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Executive Summary 
 
The Wisconsin Worker’s Compensation Advisory Council is charged with recommending policy 
designed to maintain the overall stability of the worker’s compensation system.  During the most 
recent legislative cycles, the Council has considered changes designed to reduce or slow the rate of 
medical inflation while preserving the availability and quality of medical care provided to injured 
workers.  However, during these discussions concern was expressed that proponents of the changes 
had not provided the statistical data and analysis to support these changes.  To address this concern, 
the Wisconsin Insurance Alliance (WIA) with assistance from the Wisconsin Compensation Rating 
Bureau (WCRB) conducted a medical data call to analyze key medical cost components of our 
worker’s compensation system.  It is important to note that WCRB’s only role was to collect the data.  
WCRB did not participate in and is not responsible for the analysis or report conclusions.  Some key 
findings are: 
 

• A significant amount of data was collected through the data call providing a robust database 
for analysis.  

• This data both demonstrates shortcomings with Wisconsin’s current system and creates the 
basis for development of a system to remedy these issues. 

• The current formula amount of 1.4 standard deviations from the mean has insignificant cost 
control attributes – and probably does not effectively control outlier costs. 

• Wisconsin providers are paid at levels considerably beyond neighboring state maximum 
medical payment fee schedules.  The certified database levels are nearly 200% of the 
maximum medical payment amounts of our neighboring states. 

• Voluntary market forces appear to be controlling medical costs modestly. 
• While intrastate payment variations existed, they were not significant.  Median payments 

were the greatest in the Milwaukee Area and lowest in the Appleton/Green Bay/Door 
County/Sheboygan Area.   

• A medical fee schedule could address the escalation of Wisconsin’s medical payment per 
claim and provide the following additional benefits: 
� A published medical fee schedule will give healthcare providers a reference to validate 
correct payment. This ease of validation should reduce administrative burdens within a 
doctor’s office or hospital reimbursement department. Likewise, payors will have an official 
source from which to issue correct payments. 
� A published medical fee schedule accessible to all system participants, and codified as a 
maximum reimbursement level, should dramatically reduce medical fee dispute cases that are 
addressed by DWD; resources can be refocused on injured workers. 
� A published medical fee schedule will minimize the need for costly proprietary bill audits. 

 
Other recent studies reach conclusions similar to the findings of this report.  A recent study by NCCI 
(“Effectiveness of WC Fee Schedules: A Closer Look”, NCCI, 2008) shows that the medical share of 
total benefits continues to increase, while the indemnity share is decreasing. The study describes the 
medical share increase as “pervasive” among all report designs. The share distribution that was 54% 
indemnity and 46% medical in 1987 is 41% indemnity and 59% medical in 2007. The divide in 
Wisconsin is even greater as evidenced by WCRB data.  It is unclear at what point the medical share 
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will negatively tip the balance of compensation benefit.  It is possible that this balance has already 
been negatively tipped.  
 
In April of 2009, The Workers Compensation Research Institute (WCRI) shared some study results 
that show the overall medical payment per loss time claim in Wisconsin escalating at an alarming 
rate.  
 
If the Council were to recommend implementation of a medical fee schedule as a part of the current 
agreed upon bill process, the time required for administrative rule writing and actual fee schedule 
development would be (optimistically projecting) 12 to 24 months – from the date the bill is 
approved.  Approving the approach now in this context, really means a medical fee schedule would 
first be in place by 2011 at the earliest – or perhaps later.  Therefore, we urge expeditious action. 
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I. Background  
 
To help resolve disputes regarding the reasonableness of medical fees within the Wisconsin workers’ 
compensation system, the agreed bill for 1992 contained provisions (s. 102.16 and DWD 80.72) 
establishing a certified database system/dispute resolution process. Prior to the certified database 
system, a wide array of usual and customary fee levels/tools were used by payers to adjust payments 
made on medical charges within the workers’ compensation system.  
 
It was hoped that the establishment of certified databases would provide readily available prima facie 
evidence as to the reasonableness of fees (and eliminate case-by-case determinations by the workers’ 
compensation division as to reasonableness of cutbacks imposed by these widely varying usual and 
customary tools), reduce fee disputes, reign in outlier charges, and produce a modicum of savings. In 
1994 a separate hospital radiology database was established by DWD as the hospital industry was 
concerned about the anomalistic outcomes in the certified databases that related to radiology. The 
formula amount was eventually changed from 1.5 standard deviations from the mean to 1.4 standard 
deviations from the mean. The change was intended to produce cost savings, but based on this study, 
it is unlikely meaningful savings were realized.  
 
For all practical purposes, the certified databases have been used as a fee schedule by all workers’ 
compensation insurers in Wisconsin. The certified databases are based on accepted coding systems 
and the 1.4 standard deviation from the mean formula amount is used as a maximum medical 
payment. The databases are built into medical claim payment systems in the same manner as fee 
schedules from other states.  
 
While there is evidence that the certified database system may have reduced the number of fee 
disputes in some of the early years, there is not any evidence that the overall burden experienced by 
DWD in resolving fee disputes has been remedied by the certified database system. Unlike fee 
schedules in other states, providers have an explicit remedy to challenge the reduction in payment 
from charged amounts. In fact, it is our understanding that challenges have grown in Wisconsin and 
that the challenges have become a time consuming and resource consumption issue to the Workers’ 
Compensation Division.  
 
As to the effectiveness in reining in outliers and producing medical cost savings within the system, 
most of the commentary up until this point has been more anecdotal than systematic. WCRI reports 
are often cited that show per procedure costs are among the highest in the “study states”, while 
overall medical costs per claim are in the lower echelon. Aside from the certified databases (which 
are not supported or surrounded by published rules that help with application of the fee amounts) 
there is the reality of the role of voluntary market practices/forces within Wisconsin when it comes to 
what is paid on medical claims. Examples include PPO networks1, the application of commonly 
accepted coding conventions2 and the application of specific coding guidelines3. The extent to which 
these voluntary market forces, in conjunction with the certified database system, impact medical 
costs has not been clearly understood.  
 

                                                 
1 Despite the fact that employees have free choice of providers in Wisconsin, all major payers are affiliated with one 
or more of the many networks that exist in Wisconsin, and which offer discounts off of charged amounts. 
2 e.g., multiple surgical cutbacks, reductions based on modifier usage  
3 e.g., NCCI Edits 
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A major purpose of this study is to take a look at a significant amount of data, from a large segment 
of the payer community, so as to establish a reasonable baseline. Without an understanding of the 
current landscape in Wisconsin, there will be little understating as to what a fee schedule can and 
should achieve. Simply, a baseline is the logical starting point for any fee schedule discussions.  
 
