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MAINE WORKERS' COMPENSATION BOARD

MEDICAL FEE SCHEDULE

USER GUIDE
Maine Workers' Compensation Board

Office Of Medical/Rehabilitation Services

27 State House Station

Augusta, Maine 04333-0027

Effective for Inpatient Facility Fee Bills with Dates of Discharge from

October 1, 2014 through September 30, 2015.

Effective for Professional Fee and Outpatient Facility Fee Bills for Dates of Service

from January 1, 2015 through December 31, 2015.
This Medical Fee Schedule User Guide is intended solely as advice to assist persons in determining, exercising, or complying with their legal rights, duties or privileges with respect to Workers’ Compensation Board Rule Chapter 5.  This document is not a rule and is not judicially enforceable.
For ease of reference, the text of the rule is included with the explanatory comments.  The text of the rule is in italics, followed by the explanatory comments.
SECTION 1.
GENERAL PROVISIONS

1.03 DEFINITIONS
7. “Critical Access Hospital”: A health care facility as defined in 22 M.R.S. §7932(10). A critical access hospital must be licensed by the Department of Health and Human Services pursuant to 10-144 COMAR Chapter 112, subchapter XXVII.

Sixteen of Maine's hospitals are licensed as CAHs.  The hospitals are: Blue Hill Memorial Hospital, Bridgton Hospital, Calais Regional Hospital, C. A. Dean Memorial Hospital, Down East Community Hospital, Houlton Regional Hospital, LincolnHealth (f/k/a St. Andrews Hospital), Mayo Regional Hospital, Millinocket Regional Hospital, Mount Desert Island Hospital, Penobscot Valley Hospital, Redington-Fairview General Hospital, Rumford Hospital, Sebasticook Valley Health, Stephens Memorial Hospital and Waldo County General Hospital.  
9. “Health Care Provider/Practitioner”: a person or facility licensed, registered, or certified by the State of Maine and practicing within the scope of the health care provider’s license. This paragraph may not be construed as enlarging the scope and limitations of practice of any health care provider/Practitioner.

If there is any question regarding the type of health care provider/practitioner, you can search by provider name at https://gateway.maine.gov/dhhs-apps/aspen/ and get provider details that include the provider type. 

13. “Maximum Allowable Payment (MAP)”: The maximum fee for a procedure listed in Appendices III, IV, or V which has been established by the Maine Workers' Compensation Board or the health care provider's usual and customary charge, whichever is less.

In 2008, the Law Court held that “usual and customary charge” means the amount charged by the health care provider and not the usual and customary payment as determined by the employer/insurer.  See Law Court decisions law court decisions Leanne Fernald v. Shaw’s Supermarkets, Inc. and William J. Babine v. Bath Iron Works, 2008 ME 81.
SECTION 3.
INPATIENT FACILITY FEES

3.04     MAXIMUM REIMBURSEMENT

Except as provided in subsections 3.05 and 3.06, acute care hospitals shall be paid the maximum allowable payment established in Appendix IV or its usual and customary charge, whichever is less, for inpatient services.

Payments for inpatient services are based on the MS-DRG system. Appendix IV is based on version 32 of the US Federal Government’s DRG grouper for discharge dates from October 1, 2014 through September 30, 2015.  Maximum allowable payments are as published in Appendix IV.  In the event of a dispute regarding the published amount, the listed relative weight times the listed base rate controls.  This provision applies to both critical access and acute care hospitals. The logic should be applied based on the total amount of charges on the claim.  

