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Amended Rules 
Chapter 0800-02-06 

General Rules of the Workers' Compensation Program 
Utilization Review 

Rule 0800-02-06-.01 Definitions is amended by deleting the prior Rule 0800-02-06-.01 in its entirety and replacing 
it with the following language, so that as amended the rule paragraph reads: 

The following definitions are for the purpose of these Utilization Review Rules, Chapter 0800-02-06: 

(1) "Administrator" means the chief administrative officer of the Bureau of Workers' Compensation 
of the Tennessee Department of Labor and Workforce Development, or the Administrator's 
designee. 

(2) "Authorized treating" means the practitioner chosen from the panel required by T.C.A. § 50-
6-204 or a practitioner referred to by the practitioner chosen from the panel required by T.C.A. 
§ 50-6-204, as appropriate. Authorized treating physician shall also include any other medical 
professional recognized and authorized by the employer or designated by the Bureau to treat 
any injured employee for a work-related injury or condition. 

(3) "Bureau" means the Tennessee Bureau of Workers'Compensation. 

(4) "Business day" means any day upon which the Tennessee Bureau of Workers' Compensation 
is open for business. 

(5) "Claims adjuster" or "adjuster" means a representative of an adjusting entity who investigates 
workers' compensation claims for the purposes of making compensability determinations, files 
or causes claims forms to be filed with the Bureau, commences benefits, and/or makes 
settlement recommendations based on the insured's liability on behalf of a self-insured 
employer, trade, or professional association, third party administrator, and/or insurance 
company or carrier. 

(6) "Compliance Contact" means the email address for the unit or individual, other than the claim's 
adjuster, responsible for responding to matters regarding the claim on behalf of the employer's 
insurer, self-insured employer, third party administrator, or self-insured pool and trust. 

(7) "Contractor'' means an independent utilization review organization not owned by or affiliated 
with any carrier authorized to write workers' compensation insurance in the state of Tennessee 
with which the Administrator has contracted to provide utilization review, including peer review, 
for the Bureau, as referred to in T.C.A. § 50-6-124. 

(8) "Employee" means an employee as defined in T.C.A. § 50-6-102, but also includes the 
employee's legally authorized representative or legal counsel. 

(9) "Employer" means an employer as defined in T.C.A. § 50-6-102, but also includes an employer's 
insurer, third party administrator, self-insured employers, self-insured pools and trusts, as well as 
the employer's legally authorized representative or legal counsel, as applicable. 

(10) "Health care provider'' includes, but is not limited to, the following: licensed individual, 
chiropractor, dentist, occupational therapist, physical therapist, physician, doctor of osteopathy, 
surgeon, optometrist, podiatrist, pharmacist, group of practitioners, hospital, free standing 
surgical outpatient facility, health maintenance organization, industrial or other clinic, 
occupational healthcare center, home health agency, visiting nursing association, laboratory, 
medical supply company, community mental health center, and any other facility or entity 
providing treatment or health care services for a work-related injury within the scope of their 
license. 

(11) "Inpatient services" means services rendered to a person who is formally admitted to a hospital 
and whose length of stay is in accordance with the Medicare rules for "inpatient status." 
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(12) "Medical Director" means the Medical Director of the Bureau appointed by the Administrator 
pursuant to T.C.A. § 50-6-126, or the Medical Director's designee chosen by the Administrator 
to act on behalf of the Medical Director. 

(13) "Medically necessary" or "medical necessity" means healthcare services that a physician, 
exercising prudent clinical judgment, would provide to a patient for the purpose of preventing, 
evaluating, diagnosing or treating an illness, injury, disease or its symptoms, and that are: 

(a) In accordance with generally accepted standards of medical practice, including Treatment 
Guidelines as defined in Rule0800-02-06-.01(19); 

(b) Clinically appropriate, in terms of type, frequency, extent, site and duration; and considered 
effective for the patient's illness, injury ordisease; 

(c) Not primarily for the convenience of the patient, physician, or other healthcare provider; and 

( d) Not more costly than an alternative service or sequence of services at least as likely to 
produce equivalent therapeutic or diagnostic results as to the diagnosis or treatment of that 
patient's illness, injury or disease; 

(14) "Outpatient services" means a service provided by the following, but not limited to, types of 
facilities: physicians' offices and clinics, hospital emergency rooms, hospital outpatient facilities, 
community mental health centers, outpatient psychiatric hospitals, outpatient psychiatric units, 
and freestanding surgical outpatient facilities also known as ambulatory surgical centers. 
Outpatient services may also include hospital admissions that do not qualify as "inpatient 
admissions" under Medicare regulations appropriate for the date of discharge. 

(15) "Parties" means the employee, authorized treating physician, employer, and their legal 
representatives as those terms are defined herein. 

(16) "Peer-to-Peer" means the communication between the authorized treating physician and the 
utilization review physician regarding the utilization review of treatment recommended by the 
authorized treating physician. "Peer" as used in these rules may include the authorized treating 
physician and the utilization review physician. 

(17) "Practitioner'' means a person currently licensed in good standing to practice as a doctor of 
medicine, doctor of osteopathy, doctor of chiropractic, or doctor of dental medicine or dental 
surgery. 

( 18) "Preauthorization" for workers' compensation claims means that the employer, prospectively or 
concurrently, authorizes the payment of medical benefits. Preauthorization for workers' 
compensation claims does not mean that the employer accepts the claim or has made a final 
determination on the compensability of the claim. Preauthorization for workers' compensation 
claims shall not mean utilization review as defined in these rules. 

(19) "Recommended treatment" means the recommendation of the authorized treating physician to 
perform or refer treatments, procedures, surgeries, including medications but not limited to 
Schedule II , Ill , or IV controlled substances after 90 days, and/or admissions in either an inpatient 
or outpatient setting. Recommended treatment shall also mean emergency treatments, 
procedures, surgeries, and/or admissions when retrospective review is performed. 

(20) "Reconsideration" means a request from the authorized treating physician to the utilization 
review organization or the employer to review the initial denial of treatment recommended by the 
authorized treating physician. 

(21) "Records" means medical records and reports regarding an employee's claim for workers' 
compensation benefits. Records include electronic imaging of such documents. 

(22) "Same or similar specialty" means a medical doctor, doctor of osteopathy, chiropractor or dentist 
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(M.D., D.O., D.C., D.D.S. or D.M.D.) trained in the same or similar specialty of medicine that 
typically manages the medical condition, procedure, or treatment under discussion and thus 
able to understand the rationale and current medical evidence for the request. The 
determination of same or similar specialty shall be made by the Administrator. 

(23) "Treatment Guidelines" means statements that include recommendations intended to optimize 
patient care that are informed by a systematic review of the evidence and an assessment of the 
benefit and harms of alternative care options. The statements and other documents that 
accompany the guidelines are those that are adopted by the Bureau effective on January 1, 
2016, and periodically updated as new informationwarrants. 

(24) "Utilization review" means evaluation of the necessity, appropriateness, efficiency and quality of 
medical services, including the prescribing of one ( 1) or more Schedule II, 111 or IV controlled 
substances for pain management for a period of time exceeding ninety (90) days from the initial 
prescription of such controlled substances, provided to an injured or disabled employee based 
upon medically accepted standards and an objective evaluation of the medical care services 
provided; provided, that "utilization review" does not include the establishment of approved 
payment levels, a review of medical charges or fees, or an initial evaluation of an injured or 
disabled employee by a physician. "Utilization review," also known as "Utilization management," 
does not include the evaluation or determination of causation or the compensability of a claim. 
For workers' compensation claims, "utilization review" does not include preauthorization as 
defined in these rules. The employer shall be responsible for all costs associated with utilization 
review and shall in no event obligate the employee, health care provider or Bureau to pay for such 
services. 

(25) "Utilization review agent/organization" (URO) means an individual or entity authorized to do 
business and provide utilization review services in Tennessee. All utilization review 
agents/organizations are required to be certified by the Commissioner of Commerce and 
Insurance pursuant to T.C.A. § 56-6-701, et seq., and registered with the Bureau, complying 
with the accreditation requirement in T.C.A. § 50-6-124(a). 

(26) "Utilization review physician" means an actively Tennessee-licensed doctor of medicine, doctor 
of osteopathy, doctor of chiropractic, or doctor of dental medicine or dental surgery, who is 
board certified, who is in good standing, who is in the same or similar specialty as the 
recommending authorized treating physician, and who makes utilization review determinations 
for the utilization review organization. 

Authority: T.C.A. §§ 50-6-102, 50-6-124, 50-6-126, 50-6-233. 
Administrative History: Original rule filed March 5, 1993; effective April 19, 1993. Amendment filed May 13, 
1997; effective July 27, 1997. Amendment filed October 12, 2007; withdrawn December 12,2007. Repeal 
and new rule filed August 14, 2009; effective November 12, 2009. Amendment filed December 26, 2013; 
effective March 26, 2014. Amendments filed October 31, 2016; effective January 29, 2017. 

Rule 0800-02-06-.03 Utilization Review Requirements is amended by deleting the language "advisory medical 
practitioner'' and substituting instead "utilization review physician" wherever it appears. 

Authority : T.C.A. §§ 50-6-102, 50-6-124, 50-6-126, and 50-6-233. 
Administrative History: Original rule filed March 5, 1993; effective April 19, 1993. Amendment filed 
October 12, 2007; withdrawn December 12, 2007. Repeal and new rule filed August 14, 2009; effective 
November 12, 2009. Amendments filed October 31, 2016; effective January 29, 2017. 

Rule 0800-02-06-.04 Contents of Utilization Review Report is amended by deleting the prior Rule 0800-02-06-.04 
in its entirety and replacing it with the following language, so that as amended the rule paragraph reads: 

(1) The utilization review organization shall communicate its determination to the parties within the 
timeframe established in Rule 0800-02-06-.06. 

(2) If a Utilization Review appeal is filed with the Bureau, any recommended modification in a 
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Utilization Review Report will be considered a denial for the purpose of evaluating the appeal 
by the Bureau. 

(3) If the utilization review determination is a denial of a recommended treatment, then the utilization 
review organization shall submit a written utilization review report in conformity with the 
requirements of subsection (4) of this Rule. If the utilization review determination is an approval of 
a recommended treatment, then the utilization review organization shall submit written 
documentation of the determination; provided that the written documentation is not required to be a 
utilization review report in conformity with the requirements of subsection (4) of this Rule. A 
utilization review report and other written documentation may be communicated through electronic 
means when available and appropriate. 

(4) The utilization rev iew organization physician's determination report shall contain a list of all medical 
information reviewed , the assessment of those records, the basis of the determination in 
accordance with the Bureau's adopted treatment guidelines, and the name and credentials of the 
utilization review physician. This information shall be sent to all parties. The utilization review 
communication to the authorized treating physician shall separately contain the information 
necessary for a peer-to-peer telephonic conference, or instructions on accessing an electronic 
portal for secure electronic communication between the utilization review physician and the 
authorized treating physician. This information shall be sent to the authorized treating physician 
and copied to the employer as defined in these rules. 

