Business Impact Analysis
Agency, Board, or Commission Name: _Ohio Bureau of Workers Compensation __
Rule Contact Name and Contact Information:
Aniko Nagy (614) 466-3293______________________________________________
Regulation/Package Title (a general description of the rules’ substantive content):
Third batch of Chapter 4123-6 rules.
Rule Number(s): 4123-6-03.2, 4123-6-06.2, 4123-6-21.2, 4123-6-21.4, 4123-6-21.5, 41236-22, 4123-6-23, 4123-6-25, 4123-6-26, 4123-6-27, 4123-6-29, 4123-6-30, 4123-6-31, 41236-32, 4123-6-33, 4123-6-37, 4123-6-38, 4123-6-38.1, 4123-6-38.2, 4123-6-39, 4123-6-40,
4123-6-41, 4123-6-42, 4123-6-43, 4123-6-44, 4123-6-45, 4123-6-45.1, 4123-6-46
Date of Submission for CSI Review: July 9, 2021
Public Comment Period End Date:

July 30, 2021

Rule Type/Number of Rules:
New/_2__ rules

No Change/_5___ rules (FYR? Yes)

Amended/_21_ rules (FYR? Yes)

Rescinded/_3___ rules (FYR? Yes)

The Common Sense Initiative is established in R.C. 107.61 to eliminate excessive and
duplicative rules and regulations that stand in the way of job creation. Under the Common
Sense Initiative, agencies must balance the critical objectives of regulations that have an
adverse impact on business with the costs of compliance by the regulated parties. Agencies
should promote transparency, responsiveness, predictability, and flexibility while developing
regulations that are fair and easy to follow. Agencies should prioritize compliance over
punishment, and to that end, should utilize plain language in the development of regulations.

Reason for Submission
1. R.C. 106.03 and 106.031 require agencies, when reviewing a rule, to determine whether
the rule has an adverse impact on businesses as defined by R.C. 107.52. If the agency
determines that it does, it must complete a business impact analysis and submit the rule
for CSI review.
Which adverse impact(s) to businesses has the agency determined the rule(s) create?
The rule(s):
☐ Requires a license, permit, or any other prior authorization to engage in or
operate a line of business.
☐ Imposes a criminal penalty, a civil penalty, or another sanction, or creates a
cause of action for failure to comply with its terms.
☒ Requires specific expenditures or the report of information as a condition of
compliance.
☐ Is likely to directly reduce the revenue or increase the expenses of the lines of
business to which it will apply or applies.
Regulatory Intent
2. Please briefly describe the draft regulation in plain language.
Please include the key provisions of the regulation as well as any proposed amendments.
Proposed Changes

In addition to syntax and grammar changes for clarity and consistency, BWC proposes the
following changes:
4123-6-03.2 MCO participation in the HPP – MCO application for certification or
recertification.
 Revise references to “managed care organization” to “MCO”.
 Rearrange language for clarity.
 Add language to permit subcontracting or outsourcing medical management services
as part of the MCO’s business continuity plan approved by the Bureau.
4123-6-06.2 Employee access to the HPP – employee choice of provider.
 Replace the term “employee” with “injured worker”.
 Replace the phrase “industrial injury” with “work related injury”.
4123-6-21.2 Pharmacy and therapeutics committee.
 Update titles of BWC and Industrial Commission staff.
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 Revise language to reflect the list of potential committee members are those that have
expressed an interest in serving, rather than those that have agreed to serve.
 Remove language requiring approval and review of a list of non-covered, nonreimbursable medications.
 Revise language providing for review and approval of BWC policies and procedures
to language providing for a review and approval of clinical criteria related to drug
utilization review or specific medication issues.
 Rephrase language regarding peer reviews that may be conducted by the P&T
committee.
 Revise language to provide that written records of the P&T committee will be
maintained by the Bureau, as opposed to specifically the “chief medical officer”.
 Remove language requiring all recommendations from the P&T committee be
submitted to the chief medical officer.
4123-6-21.4 Coordinated services program.
 Rephrase to eliminate the use of “his or her” language.
 Correct a pinpoint citation to a cross-referenced rule.
4123-6-22 Stakeholders’ health care quality assurance advisory committee.
 Revise language to reflect the list of potential committee members are those that have
expressed an interest in serving, rather than those that have agreed to serve.
 Update titles of BWC and Industrial Commission staff.
 Revise language to provide that the list of interested potential members be maintained
by the Bureau, rather than specifically the chief medical officer.
 Rephrase language regarding peer reviews that may be conducted by the HCQAAC.
 Revise language to provide that written records of the HCQAAC will be maintained
by the Bureau, as opposed to specifically the “chief medical officer”.
 Remove language requiring all recommendations of the HCQAAC be submitted to
the chief medical officer.
4123-6-25 Payment for medical supplies and services.
 Rephrase language to more precisely reflect the legal standard for the reimbursement
of medical supplies and services (the Miller criteria).
 Remove redundant language regarding how outpatient medication services must be
billed.
 Replace “claimant” with “injured worker” and “industrial injury” with “work related
injury”.
4123-6-26 Claimant Reimbursement
 Remove language referencing reimbursement when a claim is subsequently allowed
and add language requiring that the medical service or supplies to be reimbursed meet
the criteria of Ohio Administrative Code rule 4123-6-16.2(B) (the Miller criteria).
 Add the word “medical” before the reference to a service or supply.
4123-6-30 Payment for physical medicine
 Replace “claimant” with “injured worker”.
 Add “certified registered nurse anesthetist” as a provider that may prescribe physical
medicine.
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 Remove unnecessary language cross-referencing Ohio Administrative Code rule
4123-6-10.
4123-6-31 Payment for miscellaneous medical services and supplies
 Update language regarding the provision of acupuncture, consistent with Ohio
Revised Code Chapter 4762.
Add language to permit a treating physician to prescribe orthotic devices.
 Remove language requiring the use of orthotic devices be “directly” related to an
allowed condition.
 Remove repetitive language.
 Add language to state replacement requests may be denied in instances of malicious
damage, neglect, culpable irresponsibility or wrongful disposition.
 Clarify language regarding dental care, eyeglasses, contact lenses and hearing aids,
and when and to what extent they may be provided, repaired, replaced or adjusted.
4123-6-32 Payment for lumbar fusion surgery.
 Remove unnecessary reference to the original effective date.
 Correct language to require both lumbar X-rays and a lumbar MRI or lumbar CT.
 Add language to clarify the criteria when an injured worker does not have a history of
lumbar surgery at the level for which the fusion is requested, and when the injured
worker does have a history of surgery at the level for which the fusion is requested.
4123-6-33 Payment for health and behavior assessment and intervention services.
 Rephrase references to “health and behavior assessment and intervention services” to
“health behavior assessment and intervention services”.
 Remove language requiring the length of time of the assessment be included in the
health behavior assessment report.
 Rephrase language to clarify health behavior assessment and intervention services are
limited to up to six hours in a twelve month period, as opposed to “per year”.
4123-6-37 Payment of hospital bills.
 Remove unnecessary language stating payment will be in accordance with Ohio
Administrative Code rule 4123-6-10.
4123-6-38.1 Payment for nursing and caregiver services provided by persons other than
home health agency employees.
 Remove language citing specific credentialing agencies or organizations and add
language cross-referencing credentialing Ohio Administrative Code rule 4123-6-02.2.
 Replace “claimant” with “injured worker”.
 Remove and replace “his/her” with plural pronouns.
 Remove language discussing part-time care and cross-reference Ohio Administrative
Code rule 4123-6-38.
 Remove requirement that the services are necessary as a “direct” result of the allowed
injury.
4123-6-38.2 Payment of nursing home and residential care/assisted living services.
 Replace “claimant” with “injured worker”.
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 Remove and replace language to clarify that prescription medication provided in a
nursing home is included in the nursing home’s per diem rate and is not separately
payable.
4123-6-39 Payment for prosthetic device or other artificial appliances.
 Replace “claimant” with “injured worker”.
 Relocate language regarding payment of artificial appliances out of the surplus fund.
 Correct a misspelling of “disabilities”.
 Add language to provide that replacement requests may be denied in instances of
malicious damage, neglect, culpable irresponsibility, or wrongful disposition.
 Add language to clarify that the Bureau will not pay for purchasing or repairing
prosthetic devices designed solely for sports, hobbies or other recreational activities.
4123-6-40 Payment of claimant travel expenses.
 Replace “claimant” with “injured worker”.
 Add language that travel reimbursement in specific circumstances will only be
reimbursed if the travel exceed forty-five miles round trip.
 Add language to provide travel expenses as part of an approved vocational
rehabilitation plan.
 Add language and address of a link for information on payment rates for meals,
lodging and travel.
 Replace “industrial injuries” with “work related injuries”.
4123-6-41 No legal relationship between the industrial commission or bureau and a health
care provider.
 Replace “claimant” with “injured worker”.
4123-6-43 Payment for transcutaneous electrical nerve stimulators and neuromuscular
electrical stimulators.
 Replace “industrial injury” with “work related injury”.
 Replace “claimant” with “injured worker”.
 Add language clarifying payment during a portion of the trial period.
 Change reference from Ohio Respiratory Care Board to State of Ohio Board of
Pharmacy.
4123-6-44 Bureau fees for provider services rendered by in-state and out-of-state providers.
 Revise language to provide that in-state and out-of-state provider fees will be
established by the Bureau.
4123-6-45 Audit of providers’ patient and billing related records.
 Correct statutory cites.
4123-6-45.1 Records to be retained by provider.
 Change the period of time a provider must retain records relating to goods and
services provided to injured workers from three to five years.
Proposed Rules To Be Rescinded
4123-6-21.5 Standard dose tapering schedules
4123-6-23 Jurisdictional principles applicable to payment of bills for medical services
rendered by health care providers.
4123-6-38 Payment for home health nursing services.
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Proposed Replace Rules
4123-6-21.5 Standard dose tapering schedules
 Clarifies when and under what circumstances a weaning period will be applied,
including requiring a written treatment plan from the prescriber reflecting an intention
to discontinue the medication and a request for a weaning period.
 Requires weaning from opioids be at least a ten percent reduction of the total daily
morphine equivalent dose per week.
 Includes an appendix detailing the weaning periods for benzodiazepines.
4123-6-38 Payment for home health nursing services and home health aide services.
 Clarifies when home health nursing services and home health aide services may be
authorized.
 Requires a written treatment plan to support the need for the services.
 Clarifies that home health nursing services and home health aide services are to be no
more than eight hours per day.
 Provides that when more than eight hours per day of services are required, alternative
settings will be considered or in exceptional cases, more than eight hours per day may
be authorized by the bureau.
 Lists services that home health aides may provide.
 States that incidental services may not extend the service hours provided.
 Requires the maintaining of records that fully document the extent of services
provided, noting the Bureau may request a detailed hourly description of the care
delivered to an injured worker.
Proposed No Change Rules
BWC proposes that the following rules be submitted with no changes:
4123-6-27 Treatment by more than one physician.
4123-6-29 Request for information by the treating provider.
4123-6-42 Interest on late payments for equipment, materials, goods, supplies or services in
state insurance fund, public work relief employees’ compensation fund, coal workers
pneumoconiosis fund, and marine industry fund claims.
4123-6-46 Standardized or negotiated payment rates for services or supplies
3. Please list the Ohio statute(s) that authorize the agency, board or commission to adopt
the rule(s) and the statute(s) that amplify that authority.
R.C. 4121.44, 4121.441, and 4123.66
4. Does the regulation implement a federal requirement? Is the proposed regulation
being adopted or amended to enable the state to obtain or maintain approval to
administer and enforce a federal law or to participate in a federal program?
If yes, please briefly explain the source and substance of the federal requirement.
No.
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5. If the regulation includes provisions not specifically required by the federal
government, please explain the rationale for exceeding the federal requirement.
N/A
6. What is the public purpose for this regulation (i.e., why does the Agency feel that there
needs to be any regulation in this area at all)?
The public purpose is to provide appropriate and clear direction of program parameters and
service actions which all parties engaging in the administration, use or provision of HPP related
services to Ohio injured workers pursuant to addressing an allowed medical condition resulting
from a workplace injury must adhere. These proposed rules will support the charge as set forth
in R.C. 4121.44(B)(1), (2) and (4) which provide that, to implement the HPP, the Administrator
shall “certify one or more external vendors, which shall be known as ‘managed care
organizations,’ to provide medical management and cost containment services” in the HPP for
a period of two years beginning on the date of certification; the Administrator may recertify
the MCOs for additional two year periods; and the Administrator may “enter into a contract
with any managed care organization that is certified by the bureau
. . . to provide medical management and cost containment services” in the HPP.
Further, the proposed rules support the charge pursuant to R.C. 4121.441(A) which provides
that the Administrator, with the advice and consent of the BWC Board of Directors, shall adopt
rules for implementation of the HPP “to provide medical, surgical, nursing, drug, hospital, and
rehabilitation services and supplies to an employee for an injury or occupational disease . . .
and to regulate contracts with managed care organizations pursuant to this chapter.”
Finally, the proposed rules also support the charge pursuant to R.C. 4123.66(A) which provides
that the BWC Administrator “shall disburse and pay from the state insurance fund the amounts
for medical, nurse, and hospital services and medicine as the administrator deems proper,” and
that the Administrator “may adopt rules, with the advice and consent of the [BWC] board of
directors, with respect to furnishing medical, nurse, and hospital service and medicine to
injured or disabled employees entitled thereto, and for the payment therefore.”
7. How will the Agency measure the success of this regulation in terms of outputs and/or
outcomes?
Success will be measure by the providers’ and employers’ compliance with the modifications
to the rules. Further, MCO compliance will be measured in accordance with the terms of the
MCO contract, and administrative payments made to the MCOs based on their HPP operational
performance. Additionally, success will be measured by the timely provision of services to
injured workers, and the maintenance of costs within the annual fee schedule projections for
the relevant services impacted by the recommended changes.
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8. Are any of the proposed rules contained in this rule package being submitted pursuant
to R.C. 101.352, 101.353, 106.032, 121.93, or 121.931?
If yes, please specify the rule number(s), the specific R.C. section requiring this
submission, and a detailed explanation.
No
Development of the Regulation
9. Please list the stakeholders included by the Agency in the development or initial review
of the draft regulation.
If applicable, please include the date and medium by which the stakeholders were initially
contacted.
The proposed rules were published for stakeholder comment on May 12, 2021, with a
comment period open through May 27, 2021, and notice was e-mailed to the following lists
of stakeholders:
• BWC’s Managed Care Organizations
• BWC’s Medical Services Division’s medical provider stakeholder list
• BWC’s Healthcare Quality Assurance Advisory Committee
• Ohio Association for Justice
• Employer Organizations
o Council of Smaller Enterprises (COSE)
o National Federation of Independent Business (NFIB)
o Ohio Chamber of Commerce
• BWC’s Self-Insured Division’s employer distribution list
• BWC’s Employer Services Division’s Third-Party Administrator (TPA) distribution list.
10. What input was provided by the stakeholders, and how did that input affect the draft
regulation being proposed by the Agency?
Stakeholder comments received by BWC, and BWC’s responses to each comment are
summarized on the Stakeholder Feedback Summary Spreadsheet. No modifications resulted
from received comments.
11. What scientific data was used to develop the rule or the measurable outcomes of the
rule? How does this data support the regulation being proposed?
None
12. What alternative regulations (or specific provisions within the regulation) did the
Agency consider, and why did it determine that these alternatives were not
appropriate? If none, why didn’t the Agency consider regulatory alternatives?
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None. No regulatory alternatives which could be considered have been identified.
13. Did the Agency specifically consider a performance-based regulation? Please explain.
Performance-based regulations define the required outcome, but don’t dictate the process
the regulated stakeholders must use to achieve compliance.
No. The regulations pursuant to the requirements of the O.R.C. 44121.44(B)(1), (2) and (4),
4121.441(A) and 4123.66(A) are designed to provide appropriate and clear direction of
program parameters and service actions which all parties engaging in the administration, use
or provision of HPP related services to Ohio injured workers pursuant to addressing an allowed
medical condition resulting from a workplace injury must adhere.
14. What measures did the Agency take to ensure that this regulation does not duplicate an
existing Ohio regulation?
BWC is the only state agency responsible for regulating HPP related medical services for
Ohio’s workers’ compensation programs.
15. Please describe the Agency’s plan for implementation of the regulation, including any
measures to ensure that the regulation is applied consistently and predictably for the
regulated community.
Once the rules are approved and through the JCARR process, the BWC staff impacted by the
rules will be informed of the effective date. The various units of the Medical Services Division
of BWC will coordinate communication and training to internal BWC staff and the MCOs.
BWC’s Medical Services Division will also ensure that relevant sections of the MCO Policy
Guide and the Provider Billing and Reimbursement manuals are updated to reflect appropriate
rule modifications.
Adverse Impact to Business
16. Provide a summary of the estimated cost of compliance with the rule. Specifically,
please do the following:
a. Identify the scope of the impacted business community; and
All HPP services providers, self-insured employers, and MCOs.
b. Identify the nature of all adverse impact (e.g., fees, fines, employer time for
compliance,); and
Impact is in the nature of HPP services providers’, self-insured employers’, and MCOs’ time
for reviewing or receiving education on the changes, as well as applying any modifications
to relevant systems.
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c. Quantify the expected adverse impact from the regulation.
The adverse impact can be quantified in terms of dollars, hours to comply, or other
factors; and may be estimated for the entire regulated population or for a
“representative business.” Please include the source for your information/estimated
impact.
Estimated time which HPP services providers, employers, and MCOs may need to adjust
to the changes is at less than 15 hours.
17. Why did the Agency determine that the regulatory intent justifies the adverse impact to
the regulated business community?
BWC is attempting to meet the legislative intent by setting forth appropriate and clear direction
of program parameters and service actions which all parties engaging in the administration
services to Ohio injured workers pursuant to addressing an allowed medical condition resulting
from a workplace injury must adhere. The rules have been reviewed and appropriately
modified to add additional clarity of program parameters and service actions to take to ensure
service access, quality and cost efficiencies.
Regulatory Flexibility
18. Does the regulation provide any exemptions or alternative means of compliance for
small businesses? Please explain.
BWC is attempting to meet the legislative intent by setting forth appropriate and clear direction
of program parameters and service actions which all parties engaging in the administration,
use or provision of HPP services to Ohio injured workers pursuant to addressing an allowed
medical condition resulting from a workplace injury must adhere. The rules have been
reviewed and appropriately modified to add additional clarity of program parameters and
service actions which all parties engaging in the administration, use or provision of HPP
services need to take to ensure service access, quality and cost efficiencies.
19. How will the agency apply Ohio Revised Code section 119.14 (waiver of fines and
penalties for paperwork violations and first-time offenders) into implementation of the
regulation?
20. N/A
21. What resources are available to assist small businesses with compliance of the
regulation?
The MCOs have a responsibility in the contract they sign with BWC to provide training and
support to all providers they utilize in managing the medical care of their injured workers.
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Additionally, by contract the MCOs are responsible for providing education and support to
injured workers and employers on all workers’ compensation services and programs including
medical services. The various units of the Medical Services Division will also provide support
and direction to impacted businesses regardless of size with respect to meeting Bureau
regulations.
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Stakeholder Feedback Recommendations for 4123-6 Rules under 5 Year Rule Review
Line
#
1

Rule #/
Subject
Matter
4123-6

2

4123-6-30

Stakeholder

Draft Rule Suggestions

Dr. Paul
Scheatzle, DO
Ohio Chapter
International
Assoc of
Rehabilitation
Professionals
(IARP)

Stakeholder Rationale

BWC Response

Changes appear appropriate

We object to the wording of
sentences in Section 4123-6-30 (A)
“Physical medicine does not
include…” and the first sentence of
paragraph (B) of Section Rule 41236-30. The only change proposed by
BWC to (B) was to add another
provider type “certified registered
nurse anesthetists” to provider
types list in the first sentence:
“Physical medicine must be
prescribed by the physician of
record or other approved treatment
provider licensed to practice
medicine, osteopathy, chiropractic,
mechanotherapy, dentistry,
podiatry, nursing clinical nurse
specialist, certified nurse midwife, or
certified nurse practitioner.”

