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Division of Workers’ Compensation
Medical Programs / Contact Information

Division Website: www.colorado.gov/cdle/dwc

All Division Rules of Procedure, official Division forms, Division Interpretive Bulletins, and the
Workers’ Compensation Act are available from the website. Some examples:

Form WC164 — Physician’s Report of Workers’ Compensation Injury

Form WC-M3 - Psych Rev. 1/06 — Mental Impairment Rating form

Form WC181 — Medical Billing Dispute Resolution Intake Form

Form WC188 — Authorized Treatment Physician Request for Prior Authorization
Form WC36A & B — Advisement for Claimant re: Audio-Recording of IME
(English/Spanish)

DK10 — Apportionment of Spinal Range of Motion

DK11 — Impairment Rating Tips

DK14 — Apportionment Calculation Guide

DK15 — Guidance/form letter/flow chart to be followed when discharging a patient for
non-medical reasons.

Available Interpretive Bulletins address topics in IME, Medical Utilization Review, medical
records release and privacy, and the use of nurse-practitioners and physician assistants. The
current version of Interpretive Bulletin No. 13 is a necessary “companion” document to Rule
18/Fee Schedule.

General Customer Service Eggg; g;g:%gg workers.comp@state.co.us
Physicians’ Accreditation (303) 318-8763 physaccred@state.co.us
. . . (303) 318-8752 gina.johannesman@state.co.us
Impairment Rating Questions (303) 318-8756 courtney.holmes@state.co.us
Independent Medical Exams (303) 318-8655 IMEUnit@state.co.us
Fee Schedule (303) 318-8761 debra.northrup@state.co.us
Utilization Standards (303) 318-8761 debra.northrup@state.co.us
Medical Billing Dispute . .
Resolution (303) 318-8765 cdle medicalpolicy@state.co.us
Medical Treatment Guidelines (303) 318-8760 roy.foster@state.co.us
Utilization Review Program 303) 318-876 iliana.qgallegos@state.co.us
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Level | Accreditation Pre-Test

1) A critical document to be completed by the primary treating physician at the opening & closing
of a workers’ compensation case is:

a) CMS 1500

b) WC164
c) Temporary Total Disability Status form
d) WC30 - Designated Health Care Provider Disclosure Form
2) A physician must complete the initial report with the appropriate form within:
a) 3 days
b) 7 days
c) 10 days
d) 14 days
3) True or False: It is acceptable for a treating medical provider to supply information regarding

work restrictions to the patient’s work supervisor without a release from the patient.

4) “Temporary Total Disability” is provided to an injured worker:
a) As wage replacement when the worker cannot return to part time or modified duty
b) As a required status before applying for social security disability benefits
c) When it is determined that the worker will never be able to return to his/her previous
job
d) When the worker declines to return to work because of pain
5) When a worker returns to employment and receives an impairment rating at the medical

termination of the case, the benefits received at that time are called:

a) Temporary Partial Disability
b) Permanent Total Disability
c) Temporary Total Disability
d) Permanent Partial Disability
6) True or False: A copy of the WC 164 form must always be filed by the authorized treating

physician with the Division of Workers’ Compensation.

7) If an employer is unable to accommodate a claimant’s written work restrictions:
a) The employee may seek revised restrictions from another medical provider
b) Temporary Total Benefits may continue
c) MMI can be declared
d) The worker becomes permanently, totally disabled.
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8) True or False: The physician must declare the physical or mental impairment as a result of the
injury is not reasonably expected to improve with time in order to find a patient at Maximum Medical
Improvement.

9) Written work restrictions (check all that apply):
a) Can be applied at the first medical visit
b) Can be applied at the last medical visit
c) Can be sufficiently described as, for example, “Light duty.”
d) May be supplied directly to the claimant’s employer
e) When assessed, should be considered as unique and separate from the claimant’s non-

work activities.

10) A provider selected by the patient at the time of injury when the employer has not designated a

provider is:

a) A medical consultant

b) A temporary medical provider

c) An authorized medical provider

d) A specialist in workers’ compensation injuries

11) True or False: MMI may be assessed by a non-accredited physician.

12) Choose all correct answers. MMI:
a) Is the point at which all medical treatment must stop.
b) Is defined in the Workers’ Compensation Act.
c) Must be documented on the WC-164 form
d) The point at which every patient must be referred-out for an impairment rating.

13) True or False: When a physician determines permanent medical impairment; chronic pain
cannot be given a rating.

14) Upon notification of a worker’s injury, the employer in most circumstances must:
a) Provide the worker with a referral to one medical physician or one clinic
b) Allow the worker to see his/her own medical physician as long as that provider is an
M.D. or a chiropractor
c) Provide the worker with a list of at least 4 physicians or clinics from which to select a
treating physician
d) Require that the worker file his/her own claim for compensation with the DOWC

15) True or False: The possible existence of impairment can be assessed only by a Level I
accredited physician at the time of MMI.
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CAUSALITY

19)

20)

21)
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Choose all that apply: Once MMl is determined for a patient:

a)
b)

c)
d)

Maintenance treatment cannot be performed

The physician must complete the date of MMI and work restrictions of the patient, if
any work restrictions apply.

The Level | Accredited physician must refer patient to a Level Il Accredited physician
Maintenance treatment, if recommended, must be documented on WC 164 form

True or False: Animpairment rating examination must be provided for any worker who has
permanent alteration of ADLs due to the work related injury.

If you forget to indicate the work status of a patient on the WC-164 form

a)
b)
c)
d)

Your Level | accreditation will be revoked

The insurer may discontinue the patient’s disability benefits

The insurer may withhold payment of your fees

The employer will assume the patient cannot perform his/her job duties and will be
terminated

In the Bradford Hill standards of risk assessment for determining causality, which of the
following risk assessment techniques must you apply?

a)
b)
c)
d)

Temporal relationship
Biological gradient
Strength of the association
all of the above

Ten years ago a worker had a low back injury which required a one-level fusion which became
stable. The worker sustains a low back strain at work and presents at your office. All of the
following should be performed to determine if the injury is work related EXCEPT:

a)
b)
c)

d)

Evaluate and assign a diagnosis

Assess the mechanism of the current injury

Speak to someone else at the workplace that witnessed the injury or can corroborate
the patient’s account

Identify the patient’s job duties

True or False: Medically probable is defined as 50% or more probable.
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ETHICS

22) A patient is sent to an IME by the insurer, and you as a treating provider are sent a copy of the
IME report along with a cover letter from the insurer’s attorney. The claimant’s attorney takes issue
with the report and the letter from the insurer. Should you ignore the report? Choose the best
response:

a) Yes — because it is now a contentious issue between the parties

b) Yes — because it represents the opinion of a doctor hired by the insurer

c) No - it is one medical opinion of possibly many that are relevant to this case
d) Yes — because ethically your primary duty is to the patient

23) True or False: A patient has a history of psychological issues with corresponding records,
however the patient has low back pain and no work related psychological issues. Under Colorado law, a
treating physician is obligated to surrender copies of these records pertinent to a litigation claim to both
parties.

24) As an authorized treating physician, you are required to release patient information to the:
a) nurse case manager
b) employer
c) employer’s attorney
d) none of the above without release from patient

25) True or False: When giving opinions about a workers’ compensation case, a physician may
appropriately be influenced by the insurer’s nurse case manager.

26) The Workers’ Compensation Act states that “the filing of a claim for compensation is a limited
waiver of the doctor-patient relationship privilege to persons who are necessary to resolve the claim.”
Therefore, it is ethically acceptable for a medical provider to (choose the best response):

a) Release all medical records to any party in the case because of the limited waiver
provision

b) Agree to privately discuss the patient’s case with the insurer’s nurse case manager

c) Decline to release any medical records to the non self - insured employer unless the
patient provides a signed authorization

d) Release medical records to any party because HIPAA does not apply to the insurer, the

employer or their attorneys

27) True or False: In workers’ compensation, the written report of an independent medical
examiner is supplied only to the party who requested and paid for the exam.
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RULES

28) Revocation of Level | accreditation can be ordered by the Director of the Division of Workers’
Compensation when the:

a) DOWC utilization review panel recommends revocation after reviewing a claim

b) Level | physician has five violations of the medical treatment guidelines

c) Level | physician bills for two body parts

d) DOWC utilization review panel recommends that the provider be removed from a

specific case

29) True or False: A chiropractor who is NOT Level | accredited and is treating a work-related injury
can provide treatment for a case with 4 lost work days.

30) Prior authorization for providing care is needed when:
a) Treatment is within the guidelines
b) Whenever the insurer asks for it
c) Treatment deviates from the guidelines
d) Whenever you assign light duty for this patient

31) True or False: The insurer may be required to pay for costs of services from an authorized
treating provider if the patient has sought care for a work related injury with that provider.

32) What percentage of injured workers can be expected to return to full duty employment after six
months of being off work?

a) 60%
b) 30%
c) 40%
d) 50%
GUIDELINES

33) According to the Colorado Medical Treatment Guidelines, all of the following are always
required for the treatment of chronic pain, EXCEPT:

a) a detailed, repeated diagnostic work up

b) a psychological evaluation

c) a review of active therapy with the patient
d) multi -disciplinary care

34) True or False: Your patient has a lumbar strain and must be able to lift 100# in order to return
to work. He is making regular progress in physical therapy and is able to now lift 75# but his progress
has plateaued the last 2 weeks. You recommend an interdisciplinary program in which the patient can
be assessed for continuing progress using weekly decreasing pain score and weekly decreasing use of
narcotics.

Level | Accreditation Curriculum: 6/2019 8
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The injured employee you are treating states he cannot return to work due to pain. As the
treating physician, you:

a)
b)
c)

d)

Ask the employee what kind of work duty is available and release the employee to a
specific job duty

Release the employee back to work at light duty status and let the employer decide the
work status

Objectively determine the employee’s physical abilities and release employee to return
to work with  written physical restrictions

Determine the patient’s work status of not returning to work due to this subjective
reports of pain

When filling out the WC-164 form for work status, the report should state the employee:

a)
b)
c)
d)

is released to desk duty
is released to light duty
can lift up to 10 pounds
is released to modified duty

True or False: A missed diagnosis can cause a prolonged clinical course that could be confused
with chronic pain disorder.

BILLING/FEE SCHEDULE

38)

39)

40)

The workers’ compensation insurance company has scheduled an appointment for a patient.
Cancellation fees are appropriate under which of the following circumstances?

a)
b)
c)
d)

The patient did not come.

The patient re-scheduled within 24 hours of the appointment.

The patient cancelled but did not reschedule the day of the appointment.

The insurer cancelled the appointment for the patient within 24 hours due to not finding
the injury work related.

True or False: According to Rule 16, the fee schedule is the maximum allowance for all medical
and medically related procedures.

When contesting authorization for medical reasons, the payer must submit all EXCEPT:

a)
b)

Name and professional credentials of person conducting the review

A copy of the medical review, including reference to the Colorado Medical Treatment
Guidelines

Certificate of mailing within 7 business days

The WC-164 form

Level | Accreditation Curriculum: 6/2019 9
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41) True or False: If the payer fails to respond to a request for prior authorization in a timely
manner described in Rule 16, then the procedure should not be completed.

42) If you receive a denial of authorization and you disagree with the medical reasoning of the
reviewer, you must respond in writing within:

a) 3 business days
b) 5 business days
c) 7 business days

d) 2 business days

43) True or False: An E&M visit can be billed at each visit with manipulation when the records state
manipulation is required three times per week.

44) The following billing form is necessary to complete before submitting the bill for service:

a) CMS 1200
b) CMT 1500

c) CMS 1500
d) WC-164
45) If a calculated permanent impairment rating of a workers’ compensation injury is not required,

reimbursement for the WC 164 report on maximum medical improvement may be billed:

a) Asatwo level increase of the office visit code

b) By using the appropriate Division “Z” code for this service
c) As afee to be calculated at the rate of $150.00/hour

d) None of the above

46) True or False: When providing modalities for treatment, prior authorization is not required for
billing more than two different modalities per visit per discipline.

47) Personnel, materials, equipment, space and other facility overhead included in providing service
is defined as what type of radiology procedure code?

a) technical component
b) total component
c) total unit value component
d) professional component
48) True or False: When determining the level of E&M office visit, time can be used only when 50%

or more time is documented for coordinating care or educating the patient.

Level | Accreditation Curriculum: 6/2019 10
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49) The limitation on physical medicine procedures is hour (s) per day per
a) one, injury
b) one, discipline
c) two, discipline
d) two, injury

50) Which of the following are criteria for allowing the billing of an E&M office visit?

a) The patient requires counseling on “return to work with limited duties.”
b) Re-evaluation of the patient is necessary to change treatment protocol
c) A significant evaluation of the patient is necessary to determine progress with

treatment being provided
d) All of the above

Level | Accreditation Curriculum: 6/2019
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Level | Accreditation Pre-Test Answers

1) b: Rule 16-7 (E)

2) d: 14 days, Rule 16-7 (E)

3) True —Detailed medical information should not be given to the employer
without authorization from the patient

4) a: § 8-42-106 (1), C.R.S. Temporary Total Disability: when a worker is totally
restricted from duty or if the employer cannot provide suitable
accommodated duty (part-time duty, no return to work duty). Keep in mind,
termination of temporary total disability can happen if the patient is able to
return to modified duty, the physician gives written release to return to
regular employment, or the employee fails to return to work on his/her own
accord, even if the physician releases them to return to work.

5) d: § 8-42-107 C.R.S. Permanent Partial Disability: when an injury results in
permanent medical impairment. An impairment rating must be provided for
any worker who has a permanent alteration of ADLs due to the work related
injury. The benefits are based on the impairment rating of the authorized
treating physician who is Level |l Accredited. In Colorado, the AMA Guides
3" revised edition is used to calculate impairment ratings. The claimant who
is not satisfied with the authorized treating physician’s impairment rating can
challenge the impairment rating by paying for a Division Independent
Medical Examination (DIME.)

6) False — The WC 164 form should be given to the patient and_insurer after
each visit. If the physician does not respond promptly to a request for
verification of the work status of a patient, the insurer may withhold payment
of your fees.

7) b: §8-42=105 (1) C.R.S. Temporary Total Benefits continue if the employer
cannot accommodate the employee’s work restrictions.

8) False- Under Colorado Statute, the improvement of a condition over time
without additional medical treatment is not considered as part of MMI. MMI
exists when the underlying condition causing the disability has become
stable and no further treatment is reasonably expected to improve the
condition.

9) a, b, d- Written work restrictions should always be specific to the job duties
(i.e.: limit waist level lift to 25 pounds, sitting limited to 20 minutes/hour.)

10) c: Rule 16-2(B)(3): Authorized Treating Physician: The employer has the
right in the first instance to select the authorized treating physician. The
claimant is presented with a list of at least four physicians, clinics or a
combination thereof, from which the worker must choose a primary treating
physician. If the employer does not timely designate a list of at least four

Level | Accreditation Curriculum: 6/2019 12
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12)

13)

14)

15)

16)

17)

18)

19)
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providers to the injured worker, then the worker may see the physician of
his/her choice. The physician whom the employee sees on the first visit
becomes the authorized provider and remains the authorized provider unless
the insurer and patient agree to change providers, the worker exercises an
option for one unchallenged change of treating physician, or a judge orders a
change in provider.

True- Rule 16-7(E): A non —accredited physician may determine MMI, but if
there is permanent impairment, the injured worker must be referred to a
Level Il accredited physician within 20 days for an impairment rating.

b, ¢ — Rule 16-7 (E) (b): MMI must be documented on WC 164 form and is
defined in the Workers’ Compensation Act. Also keep in mind, once a patient
is at MMI, maintenance treatment must be documented on the MMI (WC164)
form and documentation of any permanent work restrictions. Once the
patient is at MMI, payments for temporary disability cease. IF the patient has
permanent partial disability, then the patient must be referred to a Level |l
accredited physician for an impairment rating within 20 days of determination
of MMI.

False — A chronic pain rating must be based on objective findings before a
rating can be determined

c: §8-43-404(5)(a)(1)(A) C.R.S., an employer or insurer shall provide a list of
at least four physicians or clinics.

False- Rule 12-2(A): Assessing that there is a probable permanent
impairment can be performed by Level | accredited physician or any other
physician, however, a Level Il accredited physician is only able to perform
impairment ratings.

b,d: Rule 16-7(E) , once MMI is determined, the authorized treating
physician should complete the WC-164 form and include work restrictions
and maintenance treatment.

True: Rule 12-2 : When an authorized treating physician determines the
injured worker is at MMI and has not returned to his/her pre-injury state,
physically and/or mentally, the treating physician shall determine, or cause to
be determined, a permanent medical impairment rating.

c: Rule 16-8(B)(8): Work restrictions must be indicated on WC 164 form or
the insurer can withhold payment to the provider.

d: Found under “Causality” in the Level | Curriculum. According to the
Bradford Hill standards for Risk Assessment Method, strength of the
association, consistency of the evidence, specificity of the result, temporal
relationship, biologic gradient and coherence should be taken into
consideration to assess causality.

Level | Accreditation Curriculum: 6/2019 13
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c: when determining causality, a detailed description of the employee’s job
duties and detailed description of the incident reportedly causing the injury
are necessary pieces of information. Also, the physician should determine if
the patient requires treatment if not for the work-related event.

False —Medically probable is greater than 50%, see curriculum under
“Causality” — steps in causality determination

c: see Interpretive Bulletin in curriculum: under DOWC Rules section: Keep
in mind, the physician may be appropriately influenced by other medical
consultant’s opinions, but not the insurance company or attorneys.

False: See Interpretive Bulletin in curriculum: under DOWC Rules section :
Detailed psychological information not directly related to the claim should not
be given without authorization from the patient. Only information that pertains
to the work related injury should be released. Medical providers should follow
HIPAA requirements (164.508 (a)(2)), for the protection of psychological
records, which require a specific authorization.

d: a physician must have permission from the patient to release information
that is not directly related to the case.

False — The physician may be influenced by a medical consultant’s opinion
and no other parties.

c: §8-47-203: patient must provide signature to release records. Note that
the workers’ compensation insurers do not follow HIPAA. The provider is the
last stop for the release of medical records.