(5) The utilization review determination report shall include an attestation statement and the signature 
of the utilization review physician that the physician has personally reviewed the list of medical 
information reviewed and made the determination. It shall include the utilization review physician's 
Tennessee license number, board certification, information and any other appropriate credential 
that supports the qualification of the physician. 

(6) The utilization review report shall adhere to the following requirements: 

(a) The utilization review organization shall consider only the medical necessity, 
appropriateness, efficiency, and quality of the recommended treatment for the employee's 
condition. The consideration under quality may include factors such as timeliness, 
effectiveness, efficacy, conformity to the Bureau's adopted Treatment Guidelines, and other 
evidence-based treatment guidelines (including the comments and observations) approved 
by the Administrator. Treatment recommendations shall not be denied if they follow the 
Bureau's adopted TreatmentGuidelines. 

{b) Whenever a utilization review organization determines that the recommended treatment will 
be denied, the utilization review report must contain specific and detailed reasons for the 
denial, a listing of all the documents used to make the determination, and a record of any 
other communication between the utilization review physician and the requesting provider. 

(c) The utilization review organization shall also include the name, address, and appropriate 
contact number or email address of the utilization review physician making a denial 
determination. 

(d) All utilization review reports that deny or modify any portion of a recommended treatment, 
including medications, shall include an appeal form prescribed by the Bureau. The utilization 
rev iew organization shall transmit a copy of the utilization review report and appeal form to 
the authorized treating physician, employee, and employer. Upon request, the utilization 
review organization shall transmit any utilization review report to the Bureau. Failure to 
include the appeal form in the utilization review report and transmit such to all parties may 
result in sanctions and/or civil penalties pursuant to Rule 0800-02-06-.10 of this Chapter. 

Authority: T.C.A. §§ 50-6-102, 50-6-118, 50-6-124, 50-6-126, and 50-6-233. 
Administrative History: Original rule filed March 5, 1993; effective April 19, 1993. Amendment filed May 13, 
1997; effective July 27, 1997. Amendment filed October 12, 2007; withdrawn December 12, 2007. Repeal and 
new rule filed August 14, 2009; effective November 12, 2009. Amendments filed October 31, 2016; effective 
January 29, 2017. 
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Rule 0800-02-06-.06 Time Requirements is amended by deleting the prior Rule 0800-02-06-.06 in its entirety and 
replacing it with the following language, so that as amended the rule paragraph reads: 

(1) If a recommended treatment requires utilization review, then an employer shall submit the case to 
its utilization review organization within four (4) business days of the authorized treating 
physician's notification of the recommended treatment, subject to subsection (5) of this Rule. The 
four (4) business day interval begins when the adjuster receives the medical record that 
corresponds in time to the date of the treatment request. The authorized treating physician's 
notification of the recommended treatment to the employer shall, at a minimum, be in a form that 
confirms transmission by showing the time and date of receipt (e.g., facsimile). The employer shall 
notify all parties upon submitting the case to its utilization review organization and shall also, if 
requested, notify the bureau. If the employer fails to comply with this subsection, then the employer 
may be subject to sanctions and/or civil penalties pursuant to Rule 0800-02-06-.10 of this Chapter. 

(2) The adjuster shall respond to the requesting provider within four (4) business days of a receipt of a 
request for treatment, referral, second opinion, or consult. The four (4) business day interval 
begins when the adjuster receives the medical record that corresponds in time to the date of the 
treatment request. If the adjuster does not approve the request within four (4) business days, the 
adjuster shall immediately send the request to the utilization review organization and notify all 
parties. The adjuster shall send to the utilization review organization all pertinent medical records 
corresponding to tests or treatments paid for by the insurer in the past twelve (12) months and any 
communications necessary for the utilization review organization to complete its determination. 
This shall include but not limited to the Form C35-A containing current and complete information of 
the employer, the names and contact information for the injured worker, the adjuster, the adjuster's 
supervisor, the compliance contact, and the attorneys. If there is no existing compliance contact 
email, the email for the adjuster's supervisor, the office manager or other liaison shall be listed. 
The medical records shall be in chronological or reverse chronological order, free of duplicates, 
one-sided, free of fax confirmation sheets and free of billing statements. The organization of the 
medical records may be accomplished by the utilization review organization. The employer may be 
subject to sanctions and/or civil penalties pursuant to Rule 0800-02-06-.10 of this Chapter. 

(3) The utilization review organization shall render the determination and communicate the 
determination in writing to the authorized treating physician, employee and employer within seven 
(7) business days of receipt of the case from the employer, subject to subsection (5) of this Rule. If 
the determination is a denial, the utilization review report shall list all records and supplemental 
material reviewed by the utilization review organization . Upon request, the authorized treating 
physician or employee may obtain copies of any such records and supplemental material reviewed 
by the utilization review organization. The utilization review report shall also include an appeal form 
prescribed by the Bureau on which the utilization review organization shall identify the state file 
number associated with the claim for which treatment is being recommended, if any, and shall 
identify the utilization review organization's certification number issued by the Bureau. If the 
utilization review organization fails to comply with this subsection, then the utilization review 
organization may be subject to sanctions and/or civil penalties pursuant to Rule 0800-02-06-.10 of 
this Chapter. 

(4) If a denial of the recommended treatment is appealed to the Bureau, then the employer as 
defined in these rules shall send a copy of the utilization review report and all records reviewed by 
the utilization review organization to the Bureau within five (5) business days of a request from the 
Bureau. 

(5) When the adjuster receives notification of an appeal being filed with the Bureau, the adjuster shall 
send to the Bureau, within (5) five business days, the same records as sent to the utilization review 
organization, including the medical records for the past twelve (12) months, the complete and current 
Form C35-A and the utilization review organization determination report, including the utilization 
review physician's report containing the medical rationale for the denial. These shall be sent to the 
Bureau without duplicates or billing and fax records and in chronological or reverse chronological 
order, one sided, containing the medical records, diagnostic studies, and medical correspondence 
for one calendar year before the date of the denial/modification determination. These record 
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requirements may be met by sending the documents that were reorganized by the utilization review 
organization. The employer may be subject to sanctions and/or civil penalties pursuant to Rule 0800-
02-06-.10 of this Chapter. 

(6) An approval of a recommended treatment by the employer's utilization review organization shall be 
final and binding on the parties for administrative purposes. 

(7) When there is a dispute over a request for information, the following timeframes shall apply: 

(a) If the employer or utilization review organization does not possess all necessary information 
in order to evaluate the recommended treatment and render the utilization review 
determination, then it shall immediately make a written request for such information to the 
authorized treating physician, who shall comply with the written request within five business 
days of receipt of the written request. The time requirements in subsections (1 )-(2) of this 
Rule shall be tolled until the employer or utilization review organization receives the 
necessary information or until the timeframe set forth in the preceding sentence expires, 
whichever occurs first. 

(b) Denials by a utilization review organization for inadequate information may be appealed 
pursuant to Rule 0800-02-06-.07, at which time the authorized treating physician shall submit 
all information deemed to be necessary by the Bureau. If the Bureau finds that the 
employer's or utilization review organization's request did not contain the necessary 
information, then the employer or utilization review organization may be subject to sanctions 
and/or civil penalties as set forth in Rule 0800-02-06-.10, at the discretion of the 
Administrator. In addition, if an authorized treating physician fails to cooperate and timely 
furnish all necessary information, records and documentation to an employer or utilization 
review organization, then the authorized treating physician may be subject to sanctions 
and/or civil penalties as set forth in Rule 0800-02-06-.10, at the discretion of the 
Administrator. 

(8) Employer's obligations upon receipt of utilization review determination: 

(9) 

(a) Within three (3) business days of receiving a utilization review determination that denies the 
recommended treatment, the employer as defined in Rule 0800-02-06-

.02(8) shall give written notification to the employee and authorized treating physician as to 
whether the employer will authorize any of the recommended treatments that were denied 
by the utilization review organization and what, if any, conditions shall apply to such 
authorization. 

(b) If requested by the bureau, within three (3) business days of receiving a utilization review 
determination that is either an approval or denial, the employer as defined in Rule 0800-02-
06-.01 shall forward such determination to the bureau. The employer shall also forward the 
notification described in subsection (6)(a) above, if applicable. 

(a) The utilization review decision to deny a recommended treatment shall remain effective for a 
period of 6 months from the date of the decision without further action by the employer as 
defined in Rule 0800-02-06-.01 (8) if the request is for the same treatment, unless there is a 
material change documented by the treating physician that supports a new review or other 
pertinent information that was not used by the utilization review organization in making the 
initial decision. This provision also applies to medication denials, or modifications. 

(b) A determination by the Bureau of a utilization review appeal, whether to uphold, overturn, or 
modify, shall be effective for six (6) months unless significant new material medical 
information, as determined by the Administrator or Administrator's Designee, is presented to 
require a new utilization review determination by the utilization review organization or the 
Bureau on appeal. 

Authority: T.C.A. §§ 50-6-102, 50-6-118, 50-6-124, 50-6-126, 50-6-233. 
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Administrative History: Original rule filed March 5, 1993; effective April 19, 1993. Amendment 
filed March 15, 1995; effective July 28, 1995. Amendment filed October 12, 2007; withdrawn December 
12, 2007. Repeal and new rule filed August 14, 2009; effective November 12, 2009. Amendment filed 
December 26, 2013; effective March 26, 2014. Amendments filed October 31, 2016; effective January 29, 
2017. 

Rule 0800-02-06-.07 Appeals of Utilization Review Decisions is amended by deleting the prior Rule 0800-02-06-
.07 in its entirety and replacing it with the following language, so that as amended the rule paragraph reads: 

(1) Every denial of a recommended treatment shall be accompanied by a form prescribed by the 
Bureau that informs the employee as defined in these rules and authorized treating physician how 
to request an appeal with the Bureau. The employee or authorized treating physician shall have 
thirty (30) calendar days from receipt of the initial denial or the denial on reconsideration by an 
employer as defined in these rules to request an appeal with the Bureau. The form and 
accompanying instructions provided shall be the current form and instructions adopted by the 
Bureau and posted on the Bureau's website. The Medical Director may extend the time to appeal 
for good cause. 

(2) Upon receipt of an appeal request by an employee or authorized treating physician: 

(a) The Bureau or its designated contractor shall conduct the utilization review appeal. The 
Bureau or its designated contractor may contact the authorized treating physician for the 
purpose of obtaining any necessary missing information. The Bureau or its designated 
contractor shall determine the medical necessity of the recommended treatment as soon as 
practicable after receipt of all necessary information. The Bureau or its designated 
contractor shall then transmit such determination to the authorized treating physician, 
employee, and employer. The determination of the Bureau or its designated contractor is 
final for administrative purposes, subject to the provisions of subsections (3)-(5) of this Rule. 

(b) If any information necessary for the determination of the appeal is not within the possession 
of the Bureau, then any party not providing such information when requested by the Bureau 
may be subject to sanctions and/or civil penalties as set forth in Rule 0800-02-06-.10, at the 
discretion of the Administrator. 

