BEFORE THE DIRECTOR OF THE
DEPARTMENT OF CONSUMER AND BUSINESS SERVICES
OF THE STATE OF OREGON

In the Matter of the Amendment of

)
436-001, Procedural Rules for Rulemaking and Hearirggs
436-009, Oregon Medical Fee and Payment Rules )
436-010, Medical Services
436-015, Managed Care Organizations
436-030, Claim Closure and Reconsideration
436-040, Workers with Disabilities Program
436-045, Reopened Claims Program
436-050, Employer/Insurer Coverage Responsibility
436-110, Preferred Worker Program
436-160, Electronic Data Interchange

SUMMARY OF
TESTIMONY AND
AGENCY RESPONSES
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This document summarizes the significant data, views, and arguments contained amitlge he
record. The public may obtain exact copies of the exhibits by contacting therg/orke
Compensation Division, Fred Bruyns, E-méiéd.h.bruyns@state.or ,us03-947-7717; fax
503-947-7581, 350 Winter St. NE, Salem OR, 97301. The purpose of this summary is to create a
record of the agency’s conclusions about the major issues raised.

The proposed amendment to the rules was announced in the Secretary oO$¢g@'sBulletin
dated May 1, 2008. On May 19, 2008, a public rulemaking hearing was held as announced at
9:00 a.m. in Room 260 of the Labor and Industries Building, 350 Winter Street NE, Salem,
Oregon. Fred Bruyns, from the Workers’ Compensation Division, acted as hetliceg

Business Support Services audio-recorded the hearing and created a \angenpt —

exhibit 66. The record was held open for written comment through May 22, 2008.

One person testified at the public rulemaking hearing. The public submitted 99 writte
documents as testimony.

Testimony list:

Exhibit Rule Testifying
divisions

1 010 Susan Kelly, DePuy Spine, Inc.

2 160 Kelly Hansen, CS STARS

3 160 Colin Turner, Department of Consumer and Business Services

4 009 Thomas K Wuest, MD, Slocum Center for Orthopedics & Sports
Medicine

5 009 John R. Bauman, Slocum Center for Orthopedics & Sports Medicipe
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6 009 Gregory M. Phillips, MD, Slocum Center for Orthopedics & Sports
Medicine

7 160 Kelly Hansen, CS STARS

8 009 Matthew Shapiro, MD, Oregon Association of Orthopaedists, Inc.

9 009 Lisa Pomranky, MD, Slocum Center for Orthopedics & Sports
Medicine

10 009 Brick A. Lantz, MD, Slocum Center for Orthopedics & Sports Medicine

11 009 Brian A. Jewett, MD, Slocum Center for Orthopedics & Sports
Medicine

12 009 Clyde Alan Farris, MD

13 009 Rolf Sohlberg, MD

14 009 John Durkan, MD

15 009 Marc Davidson, MD, Advantage Orthopedic + Sports Medicine

16 009 David J. Silver, MD, PC

17 009 Kevin Murphy, MD, Sports Medicine Oregon

18 009 John Di Paola, MD, Occupational Orthopedics

19 009, 010| Kathy Loretz, SAIF Corporation

20 010 Juerg Kunz, Department of Consumer and Business Services, on
of the Medical Advisory Committee

21 009 Courtni Dresser, Oregon Medical Association

22 009 Ron Bowman, MD, Chairman, Medical Advisory Committee

23 009 Joan M Takacs, DO, John P. Takacs, DO, and Kevin Kane, DO

24 009 John R. Braddock, MD, Cascade Occupational Medicine

25 009 Robert A. Hart, MD, Oregon Health & Science University

26 009 Joel Moore, MD, THE CENTER Orthopedic & Neurosurgical Care
Research

27 009 James Hall, MD, THE CENTER Orthopedic & Neurosurgical Care
Research

28 009 Soma Lilly, MD, THE CENTER Orthopedic & Neurosurgical Care
Research

29 009 Timothy Bollom, MD, THE CENTER Orthopedic & Neurosurgical
Care & Research

30 009 James D. Dowd, MD, Greentree Orthopedics, PC

31 009 Ben Bronicel, MD, FACEP

32 009 Robert Gessele, Pain Consultants of Oregon
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33 009 P. Evalyn Cole, Spine & Brain Center of Eugene
34 009 Royalle C. Lown, Pain Consultants of Oregon
35 009 Beth Anderson, Pain Consultants of Oregon
36 009 Brian Hall, MD
37 009 Terence Mitchell, Middle Fork Surgery Center, LLC
38 009 Joseph Mandiberg, MD
39 009 Eric Sandefur, DO
40 009 Greg Sarish, Northwest Urological Clinic
41 009 James MacKay, MD
42 009 Mark Yerby, MD
43 009 Richard Craft, MD
44 009 Wendy Warren, MD
45 009 Neil Olsen, MD
46 009 Michael Bespaly, MD
47 009 Richard McKim, Baker Clinic
48 009 Richard Smith, Pain Consultants of Oregon
49 009 James R. Morris, MD
50 009 Gorgon Banks, MD
51 009 Peter Bernardo, MD
52 009 Dan Montoya, PA-C, Bend Memorial Clinic
53 009 Jordi X. Kellogg, MD
54 009 Douglas Morrison, MD
55 009 Terry Burris, MD
56 009 Robert Wayne, MD
57 009 Nathan Kemalyan, MD
58 009 Bryan D. Miller, DO
59 009 Richard Abraham, MD
60 009 Timothy A Straub, MD
61 009 Anthony I. Colorito, MD
62 009 Subramaniam Seetharaman, MD
63 009 H. Daniel Zegzula, MD
64 009 Eric A. Spencer, MD
65 009 Ronald L. Teed, MD
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66 009 John Di Paola, MD, Occupational Orthopedics (transcript of oral
testimony, public rulemaking hearing of 5/19/08)

67 009 Jeffrey Holmboe, MD, THE CENTER Orthopedic & Neurosurgical
Care & Research

68 009 Gary Sherwood, Administrator, Charles N. Versteeg, MD,
Mark D. Peterson, MD, Steven E. Chamberlain, MD,
Paul L. Sternenberg, MD, Heidi T. Bloom, MD, David L. Galt, MD,
Omar Abdul-Hadi, MD, Yaser A. Metwally, MD
Southern Oregon Orthopedics

69 009 Thomas P McWeeney, MD, Terrence A Sedgewick, MD,
Bradford T Black, MD, James C Ballard, MD, David P Huberty, MD
Oregon Orthopedic & Sports Medicine Clinic, LLP

70 009 Jennifer Flood, Ombudsman for Injured Workers,
Department of Consumer and Business Services

71 009 Roy A. Slack, MD

72 009 Christina Flaxel, MD, Oregon Health & Science University

73 009 James Harris, MD, Northwest Occupational Health Associates

74 009 Cheryl Boyum, Cascade Health Solutions

75 009 Allen A. Goodwin, MD

76 009 Nick Eshraghi, MD

77 009 Kathie Oriet, Willamette Valley Clinics, LLC

78 009 Ira Weintraub, MD

79 009 Kathleen Daniels, Oregon Physician

80 009 Paul Puziss, MD

81 009 Barbara S. Mallett, MD

82 050, 110| Chris Davie, SAIF Corporation

83 009 Chance Steffey, LaPine Community Clinic, LLC

84 009 Richard E. Gellman MD, Summit Orthopaedics

85 009 Bradley J. Bergquist, MD

86 009 Lis Houchen, National Association of Chain Drug Stores

87 009 Maurice Collada Jr. MD, PC

88 009 Scott Jacobson, MD, THE CENTER Orthopedic & Neurosurgical ¢
& Research

89 009 Jason Gilster, MD, The Oregon Clinic

90 009 Brian R. Allen, Fiserv® Workers’ Comp Services

91 009 Linda Oldham, Pain Consultants of Oregon
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92 009 Patty Bons, Medford Neurological & Spine Clinic

93 009 James R. Vanhorne, MD, Orthopedic Center for Joint Replacement &
Sports Medicine

94 009 Robert T. Brents, MD, Orthopedic Center for Joint Replacement &
Sports Medicine

95 009 James Verheyden, MD, THE CENTER Orthopedic & Neurosurgical
Care & Research

96 009 Knute Buehler, MD, THE CENTER Orthopedic & Neurosurgical Care
& Research

97 009 Linda Clear, RN, Providence MCO

98 160 Tamara Mejias, Healthsystems

99 009 Richard S. Jany, MD, LLC

100 160 Kelly Hansen, CS Stars

NOTES about the summaries of testimonylnformation enclosed in quotation marks has been
extracted from written testimony. Unless information is enclosed in quotatidesnit has been
paraphrased. Information enclosed in brackets has been paraphrased.

Testimony: OAR 436-009-0008(2)(c) Exhibit 19

“SAIF agrees with and appreciates the change in this rule. Restrictitigyéhan insurer has to
request an overpayment refund and adjusting the time an insurer has to request byr¢he
director strikes a fair balance.”

ResponseThank you for your testimony. Based on additional testimony, we increased the
current 90 days time frame to 180 days.

Testimony: OAR 436-009-0008(2)(c) Exhibit 21

“The OMA realizes that overpayments may occur at no fault of the insufee physician, but

the suggested quadrupling of the time frame appears to be excessive to uhdtmarg

reasonable to extend from three months to six months, * * * most businesses * * * should be able
to reconcile their accounting in half of a year. Physicians have extenpiggemnce with

governmental retroactive payment adjustments that have been authorized by #tkvirisur

then look to the physician to bear the burden of errors that were of no fault of the medical
practice.”

Exhibit 16includes related testimony, but suggests that if there are compelling redsons
insurers cannot review their payments within 90 days, perhaps 120 days would be adequate.

ResponseThank you for your testimony. The department agrees with the OMA that a six
months time frame for insurers to request a refund is reasonable.