This language is confusing,
conflicting, and negatively
impacts physical therapists,
occupational therapists, injured
workers, and employers. It limits
worker access to objective
fitness-for-duty exams to
validate work restrictions and
creates barriers to cost-effective
work-focused services that
reduce the cost of unnecessary
or harmful medications and
disability. Better language with
respect to Ohio law is already
stipulated in paragraph (C) that
stipulates that physical medicine
services must be “within the
scope of his or her license,
certification, or registration.”

Resolution

No change
required.
The language sets forth which
providers have been recognized
under Ohio to medically assess
and diagnosis a patient’s
disability and prescribe. Under
Ohio’s workers’ compensation
laws diagnosing an injured
workers’ disability is critical. A
work injury resulting from an
accident requires a full medical
assessment to medically
diagnose and assess all
conditions allowed and related
to a claim which helps establish
the nexus with any medical
services needed to address the
issues within that claim. That
action provides the injured
worker with upfront clarity and
notice regarding what medical
services and/or treatment will
potentially be covered and paid.
This notice and clarity help an

No change
required.

83

Line
#

Rule #/
Subject
Matter

Stakeholder

Draft Rule Suggestions

Stakeholder Rationale

BWC Response

Resolution

injured worker from incurring
personal liability for medical
costs mistakenly thinking that a
rendered medical service will be
paid for by the workers’
compensation system. Failure to
establish an appropriate
diagnosed connection between a
workplace incident, the injury
incurred, and the medical
services being received, will lead
to those medical services not
being reimbursable through the
workers’ compensation system.
Every professional provider
currently listed in the relevant
rule section pertaining to this
comment has either been
granted the ability statutorily, or
recognized by Ohio case law, as
being able to medically assess
and diagnose a patient’s
disability and prescribe services
to address the issues identified.
3

4123-6-33

Ohio Chapter
International
Assoc of
Rehabilitation
Professionals
(IARP)

Permit any provider type eligible to
submit a C-9 to request a Health
Behavior Assessment and
Intervention Services. Other
physicians and healthcare
practitioners such as physical and

High quality evidence validates
that workers with health
behavioral issues return to work
sooner when the plan of care is
supplemented with behavioral
interventions such as cognitive

The current language in the HBAI
rule reflects Ohio’s workers’
compensation current approach
to expectations of a POR.
Various BWC rules reflects the
expectations that PORs are

No change
required.

84

Line
#

4

Rule #/
Subject
Matter

4123-6-06.2

Stakeholder

Ohio Physical
Therapy
Association
(OPTA)

Draft Rule Suggestions

Stakeholder Rationale

BWC Response

occupational therapists are wellpositioned to identify patients at
high risk for prolonged disability or
poor therapy outcomes.
Permit the health professional who
does the assessment to be
authorized by the MCO to provide
the intervention, with adequate
justification to the MCO to
substantiate that recommended
interventions are reasonable and
necessary. The amount of time
authorized for this service is very
limited. Introducing a separate
professional to provide the
intervention disrupts trust, delays
intervention, and wastes
intervention time for the
intervention provider to do a second
evaluation.

behavioral therapy and
motivational interviewing. This
rule had a good intent to address
complicating psychosocial issues
and health comorbidities that
delay worker recovery.
Unfortunately, excessive
restrictions applied to rule 41236-33 have discouraged any
substantial use of these services
for early intervention with
workers who are not recovering
as expected.

considered the quarterback on
handling injured workers
treatment needs, appropriately
requesting specialist services as
needed. Thus, the current HBAI
rule approach was deemed
appropriate to ensure effective
and consistent adherence to the
intent of the rule and HBAI
services.

OPTA makes the following
comment: This rule establishes that
injured workers have a choice in
their provider. However, without
adding physical therapists as a
physician of record, patient choice is
actually limited.

Should an injured worker need
physical therapy to treat their
injury, they first would need to
go to a physician of record as
currently defined. This is
inefficient for the patient. They
should be able to see a BWC
enrolled physical therapist if
they choose that care model.

The comment is not
recommending any change to
this rule. The embedded
recommendation within the
comments is relevant to rule
4123-6-30, which will be
addressed below. This particular
rule establishes that an injured
worker may seek medical care

Resolution

No change
required.

85

Line
#

5

Rule #/
Subject
Matter

4123-6-22

Stakeholder

Ohio Physical
Therapy
Association
(OPTA)

Draft Rule Suggestions

OPTA recommend explicitly adding
the Ohio Physical Therapy
Association to the list of
organization who make nominations
to the stakeholders’ health care
quality assurance advisory
committee (HCQAAC).

Stakeholder Rationale

BWC Response

Ohioans have been able to
access care by physical
therapists directly (without a
physician referral) for more than
10 years. Therapists have
demonstrated their abilities to
provide safe and effective care
with third party payers willing to
pay for therapists’ services
including establishment of a
diagnosis and plan of care and
provision of treatment.
There is currently a physical
therapist serving on the HCQAA
Committee. We believe that
representative has brought a
critical voice to the work of the
committee. We would like to
ensure that representation
continues. Physical therapists
provide more care (in terms of
reimbursement) than any other
discipline except for medical and
osteopathic physicians. They are
integral to providing care for
pain management, postoperative rehabilitation and
assessment and improvement of
functional limitations.

from any certified provider or
with appropriate caveats a nonbureau certified provider. Thus,
where a claim allowance exists
which requires services of a
physical therapists, an injured
worker may choose a physical
therapist for that care.

BWC acknowledges the physical
therapist HCQAAC member and
the contribution he has made to
the committee discussions. The
recommended change to the
current rule’s language is
unnecessary given the rule
indicates that a list of medical
providers in good standing shall
be developed and maintained by
the bureau. The rule further
states that “Providers may be
nominated for inclusion on the
list by provider associations and
organizations including but not
limited to” the list stated in the
rule.

Resolution

No change
required.
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Line
#
6

Rule #/
Subject
Matter
4123-6-30

7

4123-6-30

Stakeholder

Draft Rule Suggestions

Ohio Physical
Therapy
Association
(OPTA)

Physical therapists (PTs) should be
added to the list of treating
providers who can prescribe physical
medicine.

Ohio Physical
Therapy
Association
(OPTA)

Stakeholder Rationale

As defined in the rule all of the
care defined within “physical
medicine” fall under the scope of
practice of PTs. They are experts
in this field. They are uniquely
qualified to identify injured
workers in need of these
services. PTs are specifically
listed in the rule as providers of
physical medicine, as are
chiropractic treatments.
However, a chiropractor is
eligible to be a physician of
record and a physical therapist is
not—this does not make sense
to our organization. In practice
though, physical therapists are
the providers who actually
prescribe physical therapy. Other
providers typically only provide a
referral for therapy, while the
physical therapist decides on the
specific modalities, exercises,
functional training and
conditioning activities to be
provided to the injured worker.
BWC should presumptively authorize This is a best practice by Federal
an evaluation by any provider type
Workers’ Comp and is
that is eligible to submit C-9
reasonable and necessary to
requests at any time in the claim.
justify treatment requests.

BWC Response

Resolution

BWC acknowledge the services
and practice of PTs. However,
PTs cannot be added to the list
of treating providers who can
prescribe physical medicine.
Every professional provider
currently listed in the relevant
rule section pertaining to this
comment has either been
granted the ability statutorily, or
recognized by Ohio case law, as
being able to medically assess
and diagnose a patient’s
disability and to prescribe
services to address the issues
identified. The ORC governing
PTs specifically state that a PT’s
diagnosis is not a medical
diagnosis and does not provide
PTs the ability to prescribe
services. The statue provides
PTs the ability to evaluate and
treat.

No change
required.

The recommendation is set by
No change
policy and thus, not addressed
required.
within this rule. However, Under
Ohio’s workers’ compensation

87

Line
#

Rule #/
Subject
Matter

Stakeholder

Draft Rule Suggestions

Stakeholder Rationale

BWC Response

Resolution

laws, diagnosing an injured
workers’ disability is critical. A
work injury resulting from an
accident requires a full medical
assessment to medically
diagnose and assess all
conditions allowed and related
to a claim which helps establish
the nexus with any medical
services needed to address the
issues within that claim. Once
that nexus is established, BWC
does have presumptive
authorization of selected
services as set forth within the
Provider Billing and
Reimbursement Manual.
8

4123-6-32

Ohio Physical
Therapy
Association
(OPTA)

Payment for a lumbar fusion surgery
should additionally require physical
performance-based measures.

To establish a baseline for
evaluating outcomes and
functional recovery.

Modifying the rule’s language to
incorporate the OPTA
recommendation would not be
in line with the objective of the
rule. The objective of the lumbar
fusion surgery rule is to set forth
minimum guidelines which
protects injured workers. The
Rule is expected to ensure that
quality decision making is
completed before surgical
treatment. It’s designed to drive
high quality, high value care

No change
required.

88

Line
#

Rule #/
Subject
Matter

Stakeholder

Draft Rule Suggestions

Stakeholder Rationale

BWC Response

Resolution

while avoiding treatment-related
harm to injured workers. It was
developed on a foundation of
evidence-based medicine,
tailored to the needs of Ohio’s
injured workers, and vetted by
those who perform the
procedures. Establishing a
baseline for evaluating outcomes
and functional recovery is an
after-the-fact tactic.
9

4123-6-33

Ohio Physical
Therapy
Association
(OPTA)

Any provider type that is eligible to
submit a C-9 can request referral for
a Health Behavior Assessment and
Intervention Services, and the
professional doing this assessment
can also provide the intervention
provided that professional is not
affiliated with the physical of
records for the claim.

The Occupational Health Special
Interest Group of APTA will be
publishing Clinical Practice
Guidelines to manage work
participation restrictions. These
are consistent with earlier
intervention to screen for an
address psychosocial risk factors
in a multidisciplinary manner.

The current language in the HBAI
rule reflects Ohio’s workers’
compensation current approach
to expectations of a POR.
Various BWC rules reflects the
expectations that PORs are
considered the quarterback on
handling injured workers’
treatment needs, appropriately
requesting specialist services as
necessary. Thus, the current
HBAI rule approach was deemed
appropriate to ensure effective
and consistent adherence to the
intent of the rule and HBAI
services.

No change
required.
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Stakeholder

Dr. David
Schwartz, Ph.
D.

Draft Rule Suggestions

Opinion that the rule be revised to
allow C-9 referral for HBAI services
to be in the form of ”evaluate and
treat”.

Stakeholder Rationale

BWC Response

Resolution

This is a common accepted
medical practice for multiple
other disciplines such as physical
therapy. This approach would
reduce delays, increase the pool
of available providers, and
improve outcomes (and hence
reduce costs).A significant
component of an HBAI
evaluation is to assess the
injured workers mindset
regarding the role of behavior,
emotions, and thoughts in their
difficulties and to begin to build
a working relationship to address
these issues. When the injured
worker must then be handed off
to a totally different person, it
disrupts this trust and requires
the new HBAI therapist to start
over, as well as dealing with the
injured workers completely
legitimate concerns as to why
they are now being required to
see a different person. Equally
important is the clinical concern
that under the current model,
the new HBAI therapist is
expected to step in and begin
treating based on another

BWC interprets this
recommendation as a request to
modify the rule so that the
provider who perform the
evaluation is also allowed to
render the treatment. When
BWC originally proposed and
adopted the HBAI services rule
4123-6-33, this issue was
evaluated. The determined
position at the time which is still
maintained is that the approach
being reflected in this rule is not
out of line with current practice
limitation on selected services.
While the rule limits the ability
of a single provider from doing
the assessment and then
intervention services, the rule
does not prevent both
assessment and intervention
services from being provided by
different providers of a singular
practice group. We have not
received complaints that injured
workers are unable to receive
services when requested, and
will continue to monitor injured
worker’s effective access to
these services.

No change
required.
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4123-6-33

Stakeholder

Dr. David
Schwartz, Ph.
D.

Draft Rule Suggestions

We would also urge that the referral
for HBAI be broadened to other

Stakeholder Rationale

BWC Response

individual's evaluation. No
health profession would accept
this. From an ethical point of
view a psychologist is not
supposed to treat an individual
without first performing an
evaluation and developing a
treatment plan. In addition to
being bad clinical practice to
begin treating immediately, it
would be an ethical violation.
Finally, it introduces delays and
reduces the number of available
providers by half. HBAI is clearly
intended to be a tool to identify
and address behavioral issues
which are impeding progress in
recovery from injury and return
to work. There is consensus in
the industrial injury literature
that the initial 6 to 8 weeks post
injury is a crucial period of time
for the development of more
chronic problems. To introduce
barriers and delays in a system
ostensibly designed to address
these problems is self-defeating.

Additionally, this approach does
not appear to conflict with the
American Medical Association
and Common Procedure
Terminology guidance. The
codes are set forth where two
different providers are able to
perform the distinctive services
and be reimbursed for their
portion of the services.

The POR will often refer to
physical therapy, then not see
the IW for 4 or more weeks

The current language in the HBAI
rule reflects Ohio’s workers’
compensation current approach

Resolution

No change
required.
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4132-6-33

Stakeholder

Dr. David
Schwartz, Ph.
D.

Draft Rule Suggestions

Stakeholder Rationale

BWC Response

healthcare professional besides the
POR.

During the time, the PT has both
observational and objective data
as to progress or lack hereof,
and to observe behaviors which
are indicative of behavioral
barriers in place. Unfortunately,
but realistically, these
documented concerns will
simply not reach the POR and
lead to an immediate and
indicated referral for HBAI. By
the time the POR sees the note
at the next visit, the process of
delayed recovery has already
taken root. Anything that
expedites HBAI initiation during
this crucial period should be
encouraged.

to expectations of a POR.
Various BWC rules reflect the
expectations that PORs are
considered the quarterback on
handling injured workers
treatment needs, appropriately
requesting specialist services as
needed. There is no prohibition
of any other provider treating
the injured worker from
reaching out to the POR to
indicate a potential need for a
health behavior assessment.
Thus, the current HBAI rule
approach was deemed
appropriate to ensure effective
and consistent adherence to the
intent of the rule and HBAI
services.

Reimbursement for HBAI services is
significantly lower than
reimbursement for psychotherapy
services on a per-time basis.

In our direct experience working
an HBAI model, the IW’s needs
are at least as great and often
require timely and aggressive
intervention and contact with
employers, treating physicians,
etc. The same hour of time,
however, is compensated at a
much lower rate. This is a

Setting reimbursement for HBAI
services are not addressed
within in this rule.
Reimbursement for these
services will be evaluated and
considered in rule 4123-6-08
Bureau fee schedule.

Resolution

No change
required.
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Draft Rule Suggestions

Stakeholder Rationale

BWC Response

Resolution

disincentive for psychologists to
wish to take on this type of work
and, perversely, an incentive to
add a psychological condition so
that the patient can obtain
needed treatment without the
provider taking a significant
discount for their time. Effective
HBAI services can and do reduce
the number of psychological
conditions added to claims as
well as improving overall
outcomes and costs.
Shortchanging this early
intervention is shortsighted both
clinically and in terms of costeffectiveness.
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Amendment
4123-6-03.2

MCO participation in the HPP -- MCO application for
certification or recertification.