(c) The Bureau shall charge fees, as posted on its website, pursuant to Public Chapter 289 
(2013) and T.C.A. § 50-6-204(j) for each utilization review appeal that it completes. The fee 
shall be paid by the employer within thirty (30) calendar days of the Bureau's completion of 
the appeal. Failure to comply with this requirement may result in a civil penalty of not less than 
$50 nor greater than $5000 per violation. If there is a pattern of violations, the Administrator 
may consider suspension of participation in the Bureau's utilization review program. If the fee 
and/or penalty remain unpaid for a further 30 days, the Administrator may impose further civil 
penalties or sanctions, or request that the Department of Commerce and Insurance apply 
penalties/sanctions in accordance with their policies. The appeal of any fee or civil penalty 
assessed pursuant to this section shall be made in accordance with the Uniform 
Administrative Procedures Act, T.C.A. §§ 4-5-101, et seq., and the most current procedural 
rules of Chapter 0800- 02-13, as may be amended periodically in the future, which are 
incorporated as if set forth fully herein. 

(3) If the determination of the Bureau is an approval of part or all of the recommended treatment, then 
the Medical Director shall issue a determination that specifies the treatment(s) that is/are medically 
necessary. The penalty provisions of T.C.A. §§ 50-6-238 and 50-6-118 shall apply to these 
determinations issued pursuant to this subsection (3). 

(4) For dates of injury on or after July 1, 2014, if the determination of the Medical Director is to 
approve part or all of the recommended treatment, then within seven (7) calendar days of the 
receipt of the determination letter from the Medical Director, referenced in subsection (3) above, 
the insurance carrier is required to inform the provider that the procedure and /or treatment, 
including medications, has been approved and request that the procedure or treatment be 
scheduled. The penalties for noncompliance with this subsection are those set forth in T.C.A § 50-
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6-118. 

(5) A determination of denial is effective for a period of 6 months from the date of the determination as 
set forth in rule0800-02-06-.06(7). 

(6) For dates of injury on or after July 1, 2014, notwithstanding the provisions of subsection (4), if any 
party, including an employee, employer, or a carrier, disagrees with a determination of the Medical 
Director's recommended or denied treatment, then the aggrieved party shall file a Petition for Benefit 
Determination (PBD) with the Court Of Workers' Compensation Claims within fifteen (15) calendar 
days of the receipt of the determination to request a hearing of the dispute in accordance with 
applicable statutory provisions. To avoid a penalty for non-compliance with the Medical Director's 
order, an employer who files a Petition for Benefit Determination (PBD) shall also request a stay of 
enforcement from the Court of Workers' Compensation Claims pending the outcome of the Petition 
for Benefit Determination (PBD). 

(7) For dates of injury prior to July 1, 2014, if the determination of the Medical Director is to approve 
part or all of the recommended treatment, and an order for medical benefits is issued by the 
Bureau, within fifteen ( 15) calendar days of the receipt of the order the insurance carrier is required 
to inform the provider that the procedure and/or treatment, including medications, has been 
approved and request that the procedure or treatment be scheduled. The penalties for 
noncompliance with this subsection are those set forth in TC.A§ 50-6-238 [Applicable to injuries 
occurring prior to July 1, 2014]. The determination of the Medical Director is final for administrative 
purposes. If the employer disagrees with the determination, the employer may file a Request for 
Mediation (RFM) with the Bureau or civil action with a court of proper jurisdiction and shall request 
a stay of enforcement from the Bureau penalty program pending the outcome of the Request for 
Mediation (RFM) or civil action in a court of proper jurisdiction. 

(8) Notwithstanding any other provision to the contrary, if the parties agree on a recommended 
treatment after the employer's utilization review organization has denied such, then the parties may, 
by joint agreement, override the determination of the employer's utilization review organization or 
the Bureau and approve the recommended treatment. Such approval by agreement shall 
terminate any appeal to the Bureau and no fee shall be required of the employer for any such 
appeal that has yet to be determined by the Bureau. 

Authority: TC.A.§§ 50-6-102, 50-6-118, 50-6-124, 50-6-126, 50-6-204, 50-6-233, 50-6-238. 
Administrative History: Original rule filed March 5, 1993; effective April 19, 1993. Amendment filed March 15, 
1995; effective July 28, 1995. Amendment filed October 12, 2007; withdrawn December 12, 2007. Repeal 
and new rule filed August 14, 2009; effective November 12, 2009. Amendment filed December 26, 2013; 
effective March 26, 2014. Amendment filed June 30, 2015; effective September 28, 2015. Amendments filed 
October 31, 2016; effective January 29, 2017. 

Rule 0800-02-06-.09 Subcontractors is amended by deleting the language "advisory medical practitioner'' and 
substituting instead "utilization review physician" wherever it appears. 

Authority: TC.A.§§ 50-6-102, 50-6-118, 50-6-124, 50-6-126, and 50-6-233. 
Administrative History: Original rule filed March 5, 1993; effective April 19, 1993. Amendment filed October 12, 
2007; withdrawn December 12, 2007. Repeal and new rule filed August 14, 2009; effective November 12, 
2009. Amendments filed October 31, 2016; effective January 29, 2017. 

Rule 0800-02-06-.10 Sanctions and Civil Penalties is amended by adding the following paragraph (3): 

(3) Use of utilization review by an employer, carrier, or utilization review organization in an excessive or 
punitive manner, including but not limited to unjustified, repetitive, or poorly-supported utilization 
review activity as determined by the Administrator, where there has been a documented pattern by 
the employer, carrier, or utilization review organization, including attempts to force closure or 
alteration in a claim status, shall subject such party to a penalty of not less than fifty dollars ($50.00) 
nor more than five thousand dollars ($5,000.00) per violation at the discretion of the Administrator. 
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Authority: T.C.A. §§ 4-5-314, 50-6-102, 50-6-118, 50-6-124, 50-6-126, 50-6-233. 
Administrative History: Original rule filed March 5, 1993; effective April 19, 1993. Amendment flied October 12, 
2007; withdrawn December 12, 2007. Repeal and new rule filed August 14, 2009; effective November 12, 2009. 
Amendment filed December 26, 2013; effective March 26, 2014. Amendments filed October 31 , 2016; effective 
January 29, 2017. 

Rule 0800-02-06-.14 Peer-to-Peer Communications is added as a new rule: 

This section provides for peer-to-peer communications. It applies to all treatment requests that have been denied 
or modified through utilization review. 

(1) All denials or modifications of requests for treatment shall be made by a utilization review 
organization in accordance with this Rule 0800-02-06. 

(2) Except as modified in this section, this applies to all recommended treatments (therapies, 
medications, diagnostic studies, procedures, referrals, consultations, and second opinions) for which 
approval by an employer (as defined in T.C.A. 50-6-102 and Rule 0800-02-17-.03) is necessary 
under Rule 0800-02-06. 

(3) If, through utilization review, the employer or the utilization review organization on behalf of the 
employer, denies or modifies a request for recommended treatment, the authorized treating 
physician may request reconsideration of the denial to include a peer-to-peer conference with a 
utilization review physician designated by the utilization review organization. The timeframe for the 
peer-to-peer conference shall be within ten (10) days of the receipt of the request for a peer-to-peer 
conference being received by the adjuster or the utilization review organization. The denial 
notification sent by the utilization review organization shall provide the necessary information for the 
authorized treating physician to establish a request for the peer-to-peer conference. The request for 
the peer-to-peer conference shall be made by electronic communication to the contact listed on the 
denial notification. If the utilization review organization offers both electronic communication and 
telephonic communication, the authorized treating physician must specify which reconsideration 
option they choose in their electronic communication to the utilization review organization contact 
listed on the denial notification. The telephonic conference may be an interactive audio/video 
conference by mutual consent. If the authorized treating physician chooses telephonic 
communication, the authorized treating physician shall provide the following information in the 
electronic communication to the utilization review organization: 

(a) The telephone number for the utilization review physician to call and the name of the 
authorization treating physician or designee, if any; 

(b) The date for the conference not less than two (2) business days nor more than seven (7) 
business days from the date of receipt of the request by the utilization review organization; 
and 

(c) Three (3) two (2) - hour periods on the date specified in accordance with (b) above during 
which the requesting medical provider or authorized treating physician (or designee) will be 
available to participate in the conference between the hours of 8:00 AM. and 5:00 P.M. 
(Central Time), Monday through Friday, holidays excluded. 

(4) The designated utilization review physician (who may not be the physician who performed the 
review) shall have reviewed and have available all of the medical information and records used in 
making the initial determination including any further information requested by the authorized 
treating physician, utilization review organization and/or utilization review physician before the call. 

(5) As an alternative to the telephone or interactive audio/video conference, the utilization review 
organization may utilize an interactive web/e-mail portal application for the peer-to-peer conference 
under the same time frames as (3). This alternative conference shall be initiated within two (2) 
business days of the authorized treating physician's request for this method of communication and 
shall provide for two (2) or more explanations if appropriate or necessary from the authorized 
treating physician and two (2) or more responses from a utilization review physician if appropriate or 

SS-7039 (October 2021) 10 RDA 1693 



necessary to the authorized treating physician. 

(6) Failure of the reviewing physician designated by the utilization review organization to participate 
in the peer-to-peer telephonic conference during the date and time specified or in the electronic 
communication option, unless a second good faith effort by the utilization review organization has 
occurred, shall result in the approval of the requested non-invasive treatment, medication, 
diagnostic study, referral, second opinion or consult unless good cause exists for the failure to 
participate. In the event of good cause for failure to participate in the peer-to-peer conference, the 
reviewing physician shall contact the requesting medical provider to reschedule the peer-to-peer 
conference. The rescheduled peer-to-peer conference shall be held no later than two (2) business 
days following the original conference date. This provision does not include invasive procedures 
for patient safety. A request for reconsideration as defined in these rules or the option of appeal to 
the Office of Tennessee Bureau of Workers' Compensation Medical Director should be utilized 
when failure to complete the peer-to-peer communication for invasive procedures occurs. If the 
reviewing physician is unavailable for any reason in the timeframe scheduled, an alternate 
reviewing physician with access to the file may participate in the call. 

(7) Failure of the requesting authorized treating physician (or designee) to participate in the peer-to-peer 
conference during the time he/she specified availability or in the electronic communication option, if 
requested, may result in the denial of the requested treatment, referral , consult, or second opinion, 
unless good cause exists for the failure to participate. In the event of good cause for failure to 
participate in the peer-to-peer conference, the requesting provider shall contact the reviewing 
physician to reschedule the peer-to-peer confen3nce. The rescheduled peer-to-peer conference shall 
be held no later than two (2) business days following the original conference date. 

(8) A verifiable, complete, and accurate electronic record of all peer-to-peer telephonic contacts and 
interactive electronic communications, if any, shall be saved by the utilization review organization for 
a period of two (2) years from the date of receipt of the reconsideration request and shall be made 
available to the Bureau upon request. The authorized treating physician or their designee shall note 
in the medical records the outcome of all peer-to-peer communications. Once in the medical records, 
the communication becomes a permanent record. Such information shall be available to the Bureau 
upon request. 

Authority: T.C.A. § 50-6-124(c). 