II. Brief History and Basic Methodology of the Wisconsin Medical Data Call  
 
On June 24th, 2008 the Wisconsin Compensation Rating Bureau (WCRB) posted General Circular 
Letter 520 to all members of the Bureau: Wisconsin Medical Call for Data.4 The letter indicated that 
“The Wisconsin Insurance Alliance (WIA) has been engaged in the development of a medical fee 
schedule. The goal of the development and implementation of a fee schedule in Wisconsin is to 
positively impact medical expenses by reducing or slowing the rate of medical inflation, and to do so 
without a negative impact to the availability and quality medical care provided to injured workers.” 
Additionally, WCRB wrote: “To obtain the most robust database possible, WCRB is requesting all 
members to participate in this voluntary call for transactional medical data”.  
 
On September 2nd, 2008 WCRB posted General Circular Letter 5245 which published the medical 
call submission filing instructions. The data specification sheet6 lists 178 elements associated with 
standard billing forms for professional services, hospital outpatient and inpatient, and ambulatory 
surgery centers. Prescription pharmacy information was not part of the data call, although NDC 
information was requested if it was available within the scope of the data call.  
 
Pursuant to Letter 524, eighty six (86) files for years 2006 and 2007 were submitted to WCRB. After 
cataloging all files with the WCRB, duplicate files were forwarded to True Course Medical Data 
Analysis and Claim Service for analysis. The files contained 1,218,358 bills: 636,912 for 2006 and 
581,446 for 2007.  
 
A thorough effort was made to validate the data for compliance with the data call format and for the 
reasonableness of the data reported. Possible concerns included reported data that meets the technical 
specifications of the data call (e.g. up to six numerical values) but includes an amount shown that is 
implausible for the service described. Dealing with extreme cases is a problem in all such databases. 
The extremes may come from data entry errors, miscoding or inconsistent use of modifiers, or special 
billing situations. Some types of service are more prone to coding errors than others. We chose a 
conservative approach to editing that eliminated as few observations as possible. We also attempted 
to be balanced about eliminating both high end and low end extremes. A detailed description of the 
quality control process, including the outlier algorithm (credit is hereby given to WCRI for the 
formula used), is contained in Appendix IV.  

                                                 
4 See Appendix I 
5 See Appendix II 
6 See Appendix III 
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The findings below come from this carefully screened database. We believe that these findings truly 
represent the distribution of charges by Wisconsin providers with very little sampling error.  
 
III. Total Charges and Total Payments  
 
1,143,831 records/bills of the 1,218,358 originally submitted were ultimately imported into the 
database after working with the various submitters to resolve issues. This represents 94% of the 
1,218,358 originally submitted.  
 
The imported bills were found to contain 2,913,701 distinct service lines, a ratio of 2.55 service lines 
per claim.  
 
After removing bills that had zero payment recommended and bills that had zero charges, total 
charges were $491,837,888.65 and total recommended were $ 406,387,939.92 (82.6%).  
 
As for service line dollars, of the 2,913,701 distinct service lines, charges totaled $550,369,942.27 
and recommended totaled $ 372,533,654.01 (67.7%). These totals are less than the whole-bill 
amounts for several reasons. First, some submitters provided only bill-level data, leaving service-line 
data blank. Second some submitters included duplicate charges for which zero payments were made. 
Third, because the data layout specification only provided room for the first 15 service lines, it is 
likely subsequent service lines that could not be provided on the file were nevertheless included in 
the whole-bill total. The ratio of recommended to charge is again skewed by the number of “zero 
recommended” service lines. If such service lines are removed, charges total $419,833,104.86 and 
recommended total $372,558,438.95 (88.7%). See Appendix IV for more detail.  
 
It is important as a starting point to know that on average medical bills are being paid probably 
somewhere between 83% of charges if you look at the whole claim data, or 89% if you look at the 
verifiable service line data.  
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IV. Distribution of Charges by Provider Type  
 
The chart below shows how medical charges were distributed among provider types for years 2006 & 
2007.  
 

 
 
V. Office and Emergency Department Evaluation and Management Codes  
 
Our analysis took a look at two office evaluation and management codes and two emergency 
department evaluation codes7:  
 
 
992138 (Intermediate Office Visit)  
992149 (More Complex Office Visit)  
9928310 (Intermediate Emergency Room Visit) 

                                                 
7 See Appendix V for detail sheets for 99213, 99214, 99283, and 99284. Also refer to the Chart of Key 
Characteristics, Chart of Interstate Comparisons, and Chart of Regional Comparisons in later sections in 
this report. 
8 99213: Office or other outpatient visit for the evaluation and management of an established patient, which requires 
at least two of these three key components: an expanded problem focused history; an expanded problem focused 
examination; medical decision making of low complexity. Counseling and coordination of care with other providers 
or agencies are provided consistent with the nature of the problem(s) and the patient’s and/or family’s needs. 
Usually, the presenting problem(s) are of low to moderate severity. Physicians typically spend 15 minutes face-to-
face with the patient and/or family. 
9 99214: Office or other outpatient visit for the evaluation and management of an established patient, which requires 
at least two of these three key components: a detailed history; a detailed examination; medical decision making of 
moderate complexity. Counseling and coordination of care with other providers or agencies are provided consistent 
with the nature of the problem(s) and the patient’s and/or family’s needs. Usually, the presenting problem(s) are of 
moderate to high severity. Physicians typically spend 25 minutes face-to-face with the patient and/or family. 
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9928411 (More Complex Emergency Room Visit) 
 
 

KEY FINDINGS  
 

●     95% of charges in this code group start a level below the state formula of 1.4 standard 
deviations from the mean (“state formula amount”).  

●     99% of all payments that are made are below the state formula amount.  
●     From 2006-2007 charges in this group increased by 7%, and payments increased by 6%.  
●     In this category of codes, we observed that payment was made at a rate of 91% of charges.  
●     When we compare the average maximum medical allowance for this group of codes from the 

fee schedules of Michigan, Minnesota, Illinois, and Iowa (the Iowa levels are established at a 
usual and customary level), to the average state formula amount for the same codes, we find 
that the state formula amount stands at 188% of these fee schedules. The average payment 
level for this group of codes stands at 137% of these neighboring fee schedules.  

●     In looking at intrastate comparisons, we chose to establish a state median (50th percentile) for 
each procedure (only payment data elements are listed in the chart in Section XV). We 
divided Wisconsin into 6 regions and compared the median payments in each region to the 
state median. The intrastate comparison for this group of codes reveals the following regional 
differences. The lowest reporting region is Appleton/Green Bay/ Door County/ Sheboygan 
with a 95% median ratio, and the highest reporting region is the Madison area with 116% 
median ratio. (What this tells us is that if the median payment for a particular code for all of 
Wisconsin was $100.00, that the Northeast Region is showing a median payment of $95.00, 
while the Madison area is showing a median payment of $116.00.) Please consult chart is 
Section XV for more detailed information.  