False — Rule 8-10(F): All parties, including the claimant, insurer and their
attorneys must receive the report

a: §8-43-501(3)(c)(lll): Revocation of Level | Accreditation can occur if: the
DOWTC utilization review panel unanimously recommends revocation after
reviewing a claim, the physician twice violates the rules or regulations
proclaimed by the director, or the physician is continuously non-compliant
per statute. The Director can order a retroactive denial of fees based on the
recommendations from the utilization review panel.

False- §8-42-101(3.6)(a)(l): Chiropractors not Level | accredited cannot
treat work related injuries with more than 3 days lost time from work, more
than 90 days from the time of injury or more than 12 treatments.

c: Rule 19-9(B): Prior authorization is needed if the service exceeds the
recommended limitation set forth in the Medical Treatment Guidelines. If the
payer does not respond to the request for prior authorization in a timely
manner, the request is deemed authorized for payment.

True — Rule 16-2(B)(3), §8-43-404: If the employer does not timely designate
a list of four providers, a physician may be selected by the injured worker.
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d: Rule 17 (Medical Treatment Guidelines) General Principles #11, 50% of
workers out of work 6 months or more never return to work.

a: Rule 17: Medical Treatment Guidelines Chronic Pain, (E)(2):
psychological evaluation and interdisciplinary care are required for treatment
of chronic pain.

False — Rule 17: Medical Treatment Guidelines General Principle #7:
Progress should be measured by functional activities such as increasing the
ability to lift a certain weight.

c: Rule 16-8(B), must provide specific written work restrictions on WC 164
form from your objective findings. It is then up to the employer to determine
accommodations for the employee.

c: §8-42-105&106, Level | Curriculum under “W/C Case Chronology” Due to
the possibility of misinterpretation of work restrictions, work restrictions must
be specifically stated.

True: Rule 17- Medical Treatment Guidelines Chronic Pain: (E) A missed
diagnosis, along with inappropriate care and psychological factors can
prolong the clinical course that could be confused with chronic pain disorder.
Inappropriate care can include passive modality-oriented physical therapy.
a: Rule 18-6(B): A cancellation fee is payable only when a payer schedules
an appointment and the injured worker fails to come, and the payer has not
canceled three business days prior to the appointment. If the patient does
not show for an appointment, the insurer should be notified so they may
reschedule the patient.

True: Rule 16-4 — Fee Schedule sets maximum allowable payment.

d: Rule 16-10 (B)(3) — Must provide a copy of medical review, including
references to the medical treatment guidelines, name and credentials of the
provider and certificate of mailing.

False- Rule 16-10(E): The request is deemed authorized for payment of the
procedure if the payer does not respond in a timely manner.

c: Rule 16-10(C)(1) 7 business days

False — Rule 17: Medical Treatment Guidelines: Low Back Pain:
Manipulation limits must be followed per the guidelines Rule 18-5(H)(5)(6)
An office visit may be billed on the same day as manipulation codes when
the documentation meets the E&M requirement and an appropriate modifier
is used.

c: Rule 16-7(B)(1): CMS 1500 shall be used by all providers for billing for
professional services

Level | Accreditation Curriculum: 6/2019 15
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b: Rule 18-6(F)(3) and Rule 18-6(G)(2)(b): Billing code Z0752 — When a
claimant is at MMI without permanent impairment, the ATP completes the
closing report WC-164. Rule 18-6(G)(4): Keep in mind, when a variable-
content report is requested by the insurer, the physician can submit a
narrative report with variable content and charge appropriately.

False — Rule 18-5(1)(7): Prior authorization is required for billing. Billing
Restrictions: There is a total limit of two (2) modalities (whether timed or non-
timed) per visit, per discipline, per day.

a: Rule 18-5(E)(F)(1)(d), Rule 18-5(H)(9)(c) technical component; the total
value component in radiology comprises the technical component and
professional component .

True: Rule 18-5(J)(1): If 50% of the time spent for an E&M visit is shared
decision making, disability counseling or coordination of care, then time can
determine the level of E&M service.

b: Rule 18-5(1)(6): maximum allowed is one hour of procedures per day, per
discipline, unless medical necessity is documented and prior authorization is
obtained from the payer.

d: Rule 18-5(J)(1): billing of an E&M visit is applicable if the patient requires
counseling on return to work duties, re-evaluation to change treatment
protocol or an evaluation to determine treatment progress. If a patient has a
scheduled manipulation only, then the office visit cannot be billed.
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Workers’ Compensation Case Chronology

Objectives:

>

>

Define an authorized treating physician.

Discuss the procedure for determining physical restrictions and work status.

Identify the events that result in discontinuation of temporary disability
payments.

Define Maximum Medical Improvement.

Define impairment and describe the difference between impairment and
disability.

Explain the process for obtaining an impairment rating when the authorized
treating physician is not Level Il accredited.

Level | Accreditation Curriculum: 6/2019
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Chronology of a Workers' Compensation
Case

Reference to Rule or
Statute

Injury cccurs at work or worker recognizes
symptoms of illnesswhich may be work-related

C.R5. B-41-301

4

Worker reports incident and symptoms to
em ployer

C.R.S.8-43-102 (1) (a) and
(2)

. 4

Employer files first report of injury (FROI) form
with insurer

C.R.S. 8-43-103 (1)

OR

Employer does not concur that injury is work
related and refuses to file & FROI, worker can file a
Workers' Claim with the Division

C.R.S.8-43-103 (1)

¥

Worker must seek care from a list of four (4)
providers* designated by the employer to be the
authorized treating physician (ATP) and will remain
primary provider throughout the claim.

*four clinics, or combination thereof
~if the employer does not timely designate a list of four
providers, then the worker may see the physician of
his/her choice.

C.R.S. B-43-404 (5), 8-42-
101 {a);(3) (a) (1);(3.6)

\ 4

If the insurer and patient agree to change
providers, the worker can change ATP (not clinic)
once or a judge can order a change

C.R.5.8-43-404 (5] (a) (1)

*Chiropractors must be Level | Accredited to treat more
than three (3) days lost time, morethan 12
treatments, or exceed 90 days of treatment.

C.R.S.8-42-101(3) (a) (M)

¥

Responsibilities of a physician at the first visit

Complete medical history istaken including job duties,
mechanian of injury, past medical history, and hisory
of non-occupational activities.

Level | Accreditation Curriculum: 6/2019
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Perform a com plete physical examination for all
relevant body parts based on the history and
patient com plaints

Condition is not work-
relaed

Determine a diagnaosis and medically probable Recommend patient to
cause (greater than 50% like lihood) for the injurny primary health provider

\ 4

| Patient's condition is determined work-related |

¥

Order appropriate disgnostic studies and initial _
PRrop =E i Rule 17 - Medical
treatment perthe DOWC Medical Treatment L
o Treatment Guidelines
Guidelines

L 4

if work restrictions of activities of daily living
(A4DLs) or specific job tasks*are appropriate, clearky
identify in the report and on the WC 164 form
* aufficient examples: occasional lifting up to 204,
frequent IFting limited to 5&, no over-head work, sitting
limited to 20 minutes
* insufficient examples: "modified duty," "desk duty,”
"light duty"

¥

If worker is restricted from duty, or if the employer
cannot provide accommodated duty, Temporary Total
Disability (TTD) isgiven which is66.6% of wages to
maximum of 91% of the state average weekly wage.

If the employer allows the worker to return to part-
timeduty, Temporary Partial Disability (TPD) is
granted for the remainder of thetime which worker
cannot work (66.6% of wages to a maximum of 913 of

the stae average weekly wage.)

\ 4

Level | Accreditation Curriculum: 6/2019
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W 164 Form is completed, siened and submicted
within fourteen (14) days to the insurer, patient, and
employer if they are self-insured

* If a provider does not abide by the request for work
restrictions, payment for services can be withheld
*Ifthe WC 164 form s completed by aPA or NP, a

signatur e by the ATF isrequired

Rule 16-7 (E)

Rule 16-5 (&) (6] (d)

Responsibilities at follow-up visits

Continue to follow the DOWC Medical Treatment
Guidelines

4 N

Treatment fall within the Guidelines no prior
authorization needed

Treatment falls cutside of
the Guidelines

L 4

If & new diagnosis results secondary to the
treatment or due to com plications of the primary
diagnosis, an explanation is necessary in the report
in orderfortreatment to be covered

Prior auth orization
needed from insurer and
treatment must be
reasonable and necessary
[Rule 16-9]

¥

WC 164 Form is completed and signed by a
physician if there iz a change in work restrictions

Rule 16-7 (E)

¥

WC 164 Form is given to the patient, employerand
insurer

Responsibilities at Closing /Patientis at MMI*

ATP completes and signs the WC 164 Form
indicating work restrictions or full duty re lease,
MMI date, continued treatment needed or
anticipated, and impairment if applicable

Rule 16-7 (E)

*MMI isdetermined when the paient'scondiion has
become stableand no further treatment is reasonably
expected to improve the condition

C.R.5.8-40-201 (11.5)

Level | Accreditation Curriculum: 6/2019

20



To Table of Contents

AM antenance treatment to sustain the patient's
current level of functioning can be prescribed but must
bedocumented

"Grover Meds"; Grover v.
Industrial Commission,
759 P.2d 705 (CO 1988)

) 4

If the worker iz unable to retumn to full duty, state
the permanent physical restrictions in the report
and WC 164 Form. If the employer cannot
accommodate the permanent restrictions, the
worker will not receive further disability payment
after the MMI date.

Rule 12-1 and 12-2

¥

If @ permanent partial disability impairment rating
iswarrented, the worker must have a permanent
alteration of & body part or system that affects
hisfher activities of daily living. The AMA Guides
3rd Edition, Rewvised , Rule 12 and the Level Il
Curriculum must be used to calculate impairment.

C.R58-42-101(3.7) and 5
42-107 (B} (c)

¥

Patient is given an impairment rating OR referred
to aLevel Il Accredited physician to determine the
rating

Division Independent Medical Examination (DIME)
may be requested by insureror patient to
challenge the impairment rating or date of MMI

Rule 11, CR.5. 8-42-107
(8) (b} (1), B-42-107 2

Level | Accreditation Curriculum: 6/2019
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wor

THE WORKERS’ COMPENSATION CLAIM PROCESS

Employer presents a list of
Worker medical providers or clinics
s for injured worker to choose
incident to from (emergency careis Employer filesa
employer handled separately) First Report of
Injury with Insurer
Mﬁ,ﬁﬁﬂﬁ,ﬁdmjﬁu\ﬁ{
“Deni e
If denial, litiegation may
follow With anadmitted claim, primary
| . :‘::ti‘:a;ﬁt“’”d“”"“mma Treatment follows Medical
>| restment, assessescausaity, Treatmert Guidelines
renders a diagnosis, and determines
ary work or activity restrictions
(P
CONTINUE (0]
W
Primary provider may refer to W W
other specialistswho become - [ Prior Authorization Required ]
authorized in the chainof referral J

r_ L |

Conclusion of treatment—

provider determines maximum ks
=) medical improvement [MMI) and 'y ;\

permanent impairment, if any - Rt i ﬁ

Ry
I3
W
SEE MEXT PAGE FOR
CONTINUATION OF CLAIM
PROCESS
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Iy

THE WORKERS’ COMPENSATION CLAIM PROCESS

Conclusion of treatment—
provider determines maximum
medical improvement [ MMI) and
permanent im pairmert, if any

7
j Injured worker agress
Insurer agreeswith with Final Admission.
Insurer disagreeswith mfc_lrcalcunc_lus_lm files
medical conclusions 3 "Final Admission of
Liability” (FAL)_tolegally
conclude the case.
Injured worker
disagreeswith Final
L Admission
! L i
When dispute is aver issuesof MMl or Workers' Comp Case is
impairment, a Division Independerit settled and concluded
Medical Exam [DIME] must be requested
beforethe parties proceed to a hearing "
W
DIME opinion is Both parties accept
rendered. DIME conclusions
W

Disputing party may request hearing L
before an administrative law judse Judge’s Dp:;ém =
to challenge DIME' s opinion not appealed.

Further appeals OR case
may be concluded.

{Case can remain open with disputes
over non-medical issues)

Level | Accreditation Curriculum: 6/2019
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IMPAIRMENT

AMA Guides 3™ Revised Edition

Impairment- the loss of, loss of use of, or derangement of any body part, system

Disability -

or function

limiting, loss or absence of the capacity of an individual to meet
personal, social, or occupational demands, or to meet statutory or
regulatory requirements (p. 251)

Activities of Daily Living should be permanently affected.

VVVVYVYYVYYVYVY

self-care and hygiene
communication

normal living postures
ambulation

travel

non-specialized hand activities
sexual function

sleep

social and recreational activities

Colorado Revised Statute §8-42-101(3.7)

“A physician shall not render a medical impairment rating based on chronic pain without
anatomic or physiologic correlation. Anatomic correlation must be based on objective
findings.”

Impairment Rating

An impairment rating is used to calculate the final payment of the permanent
partial disability benefits to the worker.

If an impairment exists, refer the worker to a Level |l accredited physician within
20 days of declaring MMI.

If the treating physician does not refer the patient for an impairment rating within
20 days, the insurer is required to do so within the following 20 days.

Level | Accreditation Curriculum: 6/2019 24
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AMA Guides 3rd Edition, revised, Impairment Rating Tips

Always refer a patient for an impairment rating. If you have assigned permanent
work restrictions or the patient now has a permanent change in their ability to
perform activities of daily living. For instance, an individual suffered a significant
calcaneus fracture and now is unable to hike more than two miles without significant
swelling and pain.

1. To receive an impairment for a spinal rating a patient with myofascial
findings must first have “a minimum of six months of medically
documented pain and rigidity with or without muscle spasm.”

2. For extremities any permanent change in range of motion may qualify for
a rating.

3. Permanent nerve damage generally qualifies for a rating.

4. The AMA Guides provides for impairment rating based on surgery in many
cases.

Isolated Mental Impairment (no physical injury)

Pursuant to C.R.S. §8-41-301(2)(a), mental impairment “...consists of a
psychologically traumatic event that is generally outside of a workers’ usual
experience and would evoke significant symptoms of distress in a worker in
similar circumstances. A mental impairment shall not be considered to
arise out of and in the course of employment if it results from a disciplinary
action, work evaluation, job transfer, layoff, demotion, promotion,
termination, retirement, or similar action taken in good faith by the
employer.”

Division Independent Medical Examination (DIME)
A patient or insurer may challenge the impairment rating/MMI date submitted by
the authorized treating physician or their consultant by requesting a DIME. Both

the insurer and patient must agree upon the DIME panel physician selection.
Overall, this process is to decrease the occurrence of litigation.
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Workers’ Compensation Low Back Case

PART |

INITIAL VISIT

The following record is the history and physical you obtained on Ed Construct’s first
visit. (There may be some missing items, but you were very busy that day). Complete the
WC164 including your recommendations for treatment. It is not necessary to complete
certain items in #2 where no case information is provided.

Level | Accreditation Curriculum: 6/2019
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ACCU Clinic
Colorado
Patient Name: Ed Construct
Record #: XX
Date of Service: April 12, 2010 — Wednesday

History: This 43 year old white male presents for treatment after a back injury at work two
days ago. On Monday he was working with the construction crew on a new department store
being built at Park Acres. He was helping secure the placement of a beam when it moved
suddenly causing him to twist sharply to the left. He felt an initial sharp pain on the left but
continued to work throughout the day. The pain and spasms were worse during the night and
Tuesday he could not move without severe back pain. He took Advil and used heat on his back.
He contacted the construction company to report the incident and they informed him that they
did not have a specific workers’ compensation provider. He came to this office because his
brother receives treatment here. Pain is in the lumbar region. No numbness or pain in the legs.
Some pain in left buttocks. No bowel or bladder problems.

Past Medical Hx: Denies arthritis or any other medical problems — Gl, cardiac, endocrine.
Allergies: None
Meds: Advil two tablets q 4h

Family Hx: Mother — HTN, ulcer
Father —angina
Siblings — well

Previous episodes of back pain: Occasional with overuse, takes Advil and then it
disappears. Has never sought medical treatment for it.

Hobbies: Softball. Was a football player in high school. Fishing and camping with his male
friends. Coaching his sons in Little League.

Social: 1°* marriage. Two sons age 8 and 10.
Physical Exam: Ht, 6’2", Wt. 220 lbs B/P 130/82

General — Muscular, somewhat overweight, white male in moderate distress moves
hesitantly from chair to examining table.
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Back - Palpation — spasm noted bilateral lumbar paravertebral muscles. No significant
midline tenderness. Moderately tender left, lateral to midline Lz — Ls.

Range of Motion — Minimal lateral flexion or extension. Anterior flexion approximately
30¢.

Straight leg raising — negative for leg pain.

Kemp’s Maneuver — pain radiating to the left lower lumbar area

Neurologic Exam:

Reflexes — Achilles 2+ = bilaterally, patellar 2+ = bilaterally

Sensation — intact lower extremities

Motor — 5/5 equal bilaterally toe flexion and extension; foot flexion, extension, eversion,
inversion; and leg extension.

AT THIS POINT YOU, AS THE TREATING PHYSICIAN, MUST COMPLETE ANY MISSING
TREATMENT PLAN INFORMATION ON THE WC164 FORM

Link to WC 164 form:

https://www.colorado.gov/pacific/sites/default/files/WC164 Physicians Report of Injury 1.pdf
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10.

11.

COLORADO 8 _ SEEESSAND EMPLOYMENT
DIVISION OF WORKERS’ COMPENSATION

PHYSICIAN’S REPORT OF WORKER’S COMPENSATION INJURY
A COPY OF THIS REPORT MUST BE SENT TO THE INJURED WORKER AND THE INSURER.