(A) Upon request by a managed care organization, the bureau shall send the managed
care organization an MCO an application for certification for the managed care
organization to which the MCO may complete and submit to the bureau.
(B) The MCO application submitted to the bureau by the managed care organization
MCO shall include a list of bureau certified providers in its provider panel and/or
bureau certified providers with which the managed care organization MCO has
arrangements.
(C) The MCO Regardless of whether the MCO elects to retain a provider panel or enters
into provider arrangements, the application submitted to the bureau by the managed
care organization MCO shall include the following, whether the managed care
organization elects to retain a provider panel or enters into provider arrangements:
(1) A description of the managed care organization's MCO's health care provider
panel or provider arrangements, which shall include including a substantial
number of the medical, health care professional and pharmacy providers
currently being utilized by injured workers. The provider panel or provider
arrangements shall cover the geographic area in which the managed care
organization determines it shall MCO plans to compete, and may include
out-of-state providers.
(2) A description of how the managed care organization's MCO's provider panel or
provider arrangements shall will provide timely, geographically convenient
access to a full range of medical services and supplies for injured workers,
including access to specialized services.
(3) A description of the managed care organization's MCO's process and
methodology for credentialing providers in the managed care organization's
MCO's provider panel, if applicable, and the managed care organization's
MCO's process and methodology for assisting non-bureau certified providers
in the managed care organization's MCO's provider panel or with which the
managed care organization MCO has provider arrangements in applying for
bureau provider credentialing and certification.
(4) A description of the managed care organization's MCO's process and
methodology for payment of providers in the managed care organization's
MCO's provider panel or under a provider arrangement.
(5) A description of the managed care organization's MCO's policies and
procedures for sanctioning and terminating providers in the managed care
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organization's MCO's panel, if applicable, and a description of the managed
care organization's MCO's methodology to notify the bureau, employers and
employees of any changes in the managed care organization's MCO's
provider panel or provider arrangements.
(6) A description of the managed care organization's MCO's methodology for
distributing provider panel and provider arrangement directories and directory
updates to employers and employees.
(D) The MCO application for certification submitted to the bureau by the managed care
organization MCO shall include, at a minimum, the following information and
provisions, as more fully detailed within the MCO application for certification
itself:
(1) A statement that the application is without misrepresentation, misstatement, or
omission of a relevant fact or other representations involving dishonesty,
fraud, or deceit.
(2) A description of the geographic area of the state of Ohio for which the managed
care organization MCO wishes to be certified by the bureau. The minimum
geographic area shall be is a county. The bureau shall certify MCO
participation on a county basis. The managed care organization MCO may
apply for coverage in more than one county or statewide.
(3) A description of the managed care organization MCO that includes, but is not
limited to, a profile that includes a disclosure statement regarding the
managed care organization's MCO's organizational structure, including
subsidiary, parent and affiliate relationships, together with historical and
current data. The managed care organization MCO must identify its
principals; provide the managed care organization's MCO's date of
incorporation or formation of partnership, or limited liability company, or
business trust; provide any trade names or fictitious names the managed care
organization MCO is, or has been, doing business under; provide the number
of years the managed care organization MCO has operated in Ohio; identify
other states in which the managed care organization MCO is doing business
or has done business; provide a table of organization with the number of
employees; and identify any banking relationships, including all account
information with any financial institutions.
(4) A description of the managed care organization's MCO's business continuation
continuity plan.
(5) A description of the bureau approved treatment guidelines used by the managed
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care organizationMCO, including a description of how the managed care
organization MCO shall implement the treatment guidelines.
(6) A description of the managed care organization's MCO's utilization review
process.
(7) A description of the managed care organization's MCO's quality
assurance/improvement standards program and process, including the use of
satisfaction surveys.
(8) A description of the managed care organization's MCO's medical dispute
resolution process that meets the requirements of rule 4123-6-16 of the
Administrative Code.
(9) A description of the managed care organization's MCO's administrative and bill
payment grievance processes.
(10) A description of the managed care organization's MCO's information system
platforms, capabilities and capacities; a description of the managed care
organization's MCO's system for reporting necessary data elements, including
but not limited to those required for performance measurements; and the
managed care organization's MCO's measures in place to ensure data security,
including back-up systems.
(11) A description of the managed care organization's MCO's medical case
management policies and procedures.
(12) A description of the managed care organization's MCO's policies and
procedures regarding the protection of confidential and sensitive records.
(13) A description of the managed care organization's MCO's policies and
procedures regarding retention of information.
(14) A description of the managed care organization's MCO's provider relations and
education program.
(15) A description of the managed care organization's MCO's employer and
employee relations and education program, including but not limited to a
description of methodologies to be used to explain options available to
injured workers, including treatment by non-network providers and the
dispute resolution process.
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(16) A description of the managed care organization's MCO's provider bill payment
processes including, but not limited to, clinical editing software (including
review criteria, process and methodology).
(17) Attestation of intent to obtain and maintain insurance coverage as required by
the MCO contract, with proof of such coverage to be submitted to the bureau
prior to execution of the contract, and current workers' compensation
coverage.
(18) Attestation of intent to obtain and maintain professional accreditations as
required by the MCO contract, with proof of such accreditations to be
submitted to the bureau prior to execution of the contract.
(19) A description of any and all individuals and entities the managed care
organization MCO is affiliated with (including, but not limited to, a
subcontractor or subcontractee, vendor or vendee, joint venture or other
arrangement), and a copy of the MCO's contract or agreement with each
individual or entity. For purposes of this rule, "affiliated with the MCO" shall
have the same meaning as defined in paragraph (B) of rule 4123-6-03.9 of the
Administrative Code.
(20) Other descriptions and requirements as contained in divisions (F)(1) to (F)(10)
of section 4121.44 of the Revised Code.
(E) For MCO recertification, prior to the expiration of an MCO's certification, the bureau
shall send the certified MCO an application for recertification, which must be
completed and returned to the bureau. The MCO must be able to provide proof of
delivery of the completed application to the bureau upon request. The MCO
application for recertification may be amended from time to time at the bureau’s
discretion.
(F) The bureau shall review the application for certification or recertification submitted
by the managed care organizationMCO. The bureau reserves the right to
cross-check data with other governmental agencies or licensing or accrediting
bodies.
(G) During the bureau's review of the application for certification or recertification, the
managed care organization MCO shall provide to the bureau any additional
documentation requested and shall permit the bureau, upon request and with
reasonable notice given, to conduct an onsite review of the managed care
organizationMCO.
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(H) A managed care organization An MCO may cure any defects in its application for
certification or recertification within thirty days of notice by the bureau of such
defect in its application.
(I) The bureau may require that the application be accompanied by an application fee,
which shall not exceed the amount sufficient to cover the cost of processing the
application.
(J) The bureau shall hold as confidential and proprietary information contained in a
managed care organization's an MCO's application for certification or
recertification, and other information furnished to the bureau by a managed care
organization an MCO for purposes of obtaining certification or to comply with
performance and auditing requirements established by the administrator, in
accordance with divisions (H)(1) and (H)(2) of section 4121.44 of the Revised
Code.
(K) The bureau shall not accept or approve any MCO application for certification or
recertification in which the managed care organization MCO proposes to
subcontract or outsource medical case management services, other than as part of
the MCO’s business continuity plan as described in paragraph (D)(4) of this rule
and approved by the bureau. However, an MCO may subcontract onsite or
out-of-state medical case management services with the prior approval of the
bureau, provided such services are conducted under the supervision of the MCO.

Amendment
4123-6-06.2

Employee Injured worker access to the HPP - employee
injured worker choice of provider.

(A) HPP.
(1) Except as provided in paragraph (A)(2) of this rule, an injured employee worker
may seek medical care for an industrial a work related injury from:
(a) A bureau certified provider; or
(b) A non-bureau certified provider, subject to an employee's payment
responsibilities as delineated below.
(2) Except in cases of emergency, an injured employee workers may not seek
medical care for an industrial injury work related injuries from himself,
herselfthemselves, or an immediate family member. An injured employee
Injured workers may not select as physician of record, himself,
herselfthemselves, or an immediate family member. The MCO, bureau,
employer, and industrial commission shall not reimburse treatment to an
injured employee workers delivered, rendered or directly supervised by the
injured employee worker or an immediate family member. "Immediate family
member" shall have the same meaning as in paragraph (A)(3)(b)(A)(4)(b) of
rule 4123-6-02.51 of the Administrative Code.
(3) At the time of an injury, the employee injured worker may seek medical care
directly from a provider or may seek assistance from the MCO in selecting a
provider. If the employee has not already sought medical care or selected a
provider, the MCO may refer the employee to a provider or list of providers.
The employee injured worker may, but is not required to, seek medical care
from the referred that provider or providers. The MCO shall not discriminate
against any category of health care provider when referring the employee
injured worker to a provider.
(4) If the employee injured worker seeks medical assistance care from a provider,
the employee injured worker shall inform the provider of the employee's
injured worker's MCO and/or employer. The provider shall then report the
industrial work related injury in accordance with rule 4123-6-02.8 of the
Administrative Code.
(a) If the provider is a non-bureau certified provider, the MCO shall inform
the provider that the care for the first visit will be compensated by the
MCO if the claim and the treated conditions are subsequently allowed
and that, unless otherwise permitted by paragraph (A)(5)(a) or (A)(5)(b)
of this rule, no further treatment will be authorized.
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(b) If the provider is a non-bureau certified provider, the provider shall
inform the employee injured worker upon the initial or emergency
treatment that the provider is not a participant in the HPP and that
payment will not be made by the bureau, MCO, or employer for the
cost of further treatment after the initial or emergency treatment
(5) An injured employee worker may continue treatment with a non-bureau
certified provider under two circumstances:
(a) The MCO has determined that the treatment to be provided by the
non-bureau certified provider is not reasonably available through a like
bureau certified provider and has authorized the non-bureau certified
provider to continue to provide the treatment, or
(b) The employee injured worker may continue to treat with the non-bureau
certified provider, but at the employee's injured worker's own expense
without recourse against the bureau, MCO, or employer.
(6) Notwithstanding any other provision of this rule, if the employee's injured
worker's date of injury is prior to October 20, 1993 and the employee's
injured worker's physician of record is a non-bureau certified provider, the
employee injured worker may continue treatment with that non-bureau
certified provider. The employer's MCO shall manage the medical care and
treatment and return to work services in the claim and shall manage medical
payment for the provider. However, if the employee injured worker changes
the physician of record for any reason, the employee injured worker shall
select a bureau certified provider as physician of record. If the employee
injured worker selects a physician of record who is a non-bureau certified
provider, payment for the provider shall be governed by the provisions of this
rule applicable to non-bureau certified providers.
(B) QHP.
(1) An employee injured worker of an employer that participates in a QHP has
freedom of choice of providers within the QHP network of providers
established by the employer's QHP. If the employee's injured worker's date of
injury is prior to the establishment of the employer's QHP, and the employee's
injured worker's physician of record is not a provider on the panel of the QHP
when established, the employee injured worker may continue treatment with
that physician of record. The physician of record shall be subject to and
participate in the dispute resolution process as provided in rule 4123-6-69 of
the Administrative Code. After the establishment of the QHP, the employer's
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QHP shall manage the medical care and treatment in the claim. If an injured
worker changes from the physician of record who is not in the QHP for any
reason, the employee injured worker shall select a QHP panel provider as the
physician of record.
(2) An employee injured worker of an employer that participates in a QHP, who is
dissatisfied with the health care services of a provider in the QHP, after
written notice to the QHP, may request a change of providers and may select
another provider within the QHP, or any bureau certified provider. An
employee's injured worker's request for change of provider does not require
notification to the bureau, but shall contain the reasons for the request. The
QHP shall approve written requests for a change of provider within the QHP,
or to any bureau certified provider, within seven days of receipt
(3) Notwithstanding the provisions contained in paragraph (B)(2) of this rule, an
employee injured worker who incurs a new medical condition, injury or claim
requiring medical treatment, not related to a prior medical condition, injury or
claim, shall first seek treatment from a provider on the panel of the injured
worker's employer's QHP.
(4) Medical management of all injured workers' claims, whether medical services
are provided within or without the QHP network of providers, shall be
provided by the employer's QHP.
(5) A provider certified to participate in the HPP shall be eligible to participate in
and to treat injured workers under the QHP system.
(C) Self-insuring employer (non-QHP).
(1) In claims with a date of injury on or after November 2, 1959, employees injured
workers of self-insuring employers have free choice to select licensed
physicians for treatment, as well as other medical services, including, but not
limited to, hospital and nursing services. In claims with a date of injury prior
to November 2, 1959, medical services furnished by the self-insuring
employer must be utilized
(2) Emergency treatment shall not constitute an exercise of free choice of
physician.
(3) Once an employee injured worker of a self-insuring employer goes to a
physician for treatment other than on an emergency basis, the employee
injured worker is deemed to have made a choice of physician and the
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employee injured worker shall notify the employer of a change of physician.
(a) Change of physician requests shall be made to the self-insuring employer
in writing, and shall include the name and address of the new physician
and the proposed treatment.
(b) Self-insuring employers shall approve written requests for a change of
physician within seven days of receipt.

Amendment
4123-6-21.2

Pharmacy and therapeutics committee.

The bureau of workers' compensation pharmacy and therapeutics (P&T) committee is
hereby created to advise the administrator and the chief medical officer with regard to
issues involving medication therapy for injured workers. A list of physician and
pharmacist providers, each holding a professional license in good standing, who have
agreed to serve expressed an interest in serving on the P&T committee and who would
add credibility and diversity to the mission and goals of the committee shall be developed
and maintained by the chief medical officerbureau. Providers may also be nominated for
inclusion on the list by provider associations and organizations including but not limited
to: deans of Ohio's allopathic and osteopathic medical schools, deans of Ohio's colleges
of pharmacy, presidents of Ohio's various allopathic and osteopathic medical
associations, the Ohio pharmacists association, the Ohio state medical board, and the
Ohio state pharmacy board.
(A) The P&T committee shall consist of the bureau bureau's pharmacy program director,
the bureau’s chief medical officer, the industrial commission’s medical advisor, and
not more than thirteen nor less than five voting members who shall be licensed
physicians and licensed pharmacists representing the diverse group of providers
that provide care to the injured workers of Ohio as administered through the
bureau. The committee may create any subcommittees that the committee
determines are necessary to assist the committee in performing its duties. Any
subcommittee recommendations shall be submitted to the P & T committee.
(B) P&T committee members must meet the following requirements:
(1) Each provider must be familiar with issues relating to the prescribing or
dispensing of medications in the Ohio workers' compensation system.
(2) Physicians must be a doctor of medicine (MD) or doctor of osteopathic
medicine (DO).
(3) Providers must possess significant clinical or administrative experience in
health care delivery, including but not limited to pain management, pharmacy
practice, medical quality assurance, disease management and utilization
review.
(4) Providers must have experience with and an understanding of the concepts of
evidence based medicine as well as contemporary best practices in
appropriate prescribing, dispensing, and monitoring of outpatient
medications.
(5) Providers must not be, or within the previous twenty-four months have been, an
employee of any pharmaceutical manufacturer, pharmacy benefits manager,
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or any non-governmental firm or entity administering state purchased health
care program benefits or pharmaceutical rebates.
(C) The appointing authority for members of the P&T committee shall be the
administrator or the administrator's designee(s), who shall appoint members of the
committee from the list of qualified providers developed and maintained by the
chief medical officerbureau. Terms of membership for individual members of the
P&T committee shall be for one year. Individuals may be reappointed to
subsequent terms as determined by the administrator. Vacated terms shall be filled
in a like manner as for the full term appointments and shall be for the remaining
term of the vacated member.
(D) The pharmacy program director of the bureau shall be the chairperson of the P&T
committee and shall provide notice of meetings to the members and be responsible
for the meeting agenda. In addition, the pharmacy program director may be
self-designated as an ad hoc member of any subcommittees of the P&T committee;
however, the pharmacy program director shall be is a voting member of the P&T
committee and any subcommittees only in the case of tie votes. The bureau's chief
medical officer, the bureau's staff pharmacist, and the industrial commission's
medical director advisor may participate in discussions; however, they shall are not
be voting members.
(E) The P&T committee shall develop and establish bylaws for the organization and
operations of the committee and subcommittees, subject to the requirements of this
rule and approval by the administrator.
(F) The P&T committee may make such recommendations as it deems necessary to
address any issue impacting the bureau related to pharmacy or medication
therapeutics. The committee shall be responsible to respond to requests for action
recommendation on any such issue submitted by the bureau's administrator, chief of
medical services, chief medical officer, or pharmacy program director, including
but not limited to:
(1) Development, approval and annual review of a formulary of approved
medications.
(2) Development, approval and annual review of a list of non-covered,
non-reimbursable medications.
(3)(2) Development and approval of prior authorization criteria.
(4)(3) Review and approval of proposed medication treatment guidelines.
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(5)(4) Review and approval of bureau policies and procedures clinical criteria
related to drug utilization review or specific medication issues.
(6)(5) Review of the bureau's pharmacy providers' professional performance. The
P&T committee shall perform Any peer review according to conducted by the
P&T committee will be in accordance with generally accepted standards of
pharmacy practice. and The P&T committee may recommend sanctions as
well as termination of any pharmacy provider determined to have consistently
failed to meet those such standards of care.
(7)(6) Review of any of the bureau's medical providers' medication prescribing
patterns and practices. The P&T committee shall perform Any peer review
according to conducted by the P&T committee will be in accordance with
generally accepted standards of medical practice applicable to medication
prescribing. and The P&T committee may recommend sanctions as well as
decertification of any provider determined to have consistently failed to meet
those such standards of care. Any decertification or sanction of a provider by
the bureau pursuant to recommendation of the P&T committee shall be
conducted in accordance with rule 4123-6-17 of the Administrative Code.
(8)(7) Review of the performance of the bureau's pharmacy benefit manager and
conduct regarding its management of prescription benefit services for the
bureau.
(G) The P&T committee shall hold at least three meetings annually. The P&T committee
and all subcommittees shall keep written records of the agenda and minutes of each
meeting. The records of all committees shall remain in the custody of the chief
medical officer which will be maintained by the bureau.
(H) The P&T committee shall submit an annual report of its activities and
recommendations to the administrator. In addition to inclusion in the annual report,
all recommendations from the P&T committee and subcommittees shall be
submitted to the chief medical officer in a timely fashion upon completion and
approval by the respective subcommittees and P & T committee.
(I) Each member of the P&T committee and its respective subcommittees may be paid
such fees as approved by the administrator or the administrator's designee. The
expenses incurred by the P&T committee and its subcommittees and the fees of
their members shall be paid in the same manner as other administrative costs of the
bureau.