3.05
OUTLIER PAYMENTS

The threshold for outlier payments is $75,000.00 plus the maximum allowable payment established in Appendix IV If the outlier threshold is met, the outlier payment must be the maximum allowable payment plus the charges above the sum of the threshold and the maximum allowable payment multiplied by 75%. The total payment for the services is the outlier payment plus the maximum allowable payment.
A simple example for an acute care hospital without implants is as follows:
	GROUPING AND NON OUTLIER PRICING

	1.
	CMS Version 32 DRG assigned (Results of grouping software)
	470

	2.
	Maximum reimbursement per Section 3.04 
	 $18,860.63 

	3.
	Claim total charges
	 $95,000.00 

	OUTLIER TEST

	4.
	Base outlier threshold per Section 3.05
	 $75,000.00 

	5.
	Final outlier threshold [L.2+L.3]
	 $93,860.63 

	6.
	Outlier add on [max(0,(L.3-L.5)*0.75]
	 $   854.53 

	7.
	Total reimbursement [L.2+L.6]
	 $19,715.16 


3.06
IMPLANTABLES

Where an implantable exceeds $10,000 in cost, acute care hospitals may seek additional reimbursement beyond the maximum allowable charge. Reimbursement is set at the actual amount paid plus 20% or $500.00, whichever is less. When an acute care hospital seeks additional reimbursement pursuant to this rule, the implantable charge is excluded from any calculation for an outlier payment. Handling and freight charges must be included in the acute care hospital's invoiced cost and are not to be reimbursed separately.
This provision applies to both critical access and acute care hospitals. 
3.08
FACILITY TRANSFERS

The following applies to facility transfers when a patient is transferred for continuation of medical treatment between two acute care hospitals:

1.
A hospital transferring a patient is paid as follows: The MS-DRG reimbursement amount is divided by the number of days duration listed for the DRG; the resultant per diem amount is then multiplied by two for the first day of stay at the transferring hospital; the per diem amount is multiplied by one for each subsequent day of stay at the transferring hospital; and the amounts for each day of stay at the transferring hospital are totaled. If the result is greater than the MS-DRG reimbursement amount, the transferring hospital is paid the MS-DRG reimbursement amount. Associated outliers and add-ons are then added to the payment.

2.
A hospital discharging a patient is paid the full MS-DRG payment plus any appropriate outliers and add-ons.

3.
Facility transfers do not include costs related to transportation of a patient to obtain medical care.

Top of Form

Bottom of Form

Payment for the hospital transferring a patient is calculated using the Medicare logic for transfers between IPPS Acute Care Hospitals, i.e. the prospective payment rate divided by the geometric mean length of stay.  A simple example for an acute care hospital without add-ons is as follows:

ADMIT DATE: 10/13/14  DISCH DATE: 10/15/14 TOTAL LOS: 0001   

DRG: 027  CRANIOT & ENDOVASC INTRACRAN PX WO CC/MC

------------------------------------------------------------------------------------------------------

1. TOTAL DRG AMOUNT                                   


20,366.05
2. GEOMETRIC MEAN LOS                               


2.5
3. PER DIEM (DRG/GLOS)





8,196.93
4. PYMT FOR THE FIRST DAY OF STAY (PER DIEM*2) 
           
16,393.85
5. PYMT FOR EACH ADD. DAY (IF APPLICABLE)


8,196.93
-----------------------------------------------------------------------------------------------------

A. TRANSFER PAYMENT                                                

16,393.85
3.10
OTHER inpatient FACILITY FEES

Services provided at specialty hospitals shall be reimbursed using the 2007 Medicare pricer tool for the appropriate specialty hospital found at www.cms.gov/PCPricer/. The maximum reimbursement shall be the Grand Total Amount multiplied by 170%.  Payment shall be made within 30 days after the specialty hospital provides the required medical and billing information.
Specialty hospitals include Long Term Care Hospitals, Psychiatric Hospitals, and Rehabilitation Hospitals.
3.11
professional services not included

Individual health care providers who furnish professional services in an inpatient setting must bill employers/insurers directly and must be reimbursed using the maximum fees set forth in Appendix III. The individual health care provider’s charges are excluded from any calculation of outlier payments.
This provision applies to both critical access and acute care hospitals.  Professional services in this context are those services provided by physicians and mid-level providers.
Section 4.
Outpatient and ambulatory surgical centers
4.06
MAXIMUM REIMBURSEMENT

Except as provided in subsections 4.07 and 4.08, acute care hospitals and ambulatory surgical centers shall be paid the maximum allowable payment established in Appendix V or its usual and customary charge, whichever is less, for outpatient services.