REPORT TYPE [ nitial [ Progress [ Closing EXAM DATE
CASE INFORMATION

Date of Injury Insurer Claim #
Injured Worker Insurer Name/TPA
Social Security # Insurer Phone/Fax
Date of Birth Employer Name

INITIAL VISIT (only)
a. Injured worker’s description of accident/injury

b. Are your objective findings consistent with history and/or work-related mechanism of injury/illness? OYes [ONo
CURRENT WORK STATUS [_|Working [INot Working
WORK-RELATED MEDICAL DIAGNOSIS(ES)

PLAN OF CARE
a. TREATMENT PLAN
[ Diagnostic tools/tests

[ Procedures

] Therapy

[J Medications

[ Supplies

[J Other

b. WORK STATUS
[ Able to return to full duty on

1 Able to return to modified duty from to

L] Unable to work from to

1 Able to return to part time work on for hours per day

c. LIMITATIONS/RESTRICTIONS [ No Restrictions [ Temporary Restrictions [ Permanent Restrictions

[ Lifting (maximum weight in pounds) lbs. [ Walking hours per day
[ Repetitive lifting Ibs. [ Standing hours per day
1 Carrying Ibs. [ Sitting hours per day
[ Pushing / Pulling Ibs. [ Crawling hours per day
U] Pinching / Gripping L] Kneeling hours per day
] Reaching over head ] Squatting hours per day
[] Reaching away from body ] Climbing hours per day
(] Repetitive Motion Restrictions

L] Other

FOLLOW UP CARE AND REFERRALS - *7c. requires a notice by certified mail to insurer & patient within 3 business days. (See Instructions)
a. [ Return Appointment Date

b. [ Referral for [ Treatment (specify) [J Evaluation (specify)
(] Impairment Rating [ Other (specify)
Referred Provider’s Name Phone #
c. [ Discharged for Non-Compliance* [ Discharged from Care for Nonmedical Reasons*
MAXIMUM MEDICAL IMPROVEMENT (MMI)
L] Injured Worker has reached MMI Date of MMI

] Injured Worker is not at MMI, but is anticipated to be at MMI in/on

[J MMI date unknown at this time because

MAINTENANCE CARE AFTER MMI ] Yes I No
If yes, specify care:

PERMANENT MEDICAL IMPAIRMENT (REQUIRED)

[J No permanent impairment [J Permanent Impairment (attached required worksheets and narrative)

[] Anticipate permanent impairment [] Needs referral to Level II physician for impairment rating (see 7b above)
PHYSICIAN’S SIGNATURE Date of Report

Print Name License # Phone #

WC164 Rev. 11/14
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PHYSICIAN’S REPORT OF WORKER’S COMPENSATION INJURY
INSTRUCTIONS / DEFINITIONS

This form is required by the Workers’ Compensation Rules of Procedure Rule 16-7(E)(1), 7 CCR 1101-3 to report all
information specific to this workers’ compensation injury.

Complete all applicable fields and attach your narrative report that further describes and supports your findings. Your narrative
report does not replace this form.

1. Report Type and Exam Date: Check “Initial” if this is the first visit related to this described injury. Check “Progress”
when a change in condition, diagnosis, or treatment occurs. Check “Closing” if the injured worker is at MMI, requires an
impairment rating, or is discharged from care. On “Exam Date,” include the date of the office visit, if applicable.

2. Case Information:

Date of Injury: Date of this injury.

Injured Worker: Name of the injured worker.

Social Security #: The injured worker’s social security number.

Date of Birth: The injured worker’s date of birth.

Insurer Claim #: The name of the insurance carrier or self-insured employer associated with the claim.
Employer Name: The name of the employer associated with the claim.

* 6 6 ¢ o o

3. Initial Visit:
a. Describe how the accident or injury occurred in the injured worker’s words.
b. Check the applicable box regarding physician’s objective findings.

4. Current Work Status: Current work status as related by injured worker.
5. Work-Related Medical Diagnosis(es): State the injured worker’s work-related medical diagnosis(es).

6. Plan of Care:

a. Treatment Plan: Complete all applicable portions regarding treatment. Indicate frequency and duration.

+ Diagnostic tools/tests: EMG, MRI, CT-scan, etc.

Procedures: Any medical procedure including surgical procedures, castings, etc.
Therapy: Physical therapy, occupational therapy, home exercise, etc. Include plan specifications.
Medications: Antibiotics, analgesics, anti-inflammatory drugs, etc.
Supplies: Durable medical equipment, splints, braces, etc.

¢ Other: Any treatment not covered above.
b. Work Status: Check the applicable work status box(es). List date(s) and hours as appropriate.
c. Limitations/Restrictions: Check the applicable box(es) regarding any medical or physical limitations or restrictions

including temporary or permanent restrictions.

* 6 o o

7. Follow-up Care and Referrals:

a. Provide the date of the next scheduled appointment

b. Ifareferral was made to another provider, supply that provider’s name and phone number. Designate who is to
make the referral appointment.

c. If the authorized physician refuses to provide medical treatment to an injured worker or discharges the injured
worker from medical care for nonmedical reasons when the injured worker requires medical treatment to cure and
relieve the effects of the work injury, then the physician must, within three (3) business days from the refusal or
discharge, provide written notice of the refusal or discharge by certified mail, return receipt requested, to the injured
worker and insurer. The notice must explain the reasons for the refusal or discharge and must offer to transfer the
injured worker’s medical records to any new authorized physician upon receipt of a signed authorization to do so
from the injured worker. For a template letter, flowchart, and information on reimbursement, refer to Desk Aid #15
on the Division website.

8. Maximum Medical Improvement (MMI): Check the applicable box(es). List additional information as appropriate. MMI
means a point in time when any impairment resulting from the injury has become stable and when no further treatment is
reasonably expected to improve the condition.

9. Maintenance Care after MMI: In some cases, MMI may be unknown because the injured worker has not returned for care.

10. Permanent Medical Impairment: Check the applicable box(es). If the injury will cause a permanent impairment, an
impairment rating performed by a Level II accredited physician is required. If an impairment rating is given, attach the
worksheets required by the Division and a report describing the extent of the injured worker’s impairment rating.

11. Physician Information: List the name, license number, and telephone number of the physician responsible for the report.
The physician responsible for the report must sign and date the report.

WC164 Rev. 11/14
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WORKERS’ COMPENSATION LOW BACK CASE

PARTII

CASE FOLLOW UP

The following includes a referral to orthopedics 6 months later with
overview of history from time of injury. Only information reflecting changes in
care or significant diagnostic testing are included.

You must now complete the WC164 form using the November 1, 2010
visit. Refer to Chronology of a Typical Workers’ Compensation Case and
associated references for assistance.

Level | Accreditation Curriculum: 6/2019
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STAR ORTHOPEDICS
COLORADO

Date: October 16, 2010

Patient: Ed Construct

Patient overall is doing well. Initially, had improvement with NSAIDs, physical therapy and
manipulation. He has was out of the state on FMLA to care for his dying mother July and August
so received no treatment at that time. On his return he strained his back lifting and was
referred back to physical therapy for exercise and manipulation. He has had minimal
improvement with this more recent strain and is here today for orthopedic opinion. No known
depression.

Lumbar spine X-ray on 10/4/10 demonstrated loss of disc height L3-4 and L4-5 with minimal
degenerative changes left facets L4-5.

Impression: probable disc desiccation L3-4 and L4-5 with minimal degenerative changes.

Lumbar spine MRI on 10/8/10 which demonstrated normal discs L1-2 and L2-3. Loss of disc
height and desiccation at L3-4 and L4-5 with more significant changes at L4-5. No

encroachment of nerve roots. Left facets L4-5 with degenerative changes. L5-S1, essentially
normal.

Impression: disc desiccation L3-4 and L4-5 with moderate facet degenerative changes left L4-5.

Thank you for referring Ed Construct for an orthopedic evaluation. My findings parallel yours.
Mr. Construct has no evidence of any neurologic deficits. He has recurrent lumbar spasms
which mostly emanate from some facet pathology at La— Ls and the disc desiccation at Ls — Ls
and L3 — Ls. There is no significant instability of the vertebrae seen on flexion/extension x-rays.
Mr. Construct has made some improvement with your conservative treatment and | do not
believe surgical intervention would improve this patient’s function.

| recommend he continue under your treatment plan. Given the lapse of treatment due to
family issues and his functional improvement with the initial treatment, | believe treatment
beyond the maximum duration in the guidelines is clearly warranted.

Signed: Dr. Reliable
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ACCU CLINIC
COLORADO
Patient: Ed Construct
Record # XX
Date of Service: November 1, 2010

History: Mr. Construct returns for a recheck. He completed a functional capacity evaluation
which demonstrated a lifting limit of 75 Ibs. He could not return to his prior job with these
lifting restrictions. He has since returned to a new job which involves interior finishing work
and has a lifting limit of 75 Ibs. This has resulted in some loss of income; however, the patient
plans to eventually receive training as an electrician which would increase his salary.

Mr. Construct reports occasional low back pain requiring use of Advil for several days. This is
usually brought on by remaining in a static position for too long or engaging in activities such as
moving his niece’s furniture from her college apartment. The pain may last one to two days.
He is continuing his daily exercise program.

Physical Exam:

Range of Motion — appears limited in lateral left flexion and somewhat in extension. Can

anterior flex so that fingertips are within 6” of the floor. Right lateral flexion appears normal.

Palpation — Slight tenderness over Ls— Ls left lumbar paravertebral muscles. No muscle spasm
noted today.

Neurological Exam:

Reflexes - Achilles 2+ = bilaterally, patellar 2+ = bilaterally

Sensation — intact lower extremities
Motor 5/5 equal bilaterally toe flexion and extension; foot flexion,
extension, eversion, inversion; and leg extension

Straight leg raising — no leg symptoms

Kemps’ Maneuver — low back pain mid-line only

Impression: — Chronic Low Back Pain

Plan : 1. Patient does not desire any further treatment although a multidisciplinary
pain program was offered.
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2. Patient at MMI, will complete WC 164

TASK: Complete the WC 164 using this information

Level | Accreditation Curriculum: 6/2019

34



To Table of Contents

10.

11.

COLORADO 8 _ SEEESSAND EMPLOYMENT
DIVISION OF WORKERS’ COMPENSATION

PHYSICIAN’S REPORT OF WORKER’S COMPENSATION INJURY
A COPY OF THIS REPORT MUST BE SENT TO THE INJURED WORKER AND THE INSURER.

REPORT TYPE [ nitial [ Progress [ Closing EXAM DATE
CASE INFORMATION

Date of Injury Insurer Claim #
Injured Worker Insurer Name/TPA
Social Security # Insurer Phone/Fax
Date of Birth Employer Name

INITIAL VISIT (only)
a. Injured worker’s description of accident/injury

b. Are your objective findings consistent with history and/or work-related mechanism of injury/illness? OYes [ONo
CURRENT WORK STATUS [_|Working [INot Working
WORK-RELATED MEDICAL DIAGNOSIS(ES)

PLAN OF CARE
a. TREATMENT PLAN
[ Diagnostic tools/tests

[ Procedures

] Therapy

[J Medications

[ Supplies

[J Other

b. WORK STATUS
[ Able to return to full duty on

1 Able to return to modified duty from to

L] Unable to work from to

1 Able to return to part time work on for hours per day

c. LIMITATIONS/RESTRICTIONS [ No Restrictions [ Temporary Restrictions [ Permanent Restrictions

[ Lifting (maximum weight in pounds) lbs. [ Walking hours per day
[ Repetitive lifting Ibs. [ Standing hours per day
1 Carrying Ibs. [ Sitting hours per day
[ Pushing / Pulling Ibs. [ Crawling hours per day
U] Pinching / Gripping L] Kneeling hours per day
] Reaching over head ] Squatting hours per day
[] Reaching away from body ] Climbing hours per day
(] Repetitive Motion Restrictions

L] Other

FOLLOW UP CARE AND REFERRALS - *7c. requires a notice by certified mail to insurer & patient within 3 business days. (See Instructions)
a. [ Return Appointment Date

b. [ Referral for [ Treatment (specify) [J Evaluation (specify)
(] Impairment Rating [ Other (specify)
Referred Provider’s Name Phone #
c. [ Discharged for Non-Compliance* [ Discharged from Care for Nonmedical Reasons*
MAXIMUM MEDICAL IMPROVEMENT (MMI)
L] Injured Worker has reached MMI Date of MMI

] Injured Worker is not at MMI, but is anticipated to be at MMI in/on

[J MMI date unknown at this time because

MAINTENANCE CARE AFTER MMI ] Yes I No
If yes, specify care:

PERMANENT MEDICAL IMPAIRMENT (REQUIRED)

[J No permanent impairment [J Permanent Impairment (attached required worksheets and narrative)

[] Anticipate permanent impairment [] Needs referral to Level II physician for impairment rating (see 7b above)
PHYSICIAN’S SIGNATURE Date of Report

Print Name License # Phone #

WC164 Rev. 11/14
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PHYSICIAN’S REPORT OF WORKER’S COMPENSATION INJURY
INSTRUCTIONS / DEFINITIONS

This form is required by the Workers’ Compensation Rules of Procedure Rule 16-7(E)(1), 7 CCR 1101-3 to report all
information specific to this workers’ compensation injury.

Complete all applicable fields and attach your narrative report that further describes and supports your findings. Your narrative
report does not replace this form.

1. Report Type and Exam Date: Check “Initial” if this is the first visit related to this described injury. Check “Progress”
when a change in condition, diagnosis, or treatment occurs. Check “Closing” if the injured worker is at MMI, requires an
impairment rating, or is discharged from care. On “Exam Date,” include the date of the office visit, if applicable.

2. Case Information:

Date of Injury: Date of this injury.

Injured Worker: Name of the injured worker.

Social Security #: The injured worker’s social security number.

Date of Birth: The injured worker’s date of birth.

Insurer Claim #: The name of the insurance carrier or self-insured employer associated with the claim.
Employer Name: The name of the employer associated with the claim.

* 6 6 ¢ o o

3. Initial Visit:
a. Describe how the accident or injury occurred in the injured worker’s words.
b. Check the applicable box regarding physician’s objective findings.

4. Current Work Status: Current work status as related by injured worker.
5. Work-Related Medical Diagnosis(es): State the injured worker’s work-related medical diagnosis(es).

6. Plan of Care:

a. Treatment Plan: Complete all applicable portions regarding treatment. Indicate frequency and duration.

+ Diagnostic tools/tests: EMG, MRI, CT-scan, etc.

Procedures: Any medical procedure including surgical procedures, castings, etc.
Therapy: Physical therapy, occupational therapy, home exercise, etc. Include plan specifications.
Medications: Antibiotics, analgesics, anti-inflammatory drugs, etc.
Supplies: Durable medical equipment, splints, braces, etc.

¢ Other: Any treatment not covered above.
b. Work Status: Check the applicable work status box(es). List date(s) and hours as appropriate.
c. Limitations/Restrictions: Check the applicable box(es) regarding any medical or physical limitations or restrictions

including temporary or permanent restrictions.

* 6 o o

7. Follow-up Care and Referrals:

a. Provide the date of the next scheduled appointment

b. Ifareferral was made to another provider, supply that provider’s name and phone number. Designate who is to
make the referral appointment.

c. If the authorized physician refuses to provide medical treatment to an injured worker or discharges the injured
worker from medical care for nonmedical reasons when the injured worker requires medical treatment to cure and
relieve the effects of the work injury, then the physician must, within three (3) business days from the refusal or
discharge, provide written notice of the refusal or discharge by certified mail, return receipt requested, to the injured
worker and insurer. The notice must explain the reasons for the refusal or discharge and must offer to transfer the
injured worker’s medical records to any new authorized physician upon receipt of a signed authorization to do so
from the injured worker. For a template letter, flowchart, and information on reimbursement, refer to Desk Aid #15
on the Division website.

8. Maximum Medical Improvement (MMI): Check the applicable box(es). List additional information as appropriate. MMI
means a point in time when any impairment resulting from the injury has become stable and when no further treatment is
reasonably expected to improve the condition.

9. Maintenance Care after MMI: In some cases, MMI may be unknown because the injured worker has not returned for care.

10. Permanent Medical Impairment: Check the applicable box(es). If the injury will cause a permanent impairment, an
impairment rating performed by a Level II accredited physician is required. If an impairment rating is given, attach the
worksheets required by the Division and a report describing the extent of the injured worker’s impairment rating.

11. Physician Information: List the name, license number, and telephone number of the physician responsible for the report.
The physician responsible for the report must sign and date the report.

WC164 Rev. 11/14
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Elements of a Quality Workers’ Compensation Report

1. ldentify patient and referral sources; e.g., employer referred for first time
evaluation, patient referred self without contacting employer, referred by an
authorized treating physician.

2. Specify any additional sources of information reviewed; e.g., employer job
description, x-ray or lab tests, and other medical records.

3. Record patient’s history

Chief complaint

Details of accident or exposure

Occupation and job duties

Current functional status (work related and activities of daily living)
Pre-existing injuries, disease and functional status

YVVYVYYVY

4. Record physical exam - Pertinent negatives are important so be sure to examine
related body regions based on mechanism of injury.

5. Describe behavioral exam when appropriate - Always assess for signs of
depression in patients with chronic pain or delayed recovery.

6. Note any diagnostic tests ordered and their results if known.

7. List diagnoses — Be specific and use ICD-10 classification. Cumulative trauma
or repetitive motion is not a diagnosis!

8. Discuss work relatedness for each diagnosis. State your opinion as to the
medical probability (greater than 50%) that the diagnosis was caused by a work
accident or job duties.

9. Describe treatment plan - Include expected functional goals, specific length of
treatment and frequency. If treatment is outside of the Colorado Medical
Treatment Guidelines justify the necessity for treatment with specific functional
goals.

10. Provide detailed work and activity restrictions. Factors to consider:
»  Posture - sitting, standing, kneeling, etc.
Lifting - specify waist level, overhead, repetitive
Repetitive movements — keyboarding, writing, pinching, tool use
Hot or cold environments
Special tasks - driving, climbing ladders, assembly line work

>
>
>
>
11. Describe patient education provided. Examples:
»  Self- management — e.g. application of heat or cold
»  Exercises
»  Detailed explanation of activity limitation and progression
»  Natural course of condition and expected outcome.

12. Record expected date of next visit and any specific referrals made.
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Determining Causality in Workers’ Compensation

Objectives:
» Define the Bradford Hill Risk Assessment Method.

> List the principles of risk assessment used to determine causality and apply
them to a case.

» Discuss the impact of pre-existing disease or injury on work related injuries.

» List the steps in determining causality determination.

Risk-Assessment or Causal Relationships in everyday life

Wearing a seat belt
Wearing a helmet for bike riding, motorcycles, skiing, horseback riding

Causality Assessment in Medicine

Case #1 55 year old overweight male with HTN presents with severe back
pain.
Case #2 25 year old female presents with severe low back pain

Differential diagnosis
Case #1 abdominal aneurysm
Case #2 pelvic pathology

Workers’ Compensation Causality

> Alleged relationship between the diagnosis and the work-related
exposure.