 
 
VI. Physical Medicine and Chiropractic Codes  
 
Our analysis took a look at 3 physical therapy codes and 4 chiropractic codes12:  

                                                                                                                                                             
10 99283: Emergency department visit for the evaluation and management of a patient, which requires these 3 key 
components: An expanded problem focused history; an expanded problem focused examination; and medical 
decision making of moderate complexity. Counseling and/or coordination of care with other providers or agencies 
are provided consistent with the nature of the problem(s) and the patient’s and/or family’s needs. Usually, the 
presenting problem(s) are of moderate severity. 
11 99284: Emergency department visit for the evaluation and management of a patient, which requires these 3 key 
components: a detailed history; a detailed examination; and medical decision making of moderate complexity. 
Counseling and/or coordination of care with other providers or agencies are provided consistent with the nature of 
the problem(s) and the patient’s and/or family’s needs. Usually, the presenting problem(s) are of high severity, and 
require urgent evaluation by the physician but do not pose an immediate significant threat to life or physiologic 
function. 
12 See Appendix VI for detail sheets for 97110, 97124, 97140, 98940, 98941, 98942, and 98943. Also 
refer to the Chart of Key Characteristics by Codes, Chart of Interstate Comparisons, and Chart of 
Regional Comparisons in later sections in this report.  
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9711013 (Therapeutic exercise)  
9712414 (Massage)  
9714015 (Manual Therapy)  
9894016 (CMT Spinal 1 to 2 regions)  
9894117 (CMT Spinal 3 to 4 regions)  
9894218 (CMT Spinal 5 regions)  
9894319 (CMT Extraspinal)  
 
KEY FINDINGS  
 

●     92% of charges in this code group start a level below the state formula amount.  
●     99% of all payments that are made are below the state formula amount.  
●     In this category of codes, we observed that payment was made at a rate of 86% of charges.  
●     From 2006-2007 charges in this group increased by 4%, and payments increased by 3%.  
●     When we compare the average maximum medical allowance for this group of codes from the 

fee schedules of neighboring states to the average state formula amount for the same group of 
codes, we find that the state formula amount stands at 199% of these fee schedules for the PT 
codes, and 181% for the chiropractic codes. The average payment level for this group of 
codes stands at 116% for the PT codes and 113% for the chiropractic codes- as compared to 
these neighboring fee schedules.  

●     The intrastate comparison for this group of codes reveals that the Madison and Milwaukee 
areas are reporting the highest median payments, while the southeast region is reporting the 
lowest. Please consult chart is Section XV for more detailed information.  

 
 
VII. Professional Surgical  
 
Our analysis took a look at five individual procedures20:  
 
2982621 (Shoulder, Decompression)  
2988122 (Meniscectomy) 11  

                                                 
13 97110: Therapeutic procedure, one or more areas, each 15 minutes; therapeutic exercises to develop strength and 
endurance, range of motion and flexibility 
14 97124: Massage, including effleurage, petrissage and/or tapotement (stroking, compression, percussion) 
15 97140: Manual therapy techniques (eg, mobilization/manipulation, manual lymphatic drainage, manual 
traction), one or more regions, each 15 minutes  
16 98940: Chiropractic manipulative treatment (CMT); spinal, one to two regions  
17 98941: Chiropractic manipulative treatment (CMT); spinal, three to four regions 
18 98942: Chiropractic manipulative treatment (CMT); spinal, five regions 
19 98943: Chiropractic manipulative treatment (CMT); extraspinal, one or more regions 
20 See Appendix VII for detail sheets for 29881, 29877, 64721, 29827, and 29826. Also refer to the Chart of Key 
Characteristics, Chart of Interstate Comparisons, and Chart of Regional Comparisons in later sections in this report. 
21 29826: Arthroscopy, shoulder, surgical; decompression of subcromial space with partial acromioplasty, with or 
without coracoacromial release 
22 29881: Arthroscopy, knee, surgical; with meniscectomy medial OR lateral, including any meniscal shaving 
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2987723 (Chondroplasty)  
2982724 (Rotator Cuff Repair)  
6472125 (Carpal Tunnel)  
 
KEY FINDINGS  
 

●     93% of charges in this code group start a level below the state formula amount.  
●     98% of all payments that are made are below the state formula amount.  
●     From 2006-2007 charges in this group increased by 5%, and payments increased by 7%.  
●     In this category of codes, we observed that payment was being made at a rate of 84% of 

charges.  
●     When we compare the average maximum medical allowance for this group of codes from the 

fee schedules of neighboring states to the average state formula amount for the same group of 
codes, we find that the state formula amount stands at 228% of these fee schedules. The 
average payment level for this group of codes stands at 150% of these neighboring fee 
schedules.  

●     The intrastate comparison for this group of codes reveals the regional medians falling 
between 96% and 114% of the state median. Please consult chart is Section XV for more 
detailed information.  

 
 
VIII. Professional Radiology  
 
Our analysis took a look at four common professional radiological interpretation codes26:  
72100.2627 (Interpretation of Spine X-Ray)  
72141.2628 (Interpretation of MRI)  
72148.2629 (Interpretation of MRI)  
73721.2630 (Interpretation of MRI)  
 
KEY FINDINGS  
 

●     96% of charges in this code group start a level below the state formula amount.  
●     99% of all payments that are made are below the state formula amount.  
●     From 2006-2007 both charges and payments increased by 6%.  
●      In this category of codes, we observed that payment is being made at a rate of 90% of 

charges.  
●     When we compare the average maximum medical allowance for this group of codes from the 

fee schedules of neighboring states to the average state formula amount for the same group of 

                                                 
23 29877: Arthroscopy, knee, surgical; with debridement/shaving of articular cartilage (chondroplasty) 
24 29827: Arthroscopy, shoulder, surgical; rotator cuff repair 
25 64721: Neuroplasty and /or transposition; median nerve at carpal tunnel 
26 See Appendix VIII for detail sheets for 72100.26, 72141.26, 72148.26, and 73721.26. Also refer to the Chart of 
Key Characteristics, Chart of Interstate Comparisons, and Chart of Regional Comparisons in later sections in this 
report. 
27 72100: Radiologic examination, spine, lumbosacral; two or three views 
28 72141: Magnetic resonance (eg, proton) imaging, spinal canal and contents, cervical; without contrast material 
29 72148: Magnetic resonance (eg, proton) imaging, spinal canal and contents, lumbar; without contrast material 
30 73721: Magnetic resonance (eg, proton) imaging, any joint lower extremity; without contrast material 
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codes, we find that the state formula amount stands at 205% of these fee schedules. The 
average payment level for this group of codes stands at 147% of these neighboring fee 
schedules.  

●     In our opinion this code grouping also reveals a rather tight band around the median. Please 
consult chart is Section XV for more detailed information.  

 
IX. Ambulatory Surgery Center (ASC)  
 
For the purposes of this study, an ASC was defined as a facility so recognized by the Wisconsin 
Hospital Association. 
 
The following codes were used in our analysis31:  
 
2988132/80.6  
6472133/04.43  
 
KEY FINDINGS  
 

●     When compared to the exact same procedures performed in a hospital outpatient setting, both 
charges and payments were 25% less in the ASC setting.  

●     Please consult Chart of Key Characteristics and the Chart of Regional/Intrastate Comparisons 
for additional information. These codes were not included in the bordering state comparison 
analysis given the diversity in state approaches in this area of coding (e.g., Minnesota has a 
“percentage of charge” approach).  