Testimony: OAR 436-009-0008(2)(c) Exhibit 23
“It should not take the insurer a year in order to audit the bill and decide if the mtayase
appropriate. We are not permitted with an active workmen's compensation caiséh¢o bi
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individual privately or use their private insurance. We, therefore, take a gtitodHance in
providing this care. We are careful to bill only the accepted conditions. If theiroqis against
paying the bill, we need to make other financial arrangements with the pkHtteay decide a
year after the fact not to accept the bill, we have incurred many officelwditen, as have our
other colleagues in Oregon, and are highly unlikely to recoup any of the money fromehe pat
when the bill is that far past the actual office visit. It appears to us fsgpienary care
physicians are willing to accept workmen's compensation patients st ss already quite
burdensome with paperwork, etc. * * * Waiting up to a year to make a refund decision is
essentially stealing medical care from providers, because it is too laiteregular health
insurance and patients don't want to pay.”

Exhibits 31, 32, 34-40, 42, 43, 44, 46-52, 55-59, 61-63, 71, 72, 76, 78-81, 85, 87|k @4
related testimony.

Exhibit 21includes related testimony, but adds that it may be more reasonable to extend the t
frame from three months to six months.

ResponseThank you for your testimony. The agency agrees that 12 months, as was proposed, is
too long of a period for insurers to request a refund. Insurers will have 180 daysédstra

refund. Further, we have clarified that insurers may only request refunds persable

medical services.

Testimony: OAR 436-009-0008(2)(c) Exhibit 70

“Would the rule only apply to 'overpaid' medical bills? The medical bill waspensable, just
not paid correctly.... double payments; payment exceeded the fee schedule/PRD etmtMy
concern is if the proposed rule applies to medical bills that were paid and thenredeaorbe
non-compensable. In this situation, the medical provider may not have billed private health
insurance and if it's beyond the timeframe for billing the private heatte worker may be
stuck with the liability, due to the WC insurer ‘error'. * * * | ask that WCD considentpagt

on ability for private health to pick-up the liability and minimize the 'surpinggact on the
worker. Also, please make it clear as to what situations the rule appligsits ot all
inclusive.”

ResponseBecause we have clarified that insurers may only request refunds for compensabl
medical services, a worker should not be stuck with the liability due to an insyuestiag a
refund.

Testimony: OAR 436-009-0015(6)(g) Exhibit 19

“Adding specific language regarding the exclusion of lumbar artificial @iplacement except
under certain circumstances clarifies this rule. The reference tidhelines outlined by the
Medical Advisory Committee in OAR 436-010-0230(13) further outlines when this procedure is
appropriate.”

ResponseThank you for your testimony. The rule will be revised as proposed.
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Testimony: OAR 436-009-0015(6)(g) Exhibit 16

“x* * | pelieve it in the best interest of workers that WCD make no rule atithis.t* * *. The
lack of a rule does not mean that a worker cannot receive a lumbar &diSciahould that be
considered medically appropriate. * * * the rule as presently written, is inguiftig restrictive
and will tend to create a ‘right’ to a technology for which ther®iscientific evidence
demonstrating effectiveness in treating back painjured workers* * * There are substantial
differences in the outcomes of injured workers with back pain and the populatiod tretsiele
of workers' compensation. * * * The rule, as proposed, is likely to increase legaicosts
workers' compensation. The worker has to prove that an injury caused disablingkquainac
As there is no scientific support for this position, and there is evidence to the ydrfiveesee
potentially large numbers of workers asserting a ‘right’ to a technology notrprovelp them.
*** Insurers and MCO's will respond with IME's to refute these claims * * * in my opinihe
restrictions outlined in the proposed rule change are insufficiently restieoaise they do not
take into account common issues such as disputed compensation claims, somatic fetus pres
of other non-lumbar pain, job dissatisfaction and psychometric profile * * *. If theiDivis
decides that lumbar artificial disc replacement should be placed in thel utadd strongly
recommend that the Division establish a registry for these patients and ais@ctoafollow
them for a minimum of five years after the procedure. * * * By establishing stinggihe
Division would acquire data to judge the benefit of this procedure.”

ResponseThank you for your testimony. The rule will be revised as proposed. This rule does
not create a “right” to a lumbar artificial disc replacement. On theagnthe rule specifically
excludes artificial disc replacement from compensability with only verydd exceptions. The
department proposed this rule based on advice from the Medical Advisory Comntiitge, w
reviewed a large amount of scientific literature before making the reeadation to the

director.

Testimony: OAR 436-009-0015(10) Exhibit 59
“* * * the fee schedule should not discount physician extenders (FNP's and PA's) ds they
require physician oversight. No other commercial carriers discount physiienders.”

Exhibit 83includes related testimony and notes that in rural areas, mid-level provielérssaed
as primary care providers and are required to have essentially the spomsitabties as
physicians.

ResponseThe matter subject to the testimony was not considered by the External Advisory
Committee. The division will take the issue under advisement for possible futiore ac

Testimony: OAR 436-009-0030 (Appendix A) Exhibit 19

“WCD is proposing to make the gathering of worker social security numbers opirued

OAR 436-010-0240. WCD should consider making the transfer of worker social security number
optional in Appendix A as well. If capturing the social security number fromvtker is not

required, it should not be required for the insurer to report it to WCD.”

ResponseThe main reason for allowing the social security number (SSN) to be optional on
Form 827 is to be consistent with Form 801. The intent is to allow a worker to file a &gitim
workers compensation claim whether or not the worker has an SSN.
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In addition, currently the division’s claims system requires the worker’s B8Ne insurers
generally rely on their claim numbering system to identify claims, thsidivreceives claims
from all Oregon insurers and the SSN is the only unique number to distinguish onatlaima
from another.

Testimony: OAR 436-009-0040 Exhibit 19

“SAIF agrees with the proposed Conversion Factor changes in this rule. Thealilmapact

will be negligible to insurers while redistributing the payment in a moreajeifashion among
primary care and surgery providers.”

ResponseThank you for your testimony. The rule will be revised as proposed.

Testimony: OAR 436-009-0040 Exhibit 77

“The proposed increase in the conversion factor for E & M codes is warranted due to ever
increasing expenses in every medical practice. These cost incresmaeroas the board, to every
specialty, including primary care.”

ResponseThank you for your testimony. The rule will be revised as proposed.

Testimony: OAR 436-009-0040 Exhibit 5

“x * * | wholeheartedly support the argument that Evaluation and Management fees need to be
increased. The current reimbursement rate in the Oregon Fee Schedullehdefahd rates

paid by commercial health insurers who make significantly fewer denmemplsysicians. * * *”

ResponseThank you for your testimony. The rule will be revised as proposed.

Testimony: OAR 436-009-0040 Exhibit 18, 66
“It is reasonable to increase the evaluation and management conversion faetdrisiogtical
to promote early effective treatment to improve long-term outcomes andetarty to work.”

ResponseThank you for your testimony. The rule will be revised as proposed.

Testimony: OAR 436-009-0040 Exhibit 73

“| appreciate the proposed increase in reimbursement to Evaluation / Managemsnasddis
reflects an appreciation for the cognitive skills and coordination of care thaigiphgprovide
for injured workers. It has been my experience that injured workers reqtraecare and
attention in coordinating their care and communicating with insurers and emnsplSgene of
these activities, such as reviewing an IME, is covered under a separge th often
discussions with employers / supervisors / claims adjusters is not spctmvered. | hope the
increased in fees will allow physicians to take more time with theirrataend provide
excellent communication to workers and all involved parties.”

ResponseThank you for your testimony. The rule will be revised as proposed.
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Testimony: OAR 436-009-0040 Exhibit 24

“* ** | am very pleased you have proposed increasing the conversion factor for E&\byje
$5.00. This move clearly has the most positive effect on most physicians andatlig gre
appreciated. Raising reimbursement keeps us ‘in the ball game’ when tryttrgutd a
Occupational Medicine physicians to Oregon. In addition, it encourages thosaais/si
practicing Occupational Medicine to continue that practice.”

Exhibit 45includes related testimony.

ResponseThank you for your testimony. The rule will be revised as proposed.

Testimony: OAR 436-009-0040 Exhibit 59

“I do applaud the long overdue increase in the E&M codes, but there should be an overall
increase in the fee schedule to match medical inflation. The fee schedule had tnoppsince
2003 while medical inflation and the cost of providing care to our patients has sky dodkete
overhead, especially associated labor costs, and administrative burden to paoitteinjured
workers is also higher than a primary care practice. Commercial insugintursements have
on average increased over 20% in the same time frame and now far exceed workers
compensation rates.”

ResponseThank you for your testimony. The rule will be revised as proposed. Dataldedn
the agency shows that all Oregon workers’ compensation conversion factdss hidjher than
the average health insurance industry conversion factors with differencegraogirts1.27 for
Evaluation & Management to nearly $23.00 for Surgery.

Testimony: OAR 436-009-0040 Exhibit 24

“l am somewhat disappointed that balancing the increasing fees for ther&gliles you to
decrease the fees for surgical care. While this move effects anessker of physicians, this
change, unfortunately pits one group of physicians against another, yet both groupsare t
their best to provide optimal patient care in the worker's comp arena even asvthekpenses
increase dramatically. * * * In conclusion, Cascade Occupational Medicine s$sipiper
proposed rules changes regarding physician compensation.”

ResponseThank you for your testimony. The rule will be revised as proposed. The departme
does not intend to pit one group of physicians against another. The conversion factors are used a
one of the tools to meet the department’s goal in ensuring workers access yocquahthile
maintaining a positive business climate by controlling system costs.

Testimony: OAR 436-009-0040 Exhibit 41
“As an Oregon Physician who did E and Ms | very much agree with these changes. The surge
conversion factor is far too high and needs to be reduced”

ResponseThank you for your testimony. The rule will be revised as proposed.
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Testimony: OAR 436-009-0040 Exhibit 50

“I support the increase in the E&M conversion factor and the decrease in thelsungieasion
factor, although you will have to be careful you don't make it so surgeons refuseytiuse
patients. Procedures have been overreimbursed and evaluation and management
underreimbursed for many years.”