Amendment
4123-6-21.4

Coordinated services program.

The bureau, or a self-insuring employer with a point-of-service adjudication system, may
establish a coordinated services program (CSP) that requires an injured worker to obtain
prescription medications reimbursed by the bureau or self-insuring employer from a
single designated pharmacy and/or prescriber.
(A) Placement in a CSP.
(1) The bureau or self-insuring employer with a point-of-service adjudication
system may review an injured worker for possible placement in a CSP if a
review of his or her the claim indicates the injured worker meets one or more
of the following criteria:
(a) Use of three or more different prescribers to obtain prescriptions of the
same or comparable medications per three month time frame;
(b) Receipt of prescription drugs from more than two different pharmacies
per three month time frame;
(c) Monthly receipt of three or more prescriptions including refills for drugs
identified by therapeutic drug class as a narcotic analgesic per three
month time frame;
(d) Monthly receipt of more than two concurrent narcotic analgesics in the
same therapeutic drug class per three month time frame;
(e) Monthly receipt of more than two narcotic analgesics in the same
therapeutic drug class, more than one benzodiazepine, and more than
one sedative-hypnotics per three month time frame.
(2) Upon identification of an injured worker meeting one or more of the criteria
identified in paragraphs (A)(1)(a) to (A)(1)(e) of this rule, the bureau or
self-insuring employer with a point-of-service adjudication system shall
obtain a physician review of the injured worker's most recent twelve months
history of prescription medications reimbursed by the bureau or self-insuring
employer.
(3) If, based on this physician review, the bureau or self-insuring employer with a
point-of-service adjudication system determines that the injured worker's
utilization of prescription medications during this period was at a frequency
or in an amount that was not medically necessary or appropriate under the
criteria set forth in paragraphs (B)(1) to (B)(3) of rule 4123-6-16.2 of the
Administrative Code, or was potentially unsafe, the bureau or self-insuring
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employer may place the injured worker in a CSP.
(4) Notwithstanding paragraphs (A)(1) to (A)(3) of this rule, if the bureau or
self-insuring employer with a point-of-service adjudication system determines
that an injured worker has been convicted of or pled guilty to an offense
under Chapter 2925. of the Revised Code or any other criminal offense
related to the misuse of drugs, the bureau or self-insuring employer may place
the injured worker in a CSP.
(5) Placement in a CSP shall be for an initial period of eighteen months. The bureau
or self-insuring employer with a point-of-service adjudication system may
place the injured worker in the CSP for additional eighteen month periods in
accordance with paragraph (A)(6) of this rule.
(6) The bureau or self-insuring employer with a point-of-service adjudication
system may evaluate an injured worker's medication utilization at the
conclusion of each eighteen month period in the CSP. If the bureau or
self-insuring employer determines that the injured worker's medication
utilization continues to meet the criteria set forth in paragraphs (A)(1) to
(A)(4) of this rule, the bureau or self-insuring employer may place the injured
worker in the CSP for an additional eighteen month period.
(7) If an injured worker placed in the CSP enters a nursing home, residential
care/assisted living facility, or hospice program, the injured worker shall be
released from the CSP. If the injured worker is subsequently discharged from
the nursing home, residential care/assisted living facility, or hospice program
during the CSP period, the bureau or self-insuring employer with a
point-of-service adjudication system may place the injured worker back into
the CSP.
(B) Selection of designated pharmacy and/or prescriber.
(1) An injured worker placed into a CSP pursuant to paragraph (A)(3) or (A)(4) of
this rule shall be given the opportunity to select a designated pharmacy from
a list of participating pharmacies maintained by the bureau or self-insuring
employer. If an injured worker fails to select a designated pharmacy, or
selects a designated pharmacy that is unable or unwilling to accept the injured
worker, the bureau or self-insuring employer may select a designated
pharmacy for the injured worker.
(2) An injured worker placed in a CSP pursuant to paragraph (A)(3) or (A)(4) of
this rule may only change from one designated pharmacy to another in the
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following circumstances:
(a) The designated pharmacy becomes inaccessible to the injured worker due
to relocation or incapacity of the injured worker or closing of the
designated pharmacy,
(b) The designated pharmacy chooses to no longer participate in the CSP or
to provide services to the injured worker in accordance with paragraph
(D)(4) of this rule.
(c) The injured worker requests to be assigned to another designated
pharmacy due to personal preference. Not more than one change due to
personal preference shall be approved in a rolling twelve-month period.
(3) An injured worker placed in the CSP pursuant to paragraph (A)(4) of this rule
shall be given the opportunity to select a designated prescriber from among
those bureau certified providers who meet the definition of physician under
paragraph (D)(P) of rule 4123-6-01 of the Administrative Code. If an injured
worker fails to select a designated prescriber, or selects a designated
prescriber that is unable or unwilling to accept the injured worker, the bureau
or self-insuring employer may select a designated prescriber for the injured
worker.
(4) An injured worker placed in a CSP pursuant to paragraph (A)(4) of this rule
may only change from one designated prescriber to another in the following
circumstances:
(a) The designated prescriber becomes inaccessible to the injured worker due
to relocation or incapacity of the injured worker or closing of the
designated prescriber’s practice,
(b) The designated prescriber chooses to no longer provide services to the
injured worker,
(c) The injured worker requests to be assigned to another designated
prescriber due to personal preference. Not more than one change due to
personal preference shall be approved in a rolling twelve-month period.
(5) All requests for change of designated pharmacy or designated prescriber must
be submitted in writing to the bureau or self-insuring employer.
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(C) Operation of the CSP.
(1) An injured worker placed in a CSP pursuant to paragraph (A)(3) or (A)(4) of
this rule must obtain covered prescription medications from the injured
worker's designated pharmacy. During the period the injured worker is placed
in the CSP, the bureau or self-insuring employer shall deny reimbursement
for prescription medications obtained from a pharmacy other than the injured
worker's designated pharmacy, except in cases of emergency as set forth in
paragraph (C)(2) of this rule.
(2) Emergency prescription fills shall be allowed in the following situations:
(a) The injured worker is unable to get to his or her their designated
pharmacy,
(b) The injured worker’s designated pharmacy does not have the prescribed
medication in stock.
(3) Emergency prescription fills shall be limited to a four-day supply. Records of
dispensing for emergency prescription fills are subject to review by the
bureau.
(4) An injured worker placed in a CSP pursuant to paragraph (A)(4) of this rule
must obtain all prescriptions for covered medications from the injured
worker's designated prescriber. During the period the injured worker is placed
in the CSP, the bureau or self-insuring employer shall deny reimbursement
for prescriptions written by providers other than the injured worker's
designated prescriber, except:
(a) In cases of emergency as defined in paragraph (O)(F) of rule 4123-6-01 of
the Administrative Code;
(b) With prior authorization, prescriptions written by a specialist in cases
where the injured worker has been referred to a specialist for care.
(D) Pharmacies participating in the bureau's CSP.
(1) The bureau shall maintain a list of pharmacies participating in the bureau's CSP
that are eligible for selection by an injured worker as a designated pharmacy.
To participate in the bureau's CSP, a pharmacy must meet the following
criteria:
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(a) The pharmacy must be enrolled with the bureau and have a signed
agreement with the bureau’s pharmacy benefits manager.
(b) The pharmacy must enter into a CSP agreement with the bureau.
(2) Pharmacies participating in the bureau's CSP agree to perform the following
monitoring activities:
(a) For each injured worker in the bureau's CSP for whom the pharmacy is
the designated pharmacy, the pharmacy shall conduct a bimonthly
review of the injured worker's OARRS report from the Ohio board of
pharmacy (or a similar automated prescription monitoring report from
the injured worker's state of residence).
(b) The pharmacy shall notify the injured worker's prescribing physician of
any critical findings discovered in the report. Critical findings are
indications of any prescription related activity that could cause harm to
the patient, including but not limited to:
(i) Duplication of therapy,
(ii) Excessive doses of concurrent medications,
(iii) Potential drug interactions or potentiation of side effects.
(c) The pharmacy shall notify BWC in writing whenever reports are made
under paragraph (D)(2)(b) of this rule.
(d) BWC may request quarterly documentation of the pharmacy's monitoring
activities under paragraphs (D)(2)(a) to (D)(2)(d) of this rule.
(3) Pharmacies participating in the CSP may receive compensation from the bureau
under the CSP agreement for services provided as part of the CSP.
(4) Pharmacies participating in the bureau's CSP may terminate their CSP
agreement with the bureau and discontinue their participation in the bureau's
CSP at any time upon not less than thirty days written notice to the bureau.
Pharmacies participating in the bureau's CSP may discontinue providing
services to an individual injured worker at any time upon not less than thirty
days written notice to the bureau, the injured worker, and the injured worker's
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authorized representative.
(5) The bureau may terminate the CSP agreement of a pharmacy participating in the
bureau's CSP in accordance with the terms of the CSP agreement.
(E) Pharmacies participating in a self-insuring employer's CSP.
(1) A self-insuring employer with a point-of-service adjudication system who
establishes a CSP shall maintain a list of pharmacies participating in the
self-insuring employer's CSP that are eligible for selection by an injured
worker as a designated pharmacy. The list of participating pharmacies shall
cover a geographic area sufficient to provide the self-insuring employer's
injured workers with reasonable access to pharmacy providers.
(2) Pharmacies participating in a self-insuring employer's CSP shall provide not
less than thirty days written notice to an injured worker and the injured
worker's authorized representative prior to discontinuing services to the
injured worker.
(F) Disputes.
(1) Decisions by the bureau regarding an injured worker's placement in the bureau's
CSP, assignment of a designated pharmacy or designated prescriber, or denial
of an injured worker's request for change of designated pharmacy or
designated prescriber may be appealed to the industrial commission in
accordance with section 4123.511 of the Revised Code.
(2) Decisions by a self-insuring employer regarding an injured worker's placement
in the self-insuring employer's CSP, assignment of a designated pharmacy or
designated prescriber, or denial of an injured worker's request for change of
designated pharmacy or designated prescriber shall indicate that the injured
worker has the right to request a hearing before the industrial commission.

NEW
4123-6-21.5

Standard dose tapering schedules.

(A) The bureau hereby adopts the standard dose tapering (weaning) schedules for the
prescription medications indicated in this rule, and the appendix to this rule.
(B) These weaning schedules apply to denials for payment of the indicated medications
by the bureau, self-insuring employers, MCOs, QHPs, and the industrial
commission when:
(1) The medication has been previously allowed for treatment of an allowed
condition in the claim;
(2) The denial is based upon a finding that the medication is no longer medically
necessary or appropriate for treatment of the allowed condition; and
(3) The prescriber has submitted a written treatment plan reflecting an intention to
discontinue the medication and a request for reimbursement of the weaning
period.
(C) The approved weaning duration will be the weaning period requested by the
prescriber, or the weaning period outlined in this rule or the appendix to this rule,
whichever is less.
(D) Weaning from opioids: Upon denial of reimbursement for an opioid, reimbursement
for a weaning period will only be approved if the prescribed total daily morphine
equivalent dose is sixty or greater.
(1) The approved duration of the opioid weaning period must allow for a ten
percent reduction of the total daily morphine equivalent dose per week, or a
larger reduction with a shorter duration as requested by the prescriber.
(2) Requests to approve additional time for weaning for rates slower than a ten per
cent dose reduction per week will be denied.
(E) Weaning from benzodiazepines: The weaning period for benzodiazepines is set forth
in the appendix to this rule.
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Appendix
4123-6-21.5
Benzodiazepine Weaning Table
Brand
Drug Type
Generic Drug Name Names
(example)
Short Acting
Alprazolam
Xanax®

Short Acting

Lorazepam

Ativan®

Short Acting

Oxazepam

Serax®

Long Acting

Diazepam

Valium®

Long Acting

Chlordiazepoxide

Librum®

Long Acting

Clonazepam

Klonopin®

Long Acting

Clorazepate

Tranxene®

Daily Dose
>4mg
2-4mg
>1<2mg
</= 1mg
>8mg
4-8mg
>2<4mg
</= 2mg
>120mg
60-120mg
>15<60mg
</=15mg
>40mg
20-40mg
10-20mg
<10mg
>100mg
50-100mg
>30<50mg
</=30mg
>4mg
2-4mg
>1<2mg
>/= 1mg
>30mg

Weaning Period for BWC Orders (based on daily dose)

Maximum Weaning
Period (Days)

90 days plus 30 days for every 1mg above 4mg
30 days plus 30 days for every 1mg above 2mg
30 days
No weaning period
90 days plus 30 days for every 1mg above 8mg
30 days plus 30 days for every 1mg above 4mg
30 days
No weaning period
90 days plus 30 days for every 30mg above 120mg
30 days plus 30 days for every 30mg above 60mg
30 days
No weaning period
90 days plus 30 days for every 10mg above 40mg
30 days plus 30 days for every 10mg above 20mg
30 days
No weaning period
90 days plus 30 days for every 25mg above 100mg
30 days plus 30 days for every 25mg above 50mg
30 days
No weaning period
90 days plus 30 days for every 1mg above 4mg
30 days plus 30 days for every 1mg above 2mg
30 days
No weaning period
90 days plus 30 days for every 7.5mg above 30mg

180
90
30
N/A
180
90
30
N/A
180
90
30
N/A
180
90
30
N/A
180
90
30
N/A
180
90
30
N/A
180

Adapted from: Clinical Handbook of Psychotropic Drugs, 23rd Rev Ed
Reviewed by BWC Pharmacy & Therapeutics Committee, July 1, 2020

Appendix
4123-6-21.5
15-30mg
>7.5<15mg
</= 7.5mg

30 days plus 30 days for every 7.5mg above 15mg
30 days
No weaning period

Adapted from: Clinical Handbook of Psychotropic Drugs, 23rd Rev Ed
Reviewed by BWC Pharmacy & Therapeutics Committee, July 1, 2020

90
30
N/A

RESCISSION
4123-6-21.5

Standard dose tapering schedules.