Rule 0800-02-06-.15 Annual Reports from Utilization Review Vendors is added as a new rule: 

Each year no later than March 1, utilization review organizations shall send the Bureau an annual report, as 
described below, for the preceding calendar year. 

(1) The total number of requested utilization review organization determinations by utilization review 
organizations as defined in these rules; 

(2) The results of the determinations categorized by denials, modifications, and approvals; 

(3) The names of all utilization review physicians used by the utilization review organization during the 
preceding year and the number of reviews each utilization review physician performed, and if 
subcontracted, a list of utilization review physicians used by the subcontractor; and 

(4) A record of all peer-to-peer conferences requested , the number of conferences completed, the 
results by number of upholds, modifications, and overturns of the completed conferences; the names 
of the utilization review organization physician(s) involved, and the number of conferences 
participated in by each utilization review physician. 

(5) Failure to timely submit an annual report for a calendar year shall subject a party to a penalty of not 
less than fifty dollars ($50.00) nor more than five thousand dollars ($5,000.00) per violation at the 
discretion of the Administrator. 

Authority: T.C.A. § 50-6-415. 
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* If a roll-call vote was necessary, the vote by the Agency on these rulemaking hearing rules was as follows: 
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Public Hearing Comments 

Zenith: 

Comment: 

1. 0800-02-06-.10 SANCTIONS AND CIVIL PENAL TIES., (3) - what is considered to be a violation? Is this 
term defined anywhere? It just seems very broad and arbitrary the way it is written ... If it is a defined term, could 
you please send me the legal citation on that. 

Response: We disagree that the term "violation" should be defined. The term is commonly used, and the ordinary 
plain English meaning of the language would be determinative. The violations are listed in this section of the rules 
("including but not limited to licensing, registration, timeframes, repetitive, or poorly-supported utilization review 
activity, where there has been a documented pattern by the employer, carrier, or utilization review organization, 
including attempts to force closure or alteration in a claim status, use of utilization review by an employer, carrier, 
or utilization review organization in an excessive or punitive manner, etc.") 

2. 0800-02-06-.10 SANCTIONS AND CIVIL PENAL TIES., (3) - is there a corresponding penalty for abuse 
by providers and applicant attorneys? If so, could you please provide me that. 

Response: We disagree with the comment. We have not seen repetitive violations by medical providers or 
attorneys. The goal of the appeal to the Bureau i.s to insure rapid provision of the medically correct testing and/or 
treatment to the injured worker. Therefore, there is no provision for a penalty for repetitive requests for 
reconsiderations by providers when their treatment requests have been denied or repetitive appeals to the 
Bureau. If the employer or insurer notes this problem, their option is to petition for a change of Authorized 
Treating Physician. 

3. 0800-02-06-.01 DEFINITIONS.(2), (3), (11 ), (17) - The definitions seems broad and different from one 
another. Are they meant to be used interchangeably? No. Do they all include Doctor of Osteopath? No. 

Response: We agree in part and have added language to the definition of "health care provider" to include doctor 
of osteopathy. "Health care provider'' is not same as "practitioner". A Doctor of Osteopathy is interchangeable with 
a Medical Doctor as a practitioner, but there is a separate licensing entity in many states. The four definitions are 
separate and have different meanings and are not interchangeable. 

4. 0800-02-06.15 Annual Reports from Utilization Review Vendors (3) - just asking for clarification here? 
Can nurses and claims staff still approve and if so, do those numbers get included in the report? 

Response: The annual report is the responsibility of the utilization review vendor to send to the Bureau. Approval 
decisions made by a URO should be done by a nurse or physician. All denials made by the URO must be made 
by an utilization review physician as defined in the rules. All decisions made by a URO should be listed in the 
required annual report. 

5. Zenith's claims folks are concerned about the time requirements on the claims examiners, in particular the 
twelve month medical record language in the proposed regulations (see below). 

I was wondering if you could provide me any feedback on that i.e .... (how flexible might that be or not be) and how 
much that really changes how things are currently handled. I would imagine currently that records requested in 
this scenario might go back even further than one year? 

(2) The adjuster shall respond to the requesting provider within three (3) business days of a receipt of a 
request for treatment, referral, second opinion, or consult. If the adjuster does not approve the request within 
three (3) business days, the adjuster shall immediately send the request to the utilization review organization and 
notify all parties. The adjuster shall send to the utilization review organization all pertinent medical records 
corresponding to tests or treatments paid for by the insurer in the past twelve (12) months and any 
communications necessary for the utilization review organization to complete its determination. This shall include 
b.ut not limited to the Form C35-A containing current and complete information of the employer, the names and 
contact information for the injured worker, the adjuster, the compliance contact, and the attorneys. If there is no 
existing compliance contact email, the email for the adjuster's supervisor, the office manager or other liaison shall 
be listed. The medical records shall be in chronological or reverse chronological order, free of duplicates, one-
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sided, free of fax confirmation sheets and free of billing statements. The Bureau may assess a civil penalty in the 
amount of not less than fifty dollars ($50) nor more than five thousand dollars ($5,000) per violation. 

(5) When the adjuster receives notification of an appeal being filed with the Bureau, the adjuster shall send to 
the Bureau, within (5) five business days, the same records as sent to the utilization review organization, including 
the medical records for the past twelve (12) months, the complete and current Form C35-A and the utilization 
review organization determination report, including the utilization review physician's report containing the medical 
rationale for the denial. These shall be sent to the Bureau without duplicates or billing and fax records and in 
chronological or reverse chronological order, one sided, containing the medical records, diagnostic studies, and 
medical correspondence for one calendar year before the date of the denial/modification determination. The 
Bureau may assess a civil penalty of not less than fifty dollars ($50.00) nor more than five thousand dollars 
($5,000.00) per violation. 

Response: We took the instructional page (currently sent as the notification to the adjuster/insurer when treatment 
is denied and a C35-A is received by the BWC) and moved it into the rules. In general, one year of medical 
records is usually sufficient for determining medical necessity. Current, organized and complete medical records 
are of utmost importance for the medical director to determine medical necessity . Surgery appeal determinations 
in particular may be delayed because the medical director has received insufficient records. Another example is a 
a denied request for medications where a single office note is sent to the UR vendor (the denial is based on no 
urine drug screen, or no check or state CSMD), yet the note from the prior visit contains all of that information had 
the adjuster/insurer sent the material to the UR vendor. A third example is a denial of surgery where the reason 
for the denial is no physical exam based on a single office note. The last 3 visits document the physical exam had 
the insurer sent those records to the UR vendor. 

Concentra: 

Comment: 
0800-02-06-.04 (4) CONTENTS OF UTILIZATION REVIEW REPORT. 
Providing contact information of the reviewing physician in the determination report might have the unintended 
consequence of there being peer-to-peer communication outside of the jurisdictional allowable turnaround time for 
the request. As a result, determinations could change without the UR operation being aware that could have 
downstream affects including things like bills being rejected in the bill review system. Considering these 
unintended consequences, the suggestion would be to have the requesting physician request a reconsideration 
that would route thru the adjuster and the UR organization where such activity can be more closely tracked and 
results communicated. 

Response: We agree in part with the comment. 

Contact information: The new language is an additional notification requirement and clarifies the process. If 
treatment is approved, then notification to the injured worker and the requesting provider must occur within 4 days 
(changed from 3 days). 

Changing determinations: This rule formalizes the instructional content of the notification that has been sent out 
by BWC in the past. The same records that the ATP and the adjuster had should be sent to the UR doctor. the 
exact same records should also be sent to BWC. The BWC medical directors are not getting these records. In 
many circumstances the UR vendor organizes the records and provides those to the utilization review physician. 
Those re-organized records are not being sent to the medical director. 

Reconsiderations: Every insurance company already has a reconsideration process that is available should the 
requesting provider want to use it. The reconsideration process usually allows 30 days. This may delay the 
treatment of the injured worker to the detriment of their re,covery. To avoid this possible delay the bureau allows 
an appeal directly without the reconsideration. 

Peer-to-peer calls: Utilization review physician are often in private practice. We understand that doctors are not 
to take "cold" calls. The revised peer-to-peer contact section tries to address privacy, preparation and 
convenience for both physicians. 

Comment: 0800-02-06-.06 (2) TIME REQUIREMENTS. 
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Suggest that this be limited to only pertinent information related to the requested medical services within the 
preceding 3-4 months and only include the most recent test results and diagnostic reports etc. 

Requesting 12 months' worth of medical records that may not be current or pertinent could overburden the 
system with unnecessary information. 

Response: We disagree with the comment. 

Twelve months is almost always sufficient to know the current status of the patient and is necessary. Rare 
circumstances where further information may be needed leads to a request for that material. 

The proposed new rules represents no change in the current notification instructions that is already being sent 
out or in the current records receipt process. 

Comment: 0800-02-06-.14 (3) Peer-to-Peer Communications 
Considering many reviewing advisors are also in active practice, it might be advisable to increase the time 
window from 1 hour to 3 or 4 hours and increase the number of time windows from 2 to 4. This information 
should be provided but only to help facilitate peer-to-peer contacted when desired by the treating physician. 

Response: We agree with the comment. We took this initial language from Kentucky. Two one-hour periods may 
be insufficient. Three (3) time intervals of two (2) hours should be sufficient. 

Comment: 0800-02-06-.14 (7) Peer-to-Peer Communications 
Suggest that auto certification or any type of penalties not be tied to this. What if the date and time specified have 
already passed by the time the request gets to the reviewing physician? Or if the date and time is beyond the due 
date? In addition, there are times when a reviewing physician simply can't make a call at the ideal time for the 
requesting physician because of schedule conflicts or emergencies that come up in the reviewing physician's 
schedule. It is suggested that this language be "softened" such that auto certification and/or penalties don 't apply 
- or if they do, any penalty would apply if there wasn't a good faith effort to make peer-to-peer contact with the 
treating physician even if it is outside of the dates and times provided by the requesting physician. Otherwise, 
imposing such penalties may limit the number of physicians who are willing to provide review services. 

Response: We agree with the comment. We added ".(who may not be the physician who performed the review)" in 
-14(4). We also added a second good faith effort at contact to -14(7). 

Arbicare 

Comment#1 
Rule 0800-02-06-.04 (4) (Contents of a Utilization Review Report) 
Requires that the notice sent to the provider must conta1in the information necessary for a peer to peer telephonic 
conference or instructions on accessing an electronic portal for purposes of reconsideration. This information shall 
be sent to the provider and copied to the URA. 

Comment 
• In many circumstances, the URA would be sending the decision notice to the provider on 
behalf of the payer. Therefore, the payer would be copied on this notice and there 
wouldn't be the need for the URA (when it's a UR company) to copy itself. 

Response: The Bureau agrees. No change to the proposed rule is suggested. A copy should go to the 
employer/carrier's adjuster. 

Comment#2 
Rule 0800-02-06-.06 (2) (Involves time requirements) 
• Records must be provided in chronological or reverse chronological order, free of 
duplicates, one-sided, free of fax confirmation sheets, and free of billing statements. 
Non-compliance may result in penalties. 
Comment 
• URAs often do record ordering and organization on behalf of their payer clients. It 
shouldn't be the sole responsibility of the payer to have this work completed. As long as 
it's completed before completion of the UR decision/report. 