» Estimate of the risk of developing the diagnosis from the actual work
exposure.

> If the relationship has a greater than 50% probability then it is medically
probable.

Causation Assessment

1. Record an occupational medical history including a detailed description of the
incident reportedly causing the injury or a complete job description of all
activities which could have contributed to the patient’'s symptoms. The
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description of job duties should include a list of physical activities required,

the duration and frequency of these activities and the total time the individual

has worked in the job position. At a minimum, the job activities description
should consider specific hand tool use, driving or other skilled activities,

approximate lifting estimations, description of the posture required in order to

complete the job tasks and consideration of the force necessary for the job
tasks.

2. Take a complete medical history including medical diseases past and
present, and non-occupational activities which could have affected the
complaint. Include hobbies involving the hands for upper extremity
complaints and weekend sports activities for musculoskeletal injuries.

3. Establish a differential diagnosis for the patient using the complete history,
physical exam findings, and the results of any preliminary diagnostic testing.

4. Assess the medical probability of the relationship between the assumed
diagnosis and the work-related exposure.

Case Examples

#1 Mesothelioma in a navy veteran who worked on ships in World War Il
Diagnosis is uniformly associated with asbestos exposure
Asbestos exposure was common in this occupation

#2 A worker slips on ice while delivering equipment and complains of

medial knee pain.

Diagnosis - possible medial collateral ligament strain
Mechanism of injury — employee is not sure.

#3 Electrician develops carpal tunnel
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Risk Assessment Method

To assess causality you must apply traditional risk assessment techniques
developed by Bradford-Hill.

1. Strength of the association: The study should show a significant relative risk
for developing the disease in question when populations are exposed at a
specific exposure level.

2. Consistency of the evidence: Studies with different populations exposed to
similar work exposures should produce the same result.

3. Specificity of the result: Studies should be sufficiently controlled to prove that
the exposure was the cause of the diagnosis, rather than other confounding
exposures or disease entities.

4. Temporal Relationship: The timing of the study and follow-up investigation of
the workers should be sufficient to identify the disease in question. Long
latency disease studies should exclude those cases occurring too early to be
related to the exposure identified in the study.

5. Biological gradient: Studies should show that the greater the exposure, the
greater the likelihood of a particular disease or injury. In some cases the
phenomenon is “all or none” and no gradient can be present.

6. Coherence: The proposed exposure should be biologically plausible and
consistent with previous research. Naturally when an entirely new causal
relationship is discovered, initial reports will not necessarily conform with
previous literature on the subject.

Workers’ Compensation Statutes
Work related exposure must be the “proximate cause” of the disease or injury.
Proximate cause is defined in Black’s Law Dictionary as the last act “contributory to

an injury, without which such injury would not have resulted. The dominant, moving
or producing cause.”
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Pre-Existing Medical Condition

A pre-existing medical condition which may pre-dispose the worker to an injury does
not necessarily mean the case is not work-related. If the worker would not have the
injury without the work-related event, the injury is most likely also work-related.

Egg shell skull case in legal theory

Case example — Patient with a partial meniscus tear is hit in the leg with heavy
equipment and falls, suffering a full thickness meniscus tear.

Physicians should discuss the impact of pre-existing disease or injury on the current
work related condition.

Using Risk Assessment

Case example — A worker is exposed to levels of formaldehyde below the OSHA
permitted limits.

1.  The worker claims to have irritant-induced reactive airway disease.

2. The worker claims the formaldehyde aggravated his pre-existing asthma.
How would you prove or disprove these assertions?
Always answer this question: “Without the work-related exposure or accident, is it
medically probable that the patient would have the current diagnosis and require
treatment?”
Activities of Daily Living

Generally, if a worker is performing an activity he would normally be expected to
perform in day-to-day tasks at home the injury will not be work-related.

Case — An executive suffers a heart attack while reviewing his routine, office e-
mail.
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Isolated Mental Impairment (no physical injury)

Pursuant to C.R.S. §8-41-301(2)(a), mental impairment:
‘... means a recognized, permanent disability arising from an accidental injury arising
out of and in the course of employment when the accidental injury involves no physical
injury and consists of a psychologically traumatic event that is generally outside of a
workers’ usual experience and would evoke significant symptoms of distress in a worker
in similar circumstances. A mental impairment shall not be considered to arise out of
and in the course of employment if it results from a disciplinary action, work evaluation,
job transfer, layoff, demotion, promotion, termination, retirement, or similar action taken
in good faith by the employer.”

Remember the final determination of work-relatedness rests with the judicial system.

This allows consideration of course and scope of duties, enforced safety standards, and
location of injury.
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Steps in Causality Determination

Establish diagnosis (or differential diagnosis of further
testing required) i.e.: knee strain

Define Injury or Exposure

Include: length of exposure, level of exposure (lifting required),
comparison of workers' exposure to normal population (i.e.: climbing a
ladder 3 hours per day)

Discuss Intervening Factors

Concurrent non work-related injuries of disease processes, pre-existing impairment,
or disease related to activities outside of work (i.e.:history of knee osteoarthritis)

Explain any scientific evidence supporting a cause and
effect relationship between the diagnosis and the
exposure or injury (use Modified Bradford-Hill)

Assign a medical probability level to the case

Medically probable > 50% likely
Medically possible < 50% likely
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The following pages and tables are reproduced from the Division’s Cumulative
Trauma Conditions medical treatment guideline, eff. March 2, 2017. This
information should be used for assessment of causality and diagnoses of

disorders involving especially but not exclusively disorders of the upper extremity.

The “Algorithmic Steps for Causation Assessment” flow-chart applies to
causation assessment in general.
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e. Physical Examination Findings Reference Table: Specific Musculoskeletal
Diagnoses
DIAGNOSIS SYMPTOMS SIGNS (Required Findings)
Aggravated Pain usually in the carpometacarpal At least one of the following:
Osteoarthritis joints; or in metacarpophalangeal
of the Wrist joints. Positive grind test resulting in pain;

crepitus;

Subluxation of the metacarpal may
be induced in advanced cases;

Swelling;

Reduced motion;

Angular deformities;

Tenderness with palpation of thumb

metacarpophalangeal or
carpometacarpal joint.

de Quervain’s

Tenderness over the first dorsal

At least one of the following:

Disease extensor compartment (anatomical
snuff box). Pain worsened by resisted thumb
abduction and/or extension with or
without resistance;
Positive Finkelstein’s test.
Epicondylitis- Elbow pain over the lateral epicondyle | Tenderness to palpation at/near lateral
Lateral increased with gripping. epicondyle and pain over the lateral
(Epicondylalgia) epicondyle and/or extensor mass of the

forearm with one of the following
maneuvers:

Active or resisted wrist extension;

Active or resisted middle finger
extension;

Active or resisted supination.
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DIAGNOSIS SYMPTOMS SIGNS (Required Findings)
Epicondylitis- Elbow pain over the medial epicondyle. | Tenderness to palpation at/near medial
Medial epicondyle and pain over the medial
(Epicondylalgia) epicondyle and/or flexor mass of the
forearm with one of the following
maneuvers:
Active or resisted wrist flexion;
Active or resisted pronation.
Extensor Pain localized to the affected tendon(s) | Pain and/or tenderness with active or
Tendon worsened by wrist or finger extension. resisted wrist/digit extension, specific to
Disorders of the extensor mechanism involved.
the Wrist

Flexor Tendon
Disorders of

Pain/tenderness localized to affected
tendons.

Reproduction of pain with active or
resisted wrist/digit flexion or ulnar

Fibrocartilage
Complex Tear
(TFCC)

wrist.

the Wrist deviation specific to the flexor
mechanism involved.
Triangular Symptoms mainly on ulnar side of the Tenderness over the TFCC complex and

localized pain, clicking, or findings of
abnormal motion with one of the
following movements:

Forced supination and pronation
with axial pressure on an ulnar
deviated wrist;

The patient pushes up from a
seating position using the hand,
and/or

Ballottement of the distal ulna with
the wrist supinated causes
abnormal motion as compared to
the asymptomatic side.
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DIAGNOSIS

SYMPTOMS

SIGNS (Required Findings)

Trigger Finger

Difficulty flexing the finger with a
catching or triggering sensation.

One of the following:

Tenderness at the A-1 pulley with
finger flexion;

Triggering of the digit;

Difficulty flexing and extending the
finger with a palpable nodule.

Physical Examination Findings Reference Table: Specific Peripheral Nerve

Diagnoses

DIAGNOSIS

SYMPTOMS

SIGNS (Required Findings)

Carpal Tunnel
Syndrome

Specific paresthesias in 2 of the
following digits: thumb, index, and
middle finger.

Shaking of the hand (to relieve
symptoms) and nocturnal
symptoms are common.

At least one of the following:

Positive Phalen’s sign;

Positive Tinel’s sign over the
carpal tunnel,

Positive closed fist test;
Positive compression test;

Thenar atrophy may be present
later in course;

Weakness of abductor pollicis
brevis;

Sensory loss to pinprick, light
touch, two-point discrimination or
Semmes-Weinstein monofilament
tests in a median nerve
distribution. No loss of sensation in
the central palm.
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DIAGNOSIS

SYMPTOMS

SIGNS (Required Findings)

Cubital Tunnel
Syndrome

Paresthesias or dull, aching
sensations in the 4th and 5th digits
(ring and small fingers) and
discomfort near the medial aspect
of the elbow.

Paresthesias or dull, aching in the 4th
and 5th digits and at least one of the
following exam findings:

Diminished sensation of the fifth
and ulnar half of the ring fingers,
which may sometimes include
sensory loss to pinprick, light
touch, two-point discrimination or
Semmes-Weinstein monofilament
tests in an ulnar nerve distribution;

Positive elbow flexion/ulnar
compression test;

Later stages manifested by:
intrinsic atrophy and ulnar
innervated intrinsic weakness;

Wartenberg'’s sign; Froment's sign.

Guyon Canal (Tunnel)
Syndrome

Paresthesias in the 4th and 5th
digits (ring and small fingers)
without proximal ulnar complaints.

At least one of the following exam
findings:

Positive Tinel's at hook of hamate;

Numbness or paresthesias of the
palm surface of the ring and small
fingers;

Decreased strength of the
adductor pollicis, abductor digiti
minimi, and/or lumbricals.

Posterior Interosseous
Nerve Entrapment
(PIN)

Weakness of finger and thumb
extension

Weakness or inability to extend fingers,
thumb or wrist in neutral or ulnar
deviation;

Pronator Syndrome

Pain/paresthesias in the median
nerve distribution distal to the
elbow.

Paresthesias in the median nerve
distribution and at least one of the
following reproduces median nerve
symptoms:
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DIAGNOSIS

SYMPTOMS

SIGNS (Required Findings)

Pronator Syndrome,
continued

Resisted pronation with elbow
flexed at 90 degrees or elbow
extended,;

Positive Tinel's at the proximal

edge of the pronator teres muscle

over the median nerve.

Radial Tunnel
Syndrome

Pain over the lateral posterior
forearm. May occur in conjunction
with and must be distinguished
from lateral epicondylitis.

May include paresthesias over the
dorsal radial hand and wrist.

The following two elements are
required:

Tenderness over the radial nerve
near the proximal edge of the
supinator muscle;

Resisted supination or resisted
middle finger extension with the
forearm pronated and extended
reproduces symptoms.
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2. LABORATORY TESTING

Laboratory tests are generally accepted, well-established and widely used procedures.
Patients should be carefully screened at the initial exam for signs or symptoms of
diabetes, hypothyroidism, arthritis, and related inflammatory diseases. The presence of
concurrent disease does not refute work-relatedness of any specific case. This frequently
requires laboratory testing. In one study of patients with cumulative trauma conditions
(other than carpal tunnel syndrome) who have been seen by specialists, 3% were
diagnosed with diabetes, 6% with hypothyroidism, and 9% with a chronic inflammatory
disease including spondyloarthropathy, arthritis, and systemic lupus erythematosus. Up
to two thirds of the patients were not aware of their concurrent disease. When a patient's
history and physical examination suggest infection, metabolic or endocrinologic
disorders, tumorous conditions, systemic musculoskeletal disorders (e.g., rheumatoid
arthritis or ankylosing spondylitis), or problems potentially related to medication (e.g.,
renal disease and non-steroidal anti-inflammatory medications), then laboratory tests,
including, but not limited to the following can provide useful diagnostic information:

a.

b.

Thyroid stimulating hormone (TSH) for hypothyroidism;

Diabetic screening: recommended for men and women with a BMI over 30,
patients with a family history of diabetes, those from high risk ethnic groups, and
patients with a previous history of impaired glucose tolerance. There is some
evidence that patients with upper extremity disorders are less likely to control
their diabetes. Therefore, it is appropriate to order a hemoglobin Alc to screen
any diabetic patients with a cumulative trauma condition or for initial screening;

Serum protein electrophoresis;

Sedimentation rate and C-reactive protein (CRP) are nonspecific but elevated in
infection, neoplastic conditions and rheumatoid arthritis. Other screening tests to
rule out inflammatory or autoimmune disease may be added when appropriate;

Serum calcium, phosphorus, uric acid, alkaline and acid phosphatase for
metabolic, endocrine and neo-plastic conditions;

Complete blood count (CBC), liver and kidney function profiles for metabolic or
endocrine disorders, or for adverse effects of various medications;

Bacteriological (microorganism) work-up for wound, blood, and tissue;

Serum B6: Routine screening is not recommended due to the fact that Vitamin
B6 supplementation has not been proven to affect the course of carpal tunnel
syndrome. However, it may be appropriate for patients on medications that
interfere with the effects of Vitamin B6 or for those with significant nutritional
problems.
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The Division recommends that the workers’ compensation carrier cover initial lab
diagnostic procedures to ensure that an accurate diagnosis and treatment plan is
established. When the authorized treating provider has justification for the test,
insurers should cover the costs. Laboratory testing may be required periodically
to monitor patients on chronic medications.

3. MEDICAL CAUSATION ASSESSMENT FOR CUMULATIVE TRAUMA CONDITIONS

General Principles of Medical Causation Assessment

The clinician must determine if it is medically probable (greater than 50% likely or more
likely than not) that the need for treatment in a case is due to a work-related exposure or
injury. Treatment for a work-related condition is covered when: 1) the work exposure
causes a new condition; or 2) the work exposure activates or exacerbates a previously
asymptomatic latent medical condition; or 3) the work exposure combines with,
accelerates, or aggravates a pre-existing symptomatic condition; or 4) the work exposure
combines with a pre-existing co-morbid condition, such as diabetes, to render the
occurrence of a cumulative trauma condition more probable in combination with the work
related exposure. The provider should consider: “Is it medically probable that the patient
would need the recommended treatment if the work exposure had not taken place?" If
the answer is “yes,” then the condition is probably not work-related. In some cases, the
clinician may need to order diagnostic testing or job site evaluations to make a judgment
on medical probability.

The medical causation assessment for cumulative trauma conditions is not a substitute
for a legal determination of causation/compensability by an Administrative Law Judge.
Legal causation is based on the totality of medical and non-medical evidence, which may
include age, gender, pregnancy, BMI, diabetes, wrist depth/ratio, and other factors based
on epidemiologic literature.

The steps in a medical causation assessment for cumulative trauma conditions are:

Step 1. Make a specific and supportable diagnosis. Remember that cumulative trauma,
repetitive strain and repetitive motion are not diagnoses. Examples of appropriate
diagnoses include: specific tendinopathies, strains, sprains, and mono-
neuropathies. Refer to Section F Specific Musculoskeletal Disorders and Section
G Specific Peripheral Nerve Disorders for the specific findings of common
cumulative trauma conditions. Less common cumulative trauma conditions not
listed specifically in these Guidelines are still subject to medical causation
assessment.

Step 2: Determine whether the disorder is known to be or is plausibly associated with
work. The identification of work-related risk factors is largely based on
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comparison of the patient's work tasks with risk factors (as described in Section
D.3.a Foundations for Evidence of Occupational Relationships and Section D.3.b
Using Risk Factors to Determine Causation).

Step 3: Interview the patient to find out whether risk factors are present in sufficient
degree and duration to cause or aggravate the condition. Consider any recent
change in the frequency or intensity of occupational or non-occupational tasks. In
some cases, a formal job site evaluation may be necessary to quantify the actual
ergonomic risks. Refer to Section E.6.c Job Site Evaluations.

Step 4: Complete the required match between the risk factors identified in Section D.3.d
Risk Factors Definitions Table and the established diagnosis using the system
described in Section D.3.b. Remember that preexisting conditions may be
aggravated by, or contribute to, exposures lower than those listed on the table.
Those preexisting conditions must be determined by the authorized treating
physician based on physiologic plausibility.

Step 5: Determine whether a temporal association exists between the workplace risk
factors and the onset or aggravation of symptoms.

Step 6: Identify hon-occupational diagnoses, such as rheumatoid arthritis, obesity,
diabetes, as well as avocational activities, such as golf and tennis. This
information can affect the medical causation assessment. It may be applicable
when exposure levels are low and the case does not meet evidence-based
criteria.

a. Foundations for Evidence of Occupational Relationships

All results described in this section are a result of a thorough review of the
epidemiologic literature available at the time of these Guidelines. One limitation
of an epidemiological literature review is that studies rely most heavily upon
healthy worker populations and may not reflect the worker population with other
concurrent disease or comorbidities. No single epidemiological study fulfills all
the criteria for medical causation. Consequently, individual variability lies outside
the scope of epidemiological studies and must be addressed by a physician who
takes into account not only force, posture, and repetition but also other premorbid
risk factors.

The clinician is responsible for documenting specific information regarding the
force, posture, repetition, and other risk factors as listed in Section D.3.d Risk
Factors Definitions Table. Job title alone is not sufficient to determine the risk
factors. A job site evaluation is usually necessary.

Many studies have been completed in industrial settings and focus on cumulative
trauma conditions or upper extremity complaints in relationship to work
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exposures. The studies vary in several ways that directly affect the interpretation
of their results. Studies that provide the strongest evidence have 1) an accepted
clinical exam confirming the diagnosis and 2) work exposures validated by direct
observation or questionnaires that were correlated with direct observation. Well-
done, prospective, longitudinal studies (cohort studies) are preferred. However,
for uncommon disorders, these studies may not be able to identify all factors
contributing to causation. These Guidelines consider other large prevalence and
incidence studies which meet minimum quality criteria and use reliable
guestionnaires for self-reported exposure.