The bureau hereby adopts the standard dose tapering (weaning) schedules for the
prescription medications indicated in appendices A and B to this rule, developed with the
recommendation of the bureau's pharmacy and therapeutics committee to safely
implement denials for payment of the indicated medications, effective April 10, 2014.
These weaning schedules shall be applied to all denials for payment of the indicated
medications by the bureau, self-insuring employers, MCOs, QHPs, and the industrial
commission.
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Appendix to Rule 4123-6-21.5
Opiate Weaning Schedule
Daily MED (mg)
Weaning Period (Days)
<60
N/A
60 - 120
30
121 - 180
60
181 - 260
60
261 - 340
60
341 - 440
60
441 - 640
90
641 - 740
90
741 - 840
90
840 - 1000
90
1001 - 1200
120
1201 - 1400
120
1401 - 1600
150
1601 - 1800
150
1801 - 2200
180
>2200
180
Prepared: 10/17/2012

Based on Total Daily Mg MED for both
long and short acting opiates
Adapted from the Washington State Agency Medical Directors' Opiod Guidelines
Approved by BWC Pharmacy & Therapeutics Committee October 17, 2012

Benzodiazepine Weaning Table

Drug Type
Short Acting

Generic Drug Name
Alprazolam

Short Acting

Lorazepam

Short Acting

Oxazepam

Long Acting

Diazepam

Long Acting

Chlordiazepoxide

Long Acting

Clonazepam

Long Acting

Clorazepate

Brand
Names
(example)
Xanax®

Daily Dose
>4mg
2-4mg
>1<2mg
</= 1mg
Ativan®
>8mg
4-8mg
>2<4mg
</= 2mg
Serax®
>120mg
60-120mg
>15<60mg
</=15mg
Valium®
>40mg
20-40mg
10-20mg
<10mg
Librum®
>100mg
50-100mg
>30<50mg
</=30mg
Klonopin®
>4mg
2-4mg
>1<2mg
>/= 1mg
Tranxene®
>30mg
15-30mg
>7.5<15mg
</= 7.5mg

Weaning Period for BWC Orders (based on daily dose)
90 days plus 30 days for every 1mg above 4mg
30 days plus 30 days for every 1mg above 2mg
30 days
No weaning period
90 days plus 30 days for every 1mg above 8mg
30 days plus 30 days for every 1mg above 4mg
30 days
No weaning period
90 days plus 30 days for every 30mg above 120mg
30 days plus 30 days for every 30mg above 60mg
30 days
No weaning period
90 days plus 30 days for every 10mg above 40mg
30 days plus 30 days for every 10mg above 20mg
30 days
No weaning period
90 days plus 30 days for every 25mg above 100mg
30 days plus 30 days for every 25mg above 50mg
30 days
No weaning period
90 days plus 30 days for every 1mg above 4mg
30 days plus 30 days for every 1mg above 2mg
30 days
No weaning period
90 days plus 30 days for every 7.5mg above 30mg
30 days plus 30 days for every 7.5mg above 15mg
30 days
No weaning period

Prepared: 10/17/2012
Revised: 5/10/2013

Adapted from: Clinical Handbook of Psychotropic Drugs, 19th Rev Ed
Approved by BWC Pharmacy & Therapeutics Committee, October 17, 2012

APPENDIX p(118277) pa(214399) d(467289) ra(382890)
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Maximum
Weaning
Period (Days)
180
90
30
N/A
180
90
30
N/A
180
90
30
N/A
180
90
30
N/A
180
90
30
N/A
180
90
30
N/A
180
90
30
N/A

AMENDMENT
4123-6-22

Stakeholders'
committee.

health

care

quality

assurance

advisory

The bureau of workers' compensation stakeholders' health care quality assurance advisory
committee (HCQAAC) was created to advise the administrator, the chief of medical
services, and the chief medical officer with regard to medical quality issues. A list of
medical providers, each holding a professional license in good standing, who have agreed
to serve expressed an interest in serving on the HCQAAC, and who would add credibility
and diversity to the mission and goals of the HCQAAC shall be developed and
maintained by the chief medical officer the bureau. Providers may be nominated for
inclusion on the list by provider associations and organizations including but not limited
to: deans of Ohio's allopathic and osteopathic medical schools, deans of Ohio's colleges
of pharmacy, deans of Ohio's dental schools, the dean of the Ohio college of podiatric
medicine, the Ohio state medical association, the Ohio state osteopathic association, the
Ohio state chiropractic association, specialty board associations of Ohio, the Ohio
podiatric medical association, the Ohio psychological association, the Ohio dental
association, the Ohio pharmacists association, the Ohio hospital association, the Ohio
state medical board, the Ohio state chiropractic board, the Ohio state psychology board,
the Ohio state pharmacy board, and the Ohio state dental board.
(A) The HCQAAC shall consist of the bureau's chief medical officer, the chief of medical
services and not more than thirteen nor less than five voting members representing
the diverse group of providers that provide medical care to the injured workers of
Ohio as administrated through the bureau. The committee may create any
subcommittees that the committee determines are necessary to assist the committee
in performing its duties. Any subcommittee recommendations shall be submitted to
the HCQAAC committee.
(B) HCQAAC members must meet the following requirements:
(1) Providers must be familiar with issues relating to the treatment of injured
workers in the Ohio workers' compensation system.
(2) Providers must possess significant clinical or administrative experience in
health care delivery, including but not limited to, medical quality assurance,
disease management, and utilization review.
(3) Providers must have experience with and an understanding of the concepts of
evidence based medicine as well as contemporary best practices in their
respective areas of practice.
(C) The appointing authority for members of the HCQAAC shall be the administrator or
the administrator's designee(s), who shall appoint members of the HCQAAC from
the list of qualified providers developed and maintained by the chief medical
officerbureau. Terms of membership for individual members of the HCQAAC shall
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be for one year. Individuals may be reappointed to subsequent terms as determined
by the administrator. Vacated terms shall be filled in a like manner as for the full
term appointments and shall be for the remaining term of the vacated member.
(D) The chief medical officer of the bureau shall be the chairperson of the HCQAAC and
shall provide notice of meeting to the members and be responsible for the meeting
agenda. In addition, the chief medical officer and chief of medical services may be
self-designated as an ad hoc member of any subcommittees of the HCQAAC.
However, the chief of medical services shall not be is not a voting member of the
HCQAAC or any subcommittee, and the chief medical officer shall be is a voting
member of the HCQAAC and any subcommittees only in the case of tie votes. The
bureau's medical director, the industrial commission's medical directoradvisor, and
one physician chosen by the MCOs may participate in discussions; however, they
shall are not be voting members.
(E) The HCQAAC shall develop and establish bylaws for the organization and operations
of the committee and subcommittees, subject to the requirements of this rule and
approval by the administrator and the chief medical officer.
(F) The HCQAAC shall be responsible to respond to requests for action recommendation
on any medical quality assurance issue submitted by the bureau's administrator,
chief of medical services, or chief medical officer including, but not limited to:
(1) Review of medical treatment guidelines referred to the bureau;
(2) Review of any of the bureau's policies and procedures related to medical quality
assurance issues;
(3) Review of any of the bureau's medical providers' professional performance and
conduct, including bureau certification and malpractice issues. The HCQAAC
shall perform Any peer review according to conducted by the HCQAAC will
be in accordance with generally accepted standards of medical practice. and
The HQAAC may recommend sanctions as well as decertification of any
provider determined to have consistently failed to meet those such standards
of care. Any decertification or sanction of a provider by the bureau pursuant
to recommendation of the HCQAAC shall will be conducted in accordance
with rule 4123-6-17 of the Administrative Code;
(4) Review of any of the bureau's managed care organizations' professional
performance and conduct regarding the management of medical services for
the bureau. This may include interfacing with any quality assurance
committee of any of the individual managed care organizations.
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The HCQAAC may make such recommendations as it deems necessary to
address any medical quality assurance issue impacting the bureau.
(G) The HCQAAC shall hold at least quarterly meetings. The HCQAAC and all
subcommittees shall keep written records of the agenda and minutes of each
meeting, which will be maintained by the bureau. The records of all committees
shall remain in the custody of the chief medical officer.
(H) The HCQAAC shall submit an annual report of its activities and recommendations to
the administrator. In addition to inclusion in the annual report, all recommendations
from the HCQAAC and subcommittees shall be submitted to the chief medical
officer in a timely fashion upon completion and approval by the respective
subcommittees and HCQAAC committee.
(I) Each member of the HCQAAC and its respective subcommittees may be paid such
fees as approved by the administrator or administrator's designee. The expenses
incurred by the HCQAAC and its subcommittees and the fees of their members
shall be paid in the same manner as other administrative costs of the bureau.

RESCISSION
4123-6-23

Jurisdictional principles applicable to payment of bills for
medical services rendered by health care providers.

Jurisdictional requirements for payment for medical services rendered by a health care
provider are as follows:
(A) Bills must be filed within the time provided in rule 4123-3-23 of the Administrative
Code.
(B) In claims where the date of injury is on or after December 11, 1967, and prior to
August 25, 2006, there is no jurisdiction to consider payment for medical services,
if six years or more have elapsed since the date of the last payment of a medical bill
and no compensation has been paid, except as provided in the following cases:
(1) A bill filed within the six-year period for services rendered within the period
can be paid after the six-year period when, except for the time passage, it
would have been paid.
(2) When an application requesting the payment of medical bills and/or
compensation is filed within the six-year period, there is justification to act on
the application after the period.
(a) Bills for services rendered within the six-year period can be ordered paid
and can be paid after the period. However, these bills must be filed no
later than two years after the date that services were rendered.
(b) Compensation can be ordered paid provided that evidence in the claim
supports an award. If compensation is paid, the claim is opened for an
additional ten years for the payment of compensation and bills. When
there has been a payment of compensation under section 4123.56,
4123.57, or 4123.58 of the Revised Code, the claim is active for ten
years from either the date of the last payment of compensation, or ten
years from the last payment of a medical bill, whichever is later.
(3) Payment for medical services can be made when the claimant has received
wages paid by the employer, instead of compensation for total disability.
Medical services may be reimbursed when wages have been paid within six
years of the date of injury with the employer's knowledge that an allowed
claim exists.
(4) When a request for authorization of treatment beyond the six-year period is filed
within the six-year period, the authorization for treatment after that period
cannot be granted, unless the claim has been opened by the payment of
compensation.
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(5) There is no jurisdiction to consider the merits of any application filed after the
six-year period, even though supporting evidence for the application was on
file within the period.
(6) A bill filed within the six-year period that requires reactivation of the claim
cannot be paid when an application for reactivation is not filed within the
period. This rule also applies to bills filed after the expiration of the six-year
period for treatment rendered within that period.
(C) In claims where the date of injury is prior to December 11, 1967, there is no
jurisdiction to consider payment for medical services if ten years or more have
elapsed since the payment of compensation or benefits, or, when no compensation
has been awarded, ten years have elapsed since the date of injury.
(D) In claims where the date of injury is on or after August 25, 2006, there is no
jurisdiction to consider payment for medical services if five years or more have
elapsed since the payment of compensation or benefits. The provisions of
paragraph (B) of this rule shall apply to the payment of medical bills in claims
where the date of injury is on or after August 25, 2006, except that where those
provisions reference six year and ten year time limits, the time limits shall be five
years.

Amendment
4123-6-25

Payment for medical supplies and services.

(A) Medical or other services to be approved for payment must be rendered as a direct
result of an injury sustained or occupational disease contracted by a claimant an
injured worker in the course of and arising out of employment. The claim must be
allowed by an order of either the bureau of workers' compensation or the industrial
commission, or have been recognized by a self-insuring employer.
Medical supplies and services will be considered for payment when they are
medically necessary for the diagnosis and treatment of conditions allowed in the
claim, are causally related to the conditions allowed in the claim, and are rendered
by a health care providerreasonably related to the work related injury, the requested
services are reasonably necessary for treatment of the work related injury, and the
costs of the services are medically reasonable. Payment for services rendered to a
claimant an injured worker shall be paid to a health care provider only when the
provider has either delivered, rendered or supervised the examination, treatment,
evaluation or any other medically necessary and related services. Provider
supervision of services shall comply with the requirements of the provider's
regulatory board and the centers for medicare and medicaid services (CMS), if
applicable, for supervision of the service, as in effect on the billed date of service,
unless otherwise specified in the bureau's provider billing and reimbursement
manual in effect on the billed date of service. By submitting any fee bill to the
bureau, in either hardcopy or electronic format, the health care provider affirms that
medical supplies and services have been provided to the claimant injured worker as
required by this rule.
Providers billing for services rendered shall follow the procedures set forth in the
bureau's provider billing and reimbursement manual in effect on the billed date of
service.
(B) Services rendered by health care providers are subject to review for coding
requirements outlined in paragraph (C) of this rule. Payments to health care
providers may be adjusted based upon these guidelines.
(C) Coding systems.
(1) Billing codes.
(a) Practitioners are required to use the edition of the centers for medicare and
medicaid services'CMS healthcare common procedure coding system
(HCPCS) in effect on the billed date of service to indicate the procedure
or service rendered to injured workers.
(b) Inpatient and outpatient hospital services must be billed using the national
uniform billing committee's revenue center codes in effect on the billed
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date of service (date of discharge for inpatient services).
(c) Outpatient medication services must be billed pursuant to the
requirements described in the bureau's provider billing and
reimbursement manual in effect on the billed date of service.
(d)(c) To insure accurate data collection, the bureau shall adopt a
standardized coding structure which shall be adopted by any MCO,
QHP, or self-insuring employer.
(2) Diagnosis codes.
Providers must use the appropriate "International Classification of Diseases,
clinical modification" codes for the condition(s) treated to indicate diagnoses.
(D) Prior to services being delivered, the provider must make reasonable effort to notify
the claimantinjured worker, bureau, MCO, QHP or self-insuring employer when the
provider has knowledge that the services may not be related to the claimed or
allowed condition(s) related to the industrial work related injury or illness, or that a
service is non-covered. The provider may not knowingly bill or seek payment from
the bureau, MCO, QHP or self-insured employer for services that are not related to
the claimed or allowed condition(s) related to the industrial work related injury or
illness. The provider may not knowingly mislead or direct providers of ancillary
services to bill or seek payment for services that are not related to the claimed or
allowed condition.
The provider may not bill or seek payment from the claimant injured worker for
services determined as medically unnecessary through the use of bona fide peer
review based on accepted treatment guidelines.

AMENDMENT
4123-6-26

Claimant reimbursement.

(A) When the claimant or any other person making payment on behalf of the claimant,
including a volunteer, pays for medical services or supplies directly to a health care
provider and the claim or condition is subsequently allowedmedical services or
supplies meet the criteria in paragraph (B) of rule 4123-6-16.2 of the
Administrative Code, the payor shall be reimbursed upon submission of evidence
of the receipt and payment for that medical service or supply. Except as otherwise
provided in paragraphs (A)(1) and (A)(2) of this rule, the payor will receive no
more than the amount that would have been paid to the health care provider as
provided by this chapter.
(1) In cases where the payor is the claimant's health insurer, if the claimant seeks
reimbursement for an out-of-pocket copayment, the claimant may be
reimbursed for the copayment and the claimant's health insurer may be
reimbursed up to the amount that would have been paid to the health care
provider as provided by this chapter.
(2) In cases where the claimant pays a pharmacy out of pocket for an outpatient
medication because the medication is not payable under division (I) of section
4123.511 of the Revised Code on the date of service, if the medication later
becomes payable, the claimant may be reimbursed the full amount of the
claimant's out-of-pocket payment.
(B) When the bureau has already made payment to the health care provider, the payor
shall be informed to seek reimbursement from the provider. The bureau shall
inform a claimant or payor whether a health care provider participates in the HPP
or QHP.
(C) Requests for reimbursement pursuant to this rule shall be subject to the timeframes
set forth in division (B) of section 4123.52 of the Revised Code and in rule
4123-3-23 of the Administrative Code.
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NO CHANGE
4123-6-27

Treatment by more than one physician.

Medical fees shall not be approved for treatment by more than one physician for the same
condition over the same period of time, except where a consultant, anesthetist, or
assistant is required, or where the necessity for treatment by a specialist is clearly shown
and approved in advance of treatment. This rule does not apply in cases of emergency, or
where the physician of record's approved treatment plan indicates the necessity for
multidisciplinary services.
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NO CHANGE
4123-6-29

Request for information by the treating provider.

A provider treating an injured worker may, at any time, make a request in writing,
facsimile, or e-mail, in accordance with the bureau's confidentiality and sensitive data
requirements, for relevant information concerning conditions, treatment or history for the
claim. The request for information shall be accompanied by an appropriate patient release
of medical information. A prompt response will be given to this request.
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Amendment
4123-6-30

Payment for physical medicine.

(A) "Physical medicine" is the evaluation and treatment of a claimant an injured worker
by physical measures and the use of rehabilitative procedures, with or without
assistive devices, for the purpose of preventing, correcting, or alleviating any work
related disability. Physical medicine includes the establishment and modification of
physical rehabilitation programs, treatment planning, instruction, and consultative
services. "Physical measures" include massage, heat, cold, air, light, water,
electricity, sound, manipulation, and the performance of tests of neuromuscular
function as an aid to such treatment. Physical medicine does not include the
diagnosis of a patient's disability, the use of roentgen rays or radium for diagnostic
or therapeutic purposes, or the use of electricity for cauterization or other surgical
purposes. Physical medicine includes, but not limited to, chiropractic treatments,
physiotherapy, and physical therapy.
(B) Physical medicine must be prescribed by the physician of record or other approved
treating provider licensed to practice medicine, osteopathy, chiropractic,
mechanotherapy, dentistry, podiatry, or a certified registered nurse anesthetist,
nursing clinical nurse specialist, certified nurse midwife, or certified nurse
practitioner, or license to practice as a physician assistant. Physical medicine may
be provided in the physician's office or referred to another licensed provider.
(C) To be eligible for reimbursement, physical medicine services must be provided by a
physician, or chiropractic physician, or a physical therapist, occupational therapist,
massage therapist, athletic trainer, or other qualified non-physician provider
practicing within the scope of his or her their license, certification, or registration.
(D) Fees for up to twelve physical medicine treatments within sixty days following the
date of injury may be reimbursed without prior authorization, provided the
treatments are for allowed soft tissue and musculoskeletal conditions in allowed
claims and the criteria set forth in paragraphs (B)(1) to (B)(3) of rule 4123-6-16.2
of the Administrative Code are met. Otherwise, physical medicine treatment must
be prior authorized.
(E) Payment for physical medicine used for treatment of the allowed conditions shall be
made in accordance with rule 4123-6-10 of the Administrative Code.
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Amendment
4123-6-31

Payment for miscellaneous medical services and supplies.