SS-7039 (October 2021) 15 RDA 1693 



Response: No suggested change is made to the proposed rule. URO's often do organize the charts for their 
clients. Unfortunately, files received by the Bureau medical director are received directly from the adjuster/carrier 
when the URO has not returned the organized material to the adjuster. If the adjuster does not have an orderly 
file, they cannot monitor care and make further decisions on whether utilization review is appropriate. The 
adjuster may obtain from the URO the ordered/organized file and submit that file to the Bureau for them to comply 
with the new rule (duplicates removed, fax cover sheets removed, etc.). It is the adjuster's/carrier's responsibility 
to contact the URO for the ordered/organized file. 

Comment#3 
Rule 0800-02-06-.10(3) (Involves sanctions and civil penalties) 
• Use of utilization review by an employer, carrier, or utilization review organization in an 
excessive or punitive manner, including but not limited to unjustified, repetitive, or 
poorly-supported utilization review activity as determined by the Administrator, where 
there has been a documented pattern by the employer, carrier, or utilization review 
organization, including attempts to force closure or alteration in a claim status, shall 
subject such party to a penalty of not less than fifty dollars ($50.00) nor more than five 
thousand dollars ($5,000.00) per violation at the discretion of the Administrator. 
Comment 
• Can the Bureau provide examples of scenarios where this has been an issue? It would 
be helpful to better understand the context of this concern. 

Response: This proposed rule change was made as a result of instances of excessive or repetitive utilization 
review documented or reported to the Bureau by various stakeholders during the drafting process. The bureau 
would like to able to investigate such instances. 

Comment#4 
Rule 0800-02-06-.14(5) 
• As an alternative to the telephone or interactive audio/video conference, the utilization 
review organization may utilize an interactive web/e-mail portal application for the 
peer-to-peer conference under the same time frames as (3), that provides for two or 
more explanations from the provider and two or more responses from a reviewing 
physician to the requesting provider within 2 business days of the medical provider's 
request for this method of communication. All electronic communications between the 
utilization review physician and the authorized treating physician shall be saved by the 
utilization review organization for a period of two (2) years from the date of the review 
and be available to the Bureau upon request. 

Comment 
• The rule states that the electronic portal "provides" two or more explanations from the 
provider and two or more responses from the review physician. Oftentimes with 
electronic communication, only one back and forth discussion may occur. We think this 
rule should specify that "two or more" responses should be allowed only if there is 
documentation that the provider or reviewing physician wishes to continue the electronic 
discussion beyond the single back and forth event. This should be backed up by 
evidence of the desire for continued discussion within the timeframes. 

Response: We agree with the comment and have added the phrase "if appropriate" to the rule. The utilization 
review physician should end each electronic communication with a question to the appealing physician "Do you 
wish to continue to discuss? Yes or No?" 

Comment#5 
Rule 0800-02-06-.14(7)(8) 
• (7) Failure of the reviewing physician designated by the utilization review organization to 
participate in the peer-to-peer telephonic conference during the date and time specified 
or in the electronic communication option shall result in the approval of the request for 
preauthorization/approval of the requested non-invasive treatment, medication, 
diagnostic study, referral, second opinion or consult. This provision does not include 
invasive procedures for patient safety. The option of appeal to the Office of Tennessee 
Bureau of Workers' Compensation Medical Director should be utilized when failure to 
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complete the peer-to-peer communication for invasive procedures occurs. 
• (8) Failure of the requesting authorized treating provider (or designee) to participate in 
the peer-to-peer conference during the time he/she specified availability may result in the 
denial of the request for reconsideration. 
Comment 
• (7) states that failure of the reviewer to participate in the peer to peer conference "shall" 
result in the approval of the specified treatment. (8) states that failure of the requesting 
authorized treating provider (or designee) to participate in the peer-to-peer conference 
during the time he/she specified availability "may" result in the denial of the request for 
reconsideration. Rather than potentially providing care that isn't medically necessary 
because of a scheduling issue, we recommend allowing ·for the opportunity to use the 
additional one hour time period that was given by the provider to accommodate for good 
faith scheduling conflicts or emergencies. 

Response: The Bureau agrees in part with the comment. The purpose of the rule is to require the reviewer to 
participate in the peer-to-peer conference (our statute already presumes the ATP treatment recommendation is 
medically necessary). If the reviewing physician is unavailable for any reason in the timeframe scheduled, an 
alternate reviewing physician with access to the file may participate in the call. This clarification has been added 
to the rule. 

APCIA 

Comment: 
1. Requiring certification, registration , and accreditation of UR subcontractors in the same manner as UR agents 
and organizations will threaten the ability of employers and insurers to obtain UR. [0800-02-06-.01 (24)] 

• Requiring URAC accreditation of subcontractors, which is not contemplated by either current Tennessee law or 
the relevant URAC standards, is completely unnecessary where the UR agent/organization contracting with the 
subcontractor is URAC-accredited. 
• First, Tennessee law already requires UR agents/organizations to exercise significant oversight of 
subcontractors. Indeed, section 0800-02-06-.09 of the current rules provides that: A utilization review organization 
shall be responsible for any advisory medical practitioner(s), registered nurse(s), or other utilization review 
organization(s) with whom the utilization review organization subcontracts to perform utilization reviews. If a 
subcontractor performs a utilization review in accordance with the requirements of this Chapter, then the 
utilization review shall be treated as if performed by the contracting utilization review organization. A utilization 
review organization shall be liable for all sanctions and/or civil penalties contained in this Chapter whenever its 
subcontractor violates any provision contained herein. 

• Furthermore, URAC clearly does not require subcontractors to obtain accreditation. The URAC Program 
Glossary clearly distinguishes between "organizations" (corresponding to UR agent/organizations under the 
Tennessee rules) that seek URAC accreditation and both "contractors" that perform business functions on behalf 
of the accredited organization and "subcontractors" that do so on behalf of a contractor - all without imposing an 
accreditation requirement. The URAC standards also require organizations delegating responsibilities to 
contractors to enter into written agreements which, among other things, require that services be performed in 
accordance with the organization's requirements and URAC standards. 

• Requiring subcontractors to submit to the extensive process of obtaining URAC accreditation will strongly 
disincentivize them from participating in the UR process, creating a shortage of physician review vendors and 
significantly delayed UR - problems Colorado faces due to a similar requirement. UR agents/organizations 
already face significant challenges in finding physician review vendors who have access to physicians that 
possess the required Tennessee licensure, qualifications, and same or similar specialty match as the authorized 
treating provider. 

Response: The Bureau agrees with the comment. The definition of "utilization review organization" as proposed in 
Rule 0800-02-06-.01 (24} has been amended to delete the phrase "and subcontractors". 

Comment: 

2. The proposed section on peer-to-peer communications raises several concerns. [0800-02-06-.14) 

SS-7039 (October 2021) 17 RDA 1693 



• It is unnecessarily punitive to provide that failure of a URO's reviewing physician to participate in a peer-to-peer 
conference at the scheduled date and time will result in the approval of the treatment request, without at least 
providing the same "good cause" safe harbor contained in 803 KAR 25:260 of the Kentucky rules, on which this 
proposal appears to be based. There are many innocent or merely negligent reasons why this could occur, 
and the regulatory response in all instances should not be to automatically approve treatment that could be 
unnecessary or even harmful to an injured worker. We also recommend that the exemption of invasive 
procedures in the interests of patient safety should be expanded to include medications. 

• If the UR physician reviewer has already made successful peer-to-peer contact during the initial denial or 
modification, it would be wasteful to require a redundant contact. 

• Requesting medical providers should be required to offer more than two timeframes for peer-to peer-contact, 
since it can be very challenging to find time for two physicians to connect telephonically or by other means. 

Response: The Bureau agrees in part. We have reviewed the Kentucky rule provision (803 KAR 25:260) and 
have incorporated the good faith language. As to the suggestion of expanding the exemption to include 
medications, we disagree. The inclusion of medications was the point of the Kentucky rule. 

As to the comment on redundancy, we agree and have added the phrase "if a peer-to-peer conference has not 
already occurred" in -14(3). 

As to the comment suggesting more than two timeframes, we agree and have made a change to allow more 
opportunity for a peer-to-peer contact. 

Comment: 
3. Levying penalties of up to $5,000 per violation in many circumstances, including for use of UR "in an excessive 
or punitive manner," will unfairly and unnecessarily discourage employers and insurers from pursuing UR in 
completely appropriate circumstances. [0800-02-06-.06, 0800-02-06-.10, 0800-02-06-.14] 

• At the very least, any such provision should apply - as in other states - with equal force to authorized treating 
physicians who engage in "unjustified, repetitive, or poorly-supported utilization review activity." 

Response: The bureau has not seen evidence of treating physicians engaging in such activity. If we are aware of 
this in the future, we will review and reassess. TCA 50-6-124(e) already provides for a civil penalty for excessive 
or inappropriate services by a health care provider. 

The employer/carrier has the option to change the treating physician if they feel there is inappropriate treatment or 
requests. Any assessment of a civil penalty for utilization review activities is subject to appeal through the UAPA 
appeal process. 

Comment: 
4. The time frame for responding to a requesting provider is too short, and the record submission requirements 
are too extensive and punitive. [0800-02-06-.06) 

• Three business days is not enough time for an adjuster to appropriately respond to a request for treatment, 
referral, second opinion, or consult. Since establishing unreasonable time frames will further discourage 
employers and insurers from pursuing UR, we recommend allowing at least five days. 

• The level of documentation that an adjuster must send to a URO and the Bureau, under the threat of significant 
financial penalties for non-compliance, is impractical and unnecessary. If an injured worker is treating with 
multiple authorized treating physicians for multiple body parts, there could be hundreds or thousands of pages of 
records over a 12-month period, which would significantly increase the cost of peer review. Furthermore, a 
physician who specializes in lumbar injuries or strains has no need to see the records of a physician treating a 
facial laceration or finger amputation. Finally, carriers do not receive records in chronological order from 
physicians, and the records often contain duplicates sent by the treating physician - once following the visit and a 
second time accompanying the medical bill. It would be incredibly burdensome to require carriers to review every 
record page by page and manually remove the fax confirmation sheets and billing statements, while still 
subjecting them to fines even if an offending document is accidently missed. 

Response: We agree with the comment regarding timeframes and agree to make a change to four (4) business 
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days and have added clarifying language. The three (3) business day provision has been in the rules since the 
11/12/2009 revision of the utilization review rules. 

The 12-month record period has shown to be adequate and reasonable in the past. If the medical director does 
not have the records for the past 12 months, an accurate determination cannot be reached. As noted previously, if 
the employer/carrier's adjuster does not have a logically organized file to submit, the adjuster cannot appropriately 
monitor the care and decide whether to send the case to utilization review. 