 
X. Hospital Outpatient Surgical  
 
The study used only data from hospitals so recognized by the Wisconsin Hospital Association. The 
following codes, which are a mirror image of those in the ASC study34, are35:  
 
29881/80.6 (see footnote 32)  
64721/04.43 (see footnote 33)  
 

●     When compared to the exact same procedures performed in an ASC setting, both charges and 
payments were 25% greater (on average) than in a hospital setting.  

●     Please consult Chart of Key Characteristics and the Chart of Regional/Intrastate Comparisons 
for additional information. These codes were not included in the bordering state comparison 
analysis given the diversity in state approaches in this area of coding  

 
 
 
 
                                                 
31 See Appendix IX for detail sheets for 29881/80.6 and 64721/04.43. 
32 29881: Arthroscopy, knee, surgical; with meniscentomy (medial OR lateral, including any meniscal shaving) 
33 64721: Neuroplasty and /or transposition; median nerve at carpal tunnel 
34 We used the same codes as the costs/charges/payment between these two settings is often a consideration in fee 
schedule development. 
35 See Appendix X for detail sheets for 29881/80.6 and, 64721/04.43. 
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XI. Hospital Inpatient (Surgical)  
 
The study took a look at 3 DRGs associated with workers’ compensation inpatient medical 
treatment36. The report authors acknowledge that the data sample was quite limited for the DRG 
analysis, but it was concluded that while the information might not be definitive in findings – it 
might prove probative in discussions. The reason for the limited sampling was two-fold. First, many 
submitters did not report DRG information. Second, the report drafters did not have time to 
investigate the grouping of ungrouped records.  
 
 

DRG 219 (Lower Extremity and Humerus Procedures except Hip, Food and Femur, Age Greater 
than 17 without CC)  
DRG 500 (Back and Neck Procedures except Spinal Fusion without CC)  
DRG 520 (Cervical Spinal Fusion without CC)  
 
KEY FINDINGS  
 

●     Please consult Chart of Key Characteristics and the Chart of Regional/Intrastate Comparisons 
for additional information. These codes were not including in the bordering state comparison 
analysis given the diversity in state approaches to this area of coding (e.g., hospital specific 
ratios).  

 
XII. Hospital Radiology 
 
The study took a look at the same four radiological procedures discussed above for professional 
radiology; however, these codes extracted the technical component from hospital facilities37.  
 
72100 (See footnote 27; Spine X-Ray)  
72141 (See footnote 28; MRI)  
72148 (See footnote 29; MRI)  
73721 (See footnote 30; MRI)  
 
KEY FINDINGS  
 

●     92% of charges in this code group start a level below the state formula amount.  
●     99% of all payments that are made are below the state formula amount.  
●     In this category of codes, we observed that payment was made at a rate of 92% of charges.  
●     From 2006-2007 charges and payments in this group increased by 8%.  
●     We did not conduct an interstate comparison as further investigation was required into how 

our neighboring jurisdictions handle this category of codes. Direct comparison data from 
Illinois is available, but not included in this report.  

•      The intrastate comparison for this group of codes reveals the Madison and Milwaukee areas 
at 116% of the state median, with the Appleton/Green Bay/ Door County/ Sheboygan on the 
low end of the spectrum at 92% of the state median. Please consult chart is Section XV for 
more detailed information.  

                                                 
36 See Appendix XI for detail sheets on DRG 219, DRG 500, and DRG 520. 
37 See Appendix XII for detail sheets on 72100, 72141, 72148, and 73721. Also refer to the Chart of Key 
Characteristics, Chart of Interstate Comparisons, and Chart of Regional Comparisons in later sections in this report. 
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XIII. Chart of Key Characteristics 
 
 

% of 
Charges 
Above 

Formula 
Amount 

% of 
Charges 
Below 

Formula 
Amount 

% of 
Payments 

Above 
Formula 
Amount 

% of 
Payments 

Below 
Formula 
Amount 

% of 
Payment 

Compared 
to 

Charges 

% 
Increase 

in 
Charges 

2006-
2007 

% 
Increase 

In 
Payments 

2006-
2007 

7%  93%  1.70% 98.30% 88.40% 5%  5% 
 
The information in the chart above gives a glimpse at the current playing field in Wisconsin based on 
all of the groups of codes reviewed in this report for 2006 and 2007. The individual code analysis 
from which the above summary was drawn follows immediately below. 
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XIV. Chart of Bordering State/Interstate Comparisons  
 
WI Formula Amount As % of Avg-Neighboring State WI Avg. Payment As % of Avg-Neighboring State 

198% 134% 
 
The existing state formula amount, on average, exceeds the average neighboring fee schedule (or 
U&C amount for Iowa) amounts for comparable codes by nearly 200%. If we examine what is 
actually paid in Wisconsin, the amounts exceed, on average, the maximum medical amounts of 
neighboring states by 134%. The individual code analysis from which the above summary was 
extracted follows immediately below. 
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XV. Chart of Regional/Intrastate Comparisons  
 
In looking at intrastate comparisons, we chose to establish a state median (50th percentile) for each 
procedure based on payment data. We divided Wisconsin into 6 regions and compared the median 
payments in each region to the state median. Basically, the chart indicates that median payments 
were the greatest in the Milwaukee Area, and the lowest in the Appleton/Green Bay/Door 
County/Sheboygan Area, with the other regions falling somewhere in-between. 
 
 

General Description  Zips Starting with 
% of 

Median
State of Wisconsin  All  100% 
Milwaukee Area  532  111% 
Madison Area  537  109% 
Southeast (Waukesha/Racine/Kenosha)  531/534  101% 
Appleton/Green Bay/Door County/Sheboygan  530/542/543/549  96% 
LaCrosse Area/Central Wisconsin Area (Stevens Point/Wausau) 544/546  106% 
All Other  535/538/539/540/541/547/548  100% 
 
The individual code analysis from which the above summary was drawn follows immediately below. 
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XVI. Conclusions  
 
Our analysis examined available recent historical charge and payment data from carriers with a 
significant book of business in Wisconsin.  The positive response from carriers for the request for 
data and the statistical methods utilized created a robust database for consideration by the Council.  
With the detail sheets for all of the studied codes found in the appendices, we confirmed that the 
current state formula amount has minimal impact on what is being paid in the Wisconsin system. The 
majority of medical charges in the system start at a level below the formula amount (which is not 
surprising given the formula amount design) and nearly all payments are made below the formula 
amount. We hope this study gives context and understanding to the relation of the current certified 
database provisions and the reality of medical charges and payments in our system. This robust 
database could provide the basis for implementation of a medical fee schedule.   
 