(A) Acupuncture.
(1) Acupuncture is a recognized method of treatment in Ohio and must be
administered by a licensed doctor of medicine, doctor of osteopathic
medicine and surgery, or doctor of podiatric medicine who has completed a
course of study in acupuncture under the administration of an approved
college of medicine, college of osteopathic medicine and surgery, or college
of podiatric medicine, a doctor of chiropractic who holds a certificate to
practice acupuncture from the Ohio state chiropractic board, or a registered
non-physician acupuncturist licensed pursuant to and practicing in
compliance with chapter 4762 of the Revised Code. Such treatment must
(2) Acupuncture treatment must be prior authorized.
(2) Services provided by a non-physician acupuncturist must be prescribed by
persons licensed under Chapter 4731. of the Revised Code to practice
medicine and surgery or osteopathic medicine and surgery or podiatry or
Chapter 4743. of the Revised Code to practice chiropractic. A registered
non-physician acupuncturist shall perform acupuncture under the general
supervision of the injured worker's prescribing physician or chiropractic
physician. General supervision does not require that the acupuncturist and the
prescribing physician or chiropractic physician practice in the same office.
(B) Orthotic devices.
(1) Payment is made only for those orthotic devices prescribed in writing by the
physician of record or treating physician for treatment of an allowed injury or
occupational disease. The use of the orthotic device must be directly related
to the allowed industrial injury or occupational disease.
(2) Orthotic devices shall be custom fitted or custom fabricated and delivered to the
satisfaction of the prescribing physician and the administrative agencies.
Repairs, modifications, and adjustments to secure satisfactory application of
the orthotic appliance shall be made within sixty days of fitting and
application without additional charge by the supplier of the orthotic device.
(3) No charge shall be made for measurement, transportation, or other expenses
incurred by the supplier-orthotist, except when the supplier-orthotist is
required to travel beyond the limits of the metropolitan community in which
he maintains his place of business by reason of the physical incapacity of the
claimant or by reason of direct prescription by the attending physician. The
supplier-orthotist shall be paid for traveling expenses on a round-trip basis.
Additional charges must be separately specified on the supplier-orthotist's
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billing, including the points of travel and the name of the physician
prescribing the travel. Payment will be made for a maximum of three
round-trip calls.
(4) Once payment for the orthotic device has been made, replacement requests may
be denied in instances of malicious damage, neglect, culpable irresponsibility
or wrongful disposition.
(C) Dental care.
(1) Payment for dental care shall will be made in the following cases:
(a) Where an injury or industrial accident not only causes an injury, but the
work related accident causing the injury also results in the damage or
loss of the claimant's injured worker's artificial teeth or other denture.
Once the artificial teeth or other denture(s) have been repaired,
replaced, or adjusted, no further repair, replacement, or adjustment will
be approved.
(b) Where an industrial a work related injury or occupational disease either
has caused damage or has adversely affected the claimant's injured
worker's natural teeth. Once payment for the artificial teeth or other
denture(s) has been made, replacement requests may be denied in
instances of malicious damage, neglect, culpable irresponsibility or
wrongful disposition.
(2) Responsibility for injuries or occupational diseases affecting the claimant's
natural teeth is limited to the repair or replacement of those teeth actually
injured at the time of the accident, or directly affected by the injury or
disease. This responsibility does not include the replacement of teeth which
are extracted or repaired for purposes unrelated to the industrial injury or
occupational disease.
(3)(2) Responsibility for the repair of both natural and artificial teeth is limited to
the damage done at the time of the accident, or to the damage directly caused
by an allowed injury or occupational disease.
(D) Eyeglasses and contact lenses.
(1) Payment for eyeglasses or contact lenses shall will be made in the following
cases:
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(a) Where an industrial injury or an industrial the work related accident not
only causes an causing the injury, but also results in the damage or loss
of the claimant's injured worker's eyeglasses or contact lenses. Once the
eyeglasses or contact lenses have been repaired, replaced, or adjusted,
no further repair, replacement, or adjustment will be approved.
(b) Where loss of vision is the direct result of an allowed injury or
occupational disease. Once payment for the eyeglasses or contact lenses
has been made, replacement requests can be denied in instances of
malicious damage, neglect, culpable irresponsibility or wrongful
disposition.
(2) Refractions will be approved in situations described in paragraph (D)(1)(b) of
this rule.
(3) Replacement of glasses with contact lenses is approved when When medical
evidence indicates a direct need due to an allowed injury or occupational
disease contact lenses may be approved instead of eyeglasses.
(4) Glasses or contact lenses will be approved for treatment purposes, when
necessary, as a direct result of the allowed injury or occupational disease.
Any subsequent adjustment, maintenance supplies or change in a claimant's
an injured worker's glasses or contact lenses, if required for treatment of the
allowed injury or occupational disease, will also be approved when supported
by evidence of a direct causal relationship.
(E) Hearing aids.
Payment for hearing aids will be made in the following cases:
(1) Payment for hearing aid(s) should be made where an industrial Where the work
related accident causing the injury or an industrial accident not only causes an
injury, but also results in the damage or loss of the claimant's hearing aid(s)
Once the hearing aid(s) have been repaired, replaced, or adjusted, no further
repair, replacement or adjustment will be approved.
(2) When a partial loss of hearing is the direct result of an allowed industrial injury
or occupational disease, payment for a hearing aid(s) is justified in order to
improve the claimant's ability to hear.
(F) X-rays.Medical imaging.
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Payment for x-ray examinations (including CT, MRI, and discogram) shall be made
when medical evidence shows that the examination is medically necessary either
for the treatment of an allowed injury or occupational disease, or for diagnostic
purposes to pursue more specific diagnoses in an allowed claim. Providers shall
follow all prior authorization requirements in effect at the time when requesting
authorization and payment for such studies.
(G) Once payment for orthotic devices, artificial teeth or other dentures, eyeglasses,
contact lenses, or hearing aids has been made, replacement requests may be denied
in instances of malicious damage, neglect, culpable irresponsibility, or wrongful
disposition.

Amendment
4123-6-32

Payment for lumbar fusion surgery.

Effective January 1, 2018, reimbursement Reimbursement for lumbar fusion surgery for
treatment of allowed conditions in a claim resulting from an allowed industrial injury or
occupational disease shall be limited to claims in which current best medical practices as
implemented by this rule are followed.
This rule governs the bureau's reimbursement of lumbar fusion surgery to treat a work
related injury or occupational disease. It is not meant to preclude, or substitute for, the
surgeon's responsibility to exercise sound clinical judgment in light of current best
medical practices when treating injured workers.
A provider's failure to comply with the requirements of this rule may constitute
endangerment to the health and safety of injured workers, and claims involving lumbar
fusion surgery not in compliance with this rule may be subject to peer review by the
bureau of workers' compensation stakeholders' health care quality assurance advisory
committee (HCQAAC) pursuant to rule 4123-6-22 of the Administrative Code or other
peer review committee established by the bureau.
Medical treatment reimbursement requests (on form C-9 or equivalent) for lumbar fusion
surgery are not subject to dismissal by the MCO pursuant to paragraph (F)(7) of rule
4123-6-16.2 of the Administrative Code.
(A) Prerequisites to consideration of lumbar fusion surgery.
Except as otherwise provided in paragraph (A)(4) of this rule, authorization for
lumbar fusion shall be considered only in cases in which the following criteria are
met:
(1) Conservative care.
(a) The injured worker must have had at least sixty days of conservative care
for low back pain, with an emphasis on:
(i) Physical reconditioning;
(ii) Avoidance of opioids, when possible; and
(iii) Avoidance of provider catastrophizing the explanation of lumbar
MRI findings.
(b) The injured worker's comprehensive conservative care plan may include,
but is not limited to, one or more of the following:
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(i) Relative rest/ice/heat;
(ii) Anti-inflammatories;
(iii) Pain management / physical medicine rehabilitation program;
(iv) Chiropractic / osteopathic treatment;
(v) Physical medicine treatment as set forth in rule 4123-6-30 of the
Administrative Code;
(vi) Interventional spine procedures / injections.
(2) The operating surgeon requesting authorization for lumbar fusion surgery must
have personally evaluated the injured worker on at least two occasions prior
to requesting authorization for lumbar fusion surgery.
(3) The injured worker must have undergone a comprehensive evaluation,
coordinated by both the injured worker's physician of record or treating
physician and the operating surgeon, in which all of the following have been
documented:
(a) Utilization and correlation of all of the following tools:
(i) Visual analog scale (VAS);
(ii) Pain diagram;
(iii) Oswestry low back disability questionnaire.
(b) A comprehensive orthopedic / neurological examination, including
documentation of all of the following categories:
(i) Gait;
(ii) Spine (deformities, range of motion, palpation);
(iii) Hips and sacroiliac joints;
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(iv) Motor;
(v) Sensation;
(vi) Reflexes;
(vii) Upper motor neuron signs.
(c) Diagnostic testing.
(i) Lumbar X-rays (including flexion/ and extension views), and a
lumbar MRI, or lumbar CT (with or without myelography) must
be performed;
(ii) Electromyography (EMG) / nerve conduction study (NCS) may be
performed if questions still remain during surgical planning.
(d)

Discussion and
rehabilitation.

consideration

of

opportunities

for

vocational

(e) Review of current and previous medications taken.
(i) If opioid management is in process, review for best practices;
(ii) Consider impact of surgery on opioid load.
(f) Health behavioral assessment (pre-surgical).
Biopsychosocial factors that may affect treatment of the injured
worker's allowed lumbar conditions are considered modifiable
conditions that may change the need for surgery or improve surgical
outcomes if appropriately addressed, and must be addressed if
identified in the assessment. The health behavioral assessment and any
identified interventions may be ordered by the injured worker's
physician of record or treating physician, or the operating surgeon.
(g) Accounting and assessment of the following co-morbidities to stratify
additional associated risks:
(i) Smoking;
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(ii) Body mass index (BMI);
(iii) Diabetes;
(iv) Coronary artery disease;
(v) Peripheral vascular disease.
The co-morbidities indicated above are considered modifiable
conditions that may improve surgical outcomes if appropriately
addressed, and must be addressed if identified in the assessment.
(h) The injured worker and the physician of record, the treating physician, or
the operating surgeon must have reviewed and signed the educational
document, "What BWC Wants You to Know About Lumbar Fusion
Surgery," attached as an appendix to this rule.
(4) The prerequisites to consideration of lumbar fusion surgery set forth in
paragraphs (A)(1) to (A)(3) of this rule may be waived in cases of:
(a) Progressive functional neurological deficit;
(b) Spinal fracture;
(c) Tumor;
(d) Infection;
(e) Trauma care;
(f) Emergency as defined in rule 4123-6-01 of the Administrative Code;
and/or
(g) Other catastrophic spinal pathology causally related to the injured
worker's allowed conditions.
(B) Authorization for lumbar fusion surgery where the injured worker has no prior
history of lumbar surgery at the level for which the fusion is requested.
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(1) Authorization for lumbar fusion shall be considered in cases where the injured
worker has no prior history of lumbar surgery only when the injured worker
remains highly functionally impaired despite a trial of at least sixty days of
conservative care as provided in paragraph (A)(1)(a) of this rule (unless
waived pursuant to paragraph (A)(4) of this rule) and one or more of the
following are present:
(a) Mechanical low back pain with instability of the lumbar segment and no
history of lumbar surgery.
(b) Spondylolisthesis of twenty-five per cent or more with one or more of the
following:
(i) Objective signs/symptoms of neurogenic claudication;
(ii) Objective signs/symptoms of unilateral or bilateral radiculopathy,
which are corroborated by neurologic examination and by MRI or
CT (with or without myelography);
(iii) Instability of the lumbar segment.
(c) Lumbar radiculopathy with stenosis and bilateral spondylolysis.
(d) Lumbar stenosis necessitating decompression in which facetectomy of
greater than or equal to fifty per cent or more is required.
(e) Primary neurogenic claudication and/or radiculopathy associated with
lumbar spinal stenosis in conjunction with spondylolisthesis or lateral
translation of three mm or greater or bilateral pars defect.
(f) Degenerative disc disease (DDD) associated with significant instability of
the lumbar segment.
(g) Spinal stenosis, disc herniation, or other neural compressive lesion
requiring extensive, radical decompression with removal of greater than
fifty per cent of total facet volume at the associated level.
The surgeon must document why the surgical lesion would require
radical decompression through the pars interarticularis (critical stenosis,
recurrent stenosis with extensive scarring, far lateral lesion).
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(2) For purposes of this paragraph, instability of the lumbar segment is defined as at
least four mm of anterior/posterior translation at L3-4 and L4-5, or five mm
of translation at L5-S1, or eleven degrees greater end plate angular change at
a single level, compared to an adjacent level.
(C) Request for lumbar fusion surgery where the injured worker has a history of prior
lumbar surgery at the level for which the fusion is requested.
(1) If a trial of at least sixty days of conservative care as provided in paragraph
(A)(1)(a) of this rule has failed to relieve symptoms (or has been waived
pursuant to paragraph (A)(4) of this rule) and the injured worker has had a
prior laminectomy, discectomy, or other decompressive procedure at the
same level, lumbar fusion should be considered for approval only if the
injured worker has one or more of the following:
(a) Mechanical (non-radicular) low back pain with instability at the same or
adjacent levels.
(b) Mechanical (non-radicular) low back pain with pseudospondylolisthesis,
rotational deformity, or other condition leading to a progressive,
measureable deformity.
(c) Objective signs/symptoms compatible with neurogenic claudication or
lumbar radiculopathy that is supported by EMG/NCS, lumbar MRI, or
CT and detailed by a clinical neurological examination in the presence
of instability of three mm lateral translation with at least two prior
decompression surgeries at the same level.
(d) Evidence from post laminectomy structural study of either:
(i) One hundred per cent loss of facet surface area unilaterally; or
(ii) Fifty per cent combined loss of facet surface area bilaterally.
(e) Documented pseudoarthrosis or nonunion, with or without failed
hardware, in the absence of other neural compressive lesion.
(2) For purposes of this paragraph, instability of the lumbar segment is defined as at
least four mm of anterior/posterior translation at L3-4 and L4-5, or five mm
of translation at L5-S1, or eleven degrees greater end plate angular change at
a single level, compared to an adjacent level.
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(D) Lumber fusion surgical after care.
The physician of record or treating physician must follow the injured worker until
the injured worker has reached maximum medical improvement (MMI) for the
allowed lumbar conditions.
The operating surgeon must follow the injured worker until the injured worker has
reached a plateau relative to the lumbar fusion and the surgeon has determined no
further surgical related treatment is medically necessary.
(1) In the first six months post-operatively, the injured worker must be seen by both
the physician of record or treating physician and the operating surgeon at
least every two months to monitor the injured worker’s progress,
rehabilitation needs, behavioral patterns or changes, and return to work
willingness and/or status.
During this period, the physician of record or treating physician and the
operating surgeon shall determine the following:
(a) Fusion status;
(b) Pain and functional status;
(c) MMI status of injured worker;
(d) Residual level of functional capacity;
(e) Appropriateness for vocational rehabilitation.
(2) From six months to one year post-operatively, if the injured worker continues to
experience significant functional impairment despite the lumbar fusion, the
following actions are recommended:
(a) Pain and functional status (repeat VAS / pain diagram / Oswestry)
(b) Repeat baseline orthopedic / neurological examination;
(c) Repeat health behavioral assessment;
(d) Revisit appropriate diagnostic imaging.
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(e) Coordinate with MCO to develop a plan of care / return to functional
status.

Amendment
4123-6-33

Payment for health and behavior assessment and intervention
services.

This rule governs the bureau's reimbursement for health and behavior assessment and
intervention (HBAI) services offered to injured workers who may benefit from an
assessment that focuses on identifying behavioral barriers impeding the injured worker's
recovery which may be addressed through intervention services.
(A) An injured worker shall be eligible for consideration of health and behavior
assessment and intervention HBAI services if the injured worker has the capacity to
understand and respond meaningfully during the health and behavior assessment
process and:
(1) The injured worker's physician of record determines:
(a) The injured worker is not progressing with their injury after the initial
course of treatment; and
(b) The injured worker's healing appears to be delayed due to behavioral
barriers; or
(2) The injured worker is being evaluated by the physician of record, treating
physician or operating surgeon for lumbar fusion surgery pursuant to rule
4123-6-32 of the Administrative Code.
References in this rule to "physician of record" shall also include the "treating
physician or operating surgeon" with regard to HBAI services requested or
performed in connection with lumbar fusion surgery pursuant to rule
4123-6-32 of the Administrative Code.
(B) Providers must indicate the appropriate "International Classification of Diseases,
clinical modification" codes for the injured worker's allowed physical condition(s)
being treated, and must utilize the applicable codes, from the edition of the centers
for medicare and medicaid services' healthcare common procedure coding system
(HCPCS) in effect on the date of the request, for the services being requested:
(1) Provider types who are eligible to bill evaluation and management codes must
utilize evaluation and management codes when billing for HBAI services;
(2) Provider types who are not eligible to bill evaluation and management codes
must utilize the applicable HBAI service codes when billing for HBAI
services;
(3) HBAI services must be directed toward, and billed with, the injured worker's
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allowed physical condition(s);
(4) The bureau of workers' compensation shall not reimburse any HBAI services
rendered to diagnose or treat psychological conditions, as the focus of these
services is not on mental health but on factors impacting the prevention,
treatment, or management of physical health problems and treatments.
(C) Health and behavior assessment services.
(1) The physician of record requesting a health and behavior assessment must
submit a medical treatment reimbursement request for the assessment (on
form C-9 or equivalent) to the injured worker's MCO.
(2) The physician of record must document the following to support the request for
the assessment:
(a) History of the industrial injury or occupational disease resulting in the
allowed conditions in the claim;
(b) Recognized behavioral barriers impeding the injured worker's recovery
from the allowed conditions in the claim;
(c) Documentation of the initial course of treatment, including all treatment
and diagnostic studies as of the date of the request, including all results;
(d) The assessment is not duplicative of other provider assessments.
(3) The health and behavior assessment may be performed by any provider whose
professional scope of practice as defined under state law includes health and
behavior assessment services.
(4) The provider conducting the health and behavior assessment must provide a
written summary report to the physician of record indicating the findings of
the assessment and appropriate recommendations for intervention services, if
any. The report shall include at a minimum the following:
(a) History of the industrial injury or occupational disease resulting in the
allowed conditions in the claim;
(b) Overview of treatment and diagnostic studies to date and results;
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(c) Use of one or more currently accepted and validated screening tools;
(d) Assessment conclusions/findings including, at a minimum:
(i) Identification and/or validation of existence of behavioral barriers;
(ii) A statement as to whether the injured worker's healing or recovery
progress from the allowed conditions is impeded by the identified
behavioral barriers;
(iii) Recommendation of possible intervention services and goals to
address the identified behavioral barriers; and
(iv) The expected duration of the recommended intervention services;
(e) Length of time of assessment.
(5) Except as otherwise provided in rule 4123-6-32 of the Administrative Code,
only one health and behavior assessment per year may be approved for an
injured worker.
(6) Health and behavior re-assessment services.
(a) One re-assessment per year may be approved for an injured worker who
has undergone health and behavior intervention services.
(b) A physician of record requesting a re-assessment must:
(i) Submit a medical treatment reimbursement request for the
reassessment (on form C-9 or equivalent) to the injured worker's
MCO; and
(ii) Provide clear rationale for why a re-assessment is required,
including new and changed circumstances in the injured worker's
physical status.
(7) The provider conducting the health and behavior assessment or re-assessment of
an injured worker may not provide health and behavior intervention services
for the same injured worker.
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(D) Health and behavior intervention services.
(1) After review of the assessment, the physician of record shall:
(a) Determine the medically necessary and appropriate health and behavior
intervention services to be provided; and
(b) Submit a medical treatment reimbursement request for the services (on
form C-9 or equivalent) to the injured worker's MCO.
(2) The health and behavior intervention services may be performed by any
provider whose professional scope of practice as defined under state law
includes health and behavior intervention services.
(3) Health and behavior intervention services are limited to coaching and
counseling services that address the behavioral barriers identified or validated
in the assessment.
(4) Documentation for each intervention encounter must include the following:
(a) Goals;
(b) Progress, or lack thereof, toward goals and objectives;
(c) Description of injured worker engagement; and
(d) Time in and time out and duration of services.
(5) Health and behavior intervention services shall be limited to up to six hours per
yearin a twelve month period. Additional intervention services may be
approved during the year twelve month period, if the physician of record
provides documentation the additional services are medically necessary.