ResponseThank you for your testimony. The rule will be revised as proposed.

Testimony: OAR 436-009-0040 Exhibit 58

“*** You will not fix a cumbersome, grossly litigious system where 30 cents ofygu&mium
dollar goes to legal contest/administration by reducing provider remiamétraido agree that
surgical specialists are disproportionately paid for their service®) ather insurer pays a

different rate for E&M care vs surgical specialist (that has djréaen accounted for in RVU

units assigned per CPT code). | think a budget neutral single rate for alliphgss

appropriate, and let the RVU’s for services provided make the difference &elsts. If you

look at any of the MCO provider lists, there are many, many more surgeoad sig than there

are primary care providers partialy because of this tiered payméhavé calculated the

numbers correctly based on your budget neutral $5.00 conversion factor increase foae&M

vs $7.22 decrease for surgery, then the ‘happy medium’ would be at approximately $77.50 for
every provider. Then index it for inflation and never have to deal with it again. This would go a
long way toward recruiting more providers to work with workers compensation (whish m
providers consider a major hassle)”

ResponseThe goal of the department is to ensure workers receive access to qualdtthare
lowest cost to employers. The conversion factors are one tool to strive towagsathdahe
department is also starting an initiative focused on improved outcomes for injoestsvby
emphasizing the need for timely evaluation and comprehensive managemedioalf oae
following a work place injury or illness. The department will emphasize tmeses within this
initiative: (1) decreasing the administrative burdens to providers; (2) sicgeacentives for
providers to provide timely evaluation of injured workers, and (3) increasing incefdive
providers to actively participate in managing the care of injured workers, anihfponsthe
ultimate goal of returning to work.

Testimony: OAR 436-009-0040 Exhibit 83

“*** As a primary care provider | would support the proposed rule changes. Addressing th
issue of reimbursement and the conversion factors for E/M and Surgical codes,llyersona
would prefer that the conversion factor be the same. The RVRBS tables were el@velop
address the relative value of every procedure code, why would surgery codesumd $ogmer
than E/M codes, when the RVU for these procedures are already higher. Isdpbpegou are
trying to correct this inequality. My opinion is that in order to promote accesssi pagents
that the conversion factors must be competitive for all providers and that reimboisanee
done in a timely manner. In order to pay our bills we need the money we have eahniredtwit
least a 30 day time frame. My highest insurance conversion factor is $72. I'thadwther
providers, especially in urban areas have higher conversion factors footheneccial
insurance, but this might give you a reference for future adjustments.”
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ResponseThe goal of the department is to ensure workers receive access to qualdttbare
lowest cost to employers. The conversion factors are one tool to strive towagsathdahe
department is also starting an initiative focused on improved outcomes for injorestsvby
emphasizing the need for timely evaluation and comprehensive managemedioal oae
following a work place injury or illness. The department will emphasize tmeses within this
initiative: (1) decreasing the administrative burdens to providers; (2) sicgeacentives for
providers to provide timely evaluation of injured workers, and (3) increasing incefdive
providers to actively participate in managing the care of injured workers, anihfponsthe
ultimate goal of returning to work.

Testimony: OAR 436-009-0040 Exhibit 4

“I write with a serious concern over any proposed fee schedule decreasestfeatment of
injured workers in the state of Oregon. * * * As you may be aware, there have belan simi
proposals enacted in a number of other states, e.g. Hawaii, Texas, and othersadrthiosé
fee cuts, there has been a precipitous and predictable reduction in the number of providers
willing to continue to provide care to the injured worker. In some states the levetioijpdéing
providers willing to see workers' compensation patients has plummeted frorghih#hi 80%
range down to the low 20% range. | would hope that you seriously consider thatatomffor
the citizens of Oregon as | and my associates all decide that takengf ¢he injured worker no
longer makes professional or practical sense. * * * If there is a decreasdee gehedule, | am
certain that the number of participating physicians will drop accordinghgd you * * * to
maintain or increase the compensation levels in treating the injured worker.”

Exhibits 5, 6, 8, 9, 10, 11, 13, 17, 21, 22, 25, 31-40, 42, 43, 44, 46-49, 51, 52, 53, 55-63, 65, 69,
74,75, 76, 77, 78-81, 84, 85, 87-89, 91, 93, 94nd@de related testimony regarding physician
participation/worker access.

Exhibits 8, 22nclude data about specialists’ participation from other states that have cut
reimbursement rates.

ResponseThere is not an across the board decrease of the Oregon fee schedule. Most
conversion factors stay at the current levels and we are increasing thetiBuaulslanagement
conversion factor. Only the Surgery conversion factor is being reduced, from $93.66 to $86.44.
Even with this reduction, the Surgery conversion factor is nearly $23.00 higher than the averag
health insurance Surgery conversion factor. Therefore, we do not foresee paiargj@rovider
decrease from 70% to 20%.

Testimony: OAR 436-009-0040 Exhibit 18, 66

“The failure of our workers' compensation system to attract additional bgisas producing a
much higher negative impact due to increased indemnity costs resulting fieyys ohelreatment,
inappropriate causation decisions, and apportionment statements by physicians mgito a
motivated to learn more about the skills required to provide truly effective injurdaincare
which would improve outcomes substantially.”

Exhibits 74, 84, 9clude related testimony.

ResponseThe department attempts to emphasize the need for timely evaluation and
comprehensive management of medical care following a work place injury ssil@ergical
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specialists continue to have the highest conversion factor. Data availablagetioy shows
that all Oregon workers’ compensation conversion factors will be higher than thgahealth
insurance industry conversion factors with differences ranging from $1.27 farafival &
Management to nearly $23.00 for Surgery.

Testimony: OAR 436-009-0040 Exhibit 18, 66

“To continue its' success the Workers' Compensation System needs the kkilis, sand

abilities of Occupational Specialists * * * who have historically been key @agedeveloping

the system and who hold the promise of magnifying the accomplishments of Osegon a
national leader in Workers' Compensation. * * * | served on a WCD fee schedule committee a
few years back and was openly frustrated by the perceptions of the stakepotdent that
doctors were a big part of the problem with rising medical costs particaliyelated to brand
name medicine use and rising physical therapy utilization. The solution offered .... c
reimbursements to physicians. My point to the committee was that if the iphgsicere

engaged to solve problems they would prove to be an asset to the system. | set out to reduce
physical therapy utilization in my practice by one third over two yeardmaplished this by
establishing physical therapy protocols, using exercise kits, and speruteaf deal of time
educating therapists and my patients. The results were that PT utiliratigngractice has been
reduced by OVER HALF, saving carriers on average $700 for each post operative lerge pat
and $1500 for each past operative shoulder patient. * * * | implemented and perfected a
minimally invasive technique for the surgical treatment of lateral epidtisdyennis elbow), a
condition associated with poor surgical outcomes and high utilization of medical anthityde
resources in injured workers. These procedures can be performed in the aifiad ofsa

hospital (saving the carrier $1500-$4000/patient) and rarely require post operasicalphy
therapy (a savings of $600-$1000/patient). Traditional surgical treatmesbi@aed with a 25-
50% failure rate resulting in need for vocational redirection and PPD awagdieafithy
treatment. Our minimally invasive office procedure has been successfulrmmgt90% of our
patients to full duty in their job at injury within 6-12 months. * * * Conclusion: We all do our
best work when we feel appreciated. The greatest accomplishments in Wistermmade by
groups of talented and willing people who seized an opportunity to do a great work for the publi
good. It is the basic nature of those people who seek a career in Medicine and t8urgery
willing to seize such opportunities. * * * But they have become weary of ‘playinghiie s
game’ for reimbursement and being viewed only as a ‘problem’ and a ‘lineexpense.’ They
wonder how we can ever attract other talented physicians who would be willing to eéedicat
themselves to our cause, stand with us, and pick up the fight when we are through. The risk
management and occupational medicine literature indicates cledrtitda physicians who
perform the highest volume of injured worker care produce the best outcomes widichtyn
less medical and indemnity costs.”

ResponseOccupational specialists use Evaluation & Management services gealtgree and
will benefit from the increased Evaluation & Management conversion facta.avatlable to
the agency shows that all Oregon workers’ compensation conversion factdys hidgjher than
the average health insurance industry conversion factors with differencegrangir1.27 for
Evaluation & Management to nearly $23.00 for Surgery.
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Testimony: OAR 436-009-0040 Exhibit 18, 66

“One of the biggest challenges urgent care and occupational physicians faceffgcthty dn
obtaining specialty care for patients who did not recover completely from gatigertherapies.
The flow of a workers' care often ‘stalls out’ because of their inability tarobtaely access to
specialty care.”

Exhibit 73includes related testimony.

ResponseSurgical specialists continue to have the highest conversion factor. The Surgery
conversion factor will be nearly $23.00 higher than the average health insurancg surge
conversion factor. The department is also starting an initiative to ensurersvackess to
guality care, at the lowest cost to employers and, at the same time, to #oelisscerns raised
by the physicians. The department will be focusing on incentives for providers to proeatie
evaluation of injured workers, increasing incentives for providers to activelgipate in
managing the care of injured workers, focusing on the ultimate goal of rgguonwork,
decreasing the administrative burden to providers, and maintaining a positive ®ukmate by
controlling system costs.

Testimony: OAR 436-009-0040 Exhibit 18, 66

“The proposed rules would have a negative impact on specific key specialties vehich ar
greatest need to obtain the best outcomes in injured worker care: Surgery, M&tigsieal
Medicine and Rehabilitation. Rapid access to these key specialists is haumypéne relatively
few doctors who are willing to be involved in the care of injured workers.”