Many studies report symptoms rather than diseases. These studies are useful for
ergonomic research or as pilot studies but do not directly affect the evidence
level for causation. They are mentioned, when useful, as indirect evidence. If
multiple well-done symptom studies show no increase in symptomatology with
specific activities, it follows that there is very little chance that the studied
exposure causes disease.

In addition, there are a few studies which address less common musculoskeletal
diagnoses or peripheral nerve conditions other than carpal tunnel syndrome,
such as posterior interosseous nerve entrapment and pronator syndrome. In
these cases, these Guidelines rely upon studies which report the risks for related
conditions.

Many of the original studies identifying diagnosable cumulative trauma conditions
were performed in manufacturing industries and meat, fish and poultry
processing companies. In these industries, most workers are exposed to highly
repetitive mono-task jobs which frequently involve a forceful grip, awkward
postures, vibration, and cold environments. The evidence for increased disorders
when these multiple risk factors are present is compelling. Research attempting
to define clear, threshold exposure limits for increased risk from isolated tasks
and/or intermittent exposures has less consistent results.

The quality of keyboarding studies is highly variable. Most of the studies rely on
self-report. Self-report appears to approximately double the actual time spent
using the keyboard. Some studies show distortion highest in the medium range
of use. There appears to be less inflation for self-reported mouse use.
Fortunately, a few studies have provided more objective keyboard use data.

The group of studies now available provides good evidence that keyboarding in a
reasonable ergonomic posture (wrist with 30 degrees or less of extension and 15
degrees or less of radial deviation) up to 7 hours per day under usual conditions
is very unlikely to cause carpal tunnel syndrome or other upper extremity
disorders. This conclusion is based on studies of carpal tunnel pressure under a
variety of typing and wrist positions as well as a number of studies of workers
who keyboard on a regular basis. Clinicians may determine in a particular case
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that there is a relationship based on the ergonomic conditions or on excessive
typing, such as more than 7 hours per day of essentially uninterrupted keyboard
use or full-day court reporting.

There is some evidence that mouse use appears to be associated with carpal
tunnel syndrome and related symptoms with 4 hours or greater of continuous use
per day. Studies of pressure within the carpal tunnel indicated that pressures
may rise to levels which could affect the median nerve when the mouse is being
dragged or clicked. Again, the actual ergonomics of the work place should be
considered for each individual patient before making a final causation decision.

There is a large variety in assessment strategies for lower quality studies.
Examples include: 1) symptom only reports; 2) dichotomous choices for
exposures, e.g., 1 hour or less per week of repetitive activities versus more than
1 hour per week; 3) self-reported data that does not follow basic
pathophysiology, e.g., mouse use between 2.5 and 5 hours per week causing
wrist pain; and 4) bias introduced due to prior knowledge of the participants
regarding expected work and symptom correlations. In order to reasonably
integrate the volume of disparate data, interpretation of lower quality studies took
into account reasonable pathophysiology and exposure limits. Dose response
relationships were also examined to look for trends in exposure which resulted in
increased disease or symptoms.

Most studies were unable to truly assess repetition alone. Indirect evidence from
a number of studies supports the conclusion that task repetition up to 6 hours per
day unaccompanied by other risk factors is not causally associated with
cumulative trauma conditions. Risk factors likely to be associated with specific
CTC diagnostic categories include: extreme wrist or elbow postures; force
including regular work with hand tools greater than 1 kg or tasks requiring greater
than 50% of an individual’s voluntary maximal strength; work with vibratory tools
at least 2 hours per day; or cold environments.

The variability in study design presented a challenge for creating physiologically
reasonable hour limits for the specific primary and secondary risk factors. These
Guidelines define risk factor cutoff measures by selecting the strongest studies
for specific risks and extrapolating measures. For example, % of a day exposure
was translated to a 6 hour exposure. Exposure measures and groups
extrapolated in this manner constitute the primary risk factor definitions used in
these Guidelines.

Regarding secondary risk factors, the previous version of these Guidelines used
a 4 hour exposure cutoff for determining physiologically acceptable limits based
on: 1) one study which provides some direct evidence of 4 hours for the most
common risks and 2) indirect evidence from other studies, such as one
assessing upper extremity functional impairment and another determining the
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presence of upper extremity symptoms. Two new studies now suggest that 3
hours is a preferable cutoff for determining physiologically acceptable secondary
risks.

No studies examined the relationship between the development of ganglion cysts
and work activities. However, work activities, such as bending or twisting of the
wrist repetitively, may cause an aggravation of existing ganglion cysts that
interferes with function.

Aggravation of a pre-existing medically established diagnosis must be
determined on an individual case basis. A comparison of the worker’s specific job
duties with usual activities of daily living and the occupational risk factors should
contribute to the discussion.

Non-occupational exposures

Most studies demonstrate an association of cumulative trauma conditions with
older age; high BMI; the presence of other upper extremity musculoskeletal
diagnoses; related diseases such as auto-immune conditions, diabetes,
hypothyroidism and rheumatologic diseases; and psychosocial issues including
relationships with supervisors. The influence of these non-occupational risk
factors varies according to the specific diagnoses involved. These additional
factors may contribute to the disorder and may impact legal causation, but they
do not negate the actual evidence from the defined risk factors supporting a
specific work related condition.

Use Section D.3.d Risk Factors Definitions Table and Section D.3.e Diagnosis-
Based Risk Factors Table with the following directions to formulate the causation
of diagnoses established as cumulative trauma conditions.

Using Risk Factors for Medical Causation Assessment of Cumulative
Trauma Conditions

The physician should perform the following:
Step 1. Determine the diagnosis.

Using the history, physical examination and supporting studies, a
medical diagnosis must be established. Refer to Section F Specific
Musculoskeletal Diagnosis and Section G Specific Peripheral Nerve
Diagnosis. Less common cumulative trauma conditions not listed
specifically in these Guidelines are still subject to medical causation
assessment.

Step 2. Clearly define the job duties of the worker.
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Do not rely solely on the employer’s description of job duties. The
worker’s description of how they actually perform the duties is extremely
important. Job site evaluations are always appropriate, but they are
sometimes unnecessary when the physician can identify the job duty that
appears to be causing the symptoms and provide a method for
ergonomically correcting the activity. Job site evaluations performed to
identify risk factors should always include appropriate ergonomic
alterations. It may not be possible to recommend ergonomic alterations
in industrial settings where the employer is incapable of making changes
or ergonomic changes are not feasible.

Step 3. Compare the worker’s duties with the Primary Risk Factor Definition
Table.

Hours are calculated by adding the total number of hours per day during
which the worker is exposed to the defined risk. Breaks, time performing
other activities, and inactive time are not included in the total time. When
the employee meets the definition for a sole Primary Risk Factor and the
risk factor is physiologically related to the diagnosis, it is likely that the
worker will meet causation for the cumulative trauma condition. When
the Primary Risk Factor identified is not physiologically related to the
diagnosis, causation will not be established at this point. The provider
then needs to consider Step 4.

Step 4. Compare the worker’s risk factors identified in Step 2 with the
Secondary Risk Factor definitions on the Risk Factor Definition
Table. If secondary risk factors are identified, proceed to the
Diagnosis Based Risk Factor Table.

When no Primary Risk Factors are present but one or more Secondary
Risk Factors are found on the Risk Factor Definitions Table, proceed to
the Diagnosis Based Risk Factor Table. Elements in this table are listed
under the strength of evidence headings. This includes a category for
strength of evidence for risks that have been demonstrated not to be
related to the diagnosis. Consult the diagnostic category pertaining to the
worker. For a number of less common diagnoses, little direct research
has been done that meets the quality standards. Therefore, the risk
factors for these diagnoses use the risk factors from physiologically
related, better researched diagnostic titles. Initially, check the evidence
statements for or against causation based on the secondary risks
identified previously. If the Diagnosis Based Risk Factor table
establishes a match between the Secondary Risk Factor(s) and other job
duties using the evidence based columns for the established diagnosis,
the case is likely work-related. If none of the evidence categories match
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the worker, causation based solely on epidemiological evidence from
research has not been established.

If an evidence-based medical causation relationship, based on Steps 1-
4, has not been established and the worker has one Secondary Risk
Factor from Section D.3.d Risk Factors Definitions Table, the physician
may consult the last column of Section D.3.e Diagnosis-Based Risk
Factors Table entitled “Additional Risk Factors.” This category describes
medically accepted physiological risk factors for the diagnosis and risk
factors which demonstrated an association with the diagnosis in lower
quality studies that did not meet the standards of evidence. Some of the
additional risk factors have less clear definitions due to lack of definition
in the lower quality studies. These risk factors were added only when the
medical professionals on the multi-disciplinary task force agreed they
were physiologically plausible. When a Secondary Risk Factor has been
identified that does not meet the evidence based definitions Section
D.3.e Diagnosis-Based Risk Factors Table, physicians may use the other
“Additional Risk Factors,” as appropriate, to establish the presence of
combined risk factors. The worker must have met at least one of the
Secondary Risk Factor definitions from the Risk Factors Definition Table
and that risk factor must be physiologically related to the diagnosis, in
order to use the “Additional Risk Factors” in the Diagnosis Based Risk
Factor Table. Additional Risk factors that duplicate the conditions in the
Secondary Risk Factor identified for the case may not be used. Any
conclusions using this methodology are not strictly evidence-based and
therefore the physician should include a discussion of why the Additional
Risk Factors are pertinent in the particular case.
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C. Algorithmic Steps for Medical Causation Assessment

Step 1 — Diagnosis established using Section D.1.f Tables

Step 2 — Job duties clearly described. Job evaluation may be

necessary.

Step 3

Job duties meet the following on risk factor
definitions from the table

Neither Primary nor
Secondary risks from
the Risk Factor
Definition Table are
present

Case probably not job
related

One or more Primary One or more Secondary
risk factors from the risk factors from the Risk
Risk Factor Definition Factor Definition Table are
Table are present present, without primary

risk factors

Go to Step 4 algorithm

Primary risk factor is

Physiologically related to
diagnosis

Case is probably
medically work related
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Not physiologically related to

diagnosis
No secondary A physiologically related
physiologically related Secondary Risk Factor
factor is present is present go to Step 4

Algorithm

|
Case is probably not

medically work related*
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Algorithmic Steps for Medical Causation Assessment continued

Step 4 — Consult Diagnosis-Based Risk Factor
tables
Secondary Risk Factors Secondary risk is physiologically
matches Diagnostic-Based related to the diagnosis but does not
Risk Factors tables meet Diagnosis-Based Risk Factors
- No Additional An Additional Risk Factor
Case is probably Risk Factors present from the
medically work related present Diagnosis-Based Risk
Factor table that does not

overlap the Secondary
Risk Factors

Case is probably

not medically work
related

Case may be work
related

*In the case of an aggravation or exacerbation of a pre-existing condition, the provider will need to make

an individualized causation decision based on the presence of other accompanying conditions.
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d. Risk Factors Definitions Table
Category As a Primary Risk Factor Secondary Risk Factor
Force and 6 hrs. of: use of 2 pounds pinch force or 10 pounds hand | 3 hrs. of: use of 2 pounds pinch force or 10 pounds hand

Repetition/Duration

force 3 times or more per minute.

force 3 times or more per minute.

6 hrs. of: lifting 10 Ibs > 60x per hour.

3 hrs. of: lifting 10 Ibs > 60x per hour.

6 hrs. of: use of hand held tools weighing 2 Ibs or
greater.

3 hrs. of: use of hand held tools weighing 2 Ibs or greater.

Awkward Posture
and
Repetition/Duration

4 hrs. of: Wrist flexion > 45 degrees, extension > 30
degrees, or ulnar deviation > 20 degrees.

6 hrs. of: Elbow - flexion > 90 degrees.

3 hrs. of: Elbow - flexion > 90 degrees.

4 hrs. of: Supination/pronation with task cycles 30
seconds or less or posture is used for at least 50% of a
task cycle.

3 hrs. of: Supination/pronation of 45° with power grip or
lifting.
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Category

As a Primary Risk Factor

Secondary Risk Factor

Computer Work

Note: Up to 7 hours per day at an ergonomically correct
workstation is not a risk factor.

Refer to Section H. 6.e Ergonomic Considerations Table
for definition of ergonomic risk factors.

> 4 hrs. of: Mouse use.

Use of handheld
vibratory power
tools and Duration

6 hrs. for more common types of vibration exposure.

2 hrs. when accompanied by other risks.

Cold Working
Environment

Ambient temperature of 45F or less for 4 hrs. or more, such
as handling frozen foods that are 10 degrees. This risk factor
does not stand alone. It is used in combination with other
secondary risk factors. Refer to the following Diagnostic-
Based Risk Factors Table.
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Dia_gnosis—Based Risk Factors Taple

DIAGNOSIS-BASED RISK FACTORS

Hours are calculated by totaling the cumulative exposure time to the risk over an 8 hour day. Breaks or periods of inactivity or performing other types of
work tasks are not included. Unless the hours are specifically stated below, “combination” of factors described below uses the Secondary Risk Factor
Definitions from the Risk Factor Definition Table.

Diagnosis Evidence FOR Specific Risk Factors Evidence Non-Evidence-Based Additional Risk
St Good S AGAINST Factors to Consider. These factors
strong =004 =20Me Specific Risk must be present for at least 4 hours of
Multiple high One high quality study or | One adequate study | Factors the work day, and may not overlap
quality studies | multiple adequate studies evidence risk factors.t
Aggravated No Quality Evidence Available Work studies support repetitive thumb
Osteoarthritis of movement 20 times per minute in
the Thumb, women contributing to CMC arthritis.
Carpometacarpal Awkward Posture (depending on the

(CMC) and Wrist

joint involved).

Repetition of activities affecting the joint
involved for 4 hrs.

Prior Injury.

Carpal Tunnel
Syndrome

repetition, and
vibration.?#

Combination of force,

Wrist bending or
awkward posture for
4 hrs.

High repetition defined as task cycle
times of less than 30 seconds or
performing the same task for more than
50% of the total cycle time.5
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Diagnosis

Evidence FOR Specific Risk Factors

Strong
Multiple high
quality studies

Good

One high quality study or
multiple adequate studies

Some
One adequate study

Evidence
AGAINST
Specific Risk
Factors

Non-Evidence-Based Additional Risk
Factors to Consider. These factors
must be present for at least 4 hours of
the work day, and may not overlap
evidence risk factors.?

Carpal Tunnel
Syndrome,
continued

Combination of repetition
and force for 6 hours.

Combination repetition
and forceful tool use with
awkward posture for 6
hours.

Combination force,
repetition, and awkward
posture.

Combination of 2 pound
pinch or 10 pound hand
force 3 times or more per
minute for 3 hours.

Mouse use more than
4 hours.

Combination cold and
forceful repetition for
6 hours - Frozen food
handling.

Good evidence -
Keyboarding less
than or equal to 7
hrs. in good
ergonomic
position IS NOT
RELATED.

Good evidence-
Repetition alone
less than or equal
to 6 hrs. IS NOT
RELATED.

Tasks using a hand grip.

Extreme wrist radial/ulnar positions or
elbows in awkward postures.

Cubital Tunnel
Syndrome

Combination forceful
tool use, repetition
and probably posture
for 6 hrs- Holding a
tool in position with
repetition.

Wrist bending and/or full elbow
flexion/extension, repetition for 4 hours,
vibration.3

Repetitive pronation of forearm.3

Sustained pressure at the cubital
tunnel.
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Diagnosis

Evidence FOR Specific Risk Factors

Strong
Multiple high
quality studies

Good

One high quality study or
multiple adequate studies

Some
One adequate study

Evidence
AGAINST
Specific Risk
Factors

Non-Evidence-Based Additional Risk
Factors to Consider. These factors
must be present for at least 4 hours of
the work day, and may not overlap
evidence risk factors.?

DeQuervain’s
Disease

Combination force,
repetition, & posture.2#

Wrist in ulnar deviation.3

Repetitive thumb abduction and
extension.®

Wrist bending in extreme postures.3

Precise hand motions e.g., dental
hygienists.

Repetitive hitting.

Epicondylitis
Lateral

Combination — awkward
posture (forearm
supination past 45
degrees) and forceful
lifting.2

Combination force and
possible awkward posture
— study used repetition
and turning and screwing.

Combination forearm
pronation 45° or greater
with power grip or lifting
for 3 hours per day.

Combination of wrist
bending for 4 hours
and rotation the
forearm for 2 hours.

Combination
repetition and
awkward posture
including static
posture.

Some evidence
keyboard use IS
NOT RELATED.

Wrist posture in extension and repetitive
supination of the forearm and/or elbow
extension.?
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Diagnosis Evidence FOR Specific Risk Factors Evidence Non-Evidence-Based Additional Risk
AGAINST Factors to Consider. These factors
Strong Good Some Specific Risk must be present for at least 4 hours of
Multiple high One high quality study or One adequate Factors the work day, and may not overlap
quality studies multiple adequate studies study evidence risk factors.t
Epicondylitis Combination — force & Combination of Some evidence Wrist posture in flex and repetitive
Medial repetition,* force and wrist wrist bending for 4 | keyboard use IS | pronation and/or elbow extension.3

and hand repetition.

hours and rotation
the forearm for 2
hours.

NOT RELATED.

Extensor tendon
disorders of the
Wrist

Combination - force &
repetition,* force and wrist
and hand repetition.2
Combination - forceful
exertion and repetition 6
hours.

Combination force,
repetition, & posture. 4

Sustained tool use.
Awkward posture.3

No relationship to keyboard use is
expected in a good ergonomic
workstation.

Wrist bending in extreme postures.®
Repetitive hitting.

Flexor tendon
disorders of the
Wrist

Combination force,
repetition, & posture.2 4

Sustained tool use.
Awkward posture.®

No relationship to keyboard use is
expected in a good ergonomic
workstation.

Wrist bending in extreme postures.®
Repetitive hitting.
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Diagnosis

Evidence FOR Specific Risk Factors

Strong
Multiple high
quality studies

One high quality study or
multiple adequate studies

Good Some
One adequate study

Evidence
AGAINST
Specific Risk
Factors

Non-Evidence-Based Additional Risk
Factors to Consider. These factors
must be present for at least 4 hours of
the work day, and may not overlap
evidence risk factors.?

