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MEDICAL FEE DISPUTE RESOLUTION FINDINGS AND DECISION  

GENERAL INFORMATION 

Requestor Name 

MHHS HERMANN HOSPITAL 

Respondent Name 

LIBERTY MUTUAL FIRE INSURANCE COMPANY 

MFDR Tracking Number 

M4-17-3849-01 

MFDR Date Received 

August 28, 2017  

Carrier’s Austin Representative 

Box Number 01 

REQUESTOR’S POSITION SUMMARY 

Requestor’s Position Summary:  The requestor did not submit a position statement for consideration in this review. 

Amount in Dispute: $5,008.50 

RESPONDENT’S POSITION SUMMARY 

Respondent’s Position Summary:  “The charges are for a condition that is not related to the compensable injury.” 

Response Submitted by:  Liberty Mutual Insurance Company 

SUMMARY OF FINDINGS 

Dates of Service Disputed Services Dispute Amount Amount Due 

November 30, 2016 to 
December 1, 2016 

Outpatient Hospital Services 
Emergency Department Visit 

$5,008.50 $1,020.16 

FINDINGS AND DECISION 

This medical fee dispute is decided pursuant to Texas Labor Code §413.031 and applicable rules of the Texas 
Department of Insurance, Division of Workers’ Compensation. 

Background 

1. 28 Texas Administrative Code §133.240 sets out procedures for medical bill payments and denials. 

2. 28 Texas Administrative Code §133.307 sets out the procedures for resolving medical fee disputes. 

3. 28 Texas Administrative Code §133.500 establishes standards and formats for electronic medical bill processing. 

4. 28 Texas Administrative Code §133.501 sets out requirements for electronic medical bill processing. 

5. 28 Texas Administrative Code §134.403 sets out the hospital fee guideline for outpatient acute care services. 

6. 28 Texas Administrative Code §134.600 sets out the guidelines for prospective review of health care. 

7. Texas Labor Code §413.031 entitles health care providers to a review of services if payment is denied. 

8. The insurance carrier denied payment for the disputed services with the following claim adjustment codes: 

 X170 - PRE-AUTHORIZATION WAS REQUIRED, BUT NOT REQUESTED FOR THIS SERVICE PER DWC RULE 134.600. 

 Z652 - RECOMMENDATION OF PAYMENT HAS BEEN BASED ON A PROCEDURE CODE WHICH BEST DESCRIBES SERVICES RENDERED. 
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Issues 

1. Has the respondent waived the right to raise new denial reasons or defenses? 

2. Are the insurance carrier’s reasons for denial of payment supported? 

3. What is the recommended payment for the services in dispute? 

4. Is the requestor entitled to additional reimbursement? 

Findings 

1. In their response to this dispute, the insurance carrier raised a new defense or denial reason that was not 
found on the explanation of benefits (EOB) submitted by the health care provider in the request for MFDR. 

Rule §133.307(d)(2)(B) requires that upon receipt of the request for medical fee dispute resolution, the 
respondent shall provide any missing information not provided by the requestor and known to the respondent, 
including: 

a paper copy of all initial and appeal EOBs related to the dispute, as originally submitted to the health care 
provider . . . related to the health care in dispute not submitted by the requestor or a statement certifying that 
the respondent did not receive the health care provider's disputed billing prior to the dispute request. 

Review of the insurance carrier’s response packet found no copies of any additional EOBS in accordance with 
the requirements of Rule §133.307(d)(2)(B). 

Rule §133.307(f) provides that: 

The division may request additional information from either party to review the medical fee issues in dispute. 
The additional information must be received by the division no later than 14 days after receipt of this request. 
If the division does not receive the requested additional information within 14 days after receipt of the request, 
then the division may base its decision on the information available. 

Pursuant to Rule §133.307(f)(1), on March 26, 2018, the division requested the respondent to provide copies of any 
EOBs relating to the disputed services issued by the carrier to the health care provider. As of the date of review, 
the respondent has not submitted any additional evidence for review. Consequently, the findings and order in 
this decision are based on the information available at the time of review. 