ResponseThe conversion factors for Medicine, and for Physical Medicine and Rehtadnlita
are not changing.

Testimony: OAR 436-009-0040 Exhibit 18, 66

“Reducing the fee schedule has the severest negative financial impact oydic@ph that see

the highest volume of injured workers and who are providing the best outcomes. Adding the CPI
of 4.04% plus the reduction in the surgery conversion factor of 7.7% will result in an 11.74%
negative impact on those specialist providers the system benefits from ttie mos

ResponseData available to the agency shows that all Oregon workers’ compensation
conversion factors will be higher than the average health insurance industryscamvactors,
with differences ranging from $1.27 for Evaluation & Management to nearly $23.0Qriper$.

Testimony: OAR 436-009-0040 Exhibit 18, 66
“Insurance carriers, MCOs, and the WCD need to develop a system to educatemhgsid

their staffs proactively to succeed in the delivery of healthcare to@s2gvorkers. Identifying
providers who are currently delivering care to workers and offering assésto learn and
understand the unique needs of the system would help them to see this as a desi@tiiecarea
practice to enhance and develop. The financial incentives are built into the ceereohédule
and need only to be understood by those willing to participate so they feel comfdrélhey
are being compensated correctly. There are currently no educationas flmruphysicians in our
state to learn the basic principles of causation and medical evidenced based tbratcare
widely known or attended. We will not remain a leader in the field if our physiai@nsot
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educated to sustain our position. A dedicated effort needs to be made by the systawct emdltt
retain experienced providers who are willing to see high volumes of injured workessvauid
result in improved outcomes for all stakeholders and contribute to Oregon's continu@ah jassiti
the national leader in Workers Compensation.”

ResponseThe matters subject to the testimony were not considered by the External dvisor
Committee. The division will take the issues under advisement for possible fctiore a

Testimony: OAR 436-009-0040 Exhibit 18, 66

“Most community specialists begrudgingly accept injured workers into pneatice as a ‘fact of
life’ in providing service to their primary referral base of family pEcaind internal medicine
providers. They view injured worker care as a loss leader that is necesatirgdt what they
consider to be more desirable business from commercial carriers such &s@®&isiBlue Shield,
etc.”

ResponseData available to the agency shows that all Oregon workers’ compensation
conversion factors will be higher than the average health insurance industryscamv¥actors,
with differences ranging from $1.27 for Evaluation & Management to nearly $23.00rfper$.

Testimony: OAR 436-009-0040 Exhibit 4
“Musculoskeletal injuries account for over 75% of worksite injuries - - youlktafiard to have
numerous orthopedic surgeons unwilling to care for the injured workers in our commamndties
across the state. * * *”

Exhibit 8, 10, 11, 15, 17, 25, 26, 27, 28, 29, 67, 95, 9&@Ade related testimony about
orthopedists’ willingness to continue their involvement in the Oregon workers’ contipensa
system.

Exhibit 15adds that effects of lowered reimbursements are reflected in non-padicipat
Washington’s workers’ compensation plan.

ResponseSurgical specialists continue to have the highest conversion factor. Dagdokevial
the agency shows that all Oregon workers’ compensation conversion factdss tidjher than
the average health insurance industry conversion factors, with differencegriogir$1.27 for
Evaluation & Management to nearly $23.00 for Surgery.

Testimony: OAR 436-009-0040 Exhibit 14

“I am an Orthopedic surgeon in Hood River. | see a number of worker's compensatiots patie
and often, their conditions involve surgery. | am one of only 2 Orthopedists in the entire north
central Oregon region that accepts WC patients. This is more for convenience anticfugpor
patients. There is a proposal to limit reimbursement for surgical procetutes is done, my
partner and | may have to discontinue serving the Worker Compensation patients. These
individuals will have to travel by private car or ambulance to Portland for theirrguege very
expensive cost to your system. Please reconsider your actions to limit ayrtalsiérve these
patients.”

Exhibit 6, 22, 30, 47, 93, 9Aclude related testimony about access to care in rural communities.
ResponseSurgical specialists continue to have the highest conversion factor. Dagdokevial
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the agency shows that all Oregon workers’ compensation conversion factdys hidgjher than
the average health insurance industry conversion factors, with differencegragir$s1.27 for
Evaluation & Management to nearly $23.00 for Surgery.

Testimony: OAR 436-009-0040 Exhibit 22

“Last year the MAC supported * * * the decrease in the E&Ms as it was predicte/¢ a

neutral effect on providers' revenue when utilized with the Medicare adjustimstésd

revenue decreased, and the impact depended upon the proportion of Work Comp patients within
an individual practice. Particularly hard-hit were the Occupational Medadinics that

exclusively treat Worker's Compensation patients and have no options to adjust theg offic
patient profile. Ironically the Occupational Medicine clinics have the potdatiafficiency by
excluding other payers and may be helpful for developing a best practice motel $gstem.”

ResponseThank you for your testimony. The rule will be revised as proposed, with the
Evaluation & Management conversion factor being raised by $5.00.

Testimony: OAR 436-009-0040 Exhibit 4

“The documentation requirements, multiple letters, questions, coordination of care and
restrictions, etc. all present a significant increased burden for the pimyarail staff in the
delivery of their care. We cannot continue to shoulder that burden if the compensadion le
drops.”

Exhibits 6, 8, 17, 18, 21, 22, 25, 26, 27, 28, 29, 30-40 42-44 46-51, 54-60, 62, 63, 65-68, 71, 72,
73, 76, 78-81, 85, 87-89, 91-8%lude related testimony.

Exhibits 8, 13, 26, 27, 28, 29, 67, 87, 95296 that depositions and legal conferences take time
away from patient care and are not adequately compensated.

ResponseThe department is starting an initiative focused on improved outcomes for injured
workers by emphasizing the need for timely evaluation and comprehensivgameamd of
medical care following a work place injury or iliness. Decreasing thénéstnative burdens to
providers is an area the department will be focusing on within this initiative.

Testimony: OAR 436-009-0040 Exhibit 12

“‘work comp’ patients are much more difficult to deal with than other patients. Thewiake
burden is significant with these patients and in many cases the recoverywiaeht ésllow up
are much more prolonged than average. In some cases the patients are nothotigaien to
work and the physician gets caught in a tug of war between the patient and the
employer/industrial carrier. This all results in more stress and alcasiba time. * * * Some of
these patients are a pleasure to care for but a large percentage have hiddenaagenda
secondary gain issues that greatly complicate their treatmenimbregsement is lowered very
much the incentive to keep participating in the program would certainly diminish.”

Exhibit 13, 15, 16, 18, 21, 60, 66, 93, 94, 97 include related testimony.

ResponseThe department is starting an initiative focused on improved outcomes for injured
workers by emphasizing the need for timely evaluation and comprehensivgameamd of
medical care following a work place injury or iliness. The department mplhasize two areas
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within this initiative: (1) increasing incentives for providers to provide yneehluation of
injured workers and (2) increasing incentives for providers to actively patégipananaging
the care of injured workers, focusing on the ultimate goal of returning to work.

Testimony: OAR 436-009-0040 Exhibit 16

“I am enclosing a copy of a medical bill analysis from May 18, 1995 for a uilddenbar
discectomy. Payment at that time was $2,993.76. Current payment in 2008, thirteeatgedss |
$2,298.42. WCD proposes to reduce the conversion factor additionally in order to ‘better align
the fee schedule with reimbursement generally received for the servicégulo¥i* * the care

of an injured worker involves much more work than the care of a person covered by health
insurance. That situation has not changed. * * * surgical fees include 90 days of posteperati
care, meaning ‘free’ office visits that would ordinarily generate 99213 lie@sy practice, a
patient on whom | perform a carpal tunnel release or a lumbar discectormoobnrequires a
single post-operative visit. An injured worker with either of these conditions commeapires
four post-operative visits in the 90-day ‘free’ post-operative period.”

Exhibits 51, 57, 60, 93, 94clude related testimony.

ResponseWhile the proposed change in the conversion factor for surgery results in an
approximate 3.6 percent projected decrease in surgery payments, the Oregon tti€dele s
still offers nearly $23.00 more per relative value unit (RVU) than the av€raag®on general
health insurance fee schedule. The difference more than allows for a reasasukiie for the
additional services required within Surgery’s global fees in relation to v&ik@mpensation.

Testimony: OAR 436-009-0040 Exhibit 18, 66

“x * *Despite the higher fee schedule the extra time, administrative cogtssa@ammunication
demands placed on the practitioner prove too frustrating for most specialistsaio ang
interest in ‘getting good at worker's comp care.’ They are also fredtbgtthe complex issues
and demands of the claims that they have no training or preparation to address' Patient
expectations are not managed appropriately, outcomes are disappointing, ancottefdett
vulnerable legally and professionally. Obstacles to reimbursement makéetblatms a poor
business decision to become involved any more than is absolutely necessary.tGeittee
schedule will send a negative message to those physicians who show a willtogaessst the
State of Oregon to continue its' record of improvement in the effectivenessWibikers
Compensation System.”

ResponseData available to the agency shows that all Oregon workers’ compensation
conversion factors will be higher than the average health insurance industryscamv¥actors,
with differences ranging from $1.27 for Evaluation & Management to nearly $23.00rfper$.
The department is also starting an initiative to ensure workers accesétioagua, at the
lowest cost to employers and, at the same time, to address the concednisyr#tigephysicians.
The department will be focusing on incentives for providers to provide timely evaluation of
injured workers, increasing incentives for providers to actively participatamagng the care
of injured workers, focusing on the ultimate goal of returning to work, decreid@ng
administrative burden to providers, and maintaining a positive business climatetin/liing
system costs.
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Testimony: OAR 436-009-0040 Exhibit 22

“The [Medical Advisory] committee is sensitive to budget issues. Oregon carggast other
states for new business and the cost of Workers' Compensation insurance is a major
consideration for industries considering a move. Attracting new business has obvitus pos
impact for Oregon's economy. Oregon currently ranks in the middle of the statestfof
insuring workers. The primary care and specialty medical providethateue gatekeepers of
the system and should be properly motivated and compensated to maintain or incretgse quali
while decreasing the overall costs through proper medical management ofited wprker.
We began to look at this concern with the Medical Quality Initiative a couphs ygo. 25% of
the overall costs for non-Workers' Compensation insurance is administrative, sviorkars'
Compensation the figure is estimated to be 35-50%. * * * We are interested in pursuing
decreases in overall costs to the system while maintaining quality of and wadeess to
medical care by open discussion and analysis of the data * * *.”