While the study did not compare actual payment data from surrounding jurisdictions, it provided the 
Wisconsin data to compare against the surrounding state fee schedules and the U&C level from Iowa.  
The comparison strikingly demonstrates that the certified database levels are nearly 200% of the 
maximum medical payment amounts of our neighboring states (perhaps a bit closer to Illinois in 
some instances). This is an apples-to-apples comparison. Payments are being made at a percentage of 
134% of neighboring fee schedule amounts. While it might be argued that comparing payment data 
from Wisconsin to maximum medical amounts from surrounding jurisdictions might be comparing 
apples-to-oranges, we feel that it is safe to conclude that payments in these surrounding jurisdictions 
are made at levels equal to or below the fee schedule maximums. We encourage a reading of the 
“WCRI Medical Price Index for Workers’ Compensation, Second Edition” for additional and 
enlightening interstate payment comparisons.  
 
We further believe that our analysis demonstrates that there are market forces at work that impact 
medical payments more than the certified databases. With payments being made somewhere between 
83% and 89% of charges, it appears that there is some influence by common re-pricing tactics (e.g., 
multiple surgical cutbacks) and PPO-type agreements.  
 
The analysis confirms that median charges and payments in the Milwaukee and Madison areas are 
among the highest in the state, but the intrastate comparison does raise the question as to whether or 
not Wisconsin would need more than one fee schedule for the entire state. We believe the outcomes 
are tightly clustered enough to support the application of one fee schedule to the entire state.   
 
WCRI preliminary study results from April 2009 show the OVERALL medical payment per loss 
time claim in Wisconsin continuing to escalate at an alarming rate.  
 
Referenced in our executive summary, a recent study by NCCI shows that the medical share of total 
benefits continues to increase, while the indemnity share is decreasing. The share distribution that 
was 54% indemnity and 46% medical in 1987, is 41% indemnity and 59% medical in 2007.  
 
With an existing certified database system that has very minimal impact on medical cost control, an 
overburdened dispute resolution process (which is almost hard to comprehend in the face of one of 
the nations’ highest WC medical payment rates), a shrinking indemnity share, and a disturbing 
overall medical payment per claim trend, we believe that now is the time for WCAC to seriously 
consider and establish a medical fee schedule for our workers’ compensation system.  
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XVII. Rule Proposal  
 
This proposal is designed to provide guidance for potential design discussions of a medical fee 
schedule.  We recommend that the WCAC include language in the biennial bill to direct DWD to 
promulgate rules establishing a medical fee schedule. The fee schedule will establish maximum 
medical payment amounts for procedures, treatments, services and other billable items rendered 
during the course of treatment and covered under this Act.  We recommend that the agreed upon bill 
provide only this minimal framework to authorize DWD and WCAC to devise the fee schedule. 
 

 

Rule Proposal 
 
 
Establishment  
The Department shall promulgate rules establishing a medical fee schedule. The fee schedule will 
establish maximum medical payment amounts for procedures, treatments, services and other billable 
items rendered during the course of treatment and covered under this Act.  
 
Effective Date  
The fee schedule will apply to procedures, treatments, services and other items rendered on or after 
the official posting date of the fee schedule (or partial posting thereof).  
 
Fee Scheduling Areas  
The fee schedule may include, but will not be limited to, the following areas:  

1. Ambulatory Surgery Centers 
2. Anesthesia Services 
3. Dental Services 
4. Emergency Department Services 
5. HCPCS (Healthcare Common Procedure Coding System) Level II 
6. Hospital Inpatient Services 
7. Hospital Outpatient Services (surgical and other) 
8. Professional Services 
9. Hospital Rehabilitation Services and Skilled Nursing Facilities 
10. Independent Diagnostic Testing Facilities 

 
Important Fee Schedule Considerations  
The fee schedule should address, but not be limited to, the following areas:  

1.  Payments made to Allied Health Care Professionals (e.g., Physician Assistants,           
CRNAs)  

2.  Correct Coding  
3.  Out-of-State Treatment  
4.  Cost-Outliers/Extraordinary Treatment  
5.  The Updating of New Codes  
6.  Dispute Resolution  
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7.  The Incorporation of Reference Materials and General Rules Supporting Fee Schedule 
Application (e.g., modifiers, global days parameters)  

8.  Access to Quality Healthcare  
9.  Fraud Provisions  
10.  Anomalous Entries in Fee Schedule  
11. Implants  

 
Fee Schedule Formula Amount  
 
As a result of the Workers’ Compensation Medical Data Call, we now have Wisconsin-specific 
baseline data covering services rendered in 2007 and 2008 to serve as a basis for a fee schedule.  We 
propose that the maximum allowable payment under the medical fee schedule be established at a 
percentile of medical charges from this dataset.  Facility medical fee schedules may be established at 
the specified percentile using medical charge databases from the Wisconsin Hospital Association. At 
the discretion of the Department, the medical fee schedule may be developed using resource-based 
relative value scales, and other commonly accepted “weight and conversion” calculation methods, if 
these methods can be utilized to approximate the percentile within accepted statistical modeling 
parameters. The Department may establish a process by which new codes are entered into the fee 
schedule at a level which represents the specified percentile, and which is relative to existing fee 
schedule levels.  
 
Fee Schedule Coverage – Geographic and Socioeconomic Considerations  
There shall be single fee schedule that shall be applied uniformly statewide, unless the Department 
determines that socio-economic and/or geographic considerations require multiple versions of the fee 
schedule. In no circumstance, shall more than four iterations of the fee schedule be established.  
 
Annual Increase to Fee Schedule Amounts  
The Department shall automatically increase or decrease the maximum allowable payment for a 
procedure, treatment, service or other billable item established and in effect on January 1 of that year 
by the percentage change in the specified price index for the 12 month period ending August 31 of 
that year. The increase or decrease shall become effective on January 1 of the following year.  
 
 
Prompt Payment  
When a patient notifies a provider that the treatment, procedure, or service being sought is for a 
work-related illness or injury and furnishes the provider the name and address of the responsible 
employer, the provider shall bill the employer directly. The employer shall make the payment and 
providers shall submit bills and records in accordance with the provisions of this Section. All 
payments to providers for treatment provided pursuant to this Act shall be made within 60 days of 
receipt of the bills as long as the claim contains substantially all the required data elements necessary 
to adjudicate the bills. In the case of nonpayment to a provider within 60 days of receipt of the bill 
which contained substantially all of the required data elements necessary to adjudicate the bill or 
nonpayment to provider of a portion of such a bill up to the lesser of the Actual charge or the 
payment level set by the Department in the fee schedule established in this Section, the bill, or 
portion of the bill, shall incur interest at a rate of 1% per month payable to the provider.  
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Allowance of Contracted Rates  
Nothing in this Act shall prohibit an employer or insurer from contracting with a health care provider 
or group of health care providers for reimbursement levels for benefits under this Act different from 
those provided in this Section.  
 
Balance Billing  
A provider shall not hold an employee liable for costs related to a non-disputed procedure, treatment, 
or service rendered in connection with a compensable injury. A provider shall not bill or otherwise 
attempt to recover from the employee the difference between the provider’s charge and the amount 
paid by the employer or the insurer on a compensable injury.  
 