AMENDMENT
4123-6-37

Payment of hospital bills.

(A) Direct reimbursement will not be made to members of a hospital resident staff.
(B) Payment for personal comfort items, which include, but are not limited to,
telephones, television, and private rooms provided at the patient's request, are not
compensable.
(C) Bureau fees for hospital inpatient services.
(1) Bureau fees for hospital inpatient services will be based on usual and customary
methods of payment, such as prospective payment systems, including
diagnosis related groups (DRG), per diem rates, rates based on hospital cost
to charge ratios or percent of allowed charges.
(2) Except in cases of emergency, prior authorization must be obtained in advance
of all hospitalizations. The hospital must notify the bureau, the injured
worker's MCO, QHP, or self-insuring employer of emergency inpatient
admissions within one business day of the admission. Failure to comply with
this rule shall be sufficient ground for denial of room and board charges by
the bureau, MCO, QHP, or self-insuring employer from the date of admission
up to the actual date of notification. Room and board charges denied pursuant
to this rule may not be billed to the injured worker.
(D) Bureau fees for hospital outpatient services.
(1) Bureau fees for hospital outpatient services, including emergency services, will
be reimbursed in accordance with usual and customary methods of payment
which may include prospectively determined rates, allowable fee maximums,
ambulatory payment categories (APC), hospital cost to charge ratios, or a
percent of allowed charges, as determined by the bureau.
(2) Treatment in the emergency room of a hospital must be of an immediate nature
to constitute an emergency as defined in this chapter. Prior authorization of
such treatment is not required. However, in situations where the emergency
room is being utilized to deliver non-emergency care, notification will be
provided to the injured worker, the hospital, and the provider of record that
continued use of the emergency room for non-emergent services will not be
reimbursed.
(E) The bureau may establish the same or different fees for in-state and out-of-state
hospitals based on the above reimbursement methodologies.
(F) Payment will be made for hospital services in accordance with rule 4123-6-10 of the
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RESCISSION
4123-6-38

Payment for home health nursing services.

(A) Employment of nursing service.
(1) The need for nursing services must be the direct result of an allowed injury or
occupational disease.
(2) Except as described in rule 4123-6-38.1 of the Administrative Code, home
health nursing services shall be provided by registered nurses and licensed
practical nurses employed by a home health agency meeting the qualifications
specified in paragraph (C) of rule 4123-6-02.2 of the Administrative Code.
(B) Fees for home health agency nursing services.
Fees for home health agency nursing services will determined by the bureau.
Payment will be made for home health nursing services in accordance with rule
4123-6-10 of the Administrative Code.
(C) Authorization for home health nursing services.
(1) Authorization for home health nursing services shall be considered only in cases
where the claimant, as the direct result of an allowed injury or occupational
disease, is bedfast or otherwise confined to the home, is mentally incapable of
self-care or requires home care services ordered for hospital discharge
follow-up.
(2) The request for authorization from the physician of record or treating physician
must identify the reason for home health nursing services, the period of time
the services will be required, the specific services and the number of hours
per day that are required.
(3) In addition to skilled nursing services provided by a registered nurse or licensed
practical nurse, the claimant may be approved for home health aide services.
If he/she is unable to independently perform activities of daily living,
including, but not limited to, feeding, bathing, dressing, providing personal
hygiene, and transferring from bed to chair. Household, personal or other
duties related to maintaining a household, including but not limited to care or
upkeep to the inside or outside of the residence, washing clothes, preparing
meals, or running errands are not considered nursing services and will not be
reimbursed, except to the extent such services are incidental to care of the
claimant.
(4) Authorization must be obtained prior to rendering home health nursing services,
except in cases of emergency or where the claimant’s allowed condition
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could be endangered by the delay of services.
(D) All covered home health services must be rendered on a part-time or intermittent care
basis, in accordance with the written treatment plan and the bureau standard of care.
Part-time or intermittent care means that services are generally rendered for no
more than eight hours per day. Home health services rendered on a full time or
continuous care basis are not covered. More appropriate alternative settings will be
considered for claimants requiring more than eight hours per day of care, where
medical necessity is documented. Exceptional cases may be reviewed by the
bureau.
(E) A review of the claim or assessment of the injured worker will be conducted at least
annually to ensure that nursing services are necessary as a direct result of the
allowed injury or occupational disease.
(F) Documentation requirements for home health agencies.
Home health agency providers must maintain records which fully document the
extent of services provided to each claimant. All records must be maintained in
accordance with the conditions of participation required for medicare certification,
joint commission accreditation, or community health accreditation program
(CHAP) accreditation, or accreditation through an organization that has been
granted deeming authority by the centers for medicare and medicaid services
(CMS). The provider may be required to furnish detailed hourly descriptions of
care delivered to a claimant to review care needs and medical necessity.

NEW
4123-6-38

Payment for home health nursing services and home health
aide services.

(A) Except as provided in rule 4123-6-38.1 of the Administrative Code, home health
nursing services and home health aide services shall be provided by registered
nurses or licensed practical nurses and home health aides employed by a home
health agency meeting the qualifications specified in paragraph (C) of rule
4123-6-02.2 of the Administrative Code.
(B) Authorization for home health nursing services and home health aide services.
(1) Authorization for home health nursing services will be considered only in cases
where, as the result of an allowed injury or occupational disease:
(a) The injured worker is mentally or physically incapable of independently
performing activities of daily living; or
(b) Home health nursing services or home health aide services are ordered for
discharge follow-up or by a treating physician as part of a written
treatment plan.
(2) The request for authorization from the physician of record or treating physician
must include a written treatment plan that identifies the reason for home
health nursing services or home health aide services, the period of time the
services will be needed, the specific services needed, and the number of hours
per day that are needed.
(3) Authorization must be obtained prior to rendering home health nursing services
or home health aide services, except in cases of emergency or where the
injured worker’s allowed conditions could be endangered by the delay of
services.
(C) Except as otherwise provided in paragraph (D) of this rule, only part-time or
intermittent home health nursing services or home health aide services will be
authorized, in accordance with the written treatment plan. Part-time or intermittent
care means that total home health nursing services and home health aide services do
not exceed eight hours per day.
(D) When more than eight hours of total home health nursing services or home health
aide services are medically necessary, the bureau will consider more appropriate
alternative settings. In exceptional cases, the bureau may authorize more than eight
hours of total home health nursing services or home health aide services when
medically necessary and appropriate.
(E) Authorized home health aide services may include:
(1) Bathing, dressing, grooming, hygiene, including shaving, skin care, foot care,
ear care, hair, nail, and oral care needed to facilitate care or prevent
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deterioration of the injured worker’s health.

(2) Feeding, assistance with elimination including administering enemas (unless the
skills of a home health nurse are necessary), routine catheter care, routine
colostomy care, assistance with ambulation, changing position in bed, and
assistance with transfers.
(3) Performing a selected nursing activity or task delegated in accordance with
Chapter 4723-13 of the Administrative Code and performed as specified in
the written treatment plan.
(4) Assisting with activities such as routine maintenance exercises and passive
range of motion as specified in the written treatment plan developed by either
a licensed therapist or a licensed registered nurse within their scope of
practice. These activities are directly supportive of skilled therapy services
but do not necessitate the skills of a therapist to be safely and effectively
performed.
(5) Performing routine care of prosthetic and orthotic devices.
(F) Incidental services performed by a home health aide for the injured worker, such as
laundry, minor meal preparation, or light housekeeping, are not direct health care
services and will not be reimbursed, except to the extent they are ancillary to
providing direct health care services. Incidental services may not extend the service
hours provided, and may only be performed for the injured worker, not other
members of the household.
(G) The services of an adult day care facility meeting the qualifications specified in
paragraph (C) of rule 4123-6-02.2 of the Administrative Code may be utilized in
lieu of home health nursing services or home health aide services. The hours of
such adult day care facility services will be included in the calculation of service
hours referenced in paragraph (C) of this rule.
(H) A physical examination of the injured worker must be conducted by the physician of
record or treating physician no less than annually to ensure that home health
nursing services or home health aide services, and the number of service hours
requested, are medically necessary and appropriate as a result of the allowed injury
or occupational disease. In extraordinary circumstances when an in-person physical
examination is not reasonably possible, BWC may accept a telemedicine visit with
the physician of record or treating physician.
(I) Home health agency providers must maintain records which fully document the extent
of services provided to each injured worker, in compliance with rule 4123-6-45.1 of
the Administrative Code. The bureau may request detailed hourly descriptions of
care delivered to an injured worker to review care needs, medical necessity and
appropriateness, and billing accuracy.

Amendment
4123-6-38.1

Payment for nursing and caregiver services provided by
persons other than home health agency employees.

(A) Nursing services provided prior to December 14, 1992.
(1) Registered nurses and licensed practical nurses who are not employed by a
medicare certified, joint commission accredited, or community health
accreditation program (CHAP) accredited home health agency, or a home
health agency accredited through an organization that has been granted
deeming authority by the centers for medicare and medicaid services (CMS) a
home health agency certified in accordance with rule 4123-6-02.2 of the
Administrative Code may continue to provide authorized services to a
claimant an injured worker if the services began prior to December 14, 1992.
(2) The need for nursing services must be the direct result of an allowed injury or
occupational disease.
(3) In the event the registered nurse or licensed practical nurse is no longer able to
provide approved services or if services are stopped and later restarted,
nursing services shall be provided only by an employee of a medicare
certified, joint commission accredited, or community health accreditation
program (CHAP) accredited home health agency, or a home health agency
accredited through an organization that has been granted deeming authority
by the centers for medicare and medicaid services (CMS) certified in
accordance with rule 4123-6-02.2 of the Administrative Code.
(B) Non-licensed caregiver services.
(1) Requests for extension of non-licensed caregiver services initially provided
prior to December 14, 1992.
(a) Prior to December 14, 1992, caregiver services provided by a
non-licensed person including claimant's injured worker's spouse, friend
or family member were considered for reimbursement in cases where
the claimantinjured worker, as a direct result of an allowed injury or
occupational disease, was bedfast, confined to a wheelchair, had a
disability of two or more extremities which prevented the claimant
injured worker from caring for his/her their own body needs or was
otherwise unable to take care of his/her their own bodily functions.
Services include, but are not limited to, feeding, bathing, dressing,
providing personal hygiene, and transferring from bed to chair.
Household, personal or other duties related to maintaining a household,
including but not limited to care or upkeep to the inside or outside of
the residence, washing clothes, preparing meals, or running errands, are
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not considered nursing services, and will not be reimbursed, except to
the extent such services are incidental to care of the claimantinjured
worker.
(b) Requests for an extension of caregiver services initially approved prior to
December 14, 1992, delivered by a non-licensed person, other than an
attendant, aide, or claimant's injured worker's spouse, but including
other family members or friends, will be approved only if:
(i) The claimant injured worker does not have a spouse because the
claimant injured worker is not married, or the claimant's injured
worker's spouse is deceased, or the claimant's spouse is physically
or mentally incapable of caring for the claimantinjured worker;
and,
(ii) The approved home health agency is greater than thirty-five miles
from the claimant's injured worker's location and the home health
agency refuses to provide services to the claimantinjured worker.
(c) In the event the caregiver is no longer able to provide approved services or
if services are stopped and later restarted, services shall be provided
only by an employee of a medicare certified, joint commission
accredited, or community health accreditation program (CHAP)
accredited home health agency, or a home health agency accredited
through an organization that has been granted deeming authority by the
centers for medicare and medicaid services (CMS) certified in
accordance with rule 4123-6-02.2 of the Administrative Code.
(2) Requests for extension of caregiver services initially provided on or after
December 14, 1992 and prior to January 9, 1995.
(a) Requests for approval of caregiver services delivered by a non-licensed
person, other than an attendant, aide, or claimant's injured worker's
spouse were considered for reimbursement only if the claimant injured
worker did not have a spouse or the spouse was physically or mentally
incapable of caring for the claimantinjured worker, or an approved
home health agency was greater than thirty-five miles from the
claimant's injured worker's location and the home health agency refused
to provide services to the claimant.
(b) Criteria for approval of caregiver services were as indicated in paragraph
(B)(1)(a) of this rule.

4123-6-38.1
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(c) After January 9, 1995, persons who are not home health agency home
health aides or attendants, but who are currently approved to provide
caregiver services to a claimantan injured worker, may continue to do
so until services are no longer medically necessary or unless services
are not authorized. After January 9, 1995, approval of caregiver
services shall only be considered when services are rendered by a home
health agency home health aide or attendant.
(d) In the event the caregiver is no longer able to provide approved services
or if services are stopped and later restarted, services shall be provided
only by an employee of a medicare certified, joint commission
accredited, or community health accreditation program (CHAP)
accredited home health agency, or a home health agency accredited
through an organization that has been granted deeming authority by the
centers for medicare and medicaid services (CMS) certified in
accordance with rule 4123-6-02.2 of the Administrative Code.
(C) All covered home health services must be rendered on a part-time or intermittent care
basis, in accordance with the written treatment plan and the bureau standard of care.
Part-time or intermittent care means that services are generally rendered for no
more than eight hours per day. Home health services rendered on a full time or
continuous care basis are not covered. More appropriate alternative settings will be
considered for claimants requiring more than eight hours per day of care, where
medical necessity is documented. Exceptional cases may be reviewed by the bureau
comply with rule 4123-6-38 of the Administrative Code, except as otherwise
provided in this rule.
(D) A review of the claim or assessment of the injured worker will be conducted at least
annually to ensure that nursing or caregiver services are necessary as a direct result
of the allowed injury or occupational disease.

Amendment
4123-6-38.2

Payment of nursing home and residential care/assisted living
services.

(A) Payment to a nursing home or residential care/assisted living facility for the care of a
claimant an injured worker who sustained an injury or contracted an occupational
disease in the course of and arising out of employment shall be made only when the
need for such care is the direct result of the allowed conditions in the claim.
(B) Payment will be made only for care provided in nursing homes and residential
care/assisted living facilities meeting the qualifications specified in paragraph (C)
of rule 4123-6-02.2 of the Administrative Code.
(C) Nursing home or residential care/assisted living facility care must be pre-authorized,
except when a nursing home or residential care/assisted living facility is used
immediately following an approved or emergency hospitalization.
(1) The allowed per diem rate for a claimant an injured worker shall be no greater
than the bureau's fee schedule or the rate negotiated between the nursing
home or residential care/assisted living facility and the bureau, MCO, QHP,
or self-insuring employer.
(2) Nursing home care shall be provided on a semiprivate bed basis, unless a
situation exists when the use of a private room is medically necessary due to
the allowed industrial condition. In these cases, the use of such a private room
must be pre-authorized, except in cases of emergency, as defined in rule
4123-6-01 of the Administrative Code, or where the claimant's injured
worker's condition would be endangered by delay.
(3) Fee bills for prescription medication provided to claimants in nursing homes
and residential care/assisted living facilities for the treatment of the allowed
industrial injury or occupational disease shall be submitted by the providing
pharmacy in compliance with the rules of this chapter of the Administrative
CodePrescription medication provided to an injured worker in a nursing home
for the treatment of an allowed injury or occupational disease is included in
the nursing home's per diem rate, and is not separately payable.
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*** DRAFT - NOT YET FILED ***
4123-6-39

Payment for prosthetic device or other artificial appliances.