Comment: 
5. The definition of "same or similar specialty" is out of step with not only other states' requirements, but also 
these rules. [0800-02-06-.01 (21 )] 

• As the initial clause in the proposed definition does, it should be sufficient to define "same or similar specialty" as 
"a medical doctor or chiropractor trained in the same or similar specialty of medicine and thus able to understand 
the rationale for the request for testing or treatment and current medical evidence on the request." This is also 
basically the approach taken in the section on peer-to-peer communications. 

• However, the second part of the definition exceeds what other states mandate by requiring the reviewing 
specialist's training and experience to (i) include treating the condition; (ii) include treating complications that may 
result from the service or procedure; and (iii) be sufficienlt for the specialist to determine if the service or 
procedure is medically necessary or clinically appropriate. Simply requiring Board certification should be 
sufficient. 

Response: We agree with the comment, and we have amended the definition of "same or similar specialty". 

Enlyte (Mitchell, Genex and Coventry) 

Comment: ANY NEW TERMINOLOGY SHOULD BE CLEARLY DEFINED 
To minimize potential stakeholder confusion, we would request that any new terminology introduced in the 
regulations be clearly defined, preferably in Rule 0800-02-06.01 Definitions. For example, if it was the Bureau's 
intention for "re-review" and "reconsideration" to refer to the same process, only one term should be used 
throughout and that term should be clearly defined. Alternatively, if those terms were intended refer to different 
processes, we recommend that both terms be defined so the distinction between the two is clear. Furthermore, 
we would request that the Bureau resolve any definitional conflicts between currently-existing 
terminology/definitions and any newly-proposed terminology/definition. 

Response: The Bureau agrees with the comment and we have defined "reconsideration" in the definitions section 
and have deleted references to "re-review" in the proposed rule. 

Comment: "ADVISORY MEDICAL PRACTICIONER" SHOULD BE USED CONSISTENL TY 
THROUHGOUT TO REFER TO REVIEWERS AT BOTH THE BUREAU AND URO'S 
We believe the following terms: "peer reviewer," "reviewing physician," "utilization review physician," "reviewing 
physician board-certified" and similar terms used in various sections of the proposed regulatory changes to Rule 
800-02-06 are synonyms for the utilization review organization's "Advisory Medical Practitioner." Simplifying the 
terminology used and providing a single clear definition will benefit all parties. Consistent use of the single term 
"Advisory Medical Practitioner" throughout the regulations would achieve this clarity, with an additional 
designation of "utilization review organization's" or "Bureau's" as necessary to distinguish between the URO and 
Bureau's retained medical reviewers. 

Response: We agree and have made the change to delete references to "Advisory Medical Practitioner" and 
replaced all with "Uti lization Review Physician" in these rules. The new definition of "Peer-to-Peer'' includes the 
terms "Authorized Treating Physician" and "Utilization Review Physician" for clarity. 

Comment: REFERENCES TO" PREAUTHORIZATION" SHOULD BE REMOVED 
Furthermore, all references to "preauthorization" in the new section, Rule 0800-02-06-.14 Peer-to-Peer 
Communications, should be removed because the definition of "preauthorization" in Rule 0800-02-06.01 
Definitions states "Preauthorization for workers' compensation claims shall not mean utilization review as defined 
in these rules." 

Response: The Bureau agrees with the comment and we have removed all references to "preauthorization" in the 
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rules, except for the definition of "preauthorization" and the use of this word in the definition of "utilization review". 

Comments by Specific Section 
SECTION 0800 - 02 - 06 .01: "DEFINITIONS" 
Advisory Medical Practitioner 

Issue: The definition of "Advisory Medical Practitioner" should be expanded to encompass two other proposed 
definitions in order to clarify licensure requirements and ensure uniformity between URO and Bureau reviewers. 

Rationale: We recommend expanding the definition of "Advisory Medical Practitioner" to also encompass the 
definitions of "Practitioner" and "Same or similar specialty» into a single definition. This will ensure that the 
licensure requirements and other qualifications of Advisory Medical Practitioners are clearly understood and are 
applicable to both the utilization review organization's "Advisory Medical Practitioner" and the Bureau's "Advisory 
Medical Practitioner." 

Furthermore, as URAC accreditation is required of each utilization review organization, we also recommend that 
the "same or similar specialty" definition in the URAC workers' compensation utilization management 
accreditation standards for "clinical peer'' be adopted. 

Solution: In order to clarify and consolidate the definitions, we would recommend that the definition of "Advisory 
Medical Practitioner" be modified. Suggested language provided. 

Response: We agree with the comment and have revised the definition of "Utilization Review Physician". We have 
also included DDS and DMD in the revised definition. 

Comment: 

Reconsideration 

Issue: The proposed rules lack a definition for the standard URO reconsideration process. 

Rationale: The reconsideration process is an oft-used process for a URO to re-review an initial UR denial, without 
need for intervention by the Bureau. Continued use of the Reconsideration process should be encouraged to 
reduce the volume of Bureau UR review requests, and to maintain the self- executing nature of the Tennessee 
workers' compensation system. 

Solution: We recommend that a definition of "Reconsideration" be added to the proposed rules: 

Response: We agree in part with the comment and have added a definition for reconsideration. 

Comment: 

Utilization Review Agent/Organization 

Issue: The definition of "Utilization review agent/organization" in the proposed rules may inadvertently create 
conflicting requirements for an insurer/employer's URO vs. the requirements for a Bureau's URO(s), who may 
contract with the Bureau as required by T.C.A. § 50-6-124(c). 

Rationale: We recommend that an amendment to the Bureau's proposed definition of "Utilization review 
agent/organization" be made to clarify that the insurer/employer's utilization review organization and any 
independent review organization or individual Advisory Medical Practitioner used by the Bureau meet the same 
requirements. 

Response: The Bureau agrees with the comment and the recommended change has been made. 

Alternative Solutions: 

Alternative Solution #1 to the issue raised above would be to delete the proposed additional language that cross
references sub-contractors and keep the currently-existing definition of "Utilization review agent/organization". 
Standard URAC accreditation currently requires a utilization review organ ization to perform delegation oversight 
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of entities that perform any portion of the utilization review process through delegation standards, and sub
contracted entities would therefore already be covered under the delegation provision. 

Under this rationale, the proposed language of Definition (24) would be modified. 

Alternative Solution #2 would take a different approach, to instead keep the addition of the subcontractor 
language in the newly-proposed draft, but also add reference to any subcontracted entities of the Bureau, in order 
to ensure consistency between the employer/insurer URO's and the Bureau's UROs. 

Response: The Bureau agrees and the recommended change has been made. 

SECTION 0800 - 02- 06- .04: CONTENTS OF UR REPORT 

Comment: 
General Feedback on § 0800-02-06-.04 
As referenced above under Section 0800-02-06.01 "Definitions", we recommend the consistent use of the term 
"Advisory Medical Practitioner" throughout this section. In addition, we recommend that all requirements for the 
contents of the utilization review determination that deny or modify any portion of the recommended treatment, 
including medications, be listed under subsection (4) and any duplicative requirements be eliminated. 

Response: We agree and have deleted "Advisory Medical Practitioner'' and replaced with "Utilization Review 
Physician in the rules. 

Comment: 

§ 0800-02-06-.04 (6) 
Among the proposed changes referenced by the Bureau in this section are a number of changes to Subsection 6. 
In order to improve the overall cohesiveness of the rules, we would like to suggest that many of these proposed 
changes instead be moved up to Subsection (4) and renumbered . 

Response: We agree with the comment and the recommended changes have been made. 

Comment: 
SECTION 0800 - 02 - 06 - .07: APPEALS OF UTILIZATION REVIEW DECISIONS 

Similar to Subsection 6 above, some minor additions to Section 0800-02-06-.07 would be helpful in order to 
expand the coverage of the section to initiate the 30-day time period for response by the Authorized Treating 
Physician to an initial UR denial or to a UR reconsideration denial. 

Response: The Bureau agrees. A definition for "reconsideration" was added and the recommended changes were 
made. 

Comment: RULE 0800 - 02 - 06 -. 1 O: SANCTIONS AND CIVIL PENAL TIES 

In our review of the newly-revised Section 10, Subsection 3, a number of new terms (such as "excessive or 
punitive manner'') are added to purportedly narrow the scope for which imposition of sanctions and civil penalties 
would be applicable. While we applaud the Bureau for its efforts to more specifically define problematic URO 
behavior that may rise to the level of fines and penalties, it would be very helpful if each of the newly-added terms 
in red below was specifically and individually defined, with examples of each given. 

Response: The Bureau disagrees. The plain, ordinary meaning of the language provides sufficient guidance, and 
any determination would be subject to UAPA appeal rule1s. 

Comment: RULE 0800 - 02 - 06 - .14: PEER- TO- PEER COMMUNICATIONS 

§§ 0800-02-06-.14 (1) and (2) 
Similar to the sections cited above, some minor wording changes to Subsections 1 and 2 of Section 14 would be 
helpful to clarify the proposed rules. Suggested language provided. 
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Response: The Bureau agrees, and the recommended changes have been made. 

Comment: §§ 0800-02-06-.14 (3) 
Due to the breadth of topics covered by Subsection (3) related to peer-to-peer conferences, substantial 
modifications would be helpful to clarify that: 

1. A URO may be acting on behalf of an employer, 
2. All treatment request types are covered by this section 
3. Use of the more appropriate term, "advisory medical practitioner'' is a better overarching term (see 

"Definitions" comments above) 
4. The timeframe for response to a UR denial on the part of the authorized treating physician should be 

defined at 3 days 
5. Providers should be required to indicate their communication preferences immediately to the URO 

Response: We agree in part with the comment and have made changes to this rule. 

Comment: §§ 0800-02-06-.14 (3)(a-c) and §§ 0800-02-06-.14 (4) through§§ 0800-02-06-.14 (8) 

The three subdivisions of Subsection 3 could also benefit from some wording changes, along with some 
modifications to the subsequent Subsections 4 through 8. Suggestions were provided. 

Response: The Bureau agrees and changes have been made. 

Comment: Proposed §§ 0800-02-06-.14 (9): Practical Operational Constraints 
Newly-proposed language in Subsection 9 seems to be attempting to define guidelines for creating and 
maintaining an electronic record of peer-to-peer contact attempts. While we can appreciate the Bureau's intent in 
including this language in the proposed rules, we are concerned about the practical implications of such a 
requirement. First, the language in the proposed rules does not define what steps the URO would have to 
undertake to make a contact "verifiable". Either eliminating this term or adding a specific definition may be helpful 
in this regard. 

Secondly, Advisory Medical Practitioners are often making peer-to-peer outreaches on their personal devices (cell 
or office phones) which makes tracking calls in the manner required difficult to achieve. We recommend that the 
Bureau consider the practical challenges that th is requirement places on the employers and URO's, which may 
impact their ability to perform utilization review in an efficient manner. As suggested solution, we would like to 
recommend that the Bureau consider peer-to-peer documentation that is maintained in the employer's or URO's 
utilization review software as sufficient to meet this requirement. These details could be extracted from the URO 
software, if requested by the Bureau. 