If an employer notifies a provider that the employer does not consider the illness or injury to be 
compensable under this Act, the provider may seek payment of the provider’s Actual charges from 
the employee for any procedure, treatment, or service rendered. Once an employee informs the 
provider that there is an application filed with the Department to resolve a dispute over payment of 
such charges, the provider shall cease any and all efforts to collect payment for the services that are 
the subject of the dispute. Any statute of limitations or statute of repose applicable to the provider’s 
efforts to collect payment from the employee shall be tolled from the date that the employee files the 
application with the Department until the date that the provider is permitted to resume collection 
efforts under the provisions of this section.  
 
If an employer notifies a provider that the employer will pay only a portion of a bill for any 
procedure, treatment, or service rendered in connection with a compensable illness or disease, the 
provider may seek payment from the employee for the remainder of the amount of the bill up to the 
lesser of the Actual charge, negotiated rate, if applicable, or the payment level set by the Department 
in the fee schedule established in the Section. Once an employee informs the provider that there is an 
application filed with the Department to resolve a dispute over payment of such charges, the provider 
shall cease any and all efforts to collect payment for the services that are the subject of the dispute. 
Any statute of limitations or statute of repose applicable to the provider’s efforts to collect payment 
from the employee shall be tolled from the date that the employee files the application with the 
Department until the date that the provider is permitted to resume collection efforts under the 
provisions of this Section.  
 
When there is a dispute over the compensability of or amount of payment for a procedure, treatment, 
or service, and a case is pending or proceeding before the Department, the provider may mail the 
employee reminders that the employee will be responsible for payment of any procedure, treatment 
or service rendered by the provider. The reminders must state that they are not bills, to the extent 
practicable include itemized information, and state that the employee need not pay until such time as 
the provider is permitted to resume collection efforts under this Section. The reminders shall not be 
provided to any credit rating agency. The reminders may request that the employee furnish the 
provider with information about the proceeding under this Act, such as the file number, names of 
parties, and status of the case. If an employee fails to respond to such request for information or fails 
to furnish the information requested within 90 days of the date of the reminder, the provider is 
entitled to resume any and all efforts to collect payment from the employee for the services rendered 
to the employee and the employee shall be responsible for payment of any outstanding bills for a 
procedure, treatment, or service rendered by a provider.  
 
Upon a final award for judgment by the Department, or a settlement agreed to by the employer and 
the employee, a provider may resume any and all efforts to collect payment from the employee for 
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the services rendered to the employee and the employee shall be responsible for payment of any 
outstanding bills for a procedure, treatment, or service rendered by a provider. In the case of a 
procedure, treatment, or service deemed compensable, the provider shall not require a payment rate 
greater than the lesser of the Actual charge or the payment level set by the Department in the fee 
schedule established in this section. Payment for services deemed not covered or not compensable 
under this Act is the responsibility of the employee unless a provider and employee have agreed 
otherwise in writing. Services not covered or not compensable under this Act are not subject to the 
fee schedule in this Section. Nothing in this Act shall prohibit an employer or insurer from 
contracting with a health care provider or group of health care providers for reimbursement levels for 
benefits under this Act different from those provided in this Section.  
 
Status Report  
On or before January 1, (three years post fee schedule implementation) 2XXX the Department shall 
provide a report to the WCAC regarding positive observations and negative concerns about the fee 
schedule, and suggested changes or additions requiring WCAC action. 
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 GENERAL CIRCULAR LETTER 520—June 24, 2008  
 

TO ALL MEMBERS OF THE BUREAU  
 

WISCONSIN MEDICAL CALL FOR DATA  
 
BACKGROUND:  
The Wisconsin Insurance Alliance (WIA) has been engaged in the development of a medical fee 
schedule for workers compensation. The goal of the development and implementation of a fee 
schedule in Wisconsin is to positively impact medical expenses by reducing or slowing the rate 
of medical inflation, and do so without a negative impact to the availability and quality of medical 
care provided to injured workers.  
 
In the past, implementation of a fee schedule via the Agreed Bill process has been unsuccessful 
due to opponents’ position that the available statistical data and analysis did not support this 
undertaking.  
 
RESOLUTION:  
The WIA membership and the WCRB Governing Committee agree that efforts must continue in 
the analysis, and ultimate control, of rising workers’ compensation medical costs. In an effort to 
further analyze medical billed and paid values, and to develop credible recommendations for a 
fee schedule, a call for this medical data is critical. As a result of this initiative, a Wisconsin 
Medical Call for Data and Wisconsin Medical Call Submission Instructions are being developed.  
 
To obtain the most robust database possible, WCRB is requesting all members to participate in 
this voluntary call for transactional medical data.  
 
The use of this data will be limited to the scope of this project. A confidentiality agreement has 
been signed by all parties concerned to not disclose any confidential information they receive to 
any other person, firm, or corporation, or use the confidential information for their own or any 
other party’s benefit. All confidential information provided shall be and remain the property of the 
originating entity.  
 
IMPLEMENTATION:  
A two year period (2006/2007 service dates) of transactional medical data will be collected. A 
two year period of data will allow for analysis of billing and payment trends, and should provide 
the baseline needed for the establishment of a fee schedule. Data filings will be requested to be 
submitted in two stages:  

• All medical transactional data for calendar year 2006 on October 31, 2008  
• All medical transactional data for calendar year 2007 on November 30, 2008.  

 
The following table provides a list of data elements and definitions that will be collected in this 
call. A final list of data elements will be published in the Wisconsin Medical Call Submission 
Instructions. 

262-796-4540 � Fax 262-796-4400 � www.wcrb.org
  

P.O. Box 3080 � Milwaukee, WI 53201-3080  
 

Located at 20700 Swenson Drive, Suite 100, Waukesha, WI 53186 

http://www.wcrb.org/�
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WISCONSIN MEDICAL CALL TRANSACTIONAL DATA ELEMENTS 
Data Element Name  Definition  
Billing Provider FEIN  Federal Tax ID number of the billing provider.  
Billing Provider Postal Code  Postal code of provider's mailing address of the billing provider.  

Date Insurer Paid Bill  
Date insurer or financially responsible party paid bill or received credit 
from provider.  

Days/Units Billed  Number of services billed per line item in days or units.  
DRG Code  Code indicating the diagnostic related group.  
Facility Code  Code indicating type of facility where treatment was rendered.  
Facility Postal Code  Postal code of facility's mailing address.  

HCPCS Bill Procedure Code  
HCPCS (Health Care Financing Administration's Common Procedure 
Coding System) code billed that identifies treatment rendered.  

HCPCS Line Procedure Billed Code  
HCPCS (Health Care Financing Administration's Common Procedure 
Coding System) code billed that identifies treatment rendered.  

HCPCS Modifier Billed Code  

HCPCS (Health Care Financing Administration's Common Procedure 
Coding System) code identifying special circumstances related to 
procedure billed.  

HCPCS Principal Procedure Billed 
Code  

HCPCS (Health Care Financing Administration's Common Procedure 
Coding System) code indicating the principal procedure billed.  

ICD-9 CM Diagnosis Code  

ICD-9-CM (International Classification Diseases, 9th Edition, Clinical 
Modification) code denoting the diagnosis of the work related injury or 
illness.  