ResponseThe department is starting an initiative focused on improved outcomes for injured
workers by emphasizing the need for timely evaluation and comprehensivgameamd of
medical care following a work place injury or iliness. Decreasing thenéstnative burdens to
providers is an area the department will be focusing on within this initiative.

Testimony: OAR 436-009-0040 Exhibit 97

“It is increasingly difficult to find physicians who will agree to se@gras who have been
injured on the job. Providence MCQO'’s Physician Advisory Board has stated it is detdos

low payment. * * * We believe reduction of the surgery conversion factor will makeiit more
difficult to find surgeons who will see WC patients. They are increasieglgtant to act as
attending physicians, due to paperwork and questions from other parties asking abotbretur
work and impairment (they want to assume the role of consulting physician only). * * *”

ResponseThe department is starting an initiative focused on improved outcomes for injured
workers by emphasizing the need for timely evaluation and comprehensivgameamd of
medical care following a work place injury or iliness. The department mplhasize three areas
within this initiative: (1) decreasing the administrative burdens to providgrsigreasing
incentives for providers to provide timely evaluation of injured workers, and (3psioge
incentives for providers to actively participate in managing the care oéthyorkers, and
focusing on the ultimate goal of returning to work.

Testimony: OAR 436-009-0040 Exhibit 13

“The point is not that w/c is going to go away, but that IT IS DIFFICULT amcef and fewer
physicians (especially surgeons) are willing to take on these casesiniply NOT FAIR to
those of us hardworking docs who are trying to serve this population to decreaseitia surg
reimbursement. * * * Please reconsider this egregious proposal, and, if there istiasylgdisin
the system, consider increasing the surgical fees for those of us who camtitouthis difficult,
often thankless task!”

Exhibits 25, 60nclude related testimony.

ResponseSurgical specialists continue to have the highest conversion factors. Dédalavai
the agency shows that all Oregon workers’ compensation conversion factdss hidjher than
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the average health insurance industry conversion factors with differencegraogirts1.27 for
Evaluation & Management to nearly $23.00 for Surgery.

Testimony: OAR 436-009-0040 Exhibit 74

“I would like to request that that these changes not be accepted and that insteadkels wor
compensation fee schedules be increased to a competitive rate with comieesthedules for
the same services. Since 2003, the Workers' Compensation fee schedules haydaetuall
reduced on two separate occasions. In addition to decreased reimbursement, wetogpeinue
MCO fees. During this same time period, we have been obligated to honor our labottgontrac
which have increased salary and benefits by an average of 5% or more eath yea

Exhibits 15, 64, 6include related testimony.

Exhibit 75includes related testimony, including data on general health care versussworker
compensation payments, with workers’ comp averaging $38.12 less per visit and $188.46 less
per patient — for a mixture of Surgical services and E&M.

ResponseData available to the agency shows that all Oregon workers’ compensation
conversion factors will be higher than the average health insurance industryscamvactors,
with differences ranging from $1.27 for Evaluation & Management to nearly $23.0Qriper$.

Testimony: OAR 436-009-0040 Exhibit 24

“It would be nice to find other ways to encourage those physicians who dedicaf@dlcgces

to worker's compensation and the care of the worker to continue that practice aeégigtisg
the fees each year. One possibility would be to set the fees and then ittoeeas@nually but
the increase would be tied to the CPI or some other recognizable inflation indexotifds w
alleviate the annual battle over fees while at the same time recogaiz@t cannot continue to
buy a silk purse for the price of a pig's ear. One could also consider a prefexieémpanel,
encouraging workers and employers to use those physicians who demonstbditydo a
efficiently and effectively care for the injured worker while also bemgdful of the costs.
However, these debates are best saved for another day.”

ResponseThe matters subject to the testimony were not considered by the External y\dvisor
Committee. The division will take the issues under advisement for possible fctiore a

Testimony: OAR 436-009-0040 Exhibit 54

“I have been treating injured workers in Oregon for more than 25 years and provizkfigye,
good care at reasonable cost. The administrative burdens of providing thatvesirecheased
over the years but | have accepted that as part of our increasingly compéyx ®erause |
believe that | provide good care with timely response to questions from yasroDil believe
that | should be fairly compensated for that service. My costs continue tatesgih no end in
sight so a decrease in reimbursement puts the future of my practice at oskd lask that cuts
in reimbursement not be approved.”

ResponseThe department is starting an initiative focused on improved outcomes for injured
workers by emphasizing the need for timely evaluation and comprehensivgameamd of
medical care following a work place injury or iliness. The department mplhasize three areas
within this initiative: (1) decreasing the administrative burdens to providgrgigreasing
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incentives for providers to provide timely evaluation of injured workers, and (3asioge
incentives for providers to actively participate in managing the care oéthyorkers, and
focusing on the ultimate goal of returning to work.

Testimony: OAR 436-009-0040 Exhibit 5

“* * * | suggest that reimbursement for Evaluation and Management Services should be
increased without a concomitant decrease in Surgical Services reimbuoirsemeler to
adequately compensate physicians who provide E&M services, without jeopguidizired
worker's access to surgical services in Oregon.”

Exhibits 45, 49, 52, 59, 68, 92clude related testimony.

ResponseSurgical specialists continue to have the highest conversion factors. Dédalavai
the agency shows that all Oregon workers’ compensation conversion factdss hidjher than
the average health insurance industry conversion factors, with differencegriogir$1.27 for
Evaluation & Management to nearly $23.00 for Surgery.

Testimony: OAR 436-009-0040 Exhibit 5

“Is Revenue Neutrality Necessary? | can appreciate that insmetengployers are concerned
about the cost of workers compensation insurance. However, * * * the cost of providing such
coverage for employers has been decreasing over the past several ysans o a number of
reforms to the workers compensation regulations in Oregon. Despite thesesositds,
physician reimbursement has not been updated regularly to reflect the cedtbyghysicians

in caring for injured workers. The system has certainly not been ‘revenue neutphlysicians,
but rather been eroded by inflation and the operating costs of providing professicicakse
injured workers.”

Exhibits 31-40, 43, 46, 47, 48, 49, 54-59, 61-63, 71, 72, 76, 78-81, 85, 87,i88lude related
testimony.

Exhibit 97includes related testimony that questioned the agency’s “Statementdbahid&iscal
Impact,” and projects that the proposed reduction in the surgery conversion falctocredse
Ccosts.

ResponseAs medical costs in Oregon continue to rise, the department’s goal is to redsce cos
while providing workers access to quality health care. The increase in theatval&
Management conversion factor will help promote stronger evaluation and meeragd

workers’ injuries, which should result in better outcomes. The decrease in the Surgery
conversion factor will offset that increase, while staying competititfe @anversion factors in

the health insurance industry. Surgical specialists continue to have the hayghesson

factors. Data available to the agency shows that all Oregon workergeosation conversion
factors will be higher than the average health insurance industry conversas, facth

differences ranging from $1.27 for Evaluation & Management to nearly $23.00 fyer@ur

Testimony: OAR 436-009-0040 Exhibit 21

“x * * the Division has consistently used ‘budget neutrality’ to reduce or maintainliaitec
reimbursement rate. The OMA would appreciate the Division identifying the@taor
regulatory authority for that policy position * * *”
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ResponseBudget neutrality is not a goal of the workers’ compensation system. Shese |
statutory or regulatory authority to maintain medical costs at a spkxiél as method of
containing medical costs in workers’ compensation. Medical costs are now 6%l aihes
Ccosts.

Our statutory charge is to establish a fee schedule that represents theseingoi generally
received for the services provided. In reviewing the fee schedule, the doecsidered many
factors. We surveyed private health carriers and found that in the Evaluation & Memige
category, the conversion factor was less than the average conversion faitterGoegon health
insurance industry; on the other hand, the surgery conversion factor was $30.00 above the
average private health care rate. To contain cost, we shifted reimbursermbnfrten surgery

to Evaluation & Management to meet the statutory requirements.

Testimony: OAR 436-009-0040 Exhibit 65
“I believe we should be debating the percentage increase for E&M and Suogieal ¢
reimbursements, not how to move reimbursement around to maintain the status quo!”

Response:Conversion factors are but one facet of the multifaceted workerspensation
system. In our efforts to meet department’s goal in ensuring veod@ress to quality health
care, at the lowest cost to employers and, at the samettiraddress the concerns raised by the
physicians, the department will be focusing on four areas:

1) Increasing incentives for providers to provide timely evaluation of injucekers,

2) Increasing incentives for providers to actively participatenanaging the care of injured
workers, focusing on the ultimate goal of returning to work,

3) Decreasing the administrative burdens to providers, and
4) Maintaining a positive business climate by controlling system.costs

Testimony: OAR 436-009-0040 Exhibit 68

“This devaluation [in the surgery conversion factor] also comes at the samestivtiger

reductions in the Medicare RBRVS values proposed to be used. This represents a double hit in
many cases.”

Exhibit 92includes related testimony.

Responseform 2000 through 2006, payments for surgical services have increased
approximately 8% per year. For 2008, the department predicts payments foalsegices to
increase approximately 9.3% with no changes to the RVUs or the conversion faators. T
department projects that, if no changes were made to the conversion factor, 2008 payment
increases for surgical services would be reduced by 0.7% due to changes in theeMRdids.