Lastly, peer-to-peer communications are bilateral by nature, between both the URO and the Authorized Treating 
Physician. As such, having the Authorized Treating Physician maintain an account of communication attempts in 
addition to the URO's records would help to ensure a complete record for retrospective review by the Bureau. We 
would therefore suggest that the Bureau create a comparable requirement for Authorized Treating Physicians to 
maintain communication records in a similar manner to the URO's. 

Taking all of the aforementioned suggestions into consideration, we would suggest that Subsection 9 be 
reworded. Suggested language provided. 

Response: We agree in part with the comment and have made clarifying edits to the rule. 

Comment: Section 0800-02-06-.15: Annual Reports from Utilization Review Vendors 
Subsection 15 outlines requirements for URO's to file annual UR reports with the Bureau. Again, while we can 
appreciate the Bureau 's intention behind creation of these sections, we have some clarification questions and re
wording recommendations for subsections (1) through (4) that we think may be helpful. 

Response: The Bureau agrees with the comments and has made appropriate changes in the proposed language. 
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Regulatory Flexibility Addendum 

Pursuant to T.C.A. §§ 4-5-401 through 4-5-404, prior to initiating the rule making process, all agencies shall 
conduct a review of whether a proposed rule or rule affects small business. 

1. The type or types of small business and an identification and estimate of the number of small businesses subject 
to the proposed rule that would bear the cost of, or directly benefit from the proposed rule: The amended rules 
should not affect small employers that fall under the Tennessee Workers' Compensation Laws, which would be 
employers with at least five employees, or for those in the construction industry at least one employee. There 
should be no additional costs associated with these rule changes. 

2. The projected reporting, recordkeeping and other administrative costs required for compliance with the proposed 
rule, including the type of professional skills necessary for preparation of the report or record: There is no 
additional record keeping requirement or administrative cost associated with these rule changes. 

3. A statement of the probable effect on impacted small businesses and consumers: These rules should not have a 
negative impact on consumers or small businesses. 

4. A description of any less burdensome, less intrusive or less costly alternative methods of achieving the purpose 
and objectives of the proposed rule that may exist, and to what extent the alternative means might be less 
burdensome to small business: There are no less burdensome methods to achieve the purposes and objectives 
of these rules. 

5. Comparison of the proposed rule with any federal or state counterparts: None. 

6. Analysis of the effect of the possible exemption of small businesses from all or any part of the requirements 
contained in the proposed rule: Exempting small businesses could frustrate the small business owners ' access 
to the services provided by the Bureau of Workers' Compensation and timely medical treatment for injured 
workers, which would be counter-productive. 
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Impact on Local Governments 

Pursuant to T.C.A. §§ 4-5-220 and 4-5-228, "On any rule and regulation proposed to be promulgated, the 
proposing agency shall state in a simple declarative sentence, without add itional comments on the merits or the 
policy of the rule or regulation, whether the rule or regulation may have a projected financial impact on local 
governments. The statement shall describe the financial impact in terms of increase in expenditures or decrease 
in revenues." 

These proposed ru les should have no financial impact on local governments, and there is no increase in 
expenditures or decrease in revenues anticipated. 
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Additional Information Required by Joint Government Operations Committee 

All agencies, upon filing a rule, must also submit the following pursuant to TC.A.§ 4-5-226(i)(1). 

(A) A brief summary of the rule and a description of all relevant changes in previous regulations effectuated by 
such rule; 

These rules are amended utilization review rules for workers' compensation, to regulate the determination of 
medical necessi and reasonableness of medical treatment for in·ured workers in Tennessee. 

(B) A citation to and brief description of any federal law or regulation or any state law or regulation mandating 
promulgation of such rule or establishing guidelines relevant thereto; 

T.C.A. § 50-6-233: The bureau's administrator may promulgate rules and regulations implementing the 
workers' compensation law. Also, T.C.A. § 50-6-124 et seq establishes statutory framework and 
guidelines for workers' compensation utilization review. 

(C) Identification of persons, organizations, corporations or governmental entities most directly affected by this 
rule, and whether those persons, organizations, corporations or governmental entities urge adoption or 
rejection of this rule; 

Injured workers who need medical treatment and self-insured employers and workers' compensation insurance 
carriers will be affected by the adoption or rejection of these rules. 

(D) Identification of any opinions of the attorney general and reporter or any judicial ruling that directly relates to 
the rule or the necessity to promulgate the rule; 

None. 

(E) An estimate of the probable increase or decrease in state and local government revenues and expenditures, 
if any, resulting from the promulgation of this rule, and assumptions and reason ing upon which the estimate 
is based. An agency shall not state that the fiscal impact is minimal if the fiscal impact is more than two 
percent (2%) of the agency's annual budget or five hundred thousand dollars ($500,000), whichever is less; 

The overall effect will have minimal fiscal impact upon state or local government. 

(F) Identification of the appropriate agency representative or representatives, possessing substantial knowledge 
and understanding of the rule; 

I Troy Haley, Legal Services Director, Bureau of Workers' Compensation 

(G) Identification of the appropriate agency representative or representatives who will explain the rule at a 
scheduled meeting of the committees; 

I Troy Haley, Legal Services Director, Bureau of Workers' Compensation 

(H) Office address, telephone number, and email address of the agency representative or representatives who 
will explain the rule at a scheduled meeting of the committees; and 

I 220 French Landing Dr. 1-B, Nashville, TN 37243, 615-532-0179 troy.haley@tn.gov 

(1) Any additional information relevant to the rule proposed for continuation that the committee requests. 

None. 
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0800-02-06-.01 DEFINITIONS. 

The following definitions are for the purpose of these Utilization Review Rules, Chapter 0800-02-06: 

(1) "Administrator" means the chief administrative officer of the Bureau of Workers' 
Compensation of the Tennessee Department of Labor and Workforce Development, or 
the Administrator's designee. 

~ "Affi4sefY-MedjGal PraGtitiGRef-" moans al'H3ctively Tennessee-liGOnsod l'}ractitioner, wl:le---ffi
boara Gortif-iod, wha-is in good s~anding,. who is iMhe same or similar gonar:al-specialty as 
tho rosommondi~thorized treating physicia~nd who makes utilizatien re1liew . 
eekffi:mAatiens for the utilic300fl-f0-Vlew-eF§aR~~ 

(J2) "Authorized treating physician" means the practitioner chosen from the panel required 
by T.C.A. § 50-6-204 or a practitioner referred to by the practitioner chosen from the 
panel required by T.C.A. § 50-6-204, as appropriate. Authorized treating physician shall 
also include any other medical professional recognized and authorized by the employer 
or designated by the Bureau to treat any injured employee for a work-related injury or 
condition. 

(43) "Bureau" means the Tennessee Bureau of Workers' Compensation. 

(§4) "Business day" means any day upon which the Tennessee Bureau of Workers' 
Compensation is open for business. 

(5) "Claims adjuster" or "adjuster'' means a representative of an adjusting entity who 
investigates workers' compensation claims for the purposes of making compensability 
determinations, files or causes claims forms to be filed with the Bureau, commences 
benefits, and/or makes settlement recommendations based on the insured's liability on 
behalf of a self-insured employer, trade, or professional association, third party 
administrator, and/or insurance company or carrier. 

(6) "Compliance Contact" means the email address for the unit or individual, other than the 
claim's adjuster, responsible for responding to matters regarding the claim on behalf of 
the employer's insurer, self-insured employer, third party administrator, or self-insured 
pool and trust. 



(e7) "Contractor" means an independent utilization review organization not owned by or 
affiliated with any carrier authorized to write workers' compensation insurance in the state 
of Tennessee with which the Administrator has contracted to provide utilization review, 
including peer review, for the Bureau, as referred to in T.C.A. § 50-6-124. 

(78) "Employee" means an employee as defined in T.C.A. § 50-6-102, but also includes the 
employee's legally authorized representative or legal counsel. 

(S9)"Employer'' means an employer as defined in T.C.A. § 50-6-102, but also includes an 
employer's insurer, third party administrator, self-insured employers, self-insured pools and 
trusts, as well as the employer's legally authorized representative or legal counsel, as 
applicable. 

(910)"Health care provider'' includes, but is not limited to, the following: licensed individual, 
chiropractor, dentist, occupational therapist, physical therapist, physician, doctor of 
osteopathy, surgeon, optometrist, podiatrist, pharmacist, group of practitioners, hospital, 
free standing surgical outpatient facility, health maintenance organization, industrial or 
other clinic, occupational healthcare center, home health agency, visiting nursing 
association, laboratory, medical supply company, community mental health center, and 
any other facility or entity providing treatment or health care services for a work-related 
injury within the scope of their license. 

(4-011 )"Inpatient services" means services rendered to a person who is formally admitted to a 
hospital and whose length of stay is in accordance with the Medicare rules for "inpatient 
status." 

( 4412) "Medical Director" means the Medical Director of the Bureau appointed by the 
Administrator pursuant to T.C.A. § 50-6-126, or the Medical Director's designee chosen by 
the Administrator to act on behalf of the Medical Director. 

(4-213) "Medically necessary" or "medical necessity" means healthcare services that a physician, 
exercising prudent clinical judgment, would provide to a patient for the purpose of 
preventing, evaluating, diagnosing or treating an illness, injury, disease or its symptoms, 
and that are: 

(a) In accordance with generally accepted standards of medical practice, including 
Treatment Guidelines as defined in Rule 0800-02-06-.01 (19); 

(b) Clinically appropriate, in terms of type, frequency, extent, site and duration; and 
considered effective for the patient's illness, injury or disease; 

(c) Not primarily for the convenience of the patient, physician, or other healthcare provider; 
and 

(d) Not more costly than an alternative service or sequence of services at least as likely to 
produce equivalent therapeutic or diagnostic results as to the diagnosis or treatment of 
that patient's illness, injury or disease; 

(4-314) "Outpatient services" means a service provided by the following, but not limited to, types 
of facilities: physicians' offices and clinics, hospital emergency rooms, hospital outpatient 
facilities, community mental health centers, outpatient psychiatric hospitals, outpatient 
psychiatric units, and freestanding surgical outpatient facilities also known as ambulatory 
surgical centers. Outpatient services may also include hospital admissions that do not 
qualify as "inpatient admissions" under Medicare regulations appropriate for the date of 
discharge. 



(~ 15) "Parties" means the employee, authorized treating physician, employer, and their legal 
representatives as those terms are defined herein. 

(16) "Peer to Peer" means the communication between the authorized treating physician and 
the utilization review physician regarding the utilization review of treatment recommended 
by the authorized treating physician. "Peer" as used in these rules may include the 
authorized treating physician and the utilization review physician. 

(-1-e17) "Practitioner" means a person currently licensed in good standing to practice as a doctor 
of medicine, doctor of osteopathy, doctor of chiropractic, or doctor of dental medicine or 
dental surgery. 

(~18) "Preauthorization" for workers' compensation claims means that the employer, 
prospectively or concurrently, authorizes the payment of medical benefits. Preauthorization 
for workers' compensation claims does not mean that the employer accepts the claim or 
has made a final determination on the compensability of the claim. Preauthorization for 
workers' compensation claims shall not mean utilization review as defined by Rl!le0800 
02 06 .01(20) in these rules . 