28 Texas Administrative Code §133.240 requires the insurance carrier to send an explanation of benefits to 
the health care provider when the insurance carrier makes or denies payment on a medical bill. 

Rules §§ 133.240 (e) and (f) set out required elements an EOB must contain, including, per §§ 133.240(f)(17)(G) 
and (H), adjustment reason code(s) conforming to the standards described in Rules §133.500 and §133.501 if 
the total amount paid does not equal the total amount charged; with explanation of the reason(s) for reduction 
or denial for any code used to adjust the payment. 

Rule §133.307(d)(2)(F) requires that: 

The response shall address only those denial reasons presented to the requestor prior to the date the request 
for MFDR was filed with the division and the other party. Any new denial reasons or defenses raised shall not 
be considered in the review. 

Pursuant to Rule §133.307(d)(2)(F), the insurance carrier’s failure to give notice to the health care provider of 
specific codes or explanations for reduction or denial of payment as required by Rule §133.240 constitutes grounds 
for the division to find a waiver of defenses during Medical Fee Dispute Resolution. 

Upon review of the insurance carrier response, the division finds the respondent has raised new denial reasons 
or defenses of which the carrier failed to give any notice to the health care provider during the bill review process 
or prior to the filing of this dispute. Consequently, the division concludes the insurance carrier has waived the 
right to raise these new denial reasons or defenses during MFDR. Any such new defenses or denial reasons will 
not be considered in this review. 
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2. The insurance carrier denied disputed services with claim adjustment reason code X170 – “PRE-
AUTHORIZATION WAS REQUIRED, BUT NOT REQUESTED FOR THIS SERVICE PER DWC RULE 134.600.” 

28 Texas Administrative Code §134.600(c)(1)(A) requires that the carrier be liable for all reasonable and 
necessary medical costs relating to the health care during an emergency, as defined in Chapter 133. 

133.2(5)(A) defines a medical emergency as 

the sudden onset of a medical condition manifested by acute symptoms of sufficient severity, including severe 
pain, that the absence of immediate medical attention could reasonably be expected to result in: (i) placing the 
patient's health or bodily functions in serious jeopardy, or (ii) serious dysfunction of any body organ or part 

Review of the submitted records finds that a medical emergency is supported.  Accordingly, preauthorization 
was not required, and the division finds the insurance carrier’s denial reason is not supported.  The disputed 
services will therefore be reviewed for payment according to applicable division rules and fee guidelines. 

3. This dispute regards outpatient hospital facility services with payment subject to 28 Texas Administrative Code 
§134.403, requiring the maximum allowable reimbursement (MAR) to be the Medicare facility specific amount 
(including outlier payments) applying Medicare Outpatient Prospective Payment System (OPPS) formulas and factors, 
as published annually in the Federal Register, with modifications set forth in the rules. Medicare OPPS formulas 
and factors are available from the Centers for Medicare and Medicaid Services at http://www.cms.gov. 

Rule §134.403(f)(1) requires the sum of the Medicare facility specific amount and any outlier payments be 
multiplied by 200 percent for the emergency department services in this dispute. 

Medicare assigns an Ambulatory Payment Classification (APC) to OPPS services based on billed procedure codes 
and supporting documentation. The APC determines the payment rate. Reimbursement for ancillary items and 
services is packaged with the APC payment. CMS publishes quarterly APC rate updates, available at www.cms.gov. 

Reimbursement for the disputed services is calculated as follows: 

 Procedure code 99284 represents emergency department evaluation and management. This service is assigned 
APC 5024. The OPPS Addendum A rate is $326.99. This is multiplied by 60% for an unadjusted labor amount of 
$196.19, which is in turn multiplied by the facility wage index of 0.9653 for an adjusted labor amount of $189.38. 
The non-labor related portion is 40% of the APC rate, or $130.80. The sum of the labor and non-labor portions 
is $320.18. The cost of services does not exceed the thresholds for outlier payment. The Medicare payment is 
$320.18, which is multiplied by 200% for a MAR of $640.36. 