(A) For purposes of this rule:
(1) "Amputee clinic" means an interdisciplinary group of professional providers led
by a physician with a specialty in physical medicine and rehabilitation,
orthopedic surgery or vascular surgery knowledgeable in the field of
prosthetics and physical disabilities, comprised of members that may include
a podiatrist, physical therapist, occupational therapist, kinesiotherapist,
prosthetist and other medical specialists that serves individuals requiring
prosthetic devices.
(2) "Artificial appliance" means any item that replaces a body part or function of a
body part of an injured worker who has received a scheduled loss or facial
disfigurement award for that body part under division (B) of section 4123.57
of the Revised Code, and that the amputee clinic at the Ohio state university
medical center, the opportunities for Ohioans with disabilities agency, or a
multidisciplinary amputee clinic or prescribing physician approved by the
administrator or the administrator's designee determines is needed by the
injured worker. Examples of artificial appliances include, but are not limited
to, prosthetic devices, artificial eyes, wheelchairs, canes, crutches, walkers,
braces, etc.
(3) "Prosthetic device" means a custom fabricated or fitted medical device that is a
type of artificial appliance used to replace a missing appendage or other
external body part. It includes an artificial limb, hand, or foot, but does not
include devices implanted into the body by a physician, artificial eyes,
intraocular lenses, dental appliances, ostomy products, cosmetic devices such
as breast prostheses, eyelashes, wigs, or other devices that do not have a
significant impact on the musculoskeletal functions of the body.
(B) In all cases arising under division (B) of section 4123.57 of the Revised Code, the
bureau will pay the cost of purchasing or repairing an artificial appliance out of the
surplus fund, regardless of whether the artificial appliance is part of the injured
worker's vocational rehabilitation, or if the injured worker has, or will ever be able,
to return to work, if a claimant an injured worker requires the purchase or repair of
an artificial appliance, as determined by any one of the following: (1)
(1) the The amputee clinic at the Ohio state university medical center; (2) the
opportunities for Ohioans with disabilities agency; (3) a multidisciplinary
amputee clinic or prescribing physician approved by the administrator or the
administrator's designer, the bureau shall pay the cost of purchasing or
repairing the artificial appliance out of the surplus fund. The purchase or
repair is made regardless of whether the artificial appliance is part of the
claimant's vocational rehabilitation, or if the claimant has, or will ever be
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able, to return to work.

(2) The opportunities for Ohioans with disabilities agency;
(3) A multidisciplinary amputee clinic or prescribing physician approved by the
administrator or the administrator's designer.
(C) The bureau is responsible for processing requests for artificial appliance and travel
expenses associated with the artificial appliance in all self-insured claims. When a
an artificial appliance is needed in a self-insured claim, the provider will send a
request for the artificial appliance and/or request for repair, as well as the
subsequent bills, to the bureau.
(D) It is the prosthetist's responsibility to ensure that any prosthetic device fits properly
for three months from the date of dispensing. Any modifications, adjustments, or
replacements within three months from the date of dispensing are the responsibility
of the prosthetist who supplied the item and the bureau will not reimburse for those
services. The provision of these services by another provider will not be separately
reimbursed.
(E) Once payment for the artificial appliance has been made, replacement requests may
be denied in instances of malicious damage, neglect, culpable irresponsibility, or
wrongful disposition.
(F) The bureau will not pay the cost of purchasing or repairing a prosthetic device that is
designed solely to enable the injured worker to engage in sports, hobbies, or other
recreational activities.

Amendment
4123-6-40

Payment of claimant injured worker travel expenses.

(A) A claimant's An injured worker's reasonable and necessary travel expenses shall be
paid, upon the filing of a proper request, under the following circumstances:
(1) When the claimant injured worker has been ordered or authorized to undergo a
medical examination outside of the city or community limits where he
resides. The claimant injured worker shall be reimbursed for travel only if the
travel distance exceeds a mileage distance as periodically determined by the
bureau. The minimum mileage distance for reimbursement shall be published
periodically by the bureauforty-five miles round trip.
(2) When treatment necessary for the allowed industrial work related condition
cannot be obtained within the city or community where the claimant injured
worker resides, and the treatment has been pre-authorized and approved. The
claimant injured worker shall be reimbursed for travel only if the travel
distance exceeds a mileage distance as periodically determined by the bureau.
The minimum mileage distance for reimbursement shall be published
periodically by the bureauforty-five miles round trip.
(3) When the claimant's injured worker's allowed conditions require taxicab or
other special transportation for treatment or examination on account of an
allowed injury or occupational disease. Taxicab or other special
transportation must be pre-authorized.
(4) When travel expenses are authorized as part of an approved vocational
rehabilitation assessment plan, comprehensive vocational rehabilitation plan,
or job retention plan pursuant to rule 4123-18-08 of the Ohio Administrative
Code.
(B) In situations described in paragraphs (A)(1), and (A)(2), and (A)(4) of this rule, the
injured worker will be reimbursed for the following provisions apply:
(1) If the claimant injured worker is traveling by automobile, the claimant shall be
entitled to a reasonable payment, as established and periodically published by
the bureau,mileage on a per mile basis if the mileage exceeds the distance
established as provided under paragraph (A) of this rule, portal to portal,
using the most direct and practical route.;
(2) If the claimant is traveling by airplane, railroad or bus, the claimant shall be
entitled to the actual and necessary airplane, railroad or bus fare.;
(3) The reasonable cost of necessary meals, based on distance traveled, will be
refunded to the claimant. It shall be paid in accordance with a schedule
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adopted by the bureau and periodically revised.;
(4) Necessary lodging bills will be paid at reasonable actual cost. Lodging must be
pre-authorized.; and
(5) The actual and necessary cost of tolls and parking.
(C) When the claimant injured worker has been requested to undergo a medical
examination by a physician of the employer's choice, travel expenses incurred as a
result of the examination are to be paid by the employer immediately upon the
receipt of the bill. Payment of the bill shall not require an order of the bureau or
commission, unless there is a dispute. The employer shall provide the claimant
injured worker with a proper form to be completed by the claimant injured worker
for reimbursement of traveling expenses. The minimum mileage provision of
paragraphs (A)(1) and (A)(2) of this rule shall not apply for reimbursement of
examinations under this paragraph (C) of this rule.
(D) Actual payment or refund shall be made in accordance with requirements outlined in
this rule. The payment rates for meals, lodging, and travel shall be published
periodically
by
the
bureau
are
available
at
https://www.bwc.ohio.gov/downloads/blankpdf/C-60-A.pdf.
(E) This rule applies to all claims for industrial work related injuries and/or occupational
diseases, regardless of whether the employer is part of the state fund, is
self-insuring, is non-complying, etc.

Amendment
4123-6-41

No legal relationship between the industrial commission or
bureau and a health care provider.

(A) Direct payment to a health care provider or other person by the industrial
commission, self-insuring employer, bureau of workers' compensation, or their
agent, for medical care rendered to a claimant an injured worker does not imply or
create a legal relationship between the provider or person and the commission,
self-insuring employer, bureau, or their agent.
(B) The services rendered to the claimant injured worker are the legal obligation of the
claimantinjured worker. The direct payment to the health care provider is a
discretionary method by which the award made to the claimant injured worker for
medical expenses may be discharged.
(C) Except as prohibited by division (O) of section 4121.44 of the Revised Code, when
payment is made to the claimantinjured worker, the sole legal recourse of the health
care provider is against the claimantinjured worker.
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NO CHANGE
4123-6-42

Interest on late payments for equipment, materials, goods,
supplies or services in state insurance fund, public work relief
employees' compensation fund, coal workers pneumoconiosis
fund, and marine industry fund claims.

(A) Payment is made for equipment, materials, goods, supplies, or services incurred by
the claimant in connection with claims against the state insurance fund, public work
relief employees' compensation fund, coal workers pneumoconiosis fund, or marine
industry fund in accordance with section 126.30 of the Revised Code. For the
purpose of this rule, the required payment date is the date on which payment is due
under the terms of a written agreement between the bureau, or its agent, and the
provider. Payment will be made either thirty days after the bureau, or its agent,
receives a proper invoice for the amount of the payment due, or thirty days after the
final adjudication allowing payment of an award to the claimant, whichever is later.
(1) A "proper invoice" includes but is not limited to the claimant's name, claim
number, date of injury or occupational disease, employer's name, provider's
name and address and assigned payee number, a description of the service
provided, the procedure code for the service provided, the date provided, and
the amount of the charge. If more than one item has been included in the
invoice, each item is to be considered separately to determine if it is a proper
invoice.
(2) If the bureau or its agent determines that an invoice is improper, the bureau or
its agent shall send notification to the provider through the MCO at least
fifteen days prior to what would be the required payment date if the invoice
did not contain an error. The notice shall describe the error and the additional
information needed to correct the error. The required payment date shall be
redetermined upon receipt of a proper invoice.
(3) If an invoice is for payment of either a condition not allowed in a claim, or for a
claim that is not allowed, the payment date is thirty days after final
adjudication of allowance of the condition or claim. As defined in section
126.30 of the Revised Code, "final adjudication" is the date that the decision
of the bureau, industrial commission, or court becomes final, with no further
right of appeal. If any section of the Revised Code contains a faster timetable
for payments, however, such provisions shall not be superseded by this rule.
(B) Interest shall be paid based on division (E) of section 126.30 of the Revised Code.
Any interest charges payable under section 126.30 of the Revised Code are to be
paid by the bureau of workers' compensation.
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Amendment
4123-6-43

Payment for transcutaneous electrical nerve stimulators and
neuromuscular electrical stimulators.

(A) Payment will be approved for a transcutaneous electric nerve stimulator (TENS) unit
for treatment of allowed conditions in a claim directly resulting from an allowed
industrial work related injury or occupational disease, as provided in this rule.
(1) Prior authorization is required for TENS units and supplies. A claimant An
injured worker shall be provided only one TENS unit at a time. For each
TENS unit request approved, the unit shall be rented for a thirty day trial
period before purchase of the TENS unit. This trial period is to evaluate the
medical necessity and effectiveness of the TENS treatment. TENS treatment
will be discontinued at the end of the thirty day trial period month where the
treatment has not proven to be medically necessary or effective.
Reimbursement of rental costs will be considered only for that portion of the
trial period that the TENS unit was actually used before if treatment was
discontinued early. For each TENS unit provided, payment shall be limited to
necessary disposable or rechargeable batteries, but not both.
(2) The bureau shall apply all rental payments previously made to the purchase
price of the TENS unit. A TENS unit purchased and furnished to the claimant
injured worker is not the personal property of the claimantinjured worker, but
remains the property of the bureau or self-insuring employer. The bureau or
self-insuring employer reserves the right to reclaim and recover the TENS
unit from the claimant injured worker at the completion of the course of
TENS treatment. Once a TENS unit is purchased, the bureau or self-insuring
employer will reimburse for repair or replacement of the unit upon
submission of a request from the physician of record or treating provider that
includes medical documentation substantiating the continued medical
necessity and effectiveness of the unit.
(3) To be eligible for reimbursement under this rule, the TENS unit must be
prescribed by a physician and furnished by a provider holding a current,
valid, license or certificate of registration from the state of Ohio respiratory
care board of pharmacy to sell or rent home medical equipment.
(B) The claimant's injured worker's MCO shall regularly determine the specific TENS
supplies needed by the claimant injured worker throughout the period of time
authorized for TENS use. The TENS provider must receive authorization from the
claimant's injured worker's MCO prior to the delivery of supplies and/or equipment.
The TENS provider shall then deliver the supplies and bill the claimant's injured
worker's MCO after authorization is received. A self-insuring employer may, but is
not required to, follow the same procedure as an MCO under this rule; provided,
however, that in no event shall a self-insuring employer require a claimant injured
worker to submit a written request for TENS supplies and/or equipment. The
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claimant's injured worker's MCO shall retain documentation of the contact with the
claimant injured worker substantiating the claimant's injured worker's need for
supplies in accordance with the time frames set forth in rule 4123-6-14.1 of the
Administrative Code. The TENS provider's bill must indicate the actual date of
service, reflecting the date that services or supplies were provided. The bureau,
MCO, QHP, or self-insuring employer may adjust bills upon audit if the audit
discloses the provider’s failure to comply with this rule.
(C) The TENS provider shall maintain the following records and make them available for
audit upon request:
(1) Authorizations of TENS supplies or equipment received from the injured
worker's MCO, and all other documentation relating to the injured worker's
need for TENS supplies or equipment received by the provider prior to the
delivery of the supplies or equipment, including any requests received from
the injured worker, if applicable;
(2) Records of the provider's wholesale purchase of TENS supplies or equipment;
(3) Records of delivery of supplies to injured workers and of the delivery or return
of TENS units; and
(4) The TENS provider's current, valid, license or certificate of registration from
the state of Ohio respiratory care board of pharmacy to sell or rent home
medical equipment.
Upon request, the provider shall supply copies of the record information to
the requester at no cost. Failure to provide the requested records may result in
denial or adjustment of bills related to these records.
(D) The bureau shall not pay for the rental or sale of devices that are labeled by the food
and drug administration (FDA) for over-the-counter use and are identified with the
FDA product code "NUH.OTC.TENS."
(E) Payment will be approved for a neuromuscular electrical stimulator (NMES) unit for
treatment of allowed conditions in a claim directly resulting from an allowed
industrial work related injury or occupational disease, as provided in the bureau's
provider billing and reimbursement manual in effect on the billed date of service.

Amendment
4123-6-44

Bureau fees for provider services rendered by in-state and
out-of-state providers.

Bureau fees for in-state or out-of-state providers will be established by the administrator
of workers' compensation with the assistance of the bureau's medical management and
cost containment divisionbureau. The bureau may establish different fees for in-state and
out-of-state providers. The methods of payment may include rates based on resource
based relative value scale (RBRVS), percent of allowed charges, or usual, customary and
reasonable fee maximas, as determined by the bureau's medical management and cost
containment divisionbureau. Rates will be reviewed at least annually by the bureau to
determine the need for appropriate adjustment.
Payment for provider services will be made in accordance with rule 4123-6-10 of the
Administrative Code.
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AMENDMENT
4123-6-45

Audit of providers' patient and billing related records.

(A) Providers' patient and billing related records, including but not limited to those
records described in rule 4123-6-45.1 of the Administrative Code, may be reviewed
by the bureau or the MCO to ensure workers are receiving proper and necessary
medical care, and to ensure compliance with the bureau's statutes, rules, policies,
and procedures.
(1) Based on division (B)(16)(c)(B)(15)(c) of section 4121.121 of the Revised
Code, provider records may be reviewed before, during, or after the delivery
of services. Reviews may be random, with no unreasonable infringement of
provider rights, or may be for cause. Reviews may include the utilization of
statistical sampling methodologies and projections based upon sample
findings. Records reviews may be conducted at or away from the provider's
place of business.
(2) Based on division (B)(16)(c)(B)(15)(c) of section 4121.121 of the Revised
Code, legible copies of providers' records may be requested. Providers shall
furnish copies of the requested records within thirty calendar days of receipt
of the request. The bureau shall establish a schedule for payment of
reasonable costs for copying records, which shall be published in the health
care provider billing and reimbursement manual.
(3) Original records shall not be removed from the provider's premises, except upon
court order or subpoena issued by the bureau pursuant to section 4121.15 or
4123.08 of the Revised Code.
(B) Upon any finding of improper or unnecessary medical care, the administrator shall, if
requested by the provider, appoint a subcommittee of the stakeholders' health care
quality assurance advisory committee to review and advise the administrator as
provided in paragraph (F) of rule 4123-6-22 of the Administrative Code. The
administrator may sanction, suspend, or exclude a health care provider from
participation in the workers' compensation system based on rule 4123-6-17 of the
Administrative Code.
(C) The bureau or the MCO may deny payment for services or declare as overpaid
previous payments to providers who fail to provide records or access to records to
either the bureau or the MCO. The bureau may decertify a health care provider that
fails to provide records requested pursuant to Chapters 2913., 4121., and 4123. of
the Revised Code.
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Amendment
4123-6-45.1

Records to be retained by provider.

(A) A health care provider shall create, maintain, and retain sufficient records, papers,
books, and documents in such form to fully substantiate the delivery, value,
necessity, and appropriateness of goods and services provided to injured workers
under the HPP or of significant business transactions. The provider shall retain such
records for a minimum period of three five years from the date of payment for said
goods or services, or three five years from the date of referral to a certified or
non-certified provider, or until any initiated audit or investigation is completed,
whichever is longer. The provider shall create and maintain the records at the time
the goods or services are delivered or within seven days from the date the service
was rendered.
(B) The provider shall retain records documenting the following minimum information
concerning the goods or services provided to injured workers:
(1) Date the service was provided;
(2) Description of service, treatment or product provided;
(3) Record of patient appointments, if appropriate;
(4) Dates where injured worker canceled or failed to appear for a scheduled
examination, treatment, or procedure;
(5) Treatment plans;
(6) Subjective and objective complaints, if the provider is the practitioner or
physician of record;
(7) Injured worker's progress, if the provider is the practitioner or physician of
record;
(8) Wholesale purchase records, if goods, products, or prescriptions are delivered;
(9) Delivery records, if goods, products, or prescriptions are delivered by way of a
third party;
(10) The identity and qualifications of any individual involved in the delivery of
health care or billing for services to injured workers on behalf of the provider
billing for the services.
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4123-6-45.1

2

(C) A provider's failure to create, maintain, and retain such records shall be sufficient
cause for the bureau to deny payment for goods or services, to declare overpaid
previous payments made to the provider, or to decertify the provider.

NO CHANGE
4123-6-46

Standardized or negotiated payment rates for services or
supplies.

(A) The bureau or self-insuring employer may negotiate payment rates with health care
providers for services and supplies provided in the treatment of workers'
compensation claims.
(B) The bureau or self-insuring employer may enter into volume-based or optional-use
contracts with medical providers for services including, but not limited to, the
purchase or rental of durable medical equipment and supplies and catastrophic
claim services.
(C) The bureau or self-insuring employer may inform injured workers of the availability
of services, supplies, or equipment from particular health care providers with whom
a contract for services or supplies, a negotiated payment rate for services or
supplies, or a contract for cost-effective payment levels or rates has been entered
into, so long as access to quality and convenient medical services or supplies for
injured workers is maintained.
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