of alertness during discography could result in denial of
reimbursement.

Medial branch (facet nerve) or diagnostic intra-articular facet injections require an alert patient, free
from undue influence of intravenous narcotics in order to more reliably determine the analgesic
response to the procedure. Failure to document the patient’s response to the procedure or injection,
and level of alertness after the procedure for diagnostic facet nerve or facet intra-articular injections
could result in denial of reimbursement.

Diagnostic injections with local anesthetics require documentation of analgesic response through any
validated pain measurement test (e.g., numerical pain scale, visual analogue scale). This should be
performed in the treatment facility after the procedure during the time that there would be an expected
analgesic response (every thirty (30) minutes for at least one (1) hour). This must be documented and
the documentation must be available to the payer for review. Subsequent pain scores must be
documented at least hourly for two (2) hours after the procedure. The documentation available must
also include the drugs used during the procedure, and comments on the patient’s level of alertness in
the treatment facility at each time period when the pain or response is evaluated. If the patient’s pre-
procedure pain was determined by provocative exam tests or maneuvers, these should be repeated
during the evaluation period following the procedure, to differentiate analgesia related to the
procedure from positional analgesia, such as, that which may be provided by lying in a recovery bed.

Intravenous narcotic pain medications are typically to be avoided for diagnostic analgesic injections,
such as facet joint or nerve blocks, as they would be expected to provide an analgesic benefit
completely independent of the injection itself. Sedatives such as midazolam or propofol can be used
judiciously, if necessary, avoiding excessive post-procedure sedation, depending on the experience
level of the practitioner ordering or administering the medication. Proper documentation of a lack of
undue influence of sedation and analgesics must be provided to support a request for reimbursement
for diagnostic procedures.

Other injections with both therapeutic and potentially diagnostic benefit, such as selective nerve root
or peripheral nerve blocks or therapeutic facet injections, would ideally be performed with minimal
sedation and avoidance of intravenous narcotics. However, as these injections also have potential
therapeutic benefit, this is not a requirement for reimbursement.

V. THERAPEUTIC SERVICES

In the pain management setting, no more than two (2) modalities and/or procedures may be used on a
date of service (e.g., heat/cold, ultrasound, diathermy, iontophoresis, TENS, electrical stimulation, muscle
stimulation, etc.). Multiple modalities should be performed sequentially. Only one (1) modality can be
reported for concurrently performed procedures.
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VI.

A.

GENERAL RULES
This Fee Schedule does not recognize a “series” of epidural injections, regardless of number. A trial
of epidural injections is permitted provided there is appropriate documentation of a recognized
indication for this procedure. Only a single injection can be approved unless there is documentation of
analgesic response consistent with response to the injection. Further injections require a positive
analgesic response in order to be repeated. For the first injection, the initial analgesic response may
be temporary. However, after the second injection, there must be a residual and progressive
analgesic benefit in order to perform a third injection. Documentation of a positive patient response
will be required to continue epidural treatment. If there is no documented residual pain relief after two
(2) injections, no further epidural injections will be considered medically necessary.

1. There is no recognized “series” of epidural injections, and repeat injections are contingent upon
proper documentation of clinical responses as stated above. Repeat injections (up to two (2)
additional injections, for a total of three (3) per twelve (12) month period), however, do NOT
require prior approval as long as the appropriate responses are properly documented.
Specifically, the first injection must provide at least a temporary analgesic response independent
of any local anesthetic response or from sedatives or analgesics administered to the patient
during the procedure. Typically, this means there should have been some benefit that occurred
sometime after the first treatment day. Subsequent epidural injections must provide progressive
and durable (persistent) relief of the targeted pain.

2. Utilization management or review decisions shall not be based solely on the application of clinical
guidelines, but must include review of clinical information submitted by the provider and represent
an individualized determination based on the worker’s current condition and the concept of
medical necessity predicated on objective or appropriate subjective improvements in the patient’s
clinical status.

Reimbursement will be limited to three (3) epidural pain injections in a twelve (12) month period
unless the payer gives prior approval for more than three (3) such injections. Separate billing for the
drug injected is not appropriate and will not be reimbursed.
Epidural Injections (Transforaminal and Interlaminar):
Transforaminal e