 Procedure code 21480 has status indicator T, denoting significant outpatient procedures subject to multiple-
procedure reduction. The first status T unit is paid at 100%; all others at 50%. This is assigned APC 5161. 
The OPPS Addendum A rate is $129.29. This is multiplied by 60% for an unadjusted labor amount of $77.57, 
which is multiplied by the facility wage index of 0.9653 for an adjusted labor amount of $74.88. The non-labor 
portion is 40% of the APC rate, or $51.72. The sum of the labor and non-labor portions is $126.60. The provider 
billed this code with bilateral modifier 50. Bilateral procedures are paid at the rate for two units. The first 
unit is paid at 100%; the second is paid at 50%. The total is $189.90. The cost of services does not exceed 
the threshold for outlier payment. The Medicare facility specific amount of $189.90, is multiplied by 200% 
for a MAR of $379.80. 

 Per Medicare policy regarding, procedure codes 96374 and 96375 (initial and subsequent medication injected 
by IV push) may not be reported with code 21480 (reset of jaw) billed on this same claim. Per correct coding 
initiative (CCI) edits, reimbursement for IV injection is included with payment for the primary procedure. 
Separate payment may be allowed if a modifier is used appropriately. Although the provider billed the service 
with modifier -59, review of the submitted documentation finds the drugs administered were anesthesia given 
to perform the dislocation reduction. Procedure code 21480 includes anesthesia. As such, the documentation 
does not support that the services were sufficiently distinct; or performed during a different encounter, 
procedure or surgery; or for a different site or body part; or in treatment of a separate injury. 
Consequently, separate payment cannot be recommended.  

4. The total recommended reimbursement for the disputed services is $1,020.16. The insurance carrier has paid 
$0.00, leaving an amount due to the requestor of $1,020.16. This amount is recommended. 

http://www.cms.gov/
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/HospitalOutpatientPPS/index.html
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Conclusion 

In resolving disputes regarding the amount of payment due for health care determined to be medically necessary 
and appropriate for treatment of a compensable injury, the role of the division is to adjudicate the payment, 
given the relevant statutory provisions and division rules. 

The division would like to emphasize that the findings and decision in this dispute are based on the available 
evidence presented by the requestor and respondent at the time of review.  Even though not all the evidence 
was discussed, it was considered. 

For the reasons stated above, the division finds that the requestor has established that additional 
reimbursement is due.  As a result, the amount ordered is $1,020.16. 

ORDER 

Based on the submitted information, pursuant to Texas Labor Code Section 413.031 and 413.019 (if applicable), 
the division has determined the requestor is entitled to additional reimbursement for the disputed services. 
The division hereby ORDERS the respondent to remit to the requestor $1,020.16, plus applicable accrued 
interest per 28 Texas Administrative Code §134.130, due within 30 days of receipt of this order. 

Authorized Signature 

 
 
 

   
Signature 

 Grayson Richardson   

Medical Fee Dispute Resolution Officer

 April 20, 2018  
Date 

 

YOUR RIGHT TO APPEAL 

Either party to this medical fee dispute has a right to seek review of this decision in accordance with Rule §133.307. 

A party seeking review must submit a Request to Schedule a Benefit Review Conference to Appeal a Medical Fee 
Dispute Decision (form DWC045M) in accordance with the form’s instructions. The request must be received by the 
division within twenty days of your receipt of this decision. The request may be faxed, mailed or personally 
delivered to the division, using the contact information on the form, or to the field office handling the claim. 

A party seeking review of this decision must deliver a copy of the request to all other parties involved in the dispute at 
the same time the request is filed. The request must include a copy of this Medical Fee Dispute Findings and Decision 
together with any other required information specified in 28 Texas Administrative Code §141.1(d). 

Si prefiere hablar con una persona en español acerca de ésta correspondencia, favor de llamar a 512-804-4812. 