Guyon Canal

No Quality Evidence Available.

Ulnar wrist posture and flexion. Direct
pressure on the wrist.

Posterior Refer to lateral epicondylitis section above for indirect evidence. Ulnar wrist posture and flexion. Direct
Nerve

Entrapment

Pronator Refer to medial epicondylitis section above for indirect evidence. Ulnar wrist posture and flexion. Direct
Syndrome No specific evidence available. pressure on the wrist.

Trigger Finger

Hand tool use — 6
hours.

Repeated digital flexion.

Radial Tunnel
Syndrome

Repetition and
force - force of 1 kg
with cycle time < 1
minute or awkward
posture (static
posture) elbow > 90
degrees.

Repetitive Supination.

Extension of the elbow from 0 to 45
degrees.
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Diagnosis Evidence FOR Specific Risk Factors Evidence Non-Evidence-Based Additional Risk
AGAINST Specific Factors to Consider. These factors
Strong Good Some Risk Factors must be present for at least 4 hours of
Multiple high One high quality study or One adequate the work day, and may not overlap
quality studies | multiple adequate studies study evidence risk factors.t
Triangular No Quality Evidence Available. Usually from traumatic hyperextension

Fibrocartilage
Compression

which may become symptomatic over
time.

Wrist posture in extension and repetitive
supination of the forearm and/or elbow
extension.

For occupational, usually unilateral with
ulnar wrist pain while supinating and
extending the wrist as part of the
regular work duty.

1.Physiological risk factors are those generally agreed upon by the medical community to cause the specific condition described. Other risk factors
described are those identified in lower quality studies that are possibly related. These are consensus risk factors.

2.Combined factors refer to the Secondary Risk Factor definitions found in the Risk Factor Definition Table.

3.Caution: These additional risk categories may not be used when awkward posture, using a similar definition, has been cited as a Secondary Risk

Factor.

4.Evidence rated as strong by National Institute for Occupational Safety and Health (NIOSH) 1997 criteria are placed in the “good” category because the
NIOSH strong evidence definition matches the Colorado “good” level of evidence requiring multiple adequate studies.

5.Due to small case size and a definition of low force/high repetition jobs that likely included many jobs qualifying for a force risk from the “Risk
Definitions” table, this study does not support repetition as a sole risk factor.
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Work-Related Workshop Cases 1-3

#1
Chief Complaint:  Right elbow pain
History: Forty-five year old male works in meat packing factory where he uses a deboning

instrument. He has been employed in this position for two years. The instrument requires him to
place his wrist in a dorsiflexed position while rotating his forearm in order to remove the bones.
The force for this has been calculated at 4 kg. This usually takes less than one minute. He
normally completes an 8 hour day, sometimes with overtime in a freezer/cold environment,
working on a regular basis with only two coffee breaks and one meal break during his shift.

The patient is currently experiencing severe medial epicondyle pain to the extent that he did not
go to work yesterday due to the pain. He finds that grasping or picking up any object increases
the pain significantly. He has tried Advil and ice but this has not significantly changed his
complaints. He also reports that in the past he has occasionally noted numbness in the 5% finger
and the ring finger. Currently the tingling is not present but whenever he attempts to use the
forearm it seems to come back.

Review of Systems: History of hypothyroidism; on Synthroid

Past Musculoskeletal History: Right hand carpal tunnel at least three years ago. No
complaints now.

Meds: Synthroid, over the counter Aleve — 3 times per day.

Hobbies: No crafts or musical instruments. Plays golf 2 to 3 times per week but has not
engaged in this since the injury.

Family Medical History: Father disabled from WWII post -traumatic stress disorder, no arthritis
in the family. Siblings and Mother no disease known.

Family Situation: Divorced for one year with two children, a boy 14 and a girl 12. Patient has

custody of these children.

Physical Examination:

Cervical exam - Normal range of motion, non-tender to palpation.

Right elbow - Tender to palpation medial epicondyle, lateral epicondyle non-tender.
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Pain with pronation and wrist palmar flexion against resistance. No pain with
supination against resistance. Full range of motion non-tender.

Tinel’s: Positive for the right ulnar nerve at the elbow, and negative Tinel’s for right
median nerve

Sensation - 2 point intact.

Grip Strength - Slight decrease on the right secondary to pain. Wrist dorsiflexion, finger
abduction and finger opposition are all 5/5 with pain associated with dorsiflexion
of the wrist only.

Reflexes - 2+ biceps brachioradialis and triceps bilaterally.

Spurling’s - Negative

Thoracic outlet testing - Negative

Impression:

Work-related — yes or no and why.
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Work Relatedness Cases

#2
Chief Complaint:  Right elbow pain
History: Forty-five year old right handed administrative secretary for the Health Sciences

Center experiencing right elbow pain over the last three weeks. She recalls spending two days
copying and assembling heavy conference notebooks immediately prior to the onset of this pain.
She used her upper extremities for at least four hours relatively continuously. Following that she
transported the books and handed them out at a conference being put on by her department. She
now has trouble using her mouse and experiences pain in the elbow with any lifting such as with
groceries. Occasionally she notes tingling into the fourth and fifth fingers. This occurs at night
or after any lifting or repetitive activity with the elbow. She is able to sleep through the night.

Job Duties:  Varies, usually 2 to 4 hours per day of keyboarding but can be up to 8 hours
depending upon the boss’ requirements. During the two days prior to the conference she
was using her right hand to put materials in the 100 ring binders and lifting them into the
mailing containers with her right hand.

Review of Systems: History of hypothyroidism on Synthroid

Past Musculoskeletal History: Right hand carpal tunnel at least three years ago. No
complaints now.

Meds: Synthroid 0.125 mg, over the counter Aleve — 3 times per day.

Hobbies: No crafts or musical instruments. Plays golf 2 to 3 times per week but has not engaged
in this since this injury.

Family Medical History: Father disabled from WWII, post -traumatic stress disorder. No
arthritis in family. Siblings and Mother no disease known.

Family Situation: Divorced for one year with two children, a boy 14 and a girl 12. Patient has
full custody of her children.

Physical Examination:

Cervical exam — Normal range of motion, non-tender to palpation.

Right elbow — Medial epicondyle, tender to palpation, lateral epicondyle non-tender. Pain with
pronation and wrist palmer flexion against resistance. No pain with supination against
resistance. Full range of motion without tenderness. Tenderness with palpation of the ulnar
forearm muscles.
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Physical Examination (Cont’d)

Tinel’s positive for the right ulnar nerve at the elbow, and negative Tinel’s for right
median nerve.

Sensation -2 point intact

Grip strength — Slight decrease on the right secondary to pain. Wrist dorsiflexion, finger
abduction, finger opposition and biceps are all 5/5 without difficulty.

Reflexes - 2+ biceps, brachioradialis and triceps bilaterally.

Spurling’s - Negative

Thoracic outlet testing - Negative

Impression:

Work-related — yes or no and why.
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Work Relatedness Case
#3

Chief Complaint:  Right elbow pain

History : Forty-five year old right handed administrative secretary for the Health Sciences
Center experiencing right elbow pain over the last three weeks. She recalls spending two days
copying and assembling heavy conference notebooks immediately prior to the onset of this pain.
She used her upper extremities for at least four hours relatively continuously. Following that she
transported the books and handed them out at a conference being put on by her department. She
now has trouble using her mouse and experiences pain in the elbow with any lifting such as with
groceries. Occasionally she notes tingling into the fourth and fifth fingers. This occurs at night
or after any lifting or repetitive activity with the elbow. She is able to sleep through the night.

Job Duties: Varies, usually 2 to 4 hours per day of keyboarding but can be up to 8 hours
depending upon the boss’ requirements. During the two days prior to the conference she
was using her right hand to put materials in the 100 ring binders and lifting them into the
mailing containers with her right hand.

Review of Systems: History of hypothyroidism on Synthroid

Past Musculoskeletal History: Right hand carpal tunnel at least three years ago. No
complaints now.

Meds: Synthroid 0.125 mg, over the counter Aleve — 3 times per day.

Hobbies: No crafts or musical instruments. Plays golf 2 to 3 times per week but has not engaged
in this since this injury.

Family Medical History: Father disabled from WWII, post -traumatic stress disorder. No
arthritis in family. Siblings and Mother no disease known.

Family Situation: Divorced for one year with two children, a boy 14 and a girl 12. Patient has
full custody of her children.

Physical Examination:

Cervical exam — Normal range of motion, non-tender to palpation.

Right elbow — Full range motion of the right elbow and full range of motion against
resistance including supination, pronation, wrist dorsiflexion, flexion and
extension without any complaints of pain.
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Work Relatedness Case No. 3 (Cont’d)

Physical Examination (Cont’d)

Palpation of the elbow - The patient reports pain throughout the elbow in all areas. It is
not clear that it is more painful over one epicondyle more than the other. There is
no swelling or erythema noted.

Right forearm - No tenderness is noted of any of the forearm muscles on palpation.
Right wrist — Full range of motion non-tender.

Right shoulder — Full range of motion.

Tinel’s: negative both median nerve and ulnar nerve — right arm.

Sensation - 2 point and intact in all five digits — right hand

Reflexes — 2+ and equal bilaterally biceps, triceps, brachioradialis.

Grip strength — Strong and equal on the right and left side.

Spurling’s - Negative

Thoracic outlet testing - Negative

Impression:

Work-related — yes or no and why.
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DOWC Rules

Objectives:

» Review the procedures for release of medical records in workers’
compensation cases.

» Describe the accreditation process for medical providers.

> Discuss utilization standards in the workers’ compensation system.

» ldentify standards of documentation for reimbursement.
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The “Must Know” Rules for Providers in Workers’ Compensation

Authorized Treating Physician (Rule 16-2): may be any of the following:

(1)  The treating physician designated by the employer and selected by the injured
worker;

(2)  Change of physician (Rule 8-5(A)): Within ninety (90) days following the date of
injury, but before reaching maximum medical improvement, an injured worker may
request a one-time change of authorized treating physician pursuant to §8-43-404(5) (a)
e The new physician must be a physician on the designated provider list or
provide medical services for a designated corporate medical provider on
the list.

(3) A health care provider to whom an authorized treating physician refers the
injured worker for treatment, consultation, or impairment rating;

(4) A physician selected by the injured worker when the injured worker has the right
to select a provider; Injured worker has the right to select from a list of four providers
[C.R.S. 8-43-404(5) (a) (1) (A).] If there are fewer than four physicians or corporate
medical providers within thirty miles of the employer's place of business who are willing
to treat an injured employee, the employer or insurer may instead designate one
physician or one corporate medical provider. [C.R.S.8-43-414(5)(1)(B)]

(5) A physician authorized by the employer when the employer has the right or
obligation to make such an authorization;

(6)  The injured worker may select a provider when the employer fails to designate a
physician;

(7) A health care provider determined by the Director or an administrative law judge
to be an ATP;

(8) A provider who is designated by the agreement of the injured worker and the
payer. Per statute, an employee may request a personal physician or chiropractor to
become ATP providing primary care. If this occurs, the initial ATPs work restrictions
continue unless changed by the new ATP.
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Accreditation of Physicians C.R.S. 8-42-101(3.5) — must re-accredit every three years
Level I- MDs, DOs, Chiropractors, Dentists, Podiatrists, PAs
Level Il — required to perform impairment ratings: MDs, DOs,
Chiropractors — Must be Level | Accredited to treat more than three days lost
time, require more than 12 treatments, or exceed 90 days of treatment.
C.R.S.8-42-101-(3)(a)(IlI)

Revocation of Accreditation: C.R.S. 42-101(3) (g) - can occur if:
e Provider fails to comply with rules or statutes
e Misrepresentation
e Recommended by Utilization Review Panel

Medical Utilization Review: (Rule 10-1)
e Formal review of medical services provided by the physician from the Divisions’
Medical Review Panel
e A party shall request a utilization review by filing the Request for Utilization Form
(request form) with the Division
e Panel consists of 3 providers (Rule 10-6), usually 2 providers from the same as
the provider being reviewed and one occupational medicine specialist.
e (Rule 10-8) Outcomes from the review include:
o Removal of the provider from the case: majority vote
o Denial of payment: unanimous vote
o Revocation of accreditation: unanimous vote

Notification Process (WC 195 form): Notification to Payer for Treatment Consistent
with the Medical Treatment Guidelines
WC 195 form is used by authorized treating providers for submission to the insurer:
e To indicate that the medically necessary treatment/services falls within the
medical treatment guidelines.
e Admission of liability: that the treatment is related to the admitted injury or
included in the settled claim and receive a guarantee of payment
e To be used for claim eligibility verification
o A telephone call may also be used instead of the WC 195 form.
o The insurer has five (5) days to review the case and contest
The form requires the use of the medical treatment guidelines by justifying the location
of the treatment in the guidelines.
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Prior Authorization (Rule 16-9) WC-188 form:
Required if:
e The prescribed service falls outside of the medical treatment guidelines
e Procedures that are not identified in the Fee Schedule (Rule 18)
If the provider fails to request prior authorization, it is still payable if reasonable and
medically necessary.

Contesting a Request for Prior Authorization: (Rule 16-10):

If the payer contests a request for prior authorization for non-medical reasons as
defined under section 16-11(B)(1), the payer shall notify the provider and parties, in
writing, of the basis for the contest within seven (7) business days from receipt of the
provider’s completed request as defined in section 16-9(F).

If the payer is contesting a request for prior authorization for medical reasons, the payer
shall, within seven (7) business days of the completed request:

(1) Have all the submitted documentation under section 16-9(F) reviewed by a
physician or other health care professional, as defined in section 16-5(A)(1)(a),
who holds a license and is in the same or similar specialty as would typically
manage the medical condition, procedures, or treatment under review. The
physicians or chiropractors performing this review shall be Level | or Level Il
accredited.

(2) After reviewing all the submitted documentation, the reviewing provider may call
the requesting provider to expedite communication and processing of prior
authorization requests. However, the written contest or approval still needs to be
completed within the specified seven (7) business days under section 16-10(B).

(3) Furnish the provider and the parties with a written contest that sets forth the
following information:

(a) An explanation of the specific medical reasons for the contest, including
the name and professional credentials of the person performing the
medical review and a copy of the medical reviewer's opinion;

(b) The specific cite from the Medical Treatment Guidelines exhibits to Rule
17, when applicable;

(c) Identification of the information deemed most likely to influence the

reconsideration of the contest when applicable; and

(d) A certificate of mailing to the provider and parties. The physician has

seven (7) business days to provide a written response to the payer

If the payer fails to respond in seven (7) business days, the request is deemed
authorized.
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If before or after conducting a review pursuant to section 16-11(D)(2), the payer agrees
with the billing party’s response, the billed service is due and payable in accordance
with the Medical Fee Schedule within 30 days after receipt of the billing party’s
response. Date of receipt may be established by the payer’s date stamp or electronic
acknowledgement date; otherwise, receipt is presumed to occur three (3) business days
after the date the response was mailed to the payer’s correct address.

If treatment clearly meets the indications in the medical treatment guidelines and the
diagnosis is accepted by the insurer, the treatment should be authorized. Failure to do
so could result in penalties against the insurer or loss of accreditation by the physician.

Dispute Resolution: (Rule 16-11(E))- WC 181: the Division can help with disputes
regarding:
e Medical bills
Non-payment issues
Prior authorizations
Balance billing issues, and
Failure to submit timely DIME reports

e If the Division determines there is cause for facilitating the disputed items, the
other party will be sent a request for a written response, allowing the other party
ten (10) business days to respond.

e The medical policy unit from the Division will facilitate the dispute by reviewing
the parties’ compliance with Rules 16 and 18 within 30 days of receipt of the
complete supporting documentation; or as soon thereafter as possible.

e Upon review of all submitted documentation, disputes resulting from violation of
Rules 16 and/or 18, as determined by the Director, may result in a Director’s
Order that cites the specific violation.

Medical Fee Schedule (Rule 18):

e Establishes the maximum allowable payment but does not limit billing charges

e The Division allows and recognizes provider/payer contracts but does not help
enforce them.

e The Division adopts CPT and RBRVS, but always the preceding year. So in
2018, providers/payers would use 2017 RBRVS and in 2019 the Division moves
to 2018 RBRVS.

e Utilizes Current Procedural Terminology (CPT) codes, Resource Based Relative
Value Scale (RBRVS) and “Z” codes created by the Division of Workers’
Compensation
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e CMS 1500 is the form required for billing

Cancellation Fees: (Rule 18-6):

e If a patient “no shows” for the appointment, the provider has two business days
to contact the insurer to reschedule. Upon reporting the missed appointment, the
provider may request whether the payer wishes to reschedule the appointment
for the claimant. If the claimant fails to keep the payer’s rescheduled
appointment, the provider may bill for a cancellation fee.

e A cancellation fee is payable only when a payer schedules an appointment the
injured worker fails to keep, and the payer has not canceled three (3) business
days prior to the appointment. (Z0720)

WC -164- Initial Report: (Z0750):
e Must be completed within 14 days of initial visit
e Must be signed by the ATP
e Copy must be provided to the patient

WC-164- Closing Report (Z0752):
e Required from managing provider when patient reaches MMI for all conditions
under the workers’ compensation claim
e Must state date of MMI, any permanent work restrictions

Special Report (Z0754):
e Routine reports must be submitted free of charge
e Special reports requiring 15 minutes or less can be billed with Z0754. More
lengthy reports requiring variable content are billed in 15- minute increments.
These codes and requirements are provided in Rule 18-6(G).

Independent Medical Examinations: Three types:
1. Respondent Requested: Must be recorded, recording fee code: Z0766, copy of
recording fee: Z0767
2. Claimant Requested:used to challenge a non-DIME impairment rating
3. Division Requested: must be Level Il accredited physician to perform when there
has been a dispute regarding MMI or impairment rating
All parties receive a copy, no matter which party requests the examination
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Technical component of a procedure includes practice expense: equipment, supplies
and/or staff and is billed with a TC modifier
e In order to ensure safety, starting January 1, 2017, to bill for the technical
component of an MRI, CT scan or nuclear medicine scan, the rendering
facility must have obtained accreditation in advance medical imaging.
Professional component of a procedure is for a physician supervising/interpreting a test
and is billed with a 26 modifier
Total component: technical and professional component as defined in RBRVS

Evaluation and Management (E&M) Level of Service (Rule 18, Exhibit 7) is
determined by: history, examination and medical decision making; or time
e Documentation standards for time:

o Time can be a factor if at least 50% or more of the visit is face to
face disability counseling or coordination of care with
documentation of the actual time spent. This excludes any time
spent performing any separate billable procedures or diagnostic
tests.