In other words, the total payments for surgical services would increase by 8.6%0(9%Ydn
2008 rather than 9.3%.

Testimony: OAR 436-009-0040 Exhibit 87
“One of the reasons many using CMS formulas are making errors in rgimgpsurgical
specialists is that they are not allowing for all the overhead costs ofawspecialists while
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doing surgery. | fear that you are underestimating the impact this has on owepractd the
backlog it could create in caring for the surgical needs of the workeng patients.”

ResponseWe have been adopting part of CMS’ RBRVS for several years and use the Relative
Value Units (RVUS) to calculate payments to providers. The matter subjbet tiestimony
regarding errors in CMS’ formulas and whether the department should additesas not
considered by the External Advisory Committee. The division will take the issley

advisement for possible future action.

Testimony: OAR 436-009-0040 Exhibit 68
“Clearly, all categories of services deserve an increase in valee tie increased costs of
caring for the Oregon Workers’ compensation clients and the significant am@addexf
paperwork demanded of providers by the Division and insurers for these patients.”

Exhibit 92includes related testimony.

Exhibit 77includes related testimony, including a specific request that the convexsionfor
anesthesia be increased.

ResponseThe department is starting an initiative focused on improved outcomes for injured
workers by emphasizing the need for timely evaluation and comprehensivgameamd of
medical care following a work place injury or iliness. The department mplhasize three areas
within this initiative: (1) decreasing the administrative burdens to providdrsigreasing
incentives for providers to provide timely evaluation of injured workers, and (3psioge
incentives for providers to actively participate in managing the care oéthyorkers, and
focusing on the ultimate goal of returning to work. Data available to the ageowsg ¢hat all
Oregon workers’ compensation conversion factors will be higher than the ahegdltie
insurance industry conversion factors, with differences ranging from $1.27 farafival &
Management to nearly $23.00 for Surgery.

Testimony: OAR 436-009-0040 Exhibit 68
“* * * if there is no other choice but to reduce conversion factors to balance budgetary
expectations, then all provider groups must share the burden.”

Exhibit 92includes related testimony.

ResponseAs medical costs in Oregon continue to rise, the department’s goal is to redsce cos
while providing workers access to quality health care. The increase in thextvaland
Management conversion factor will help promote stronger evaluation and meerdagd

workers’ injuries, which should result in better outcomes. The decrease in the Surgery
conversion factor will offset that increase, while staying competititle @anversion factors in

the health insurance industry. Surgical specialists continue to have the haghession factor.
Data available to the agency shows that all Oregon workers’ compensatiw@rsion factors

will be higher than the average health insurance industry conversion faatbrdifferences
ranging from $1.27 for Evaluation & Management to nearly $23.00 for Surgery.
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Testimony: OAR 436-009-0040 Exhibit 68

“x * * we support the proposed increase in the conversion factor for E&M services. We do not
support any decrease in the conversion factor for surgery services and athatoataversion
factor remain the same as in 2007. Frankly, we deserve a cost of living increase igisidre
and insurer’s have an important tool to manage use of surgery services and that is the
requirement of prior authorization for surgery services. This is an importarib tihel

appropriate utilization of surgery services.”

Exhibit 92includes related testimony.

ResponseSurgical specialists continue to have the highest conversion factors. Dédalavai
the agency shows that all Oregon workers’ compensation conversion factdss hidjher than
the average health insurance industry conversion factors, with differencegriagir$1.27 for
Evaluation & Management to nearly $23.00 for Surgery. The department does not consider
conversion factors a tool for the appropriate utilization of medical services.

Testimony: OAR 436-009-0040 Exhibit 5

“* * * Given the positive cost trends in Oregon for the cost of workers compensation irnsuranc
would argue that reimbursement rates for E&M services can be raised wabpatdizing

access to specialty surgical services for injured workers and withoutgplat undue financial
burden on insurers and employers.”

ResponseAs medical costs in Oregon continue to rise, the department’s goal is to redisce cos
while providing workers access to quality health care. The increase in thetval&
Management conversion factor will help promote stronger evaluation and meerdagd

workers’ injuries, which should result in better outcomes. The decrease in the Surgery
conversion factor will offset that increase, while staying competititfe @anversion factors in

the health insurance industry. Surgical specialists continue to have the hayhesson

factors. Data available to the agency shows that all Oregon workergeosation conversion
factors will be higher than the average health insurance industry conversms, facth

differences ranging from $1.27 for Evaluation & Management to nearly $23.00 fyer@ur

Testimony: OAR 436-009-0040 Exhibit 5

“A number of the [workers’ compensation regulatory] * * * reforms increased the agtraine
burden on physicians, requiring physicians to enter into conflicts between insuténguaed
workers regarding the relative contribution of specific injuries and underlynogichconditions
(such as Osseo-arthritis) with regard to disability following an injurys&leanges resulted in
significant savings to insurers and employers, but increased costs farg@mhysit seems to me
that the beneficiaries of these reforms have effectively shifted thetogstsviders.”

ResponseThe department is starting an initiative focused on improved outcomes for injured
workers by emphasizing the need for timely evaluation and comprehensivgameamd of
medical care following a work place injury or iliness. The department mplhasize three areas
within this initiative: (1) decreasing the administrative burdens to providgrsigreasing
incentives for providers to provide timely evaluation of injured workers, and (3psioge
incentives for providers to actively participate in managing the care oéthyorkers, and
focusing on the ultimate goal of returning to work. Data available to the ageowyg ¢hat all
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Oregon workers’ compensation conversion factors will be higher than the ahegdltie
insurance industry conversion factors with differences ranging from $1.27 farafival &
Management to nearly $23.00 for Surgery.

Testimony: OAR 436-009-0040 Exhibit 5

“[Regarding] The Validity of the Revenue-Neutral Analysis. * * * I'm coneerthat the

analysis underlying the current proposal is simply inadequate. A simpldiogdincsurgical
conversion factors by the same percentage as an increase in Evaluation andrdanage
conversion factors is unlikely to result in a ‘budget-neutral’ result. Based oestiradny in the
advisory committee meeting that | attended, there was a lack of undargtahthe actual
distribution of the various CPT codes that must underlie such an analysis. The appnwach see
overly simplistic. Do you now have confidence in your analysis?”

ResponseWe did not increase the Evaluation & Management conversion factor byia certa
percentage and then turn around and use that percentage to reduce the Surgical camotersion f
Increasing the Evaluation & Management conversion factor is estimateddasaenedical

costs by $1,986,561. To offset the increase in medical payments due to the increase of
Evaluation & Management conversion factor, the department is decreasingdgbeyS

conversion factor by $7.22, from $93.66 to $86.44, which will result in decrease of total medical
payments by estimated $1,986,174. The similar percentage is coincidental.

Testimony: OAR 436-009-0040 Exhibit 16

“Data provided to the WCD indicating that payments for E&M services averdgexbéve the
allowed maximum in 2007 and payments to Surgery averaged 26% below the maximum do not
agree with what we see in our medical practice. Payments for medicaksamwinot guided by
provider charges, but by prices fixed by the workers' compensation fee scloedhyle

contractual arrangements with payers and MCO’s. | cannot explain dathdhaE&M services
average 9% above allowed maximums, since payers routinely analyze each hikdicdlpay

fees according to the fee schedule or to the fee schedule minus a contraciet disby

accident a payer were to pay above the fee schedule, the payer would demand.a ref

“Payments for surgery averaging 26% below the maximum allowed may, ingfl@df failure

to take into account multiple procedure discounts that are applied to a bill when a suegon do
more than one procedure at a single session. As the statement of need and fistalimipaut,

the CPI index between 2006 and 2007 increased by 4.04%. It is true that medical providers tha
bill below the maximum will have no direct fiscal impact by the changes pedpbowever, |

would challenge WCD to find those practitioners, since it is not in the intereshediaal

provider to bill below what the market pays for a service, particularly inedfrmanaged

care.”

Exhibit 97includes related testimony.

ResponseWe validated your concerns raised regarding the accuracy of the absolutesnumber
and, therefore, we did not use those numbers to come to a final decision.

Following the 2007 adjustment to the Evaluation & Management (E&M) conversion faetor, w
received continued input from physicians across the state that the E&M conviartor was
too low. The feedback we received from physicians was that the E&M convergionwas
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now lower than private health. At the same time, we also heard that the Sumeyson
factor was higher than private health. Physicians advised us that if we needesbimeilting in
order to raise the E&M conversion factor then we should cut the Surgery convertion\ise
were looking for ways to accommodate what we were hearing from the palparticular from
physicians, and still contain cost to the system.

We also looked at the inflation factor and how that factors into medical costs. Wheokee &t
total medical costs over time, even though the conversion factors had not changexasthnifi
and we had maintained costs within the system, the total medical costs vasingti This
signifies that there is some inflation inherent in the system regardledsbbur conversion
factor is.

Given that information and our goal to emphasize evaluation and management, we édorsettl
the recommendation of increasing the E&M and decreasing the Surgerystonvactors. We
looked at different levels of increasing E&M and what impact that would have on theasur
factor. In doing that we arrived at the $5.00 increase in the E&M conversion factdheve
current 2007 level, but that would mean a $7.22 reduction in the surgical category.

Testimony: OAR 436-009-0040 Exhibit 21

“* * * the OMA has several concerns on the data being used to rationalize the changesgropos
to the fee schedule. The OMA's Workers' Compensation Committee could not iffentifyeir
own practice any insurer who was paying Evaluation and Management Fees #d6&i)the
statutory fee schedule. In fact, the law provides that payments may netl éxeestatutory rate.
Similarly, we could not identify surgical practices that are discountegmpramately 26% of

the fee schedule. The Division's own data shows that since 2000 the total payments for both
surgical and E&M services have consistently declined. This would suggest that the goropose
reduction for surgical services to slightly increase the rate for E&Mices is illogical and not a
reflection of either the consumer price index, the Medicare Economic Indéxenactual

practice costs of physicians.”