ICD-9 CM Principal Procedure Code  
ICD-9-CM (International Classification Diseases, 9th Edition, Clinical 
Modification) code indicating the principal procedure rendered.  

ICD-9 CM Procedure Code  

ICD-9-CM (International Classification Diseases, 9th Edition, Clinical 
Modification) code identifying a procedure (other than principal 
procedure).  

NDC Billed Code  
NDC ( National Drug Code) identifying drugs or pharmaceuticals 
billed.  

Place of Service Line Code  Code indicating the place of service at line level.  
Principal Diagnosis Code  Code indicating principal diagnosis.  
Principal Procedure Date  Date the principal procedure was performed.  
Revenue Billed Code  Code indicating specific cost center billed.  

Service Bill Date(s) Range  
Starting date and ending date on which service(s) were performed at 
the bill level.  

Service Line Date(s) Range  
Starting date and ending date on which service(s) were performed at 
the line level.  

Total Recommended Payment Per Bill  

Total recommended payment per bill after all clinical edits, PPO 
discounts, and other adjustments (e.g., certified database 
adjustment).  

Total Recommended Payment Per Line  

Total recommended payment per line after all clinical edits, PPO 
discounts, and other adjustments (e.g., certified database 
adjustment).  

Total Charge Per Bill  Cumulative charge amount of all line items per bill.  
Total Charge Per Line  Service charge per line item.  

Insurer Claim Number  
This would be a unique number assigned by the insurer to a claim 
(which might also be connected to an individual bill from the claim).  

Unique Bill ID Number  Unique number assigned by an insurer to individual bills/invoices.  
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WCRB’s role in this project is to provide documentation that will include a record layout and 
submission instructions (Wisconsin Medical Call Submission Instructions). We will also collect 
the data files and forward them to the WIA for editing, analysis, and any future fee schedule 
proposal.  
 
WCRB’s projected timeline of this project is as follows:  
 

07-01-08: Industry release of the Wisconsin Medical Call Submission Instructions 
(will be posted on www.wcrb.org  under the “Products” tab, in the Public 
Products/Manuals and Instructions area)  

10-31-08:  Due date for all medical transactional data for calendar year 2006  

11-30-08:  Due date for all medical transactional data for calendar year 2007  
 
WCRB is expecting that there will be a large volume of data being submitted as a result of this 
data call. To expedite the process, we are suggesting that as soon as the files are available they 
be sent to the WCRB for processing.  
 
QUESTIONS:  
Submission of data: Michael Mann, VP – IT, 262-796-4401; or michael.mann@wcrb.org.  

 
All other: Kay Higgins, Unit Statistical Specialist, 262-796-4570; or kay.higgins@wcrb.org. 

http://www.wcrb.org/�
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 GENERAL CIRCULAR LETTER 524—September 2, 2008  
 

TO ALL MEMBERS OF THE BUREAU  
 

WISCONSIN MEDICAL CALL FOR DATA  
 

General Circular 520, dated June 24, 2008 announced a request for the voluntary submission of 
Wisconsin medical data necessary for the development of a Wisconsin fee schedule. The WI 
Medical Call Submission Filing Instructions, contact information, transmittal form, and flat file 
necessary for the submission of this data can be found in the Public Products/Manuals and 
Instructions area of the WCRB Web site.  
 
As previously announced, a two year period (2006 and 2007 service dates) of transactional medical data 
will be collected. We are requesting that all medical transactional data for calendar year 2006 be 
submitted on, or prior to, October 31, 2008, and calendar year 2007 data be submitted on, or prior to, 
November 30, 2008.  
 
To help the WCRB better gauge our member participation for this submission of medical claim data, we 
are asking all companies to please complete the form at the bottom of this Circular and return it to WCRB 
as soon as possible. Please let us know if you will or will not be able to meet the deadlines noted above, 
or if your company has elected not to participate in this voluntary call for data.  
 
 

Company Name:  __________________________________________________________ 
 

Carrier/Group Code:  _______________________________________________________ 
 
Responder Name:  ______________________________________   Phone #  ________________ 

 
My company will participate in this voluntary call for data, and will be able to 
meet the deadlines noted above.  

 
My company will participate in this voluntary call for data, but will not be able 
to meet the deadlines noted above. WCRB can expect our data file(s) on:  

Calendar Year 2006 ________________________________ 
Calendar Year 2007 ________________________________ 

 
My company has elected not to participate in this voluntary call for data.  
  

 
 

Please complete, print, and return to Kay Higgins at fax number 262-796-4416, or via e-mail to 
kay.higgins@wcrb.org 

262-796-4540 � Fax 262-796-4400 � www.wcrb.org
  

P.O. Box 3080 � Milwaukee, WI 53201-3080  
 

Located at 20700 Swenson Drive, Suite 100, Waukesha, WI 53186 

http://www.wcrb.org/�
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Data Specification Sheet 
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GENERAL 
 
These specifications are for the distribution of reporting transactional medical call data to WCRB by 
carriers or their vendors. 
 
Unless otherwise specified, the following standards will apply: 
 

1. All alphanumeric (AN) data fields are to be left-justified and right blank-filled. 

2. All numeric (N) data fields are to be right-justified and left zero-filled, and unsigned. 

3. All fields will be character; no signed or packed fields will be written. 

4. No special characters in currency fields. Two decimal positions are implied in all currency 
fields. See Field Description to identify the currency fields. 

5. Data file format is text and may be compressed using WinZIP or WinRAR. 

6. Data shall be written to a password protected CD or DVD. The password shall be sent to 
WCRB under separate cover. Any other means of file submission must be discussed and 
approved by WCRB. 

7. One carrier per data file. 

8. One data file per CD or DVD. 

9. One completed transmittal letter per CD or DVD. The transmittal must accompany the CD or 
DVD. 

10. If more than 15 billed procedures exist for a single claim form, do not report the claim form. 
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CONTACT PAGE 

 
Questions regarding the nature of data elements and intent of this call for data should be directed 
to: 
 

True Course Medical Data Analysis & Claims 
Services, LLC 
Glen Boyle 
1101 N. Old World Third Street - Suite 105 
Milwaukee, WI 53203 
Telephone: 414-545-7170 
Fax: 414-545-7175 
Cell: 414-881-0162 
Office Manager: Susie Peckman 414-545-7170 
E-mail: glen.boyle@truecoursemdcs.com 

 
Questions regarding the submission of data and technical issues should be directed to either: 
 
 

Wisconsin Compensation Rating Bureau   Wisconsin Compensation Rating Bureau 
Michael Mann, VP – Information Technology   Debbie Wussow 
P.O. Box 3080      P.O. Box 3080 
Milwaukee, WI 53201-3080     Milwaukee, WI 53201-3080 
Telephone: 262-796-4401     Telephone: 262-796-4405 
E-mail: Michael.Mann@wcrb.org    E-mail: Debbie.Wussow@wcrb.org 
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Wisconsin Medical Call 