Must be documented in the record and be patient specific

Amount of time and specifics of coordinating care with others (who,

what, when and where)
Any separately billable procedure or diagnostic test report must be able to be separately
identifiable from any E&M report and the E&M code must have the appropriate modifier
appended (-25 or -57)

Documentation for reimbursement should include:
e Shared decision making
e Functional goals and outcomes; and
e The ability for other medical professionals to be able to read through the medical
record and have a comprehensive understanding of where the patient is at in the
continuum of care.

Manipulation (18-5 (H)(5): does not qualify as an office visit
An E&M visit may be billed on the same day as manipulation codes when the record
documents significant services exceeding the usual medical care associated with
manipulation.
e Maximum limit: 2 different modalities or 1 hour of procedures per day, per
discipline
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HIPAA in Workers’ Compensation:
Privacy rules permit covered entities to disclose private health information (PHI), without
patient authorization to:

e \Workers’ compensation insurers

e State administrators

e Other entities when the patient has signed a release

Medical records not pertaining to the work injury should not be included.

A physicians primary responsibility is to protect the patient

Workers’ Compensation insurers are NOT covered by HIPAA, YOU ARE THE LAST

STOP.

It is highly recommended to obtain a signed medical release from the patient because:
Insurers could release records to employers
Independent Medical Examinations could obtain the information because parties
receive a copy of the final reports

e Nurse Case Managers may be involved in the patient’s case (patients may
refuse this service)

Privacy Rules require a patient’s authorization prior to a disclosure of psychotherapy
notes for any reason.

An employer is entitled to work restrictions and time off work information
e Keep information on the WC-164 related to the workers’ compensation claim
e Send a copy of the WC-164 to the insurer and the patient
e If you discuss these issues with patient’s supervisor, you are required to
document this conversation

Discharge for Non-Medical Reasons: Desk Aid 15
e Requires written notice to the injured worker and insurer within 3 business days
of a non-medical discharge and notice must be sent certified mail.
o For ease, the Division has created a template letter to send certified mail.
This can be billed as a form using Z0754
e Explanation of reasoning must be included.
o Examples of non-medical reasons are you’re closing your practice or a
patient is uncooperative with staff
m If closing your practice, offer to transfer the patient’s records

If the patient is seeking treatment for a non-work related issue/condition, you can
choose whether or not to treat this. If you choose not to, you must send the notification
specific to the issue/condition. Be sure to complete the WC-164 form, Section 7

The insurer has 15 days to designate a new physician for the patient.
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Desk Aid 15

Instructions:

Attached are an algorithm and sample letter to assist the physician or physician’s
office with implementing the new processes established by C.R.S. §8-43-
404(10)(a) (2014). This statute sets forth the manner in which a physician must
formally notify the patient and insurer when discharging or refusing to treat a
workers’ compensation patient for non-medical reasons. The attached algorithm
provides some guidance for applying these procedures under various scenarios.

The letter / template may be used by the physician or medical office as the notice
under these procedures. It may be modified as needed or a physician’s own draft
may be used as long as it includes the elements required by the above-
referenced statute. For example, the notice must explain the reason for the
discharge or refusal to treat, and include an offer to transfer the injured worker’s
medical records to a new physician upon receipt of an appropriate release.

The letter must be sent to the injured worker and the insurer or self-insured

employer on the case via Certified Mail, Return Receipt Requested, within 3
business days of the decision to discharge or refuse to treat.
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Informal guidance re: process established in C.R.S. §8-43-404(10)(a)(2014) regarding discharge/refusal to treat based on non-medical reasons

WHEN TO SEND CERTIFIED LETTER OR WC164 FORM TO

INSURER AND PATIENT
e Send within 3 business days of decision to not treat
e Send certified mail, return receipt requested

Medical Reasons ] Non-Treatment of ( DischargRe/ Non-Medical
. easons
) Patient dueto ... LSEND LETTER or WC164
FORM, CERTIFIED MAIL
Reasons
OTHER: Decline to treat (examples)
SOME of patient’s conditions
Refer to another assessed NOT work-related * See Note
authorized treating
physician, e.g., specialist, e Patient missed appts
another physician in your e Patient not complying w
practice, etc. with Rx ;
Recommend or suggest that e Non-compliant urine drug o
NO CERTIFIED LETTER patient see personal physician screen
REQUIRED for conditions assessed as non- e Dr.moved/ retired from
work-related** practice and no referral
e Incompatible with patient

*NOTE: ALL of these require physicians to (Document well in medical records

~

follow Medical Board recommendations for
discharging a patient.

Send letter to patient and insurer,

certified mail, return receipt

* K .
NOTE: Do not make a formal referral to a When sending a separate report or letter

.. . . requested.
personal physician as this may be interpreted \_q_ ) bill per Special Reports at Rule 18-6, code
as authorizing the physician under Workers’ 20755, $325/hr. in 15-min. increments
Comp.
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[PHYSICIAN OFFICE LETTERHEAD]

VIA CERTIFIED MAIL, RETURN RECEIPT REQUESTED
[Name of Injured Employee/Insurer/Self-Insured Employer]
[Address, Line 1]
[Address, Line 2]

Re: [Name, Claim Number, etc.]

Dear [Injured Employee/Insurer/Self-Insured Employer]:

This is a notification pursuant to §8-43-404(10)(a), C.R.S., that the undersigned authorized
physician declines to treat or discharges the injured employee, [Insert Name], from medical care
even though [Mr. or Ms. Name] may require continued medical treatment to cure and relieve the
effects of the work injury. The reason(s) for this action is/are:

Injured employee requests treatment for a condition that is unrelated to the work injury:
[insert brief description of the injured employee’s complaints]

Injured employee missed appointments on: [insert dates of missed appointments]
Injured employee has not complied with the treatment: [insert details of non-compliance]

Injured employee is non-compliant with a drug/alcohol screen: [insert date and type of
drug screen, what drug, etc.]

Injured employee has been abusive to the physician, staff or other patients:
[insert explanation]

Authorized physician has moved or closed the practice; no referral is provided.
Other: [insert explanation]

Pursuant to §8-43-404(10)(a), C.R.S., the undersigned authorized physician will transfer the
injured employee’s medical records to any new authorized physician upon receipt of a signed
authorization to do so from the injured employee.

Please contact [insert physician name or another person at physician’s office] if you have any
questions. Thank you for your attention to this matter.

Sincerely,

[Authorized Physician]

cc: [as needed]
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The “Must Know” Rules Workshop

1. To whom do you owe primary responsibility at all times?
A. The State of Colorado Workers’ Compensation System.

B. The patient’s employer.

C. The insurance company whose network you belong to.

D. The patient

Reference: ACOEM Code of Ethics

2. An insurer requires a copy of your medical records to justify your billing level.
Your office:

A. Copies and sends the complete narrative report

B. Sends the physician’s complete narrative report if the patient signed a medical record
release form for billing purposes.

C. Notifies the patient in writing that the physician’s complete narrative report will be
sent to the insurer.

Reference: Colorado Interprofessional Guidelines

3. You are treating a patient for a work-related low back injury. In the course of
taking the initial history you note that the patient has been treated for depression
multiple times in the last ten years and has a 20-year history of schizophrenia.
The patient is currently taking medication for the schizophrenia. The employer
requests a copy of physician’s initial narrative report, which contains this
psychiatric history, in order to determine whether they wish to challenge the
work-relatedness of his condition. Your office:

A. Copies and sends the complete narrative report with the physician’s initial report.

B. Sends the physician’s complete narrative report if the patient signed a medical record
release form for billing purposes.

C. Notifies the patient in writing that the physician’s complete narrative report will be
sent to the employer.

D. Sends the complete narrative report to the employer if the patient has signed a
specific release to the employer allowing release of psychological information.
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4. You submit a request for prior authorization to incorporate a third modality
into a treatment plan and have not received a response from the insurer in 8
business days. You should:
A. File an appeal with the insurer and provide additional medical records.

Presume it is authorized and proceed with treatment.

B.
C. Inform the patient so he/she can follow-up with the insurer.
D.

Discharge the patient for non-medical reasons.

Reference: Rule 16-10

5. In a workers’ compensation claim, an employer is entitled to which of the
following records when no medical record release form has been signed by the
patient?

A. Complete medical records including history of past medical ilinesses that are
unrelated to injury.

B. Current information regarding diagnosis, detailed treatment plans and names of
consultants.

C. Information in the medical record directly related to the workers’ compensation

claim.
D. Work restrictions and time off work information.

Reference: ACOEM Code of Ethics, Statutes §8-47-203(1), §8-43-404(4)

6. A patient fails to show for an appointment he scheduled with your office. You
should:

A. Bill the patient a $30 no show fee.

B. Discharge the patient for non-medical reasons.

C. Bill the insurance company for half of your usual fee.

D. Contact the insurance company within 2 business days to reschedule the patient.

Reference: Rule 18-6(B)

Level | Accreditation Curriculum: 6/2019 86



To Table of Contents

7. An independent nurse case manager hired by your patient’s workers’
compensation insurer contacts you by phone. The patient is represented by an
attorney. You are asked to discuss the patient’s current work status including
restrictions, compliance with the current treatment plan, and any abnormal pain
behaviors you have observed while examining the patient. You should:

A. Discuss all of the above topics with the nurse case manager because the workers’
compensation statute waives any protection.

B. Limit the discussion to work restrictions and place a note in the patient’s chart.

C. Talk to the patient before having any discussion with the case manager.

D. Do not discuss any topics with the nurse case manager because you have no
release from the patient.

Reference: Statutes §8-42-101(3.6)(p)(I)(A) and §8-42-101(3.6)(p)(ll), American
Chiropractic Association of Code of Ethics, Colorado Chiropractic Practice Act §12-33-126
C.R.S,, Colorado Board of Chiropractic Examiner Rules and Regulations Statute §25-1-802(1)

8. You have spoken with the patient’s supervisor about your patient’s work

restrictions. You are required to:

A. Record the conversation and keep a copy for 12 months.

B. Do nothing — it is only a conversation about work restrictions.

C. Document the conversation, bill the insurer and send a copy of the documentation
to the patient.

Note:

Telephonic meeting by a non-treating physician with employer — Z0601 $74/15 minutes or
Telephonic meeting by a treating physician with employer — Z0701 $85/15 minutes
Reference: 18-6(A)

9. You perform an independent medical exam on a workers’ compensation

patient who requested the exam. You should:

A. Send the report only to the party that hired you.

B. Send the report to the patient, their attorney, and the workers’ compensation
insurer or employer.

C. Make a full audio-recording of the examination

Reference: Statute §8-43-404(2), Rule 8-8 et seq.
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10. A chiropractor can be an Authorized Treating Physician in all cases except:
A. When referred by an Authorized Treating Physician

B. When an injured worker submits the request to the insurer and there is no
objection with 20 days.

C. When listed on an employers “Designated Provider List”.
D. When designated by an Administrative Law Judge.

Reference: Statute §8-43-404(5)
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The “Must Know” Rules for Workers’ Compensation
ANSWERS

D.The patient.
Remember the Hippocratic oath. The workers’ compensation statute also gives the authorized
treating physician (ATP) significant weight in most situations, presumably because they can
best assess the patient’s medical condition and treatment needs.

B. Send if patient signed release for billing purposes.

Under the HIPAA regulations, no authorization is required to release records for the purposes
of obtaining payment. Additionally, HIPAA specifically states that “a covered entity may
disclose protected health information as authorized by and to the extent necessary to comply
with the law relating to workers’ compensation...” (CFR 164.512(l)). In Colorado, Rule 16-
7(E)(2) of the rules and regulations of the Division of Workers’ Compensation states that the
provider shall provide the payer with all supporting documentation including “copies of the
examination, surgical, and/or treatment records” when submitting the bill. Therefore, in
Colorado a physician can treat an injured worker and provide the required documentation for
billing purposes without obtaining a written authorization. However, the best policy is to obtain
a signed patient release before sending narrative records to the insurer for billing purposes.
The physician will be best protected if the patient has signed a consent, or at a minimum
received notice, that a full narrative record will be sent to the insurance company for billing
purposes. When obtaining a release, the physician should be sure that any authorization is
valid under HIPAA regulations.

As a side note, physicians should be aware that workers’ compensation insurers are not
covered entities under HIPAA and therefore are not required to abide by the HIPAA statute.
This may create potential problems for physicians as some insurers routinely provide the full
medical records they receive from the physician to employers. Given the complex interplay
between the Colorado workers’ compensation and the HIPAA regulations, physicians may be
concerned that information in the medical record which is not directly related to the workers’
compensation claim, and is sent to the insurer for billing purposes, may then be sent to the
employer by the insurer. The Division has issued an interpretive bulletin on this issue. (A copy
is attached for your convenience.)

A helpful suggestion would be for a physician to include a cover sheet with records that are
submitted for billing purposes. This cover sheet should clearly indicate that the physician has
released this protected health information only pursuant to Rule 16, that this information should
not be used for purposes other than payment of the claim, and the information should not be
re-released to other parties for any other purpose.
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3. D. Send only with signed patient release for psychiatric records.

An employer must have a signed release from the patient to obtain these records. (Colorado
Interprofessional Guidelines [ 3, and generally, Health Administration statute §25-1-802).
Psychiatric records require a specific release from the patient. In this case the psychiatric
condition is not pertinent to the claim and therefore does not need to be released to the
employer. Workers’ compensation statute §8-43-404(4), and ACOEM Ethics Principle No. 5.

4. B. Presume it is authorized and proceed with treatment

Under Rule 16-10 (C), the payer should respond within seven business days from receipt of
the provider's completed request. If the payer does not respond within seven days, the
request is presumed authorized.

5. D. Work restrictions and time off information

Past records can only be supplied if you have a patient release.

6. D. Contact the insurance company within 2 business days to reschedule the
patient.

18-6 (B)(2): When claimants fail to keep scheduled appointments, the provider should
contact the payer within 2 business days.

Per Rule 18-6(B)(1), a cancellation fee is payable only when a payer schedules an
appointment the injured fails to keep, and the payer has not canceled three business days
prior to the appointment.

7. D. Do not discuss any topics with the nurse case manager because you have no
release from the patient.

A release from the patient is necessary for you to discuss their case with the case
manager.
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8. C. Document the conversation, bill the insurer and send a copy of the documentation to the
patient.

9. B. Send the report to the patient, their attorney, and the workers' compensation insurer or
employer. Statute 8-43-404 (2)

10. C. When listed on an employers "designated provider list"

Statute 8-43-404(5) states the employer or insurer shall provide a list of at least 4 physicians or 4
medical providers from which an injured employee may select. The designated provider list does
not include chiropractors, although they are considered authorized treating physicians when
referred by and ATP, when an injured worker submits the request to the insurer and there is not
objection within 20 days or when designated by and administrative law judge.
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Interpretive Bulletin on the Release of Medical Information

Director’s interpretations of issues impacting the Colorado workers’ compensation system

In an effort to provide guidance on the practical applications of the Colorado Workers’
Compensation Act, we will be publishing Director's interpretations of statutes and other factors
affecting the system, in the form of Interpretive Bulletins. The purpose is to provide greater levels of
consistency and predictability as to how the Colorado system is intended to operate. While the
opinions do not have the force and effect of rule, they are afforded as navigational tools to clarify and
simplify processes, create efficiencies, and to reduce litigation.

If you have questions regarding this information or issues you would like to see addressed in future
bulletins, please direct your inquiries to Paul Tauriello, Director of the Division of Workers’
Compensation, at 633 17th St., Suite 400, Denver, CO 80202, FAX 303.318.8632, or e-mail at
paul.tauriello@state.co.us

RELEASE OF MEDICAL INFORMATION Release Date: 5/22/02 Revision Date:

This interpretive bulletin addresses issues concerning the privacy of medical information in relation
to the required exchange of medical reports in workers’ compensation matters. In particular, this
bulletin will note the distinction between a medical report and a medical record within the workers’
compensation system, and address the issue of what records need to be submitted by a medical
provider for payment, versus what records may be released by the insurer.

Privacy of Medical Information

Regulations required by the federal Health Insurance Portability and Accountability Act of 1996
(“HIPAA”) are soon to be implemented, and concerns exist regarding the privacy mandates of this
statute and the possible impact on the exchange of medical information within the Colorado workers’
compensation system.

The federal Department of Health and Human Services (“HHS”) presently requires compliance on
April 14, 2003, of the Standards for Privacy of Individually Identifiable Health Information (the
"Privacy Rule"). The Privacy Rule, as it is currently adopted, creates a comprehensive federal system
designed to assure the confidentiality of medical records through a regulatory scheme that applies to
doctors and other medical professionals, as well as "health plans," all of which are considered
"covered entities" under the rule. Covered entities generally must safeguard "protected health
information" ("PHI") -- an individual's medical records that include basic health and disability status
and health history -- and they may use and disclose PHI only as prescribed by the Privacy Rule.

The Privacy Rule as it currently stands, may be interpreted in a manner which impacts workers'
compensation by restricting medical providers and other covered entities from disclosing medical
information which may be pertinent to workers' compensation cases. Workers' compensation
insurers, self-insured employers, firms that provide services to workers' compensation insurers and
self-insurers ("workers' compensation payers"), and workers' compensation adjudicative agencies,
are not covered entities under HIPAA and the Privacy Rule. The Privacy Rule allows them to use
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and disclose information to downstream entities pursuant to state law and practice. However, they
receive information from medical providers who are covered entities. The Privacy Rule states that
covered entities can only disclose the "minimum amount of PHI necessary" in response to a request
for medical information.

There is an exception under the Privacy Rule, however, that allows covered entities to disclose PHI
to the extent necessary to comply with state workers’ compensation laws. ' Therefore, under the
Privacy Rule, the release of health information within the workers’ compensation system by
covered entities should be determined according to state law.