This provision applies to critical access and acute care hospitals as well as surgical services at ambulatory surgical centers.  The logic should be applied based on the total amount of charges on the claim.  A simple example for an acute care hospital without add-ons is as follows:

	REV
	CPT
	MOD
	DESCRIPTION
	UNITS
	CHARGES
	PSI
	PAYMENT
	NOTES

	0250
	 
	 
	 
	1
	 $        1.22 
	N
	$           -
	 

	0270
	 
	 
	 
	5
	 $     815.35 
	N
	$           -
	 

	0272
	 
	 
	 
	1
	 $      20.00 
	N
	$           -
	 

	0300
	85025
	 
	Complete cbc w/auto diff wbc
	1
	 $      55.30 
	N
	
	 

	0300
	86900
	 
	Blood typing, ABO
	1
	 $      13.30 
	Q1
	$     111.20
	 

	0300
	36415
	 
	Routine venipuncture
	1
	 $      19.00 
	N
	
	 

	0320
	73610
	 
	X-ray exam of ankle
	1
	 $     240.90 
	Q1
	$     138.89
	 

	0320
	73600
	 
	X-ray exam of ankle
	1
	 $     295.60 
	Q1
	$     138.89
	 

	0320
	73610
	 
	X-ray exam of ankle
	1
	 $     240.90 
	Q1
	$     138.89
	 

	0320
	76000
	 
	Fluoroscope examination
	1
	 $     521.90 
	S
	$     233.19
	 

	0360
	27784
	RT
	Treatment of fibula fracture
	1
	 $  3,080.50 
	T
	$  6,180.73
	 100% APC 

	0360
	27766
	RT
	Optx medial ankle fx
	1
	 $        1.00 
	T
	$  3,090.37
	 50% APC 

	0360
	27829
	RT
	Treat lower leg joint
	1
	 $        1.00 
	T
	$  3,090.37
	 50% APC 

	0420
	97001
	GP
	Pt evaluation
	1
	 $     172.40 
	A
	$     129.30
	 75% U&C 

	0636
	J2270
	 
	Morphine sulfate injection
	1
	 $        4.19 
	N
	$           -
	 

	0710
	 
	 
	 
	22
	 $     319.00 
	N
	$           -
	 

	0730
	93005
	 
	Electrocardiogram, tracing
	1
	 $     130.80 
	Q1
	$     114.70
	 

	0762
	99219
	25
	Observation care
	11
	 $  1,200.60 
	B
	$     900.45
	 75% U&C 

	 
	 
	 
	Totals
	 $  7,132.96 
	 
	$14,266.97
	 

	 
	 
	 
	 
	200.01%
	 

	 
	 
	 
	TOTAL DUE
	$  7,132.96
	


4.07     PAYMENT CALCULATION

Payments for outpatient services in an outpatient hospital or an ambulatory surgical center are based on the APC system. The payment must be calculated by multiplying the base rate times the APC weight.

Maximum allowable payments are as published in Appendix V.  In the event of a dispute regarding the published amount, the listed relative weight times the listed base rate controls.  In the case of laboratory services with a status code of “N” billed without other outpatient services (i.e. non-patient referred specimens or the facility collects the specimen and furnishes only the outpatient labs on a given date of service), payment shall be 75% of the provider’s usual and customary charge.
4.11
PROFESSIONAL SERVICES NOT INCLUDED

Individual health care providers who furnish professional services in a hospital, ASC, or other facility setting must bill insurers directly and must be reimbursed using the maximum fees set forth in Appendix III. The individual medical provider’s charges are excluded from any calculation of outlier payments.

This provision applies to critical access and acute care hospitals as well as ambulatory surgical centers.  Professional services in this context are those services provided by physicians and mid-level providers.
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