Transmittal Letter 
 

 
1. Calendar year of data           2006          2007 

2. Insurance carrier for which the data is being submitted 

___________________________________________________________ 

3. File Name  __________________________________________________ 

4. Total number of records _______________ 

5. Person to contact regarding this submission 

Name _______________________________________________________ 

Company ____________________________________________________ 

Address _____________________________________________________ 

City, State, Zip ________________________________________________ 

Phone Number (_______) _______________________________________ 

E-Mail Address ________________________________________________ 
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 Data Project Plan, Validation Sheet, Section IV Calculations 
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Outlier Algorithm and Validation Tests 
 
A. Outlier Algorithm 
 
The upper bound starts at the 90th percentile of the charge distribution for a unique procedure and 
searches upward through the percentiles. The upper bound is set to 120% of Pi  if the ratio of Pi+1 
to Pi is greater than 1.5. The lower bound starts at the 10th percentile and searches downward 
through the percentiles. The lower bound is set to 80 percent of Pi if the ratio of Pi to Pi-1 is 
greater than 2. If the increase or decrease was larger than expected, then those lines were deleted 
from the study.  
 
B. Project Plan and Data Validation  
 
(Not every record was validated using the below chart. The study focused on validating those 
items retrieved and used in the report.) 
 
    
1.00  Import Data File Submissions 

 1.01  
Distinguish Layout-Compliant, Layout-Non-compliant but Convertible, 
and Non-Importable Submissions 

 1.02  Build Import Routine for Compliant Submissions 
 1.03  Import Compliant Submissions 

 1.04  
Generate and Send Emails to Confirm Changes to Non-Compliant but 
Convertible Submissions 

 1.05  
Build Conversion Routines and Import Non-Compliant but Convertible 
Submissions 

 1.06  
Generate and Send Emails Seeking Revised Submissions for Non-
Importable Submissions 

 1.07  Upon Submitter Response, Import Revised Submissions 
2.00  Data Standardization 

 2.01  Billing Provider Postal Code - Provide Missing Leading Zero 
 2.02  Facility Code (UB claims only) - Remove Provided Leading Zero 
 2.03  Facility Postal Code - Provide Missing Leading Zero 
 2.04  ICD-9 CM Diagnosis Codes (1-8) - Remove Provided Decimal Points 
 2.05  Service Bill Date From - Fix Dates not in CCYYMMDD Format 
 2.06  Service Bill Date To - Fix Dates not in CCYYMMDD Format 
 2.07  Service Line Date From (1-15) - Fix Dates not in CCYYMMDD Format 
 2.08  Service Line Date To (1-15) - Fix Dates not in CCYYMMDD Format 
 2.09  Days/Units (1-15) - Identify and Supply Implied Decimals 
 2.10  Days/Units (1-15) - Remove Provided Leading Zero 
 2.11  Charge (1-15) - Apply Implied Decimal If Not Already Supplied 
 2.12  Recommended (1-15) - Supply Implied Decimal If Not Already Supplied 

 2.13  
NDC Billed Code (1-5) - Supply/Substitute Asterisk for all Explicit and 
Implicit Place Holders 

 2.14  Total Charge Per Bill - Supply Implied Decimal if Not Already Supplied 

 2.15  
Total Recommended Payment Per Bill - Supply Implied Decimal if Not 
Already Supplied 

 2.16  Date Insurer Paid Bill - Fix Dates not in CCYYMMDD Format 
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3.00  Run Data Validation Tests 
 3.01  Billing Provider FEIN - Numeric 
 3.02  Billing Provider FEIN - Length of 9 Characters 
 3.03  Billing Provider FEIN - All Digits Not Same Value 
 3.04  Billing Provider Postal Code - Numeric 
 3.05  Billing Provider Postal Code - Length of 5 Characters 
 3.06  Facility Code - Length of 3 Characters 
 3.07  Facility Code - First Digit Valid 
 3.08  Facility Code - Second Digit Valid 
 3.09  Facility Code - Third Digit Valid 
 3.10  Facility Postal Code - Numeric 
 3.11  Facility Postal Code - Length of 5 Characters 
 3.12  ICD-9 CM Diagnosis Codes (1-8) - Codes Valid 
 3.13  Service Bill Date From - Valid Date 
 3.14  Service Bill Date To - Valid Date 
 3.15  Service Bill Date From - Date in Data Call Request Timeframe 
 3.16  Service Bill Date To - Date in Data Call Request Timeframe 
 3.17  Service Line Date From (1-15) - Valid Date 
 3.18  Service Line Date To (1-15) - Valid Date 
 3.19  Place of Service (1-15) - Code Valid 
 3.20  HCPCS/CPT Code (1-15) - Code Valid 
 3.21  Modifier (1-15 x 1-3) - Code Valid 
 3.22  Days/Units (1-15) - Numeric 
 3.23  Charge (1-15) - Numeric 
 3.24  Recommended (1-15) - Numeric 
 3.25  Recommended (1-15) - Less Than or Equal To Charge 
 3.26  Revenue Code (1-15) - Code Valid 
 3.27  DRG Code - Code Valid 
 3.28  ICD-9 CM Procedure Code (1-5) - Code Valid 
 3.29  NDC Billed Code (1-5) - Code Valid 
 3.30  Total Charge Per Bill - Numeric 
 3.31  Total Charge Per Bill - Equals Line Charges (1-15) 
 3.32  Total Recommended Payment Per Bill - Numeric 

 3.33  
Total Recommended Payment Per Bill - Equals Line Recommended (1-
15) 

 3.34  
Total Recommended Payment Per Bill - Less Than or Equal to Total 
Charge 

 3.35  Date Insurer Paid Bill - Valid Date 
 3.36  Unique Record Identifier - Unique 
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AAPPPPEENNDDIIXX  VV  
 
 
 

Detail Sheets for 99213, 99214, 99283, 99284 
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AAPPPPEENNDDIIXX  VVII  
 
 

Detail Sheets for 97110, 97124, 97140, 98940, 98941, 
98942, 98943 
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AAPPPPEENNDDIIXX  VVIIII  
 
 

 

Detail Sheets for 29826, 29827, 29877, 29881, 64721 
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AAPPPPEENNDDIIXX  VVIIIIII  
 
 

Detail Sheets for 72100.26, 72141.26, 72148.26, 
73721.26 
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AAPPPPEENNDDIIXX  IIXX  
 
 

Detail Sheets for ASC 29881/80.6,  
64721/04.43 
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AAPPPPEENNDDIIXX  XX  
 
 

Detail Sheets for Hospital Outpatient 29881/80.6,  
64721/04.43 
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AAPPPPEENNDDIIXX  XXII  
 
 

Detail Sheets for DRGs 219, 500, and 520 
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AAPPPPEENNDDIIXX  XXIIII  
 
 

Detail Sheets for Hospital Radiology Codes  
72100, 72141, 72148, 73721 
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AAPPPPEENNDDIIXX  XXIIIIII  
 
 

75th, 80th, & 85th Percentile Data Sheets for  
97110 and 99213 
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