Section 8-47-203(1), C.R.S., provides that filing a claim for workers’ compensation is deemed to be
a limited waiver of the doctor-patient privilege to persons who are necessary to resolve the case. The
limited waiver applies to the injury or disease that is the subject of the case. The medical treatment
and resulting medical reports are limited to the work-related injury or disease, and therefore, are
subject to the disclosure and exchange requirements mandated by Rule XI (B) [currently Rule 5-4],
of the Division of Workers’ Compensation Rules of Procedure. In addition to the statutory limited
waiver, in many instances, the claimant signs a release of medical information at the request of the
carrier, or at the medical provider’s office at the time of the initial visit. At some point, however, the
releases of medical information may become more specific and restrictive than those currently used.
Therefore, the statutory limited waiver and the scope of any specific release, define subsequent
exchanges of health information within the Colorado workers’ compensation system beyond the
mandates of the Privacy Rule.

Medical Report vs. Medical Record

Section 8-43-404, C.R.S., and Rule XI [currently Rule 5], of the Division’s Rules of Procedure,
reference the term medical “report.” It is helpful to note the distinction between the terms medical
report and medical record within the workers’ compensation system. A medical report is a medical
record, but a medical record is not necessarily a medical report. A medical report is generated either
after examination of the claimant, or based on a document review. A medical report in the workers’
compensation context refers to information regarding the work-related injury or disease at issue.
Medical record is a broader term, and can include information not directly related to the injury or
disease at issue.

" See, Section 164.512 (1), 45 CFR, Part 164, Standards for Privacy of Individually Identifiable Health Information:
Final Rule.
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Release of Medical Records by Provider for Payment

A medical provider must forward the medical information generated from an examination of the
claimant to the insurer, third party administrator, or self-insured employer (“payer”) in order to be
paid. At the time of the initial visit, as well as some follow-up visits, the scope of a medical
examination goes beyond the specific injury or disease that is the subject of the workers’
compensation case. As a result, protected health information, such as previous medical history or an
underlying disability, may be included in the resulting medical records. There are many occasions
when this other information is necessary in determining payment to the medical provider. If there is a
written release in place, it will allow the exchange of this medical information from the provider to
the payer. In the absence of a written release, it is the Director’s position that the exchange of
medical records under these circumstances is generally covered by the statutory limited waiver and
workers’ compensation case law.

Release of Medical Records by Payer

In certain instances, medical information received by the payer from the medical provider should not
be released to other parties in a workers’ compensation case. For example, a payer might receive
medical records from the medical provider that contain protected health information not related to
the workers’ compensation injury or disease. In such cases, it may be that this information should not
be forwarded to anyone else unless a specific release is obtained. Medical information received by
the payer should be evaluated for relevance to the injury or disease. While the employer is entitled to
receive medical reports and medical records to the extent necessary to resolve the case, and to be
involved in the administration of a case, there may be circumstances when personal medical
information not directly related to the injury or disease at issue should not be forwarded to the
employer, or anyone else.?

2 When the employer is self-insured, the employer should consult state and federal laws regarding privacy
and confidentiality protections in order to safeguard protected health information received from a
provider.

Applying these guidelines to a specific situation may be difficult and will depend on the individual
facts presented. Under the Colorado workers’ compensation system, medical information relied upon
in taking a position on a workers’ compensation case, other than medical information not related to
the workers’ compensation injury, should be provided to the other parties. Parties must also
remember that any documents to be introduced at hearing, pursuant to Section 8-43-210, C.R.S.,
must be exchanged prior to hearing, pursuant to Rule VIII of the Division’s Rules of Procedure.*
The issue in many instances will be what information is related to the injury or disease in question,
and what information is necessary to resolve the workers’ compensation case. It is not always clear
what records are directly related, and disputes over the release of medical information should be
presented to an Administrative Law Judge for resolution. *This is currently under the rules of the
Office of Administrative Courts
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It is the Director’s position that a medical record containing protected health information not related
to the injury or disease at issue should not be presumed to be a medical report as contemplated by the
statutes and rules. Therefore, the medical records at issue may not be subject to the mandates of
Section 8-43-404, C.R.S., and Rule XI [currently Rule 5], of the Division’s Rules of Procedure,
which require the exchange of medical reports between the parties. The parties to a workers’
compensation case should carefully assess at each stage of the case what medical records are being
forwarded to other parties, in order to safeguard protected health information.

Level | Accreditation Curriculum: 6/2019 95



To Table of Contents

HIPAA & Colorado Workers’ Compensation

May 2003

The privacy rules implementing the federal Health Insurance Portability and Accountability Act
(“HIPAA”) took effect April 14, 2003. Although the federal HIPAA privacy rule does not apply to
workers’ compensation insurers, workers’ compensation administrative agencies or employers (unless
covered in some other capacity), it does affect these groups. These groups, and others, need access to
health information to administer the states’ workers’ compensation systems and provide the benefits
guaranteed to injured workers under those systems. Much of this information must come from health
care providers and others who are covered by the federal privacy rule. The complexity of the new
privacy rule, and ambiguous language in the rule, both contribute to general confusion regarding its
boundaries.

In an attempt to clarify confusion on the basic issues, the following questions and answers regarding
the federal HIPAA privacy regulations and Colorado workers’ compensation are presented. The
answers have been created by the Colorado Division of Workers' Compensation, without approval or
endorsement by any federal agency. The DOWC suggests that you consult your own legal counsel
regarding these answers or any area of concern that you may have regarding HIPAA and Colorado
workers’ compensation.

1) Are workers’ compensation insurers or self-insurers covered under HIPAA?

No, the definition of ‘covered entity’ includes health plans, but this definition (found in section 160.103
of the Privacy Rule) excludes any plan that provides the excepted benefits listed in the Public Health
Service Act, section 2791(c)(1). The excepted benefits include workers’ compensation (“WC”). Of
course, WC insurers or self-insurers could be engaged in other business that would make them covered
entities.

2) Can health care providers (who are covered entities under HIPAA) disclose information to non-
covered entities?

Yes. From the Preamble to the Privacy Rule, “even though workers’ compensation insurers are not
covered entities under HIPAA, providers who are covered entities may disclose protected health
information to them for payment purposes”, assuming the providers have listed such insurers on their
Notice of Privacy Practices. (Federal Register, December 28, 2000, page 82495)
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3) Does this relationship between health care providers and workers’ compensation payers create a
“business associate” relationship?

No. The term “business associate” basically refers to a vendor or contractor. It is not meant to refer to
a WC insurer. “The business associate relationship does not describe all relationships between covered
entities and other persons or organizations....For example, when a health care provider discloses
protected health information to health plans for payment purposes, no business associate relationship
is established.” (Federal Register, December 28, 2000, page 82476) This is important, because it
obviates the requirement for a business associate contract between providers and WC payers.

4) Can health care providers disclose protected health information for workers’ compensation
purposes?

Yes. Section 164.512 (l) of the Privacy Rule specifically allows covered entities to disclose protected
health information (“PHI”) “as authorized by and to the extent necessary to comply with” state
workers’ compensation law or regulations. A possible exception to this is with regard to psychotherapy
notes, which require a specific authorization under HIPAA (164.508 (a) (2)).

5) What does “authorized by law” mean?

According to the recently released “HIPAA Privacy Rule and Public Health Guidance from CDC and the
U.S. Department of Health and Human Services”: “Although it is not a defined term, DHHS interpreted
the phrase “authorized by law” to mean that a legal basis exists for the activity. Further, DHHS called
the phrase “a term of art,” including both actions that are permitted and actions that are required by
law [64 FR 59929, November 3, 1999]. This does not mean a public health authority at the federal,
tribal, state, or local level must have multiple disease or condition specific laws that authorize each
collection of information. Public health authorities operate under broad mandates to protect the
health of their constituent populations.”

This definition is relevant to WC, because 164.512 (l) allows health providers to use and disclose PHI
“as authorized by and to the extent necessary to comply with” state WC laws. Workers’ compensation
traditionally has relied on claimant medical information to resolve a WC case. This information is still
required under HIPAA. In Colorado, the filing of a WC claim is deemed to be a limited waiver, although
as a practical matter, obtaining a release is a useful practice.
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6) What does Colorado workers’ compensation law say about releasing medical information?

See sections 8-43-404 (2) & (4), and 8-47-203 (1); also Rules 5-4(A)(5); 16- 7(E)(4); 18-6(G).
Additionally, the Director of the Division of Workers' Compensation has issued an Interpretive Bulletin
regarding Release of Medical Information. All of these may be found on the DOWC web site at
www.coworkforce.com/DWC.

These are summarized in part below:

8-47-203 (1) “...the filing of a claim for compensation is deemed to be a limited waiver of the doctor-
patient privilege to persons who are necessary to resolve the claim.”

8-43-404 (2)” Both employer and employee are entitled to medical reports regarding treatment of the
work-related injury. “

8-43-404 (4) “A physician...will not be required to disclose confidential communications imparted...for
the purpose of treatment and which are unnecessary to a proper understanding of the case.”

DOWC Rule 5-4(A)(5) “A copy of every medical report not filed with the Division shall be exchanged
with all parties within fifteen working days of receipt.”

DOWC Rule 16-7(E)(4) “Providers...shall provide the payer with all supporting documentation at the
time of submission of the bill...This shall include copies of the examination, surgical, and/or treatment
records.”

DOWC Rule 18-6(G)(1) “Completion of routine reports or records are incorporated in all fees for service
and include...Diagnostic Testing, Procedure Reports, Progress notes, Office notes, Operative reports”
DOWC Rule 18-6(G)(2) Form WC164 medical reports are required for initial and closing appointments.
WC164 reports may be requested for progress reporting.

Interpretive Bulletin #9: Release of Medical Records. This bulletin discusses the distinction between
“medical report” and “medical record”. A record may include PHI that is not directly related to the WC
claim, but is necessary to justify the payment charged. A report should only discuss medical issues
regarding the WC injury. The WC payer has the right to receive all the information necessary to
determine payment for appropriate medical services. The employer has the right to reports regarding
the WC injuries, but not a clear right to records containing irrelevant PHI. Given that privacy laws are in
the limelight and are changing, the payer and employer should be cautious when sharing PHI.
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7) What is necessary for the release of medical information?

It depends on the purpose for which the release is needed. For example, HIPAA only requires patients
be given a “Notice of Privacy Practices” to release PHI for payment, treatment or health care
operations. Other releases may be made pursuant to state workers’ compensation law (e.g., WC164
Forms, IME reports). Finally, some releases will probably require an Authorization, such as releases of
medical records by non-WC physicians for medical treatment prior to the WC injury.

8) Is it necessary to have an authorization signed by the injured workers to release medical
information for payment purposes in workers’ compensation?

Not usually. HIPAA requires health care providers to give patients a “Notice of Privacy Practices”. This
document should include workers’ compensation as a possible recipient of medical information. Health
care providers are allowed to engage in a broad range of treatment, payment and healthcare
operations activities without a written consent so long as the required Notice has been given to the
patient. (164.506 (c)(1))

Current Colorado workers’ compensation law has not required a release for payment purposes.
Colorado law has been crafted in an environment where health care providers were obtaining signed
releases prior to any payment activities. Under HIPAA, the Notice will replace this release, and there is
nothing specific in Colorado WC law to require an additional release for payment purposes.

The only apparent exception to this general assessment of release of PHI for payment is that HIPAA
requires an explicit authorization to release psychotherapy notes. For payment purposes, HIPAA
apparently allows release without authorization of defined summary statements regarding mental
health treatment. (164.508 (a) (2) and definition of ‘psychotherapy notes’ in 164.501)

9) What falls under “payment”?

The HIPAA definition of “payment” includes (but is not limited to) such activities as billing,
determinations of eligibility or coverage, and review of health care services with respect to medical
necessity, appropriateness of care, or justification of charges (164.501). Payment activities also include
those necessary for preauthorization of services.

10) Do “payment activities” cover the release of medical information to an employer who is not
acting as its own claims administrator?

No. According to the Preamble, HIPAA does”... not interpret the definition of ‘payment’ to include
activities that involve the disclosure of protected health information by a covered entity...to a plan
sponsor for the purpose of obtaining payment under a group health plan maintained by such plan
sponsor, or for the purpose of obtaining payment from a health insurance issuer or HMO with respect

Level | Accreditation Curriculum: 6/2019 99



To Table of Contents

to a group health plan maintained by such plan sponsor, unless the plan sponsor is performing plan
administration pursuant to 164.504 (f).” (Federal Register, December 28, 2000, page 82495) Although
this statement does not refer to workers’ compensation benefit plans, it suggests the intent of HIPAA
with regard to information being provided to employers under the definition of ‘payment’. Thus, for
release of WC case information to non-self-administered employers for workers’ compensation
purposes it is best to rely on 164.512 (I), and on Colorado workers’ compensation law.

11) Can a provider send work restrictions to an employer without a specific authorization from the
patient?

Under HIPAA’s Privacy Rule section 164.512 (l), health care providers may disclose information as
authorized by state workers’ compensation law. Under Colorado’s Workers’ Compensation Act at 8-47-
203 (1), the filing of a claim for compensation is a ‘limited waiver of the doctor-patient privilege to
persons who are necessary to resolve the claim’ and at 8-43-404 (2), the employer is entitled to any
reports related to the injury given to the injured worker by either an employer- or employee selected
physician or chiropractor. Further, the Division of Workers' Compensation’s (DOWC) “Physician’s
Report of Workers’ Compensation Injury” (Form WC164) includes information regarding work
restrictions. The WC164 form is required documentation by DOWC Rule 16-7(E). for the initial and final
physician visits, and may be requested by the payer for intervening visits.

Given these facts, it is the Division’s assessment that state workers’ compensation law authorizes
reporting work restrictions to the employer of a workers’ compensation claimant. This should be
accompanied by providing the same information to the claimant, of course.

12) What about an insurer sending work restrictions to an employer without a specific authorization
from the patient?

As noted in response to question 1, a workers’ compensation insurer is not a covered entity under
HIPAA. Non-covered entities are not subject to any of HIPAA's requirements. Therefore, once medical
information has been properly disclosed to a non-covered entity, HIPAA is not applicable.

13) Does a provider have to account for disclosures made for workers’ compensation, even when
Colorado law requires them?

Yes, disclosures made as permitted or required by workers’ compensation law must be included if the
patient requests an accounting of disclosures under HIPAA. However, disclosures made for treatment,
payment, or health care operations do not have to be accounted for, whether they were made for
workers’ compensation or for covered entity health plans. Similarly, any disclosures made with the
authorization of the patient, if made according to that authorization; do not have to be included in the
accounting record. (164.528 (a)(1))
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14) HIPAA allows patients the right to request restrictions on confidential communications. Will this
keep a provider from being able to send the PHI to workers’ compensation entities?

No, HIPAA recognizes that this request is not allowed for 164.512 uses and disclosures (see 164.522
(a)(1)(v)). Workers’ compensation would fall under the 164.512 exemptions, and therefore, there is no
apparent conflict between Colorado WC and HIPAA on this point.

15) HIPAA gives patients the right to request an amendment of their medical records. Is there any
law regarding amending records in workers’ compensation?

There is nothing in Colorado workers’ compensation law about amending a record. For many WC cases,
the WC payer may already have the original record, and may question any changes. If not, however,
amending the record may impact the WC outcome in ways that the provider could not predict. For this
reason, the Division strongly urges providers not to amend their records when WC cases are involved.
Instead, link the suggested amendments to the original record as allowed by HIPAA.

16) Is the Division of Workers' Compensation a covered entity or a business associate?

No. The DOWC does not qualify as a health care provider, a health plan, or a health care clearinghouse.
Additionally, the DOWC does not act ‘on behalf of’ any covered entities in providing those functions
that make them covered entities.

Further, the DOWC is a “health oversight agency”, which exempts our laws and rules from HIPAA
mandates, under the protection found in sections 160.203 (c) or (d). It follows that a covered entity
may release all information requested by the DOWC without concern for ‘minimum necessary’. (see
164.514 (d)(3)(iii)(A))
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17) Do health care providers have to use a HIPAA-compliant authorization for WC cases?

When a health care provider who uses electronic transactions, and is thus subject to HIPAA is required
to get an authorization, it must be HIPAA compliant to be valid under federal law. Nothing in
Colorado’s WC law defines the elements of a valid authorization, so while state WC law may impact the
decision regarding whether an authorization is required for a specific release, it does not change the
necessity for a covered entity to rely on a valid authorization.

There are a number of common disclosures in WC that do not require an authorization, for example:

For Payment, Treatment, or Health Care Operations: See prior FAQ.

For work restrictions report to employers: See prior FAQ.

Other web sites you may find helpful on this topic are:

e U.S. Dept. of Health & Human Services http://aspe.os.dhhs.gov/admnsimp
o Office of Civil Rights http://www.hhs.gov/ocr/hipaa/privacy.html

e Workgroup for Electronic Data Interchange www.wedi.org

e Colorado Strategic National Implementation Process www.cosnip.com

e Accredited Standards Committee X2 www.x12.org
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HIPAA Privacy Authorization Form

https://www.athenaeum.edu/pdf/free-hipaa-release-form.pdf

**Authorization for Use or Disclosure of Protected Health Information

(Required by the Health Insurance Portability and Accountability Act, 45 C.F.R. Parts 160 and 164)**

**1. Authorization**

| authorize (healthcare provider) to use and

disclose the protected health information described below to
(individual seeking the information).

*¥*2. Effective Period**

This authorization for release of information covers the period of healthcare from:

a. 0 to

b. O all past, present, and future periods.

**3, Extent of Authorization**

a. O | authorize the release of my complete health record (including records relating to mental
healthcare, communicable diseases, HIV or AIDS, and treatment of alcohol or drug abuse).

*kQR* *

b. o | authorize the release of my complete health record with the exception of the

following information:
O Mental health records

o Communicable diseases (including HIV and AIDS)
o Alcohol/drug abuse treatment

O Other (please specify):

4. This medical information may be used by the person | authorize to receive this
information for medical treatment or consultation, billing or claims payment, or other

purposes as | may direct.
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5. This authorization shall be in force and effect until (date or event),
at which time this authorization expires.

6. | understand that | have the right to revoke this authorization, in writing, at any time. |
understand that a revocation is not effective to the extent that any person or entity has
already acted in reliance on my authorization or if my authorization was obtained as a
condition of obtaining insurance coverage and the insurer has a legal right to contest a
claim.

7. | understand that my treatment, payment, enrollment, or eligibility for benefits will not be
conditioned on whether | sign this authorization.

8. | u