ResponseWe validated your concerns raised regarding the accuracy of the absolutesnumber
and, therefore, we did not use those numbers to come to a final decision.

Following the 2007 adjustment to the Evaluation & Management (E&M) conversion faetor, w
received continued input from physician across the state that the E&M convexgmmwas too
low. The feedback we received from physicians was that the E&M conversionviastorow
lower than private health. At the same time, we also heard that the Surgery ioonfeater was
higher than private health. Physicians advised us that if we needed to cut sgnmetider to
raise the E&M conversion factor then we should cut the Surgery conversion factaerd/e
looking for ways to accommodate what we were hearing from the public, in parfrounta
physicians, and still contain cost to the system.

We also looked at the inflation factor and how that factors into medical costs. Wheokee &t
total medical costs over time, even though the conversion factors had not changexasthnifi
and we had maintained cost within the system, the total medical costs Weisrsjil This
signifies that there is some inflation inherent in the system regardledsbbur conversion
factor is.

Given that information and our goal to emphasize evaluation and management, we édorsettl
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the recommendation of increasing the E&M and decreasing the Surgeryssonvyactors. We
looked at different levels of increasing E&M and what impact that would have on theasur
factor. In doing that we arrived at the $5.00 increase in the E&M conversion factdheve
current 2007 level, but that would mean a $7.22 reduction in the surgical category.

Testimony: OAR 436-009-0040 Exhibit 22

“[Regarding] the fee schedule change proposals. These were based upon data préveded t

WC Division by the insurers as required in Appendix A 436-009-0030. The conclusions were
based upon a free market model that does not appear appropriate for our system. OAR 436-009-
0050 section 3 A describes payment of surgical services which requires payment aftf 108%
maximum allowable fee with 50% discounts for secondary and all subsequent pradedures
reviewed the raw data in which there were 47,620 records and 52,622 procedures showing that
overall payments include discounted multiple procedures, and the derived figuretuadly ac
represent 100% or more of the allowable payments. The data from the currentgeportin
requirements do not allow for an in-depth analysis.”

ResponseWe validated your concerns raised regarding the accuracy of the absolutesnumber
and, therefore, we did not use those numbers to come to a final decision.

Following the 2007 adjustment to the Evaluation & Management (E&M) conversion faetor, w
received continued input from physician across the state that the E&M convexgmmwas too
low. The feedback we received from physicians was that the E&M conversionviestorow
lower than private health. At the same time, we also heard that the Surgery ioonfeater was
higher than private health. Physicians advised us that if we needed to cut sgnmetider to
raise the E&M conversion factor then we should cut the Surgery conversion factaerd/e
looking for ways to accommodate what we were hearing from the public, in parfrounta
physicians, and still contain cost to the system.

We also looked at the inflation factor and how that factors into medical costs. Wheokee &t
total medical costs over time, even though the conversion factors had not changexasthnifi
and we had maintained cost within the system, the total medical costs Weisrsjil This
signifies that there is some inflation inherent in the system regardledsbbur conversion
factor is.

Given that information and our goal to emphasize evaluation and management, we édorsettl
the recommendation of increasing the E&M and decreasing the Surgeryssonvactors. We
looked at different levels of increasing E&M and what impact that would have on theasur
factor. In doing that we arrived at the $5.00 increase in the E&M conversion factdheve
current 2007 level, but that would mean a $7.22 reduction in the surgical category.

Testimony: OAR 436-009-0070(5) Exhibit 19

“SAIF recommends using a separate code from the one used for attorney tionsulide
suggest using a code from the range D0033 — D0039 since these codes are curienilgenot
This will allow for better data gathering and analysis. SAIF also stg@epayment schedule be
assigned to the new code with payment allowed in 15 minute increments.”

Response OAR 436-009-0070(5) and (12) already have addressed attorney consultations. The
department agrees with SAIF to have a separate code (D0030) for insureratimmsullhe
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division will take the issues of a payment schedule with 15 minutes increments undemeshti
for possible future action.

Testimony: OAR 436-009-0090(1) Exhibit 19

“SAIF agrees with and appreciates the change in the maximum allowalfde feescription
medications. SAIF recommends adding additional language clarifyingvtfeat a worker
requests a brand name medication but the prescriber has not prohibited genetitisnp#te
worker would be responsible for the cost difference * * *.”

ResponseThis suggestion was not raised at the External Advisory Committee. The dividion wil
take this matter under advisement for possible future action.

Testimony: OAR 436-009-0090(1) Exhibit 19
“It would also be helpful to have the terms GEAP and AAWP more fully defined.”

ResponseThe division has removed these two terms from this rule.

Testimony: OAR 436-009-0090(1) Exhibit 86

“On behalf of the members of the National Association of Chain Drug Stores@SAC

operating in Oregon, * * * we strongly oppose the proposed changes in reimbursement for
prescription drugs. The members of NACDS operating in Oregon include Costco, Haggens
Food and Drugs, Hi-School Pharmacy, Fred Meyer (Kroger), Medicine Shoppe, Pharma
Integrative, Rite Aid, Kmart (Sears Holding Company), Shopko, Albertsons (Supefarget,
Walgreen and Wal-Matrt. * * * The proposal to take pharmacies from the current regntants

rate of Average Wholesale Price (AWP) minus 12% plus an $8.70 dispensing fee down to AWP
minus 16.5% plus a $2.00 dispensing fee is potentially placing pharmacies in a position of being
unable to serve this client base. In a recent study conducted by Grant Thorntorrape evst

of filling a prescription in Oregon ranges from $11.61 to $9.87. In addition, a study conducted by
the Oregon State University School of Pharmacy found the average dispensing femamidhl
County to be right around $10.00. Workers who are injured on the job have a right to expect to
be taken care of immediately upon injury without the hassle of any red tape. Obersdrave

been willing to provide that service by dispensing prescription drugs on the day of aveny

before the department has made a determination on the claim. With this seveut tof the
reimbursement for prescription drugs, pharmacies may be economically tmabtginue to

provide this level of service. We strongly encourage the Division to reevaluatietp cut in
reimbursement rates to community pharmacies to ensure that injured wotkeotinue to

have access to needed pharmacy services. * * *”

ResponseUnder ORS 656.248(1), the director must adopt fee schedules that “* * * represent
the reimbursement generally received for the services provided.” The pilaptss are more
consistent with rates paid for brand name drugs in the general health cane, sylsile generic
drug fees would remain above fees paid under some widely accepted benefit platigisidre
projects the proposed rules changes would reduce workers compensation annualrdemngspay
by approximately $3.6 million or 21.8% of total pharmacy payments.

The division reviewed other pharmacy fee schedules including the current Oregong@d®on
Drug Plan fee schedule and found those rates are widely accepted by Oregatigisaifhe
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proposed rates more closely reflect the pharmacy rates paid in geradttakimel will help to
ensure that workers receive appropriate pharmacy benefits at the mal@déoates.

Testimony: OAR 436-009-0090(1) Exhibit 90

“Fiserv is very concerned about the significant reduction in both the depth of the disoount f
AWP and the 75% reduction in the dispensing fee. In a time when labor costs, delstergrd
general operating costs are on the rise, the proposed cuts in the reimburséirmané \a
significant detrimental impact on providers who offer pharmacy servicesriers’

compensation patients. The additional administrative burden * * * and the additional financial
risk to the pharmacy are not adequately addressed or economically covered *ik&. dggaup
health, the establishment of a workers’ compensation claim requires multipleqatisrie
employers and carriers. It can sometimes take days to determine whaidgreasand where to
send a bill. Adding to that burden, the required paperwork for processing and billing itihésclai
outside the normal flow of claims processing in a pharmacy creating exjadgdngher
administrative costs as compared to other types of pharmacy claims. Rede&# save
concluded that the additional costs for processing a workers’ compensatiomcatarom

between $9.00 to $21.00 per prescription depending on how automated the process is and how
quickly employers and carriers respond to inquiries from providers. There isralschagreater
risk of financial loss to the pharmacy provider. In nearly 10% of first fill dattme pharmacy
does not receive payment for dispensed medications because the claim was not deemed
compensable or work-related. It should also be noted that the proposed reimbursernaint leve
83.5% of AWP is lower than the actual acquisition costs of the medication for some g@karma
The proposed reduction will create a disincentive for providers to remain in thersvorke
compensation system and may reduce the quality of pharmacy care avaiiapleed workers.

* * * the savings realized to the overall system by cutting the reimbursémphtairmacies is
negligible when compared to the significant negative financial impact the ppots will

have on individual pharmacies in Oregon. With no proposed changes to mitigate the pyocessin
and administrative costs in the system and no recognition of the actual amquisgis of the
medications paid by the pharmacy, we would urge the Oregon Workers’ CompensatsionDivi
to maintain its current level of reimbursement and dispensing fee. Pharrshoisig not be
required to work for free or at a loss to provide services to injured workers.”

ResponseUnder ORS 656.248(1), the director must adopt fee schedules that “* * * represent
the reimbursement generally received for the services provided.” The plaptse are more
consistent with rates paid for brand name drugs in the general health cane, sylsiie generic
drug fees would remain above fees paid under some widely accepted benefit plahgisidre
projects the proposed rules changes would reduce workers compensation annualrdemgspay
by approximately $3.6 million or 21.8% of total pharmacy payments.

The division reviewed other pharmacy fee schedules including the current Oregon@on
Drug Plan fee schedule and found those rates are widely accepted by Oregatigsaithe
proposed rates more closely reflect the pharmacy rates paid in gerzdttakine will help to
ensure that workers receive appropriate pharmacy benefits at the makl@déoates.
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Testimony: OAR 436-010-0220(3)(9g) Exhibit 19
“SAIF agrees that a change of attending physician due to disenrolimenafMCO should not
count as a worker change request.”

ResponseThank you for your testimony.

Testimony: OAR 436-010-0230 Exhibit 19
“SAIF appreciates the inclusion of lumbar artificial disc replacemeatbpols in the rule.”

ResponseThank you for your testimony.

Testimony: OAR 436-010-0230(13) Exhibit 1
Recommendation: “Remove laminectomy from the absolute contraindicationsisst. T
recommendation is based on the FDA exclusion criteria for the CHARITficiaitDisc as well
as the * * * 2008 manuscript by Geisler et al[*], demonstrating that patients withsprigery
(i.e.; discectomy, laminotomy, laminectomy, without accompanying faceyodomucleolysis at
the same level to be treated) experienced similar benefit from arthyopdagatients without
prior surgery.”

*Geisler, F.H. et al. Effect of previous surgeryaimical outcome following 1-level lumbar arthragty. J
Neurosurg Spine 8, 108-114 (2008).

ResponseThe department agrees and has changed the rule to clarify that laminbgtdself
is not an absolute contraindication, but that only laminectomy that involves any pertfatét
joint is an absolute contraindication

Testimony: OAR 436-010-0230(13) Exhibit 20

“The Medical Advisory Committee had the opportunity to study testimony fronuyp&Bine
regarding an absolute contraindication for lumbar artificial disc replece(ADR). Proposed
OAR 436-010-0230(13)(i) lists the following as absolute contraindications for lumbar ADR:
Prior fusion, laminectomy, or facetectomy at the same level as proposeq stitgethe MAC
[Medical Advisory Committee] concluded that the proposed rule language should tedclari
and modified as follows:

“OAR 436-010-0230(13)(i) Prior fusion, laminectorat involves any part of the facet joing
or facetectomy at the same level as the proposed surgery.”

ResponseThank you for your testimony. The department agrees and will modify thesrule a
recommended by MAC.

Testimony: OAR 436-010-0240 Exhibit 19

“SAIF agrees that submission of worker social security numbers should be optiortgto be
protect the worker information. WCD should consider making the transfer of tlaé seairity
number under OAR 436-009-0030 Appendix A optional as well to better match these two rules.
If capturing the social security number from the worker is not required, it should rexjueed

for the insurer to report it to WCD.”

ResponseThe main reason for allowing the social security number (SSN) to be optional on
Form 827 is to be consistent with Form 801. The intent is to allow a worker to file a &gitim
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workers compensation claim whether or not the worker has an SSN.

In addition, the division’s claims system requires the worker's SSN. Whilesissgenerally
rely on their claim numbering system to identify claims, the divisionvesailaims from all
Oregon insurers and the SSN is the only unique number to distinguish one claimant from
another.

Testimony: OAR 436-050-0110 Exhibit 82

“Current business practices use a variety of employment relationships * *itafi@cl|by
technological advances that enable employees to perform work remotely. *Se*d@heloyees
are able to perform all the functions they can perform from their office. Taisggment is
entirely transparent to the injured worker. Correspondence and checks are roailéuef

office, telephone calls are made to the office, and emails are sent to the teoepuad address.
Claim documents are imaged and stored electronically, and they can be viewed asgkedroce
from any location. The rules should reflect the realities of the modern workplaeefore, we
propose that this rule should be amended to include a new subsection as follows:

“(x) Upon the request of an insurer, the director may authorize an Oregoredes#ims
examiner to make compensability and claim management decisions byragesésstronic
records while working remotely from a residence outside the state gb@Qrender the
following conditions:

“(a) The insurer must maintain the claim records at a location within ttieec$t@regon and
comply with all other rules governing claim management and insurer résiions

“(b) Injured workers and other parties to the claim must be able to make telephact wathit
the examiner at a cost no greater than the cost of an instate call; and

“(c) Injured workers and other parties to the claim must be able to meet petis@n with
authority to make decisions in the claim, at an Oregon claims processitigrich#ing normal
business hours, with reasonable advance notice.”

ResponseThe testimony points out technological advances that could create a seamless
environment when employees telework remotely. The suggestion for amending tioe rule
“reflect the realities of the modern workplace” is an important issuetiafemany stakeholders.
The department wants to take time to examine this issue in more depth with input fimm var
stakeholder groups. The department commits to looking into this issue prior to the next
reopening of the rule.

Testimony: OAR 436-050-0110(1) Exhibit 82

“The proposed new sentence regarding ‘dispatching’ claims is unclear. Anyalivegréhis rule
without knowing the background for why this was proposed will not know what it means. We
suggest either defining the term or substituting a fuller explanation.”

ResponseThe testimony provided points out that technological advances in today’s workplace
should “reflect the realities of the modern workplace.” The last sentence QA&eA36-050-
0110(1) [regarding “dispatching” claims] was added with at least some techramlegnces in

mind; however, the proposal may not go deep enough as pointed out in testimony. The added
sentence as proposed is dropped for later consideration when all out of state [y Eass
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can be more fully addressed.

Testimony: OAR 436-110-0330(1)(d) Exhibit 82

“We understand that the department has ruled that the administrative cost fianianiPre
Exemption claim will not be paid if the claim also qualifies for reimbursgmeder a different
program, such as Own Motion. As the insurer has received no premium to cover the cost of
administering the claim, the insurer should continue to receive its adminestrast regardless
of whether the claim costs are being paid from another program of the WerkeditB-und. The
rule should be amended accordingly.”

ResponseThis was not discussed during this rule making process. It will be consideregl durin
the next opening of the rules.

Testimony: OAR 436-110-0330(2) Exhibit 82

“The addition of the proposed language will inadvertently reduce the time allowtgfinsurer

to request reimbursement. By including the time period of six months from the date of
notification, regardless of the date payment was made, the rule would requeéressprasts to

be made earlier than the current rule allows. For example, if a paymentagasomMay 1,

2007, the insurer would have until June 30, 2008 to request reimbursement. However, if
notification was received on August 1, 2007, the reimbursement request must be made by
February 1, 2008. We do not believe that was the intended result. We recommend rdpacing t
words ‘regardless of the date payment was made’ with ‘whichever isater’

ResponseWe agree with this and have changed the rules accordingly.

Testimony: OAR 436-110-0330(2) Exhibit 82

“x * * we would like the department to confirm by rule that the insurer will continue to be
reimbursed for settlements that occurred before notification of préfeweker status. Without
prior knowledge of preferred worker status, it would be impossible to secure dpyfrthe
settlement before it is signed.”

ResponseThis was not discussed during this rule making process, however, it will be added to
the list of issues for the next opening of the rules.

Testimony: OAR 436-160-0410 Exhibit 2

“If the State of Oregon expects to receive dental bill data from the ADiAdgibrm, DN 719
ADA Procedure Billed Code must be added to the Data Element Requirementdl tiiidedata
can be reported in the SV3 segment. * * * DN722 (ADA procedure paid code) will also be
necessary in order to capture dental data.”

Response:We have added DN719 ADA Procedure Billed Code and DN722 ADA Procedure
Paid Code to the Element Requirements for dental bills only.

Testimony: OAR 436-160-0410 Exhibit 7
“In order to be in compliance with the IAIABC implementation guide for loop 2310 B, DN639
(Rendering Bill Provider First Name) should be added to the Oregon DatarERetpiirement
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Table. * * * the IAIABC implementation guide indicates the Rendering Bill Providest be a
person (entity type qualifier = 1). * * * further clarification would be benefitialegards to how
the Rendering Bill Provider loop is reported as it pertains to each bill typafiS&gdbc on the

CMS 1500, the Rendering Bill Provider first and last name (DN638/639) would be reported fr
box 31. The other data elements in the 2310B loop (DN642 - Rendering Bill Provider FEIN,
DN647 - Rendering Bill Provider NP1, DN651 - Rendering Bill Provider Primaecilty

Code, and DN643 - Rendering Bill Provider State License Number) would not be apptinabl
the CMS 1500 reporting since the rendering provider information is reported in loop 2420 for the
Rendering Line Provider. Please also consider if any changes to themseptis for the
Rendering Bill Provider loop are required for pharmacy bills submitted on the NGRIDE

form.”

ResponseWe have added DN639 Rendering Bill Provider First Name to the Element
Requirements.

Testimony: OAR 436-160-0410 Exhibit 3

“I just found something while | was checking a test file. | got an @framissing the total charge
per line. Right now, DN552 (Total Charge Per Line) is required without notes. * * * | thenk t
table needs to be changed to say that DN552 is required for professional and indt#etiooa
lines (SV1, SV2, SV3).”

ResponseWe have changed the Trigger/Notes information of the Appendix for DN552 to
indicate that the data element is required only for SV1-SV3. In addition, we hdectineadata
element conditional instead of mandatory.

Testimony: OAR 436-160-0410 Exhibit 98
“There is a requirement to report compounds ~ since there is not a generic compound@yug ND
can a default value of ‘99999’ be utilized as the NDC for state reporting?”

ResponseWe have added language to the Trigger/Notes column of the Appendix to specify use
of the default value of “99999” for compound drugs NDC.

Testimony: OAR 436-160-0410 Exhibit 100
“Rendering/Billing Provider segments moving target needs stability.”

Responsefor the Billing Provider, Oregon will require the reporting of the Billinglers
FEIN (DN 629), Last/Group Name(DN528). For the Billing Provider, the statelsd require
either the NPI If the provider has an NPl (DN634) or State License NumEt i blank
(DN630). If the provider is not licensed by the state, the trading partner wilp9869". For the
Rendering Bill Provider the state will only require the Rendering Proviéass Name (DN639)
and Rendering Provider’s Last Name (DN 638). The state will add DN 639 to itsegequir
element table. It is also going to change DN 647 and DN 643 from conditional to optional.

Dated this 12" day of June, 2008.