(4-719) "Recommended treatment" means the recommendation of the authorized treating 
physician to perform or refer treatments, procedures, surgeries, including medications but 
not limited to Schedule II, Ill, or IV controlled substances after 90 days, and/or admissions in 
either an inpatient or outpatient setting. Recommended treatment shall also mean 
emergency treatments, procedures, surgeries, and/or admissions when retrospective 
review is performed. 

(20) "Reconsideration" means a request from the authorized treating physician to the utilization 
review organization or the employer to review the initial denial of treatment recommended 
by the authorized treating physician. 

(4821 )"Records" means medical records and reports regarding an employee's claim for workers' 
compensation benefits. Records include electronic imaging of such documents. 

(22) "Same or similar specialty" means a medical doctor, doctor of osteopathy, chiropractor or 
dentist (M.D., D.O., D.C., D.D.S. or D.M.D.) trained in the same or similar specialty of 
medicine that typically manages the medical condition, procedure, or treatment under 
discussion and thus able to understand the rationale and current medical evidence for the 
request. The determination of same or similar specialty shall be made by the 
Administrator. 

(4923)"Treatment Guidelines" means statements that include recommendations intended to 
optimize patient care that are informed by a systematic review of the evidence and an 
assessment of the benefit and harms of alternative care options. The statements and other 
documents that accompany the guidelines are those that are adopted by the Bureau 
effective on January 1, 2016, and periodically updated as new information warrants. 

(;w24 )"Utilization review" means evaluation of the necessity, appropriateness, efficiency and 
quality of medical services, including the prescribing of one (1) or more Schedule 11, Ill or 
IV controlled substances for pain management for a period of time exceeding ninety (90) 
days from the initial prescription of such controlled substances, provided to an injured or 
disabled employee based upon medically accepted standards and an objective evaluation 
of the medical care services provided; provided, that "utilization review" does not include 
the establishment of approved payment levels, a review of medical charges or fees, or an 
initial evaluation of an injured or disabled employee by a physician. "Utilization review," 
also known as "Utilization management," does not include the evaluation or determination 
of causation or the compensability of a claim. For workers' compensation claims, 
"utilization review'' does not include preauthorization as defined in ~1-tij 



these rules. The employer shall be responsible for au costs associated with utilization 
review and shall in no event obligate the employee, health care provider or Bureau to pay for 
such services. 

(~25) "Utilization review agent/organization" (URO) means an individual or entity authorized to 
do business and provide utilization review services in Tennessee. All utilization review 
agents/organizations are required to be certified by the Commissioner of Commerce and 
Insurance pursuant to T.C.A. § 56-6-701, et seq., and registered with the Bureau, 
complying with the accreditation requirement in T.C.A. § 50-6-124(a). 

(26) "Utilization review physician" means an actively Tennessee-licensed doctor of medicine, 
doctor of osteopathy, doctor of chiropractic, or doctor of dental medicine or dental surgery, 
who is board certified, who is in good standing, who is in the same or similar specialty as 
the recommending authorized treating physician, and who makes utilization review 
determinations for the utilization review organization. 

Authority: T .C.A. §§ 50-6-102, 50-6-124, 50-6-126, 50-6-233. Administrative History: Original rule filed 
March 5, 1993; effective April 19, 1993. Amendment filed May 13, 1997; effective July 27, 1997. 
Amendment filed October 12, 2007; withdrawn December 12,2007. Repeal and new rule filed August 
14, 2009; effective November 12, 2009. Amendment filed December 26, 2013; effective March 26, 2014. 
Amendments filed October 31, 2016; effective January 29, 2017. 

0800-02-06-.02 UTILIZATION REVIEW SYSTEM. 

(1) This Chapter shall apply to all recommended treatments as defined above for work-related 
injuries or conditions whenever the recommendation is made after this Chapter, as amended, 
becomes effective. 

(2) Employers shall establish and maintain a system of utilization review. An employer may 
choose to provide utilization review services itself, through its insurer or through a third party 
administrator. Whenever utilization review is conducted, whether mandatory under this 
Chapter, 0800-02-06, or not, such utilization review shall be conducted in complete 
conformity with this Chapter. Failure to comply with this Chapter in any way may subject the 
employer and utilization review organization to sanctions and/or civil penalties as set forth in 
Rule 0800-02-06-.10. The Administrator, the Medical Director or the Court of Workers' 
Compensation Claims, may determine whether a utilization review was conducted in 
conformity with this Chapter and may determine that a utilization review is void. 

(3) The Administrator may provide or contract for certain utilization review services with a 
Contractor. The Contractor may provide any service allowed by T.C.A. § 50-6-124, including, 
but not limited to, reviewing utilization review services and providing peer review. The parties 
shall cooperate and provide any necessary medical information to the Contractor when 
requested, which shall not constitute a waiver of any applicable privilege or confidentiality. 

(4) Any organization conducting utilization review for workers' compensation cases pursuant to 
this Chapter shall provide to the Administrator copies of any information provided to the 
Commissioner of Commerce and Insurance pursuant to T.C.A. § 56-6-704. Any organization 
conducting utilization review for workers' compensation cases must also register with the 
Bureau on a form prescribed by the Administrator. Failure to certify to the Commissioner of 
Commerce and Insurance and be registered with the Bureau prior to performing utilization 
review services may result in sanctions and/or civil penalties pursuant to Rule 0800-02-06-
.10 of this Chapter. 

(5) Subject to any applicable requirements of law concerning confidentiality of records, a 
utilization review organization shall provide the Bureau, including the Medical Director, with 
any appropriate utilization review records or permit the Bureau to inspect, review, or copy 
such records in a reasonable manner. The Bureau will maintain any required confidentiality of 



any personally identifying information concerning employees claiming workers' compensation 
benefits. Provision of these records pursuant to this rule shall not constitute a waiver of any 
applicable privilege or confidentiality. 

(6) In no event shall an individual concurrently perform case management services, as set forth 
in Chapter 0800-02-07, and utilization review with regard to a single claim of a work- related 
injury. 

(7) Billing and payment for any medical services provided in conjunction with this Chapter shall 
be subject, as applicable, to the Bureau's Medical Cost Containment Program, Medical Fee 
Schedule, or In-Patient Hospital Fee Schedule rules contained in Chapters 0800-02-17, 
0800-02-18, and 0800-02-19, respectively. 

Authority: T.C.A. §§ 50-6-102, 50-6-118, 50-6-124, 50-6-126, 50-6-233. Administrative History: Original 
rule filed March 5, 1993; effective April 19, 1993. Amendment filed May 13, 1997; effective July 27, 1997. 
Amendment filed October 12, 2007; withdrawn December 12, 2007. Repeal and new rule filed 
August 14, 2009; effective November 12, 2009. Amendment filed December 26, 2013; effective March 
26, 2014. Amendments filed October 31, 2016; effective January 29, 2017. 

0800-02-06-.03 UTILIZATION REVIEW REQUIREMENTS. 

(1) In any case in which utilization review is undertaken, the utilization review organization shall 
make an objective evaluation of the recommended treatment as it relates to the employee's 
condition and render a determination concerning the medical necessity of the recommended 
treatment. A utilization review agent shall contact the authorized treating physician regarding 
the recommended treatment pursuant to applicable law and Rule 0800-02-06-.06; provided 
that such contact shall not constitute a waiver of any other applicable privilege or 
confidentiality. 

(2) Upon initiation of utilization review, the authorized treating physician shall submit all 
necessary information to the utilization review organization and shall certify that the 
information is a complete copy of the health care provider's records and reports that are 
necessary for utilization review. The authorized treating physician shall also include the 
reason(s) for the necessity of the recommended treatment in such records and reports. The 
employer, or other payer, shall reimburse the authorized treating physician for the costs of 
copying and transmitting such records; provided that the costs do not exceed the amounts 
prescribed by T.C.A. § 50-6-204. If a dispute arises as to the completeness or necessity of 
information, then the parties shall proceed as set forth in Rule 0800-02-06-.06(5). 

(3) Upon receipt of all necessary information, the initial utilization review decision may be 
determined by a licensed registered nurse whenever the recommended treatment is being 
approved. For all denials, the utilization review decision shall be determined by an advisory 
FMGisal-praGtitiGA01= utilization review physician and communicated to the parties in a written 
utilization review report. 

(4) Any treatment that explicitly follows the treatment guidelines, including medications, adopted 
by the administrator or is reasonably derived therefrom, including allowances for specific 
adjustments to treatment, shall have a presumption of medical necessity for utilization review 
purposes. This presumption shall be rebuttable only by clear and convincing evidence that the 
treatment erroneously applies the guidelines or that the treatment presents an unwarranted 
risk to the injured worker. 

(5) If a question arises in a Utilization Review denial, as to whether a recommended treatment 
follows the guidelines adopted by the administrator or is reasonably derived therefrom, 
including allowances for specific adjustments to treatment, or that the treatment erroneously 
applies the guidelines, or that the treatment presents an unwarranted risk to the injured 
worker, then the employee or authorized treating physician may appeal the Utilization Review 



denial, and the Medical Director will make a written determination and communicate that 
determination in accordance with the provisions in 0800-02-06-.07. 

Authority: T.C.A. §§ 50-6-102, 50-6-124, 50-6-126, and 50-6-233. Administrative History: Original 
rule filed March 5, 1993; effective April 19, 1993. Amendment filed October 12, 2007; withdrawn 
December 12, 2007. Repeal and new rule filed August 14, 2009; effective November 12, 2009. 
Amendments filed October 31, 2016; effective January 29, 2017. 

0800-02-06-.04 CONTENTS OF UTILIZATION REVIEW REPORT. 

(1) The utilization review organization shall communicate its determination to the parties within 
the timeframe established in Rule 0800-02-06-.06. 

(2) If a Utilization Review appeal is filed with the Bureau , any recommended modification in 
a Utilization Review Report will be considered a denial for the purpose of evaluating the 
appeal by the Bureau. 

(3) If the utilization review determination is a denial of a recommended treatment, then the 
utilization review organization shall submit a written utilization review report in conformity with 
the requirements of subsection (4) of this Rule. If the utilization review determination is an 
approval of a recommended treatment, then the utilization review organization shall submit 
written documentation of the determination; provided that the written documentation is not 
required to be a utilization review report in conformity with the requirements of subsection (4) 
of this Rule. A utilization review report and other written documentation may be 
communicated through electronic means when available and appropriate. 

(4) The utilization review organization physician's determination report shall contain a list of all 
medical information reviewed, the assessment of those records, the basis of the determination 
in accordance with the Bureau's adopted treatment guidelines, and the name and credentials 
of the utilization review physician. This information shall be sent to all parties. The utilization 
review communication to the authorized treating physician shall separately contain the 
information necessary for a peer-to-peer telephonic conference, or instructions on accessing 
an electronic portal for secure electronic communication between the utilization review 
physician and the authorized treating physician. This information shall be sent to the 
authorized treating physician and copied to the employer as defined in these rules. 

(5) The utilization review determination report shall include an attestation statement and the 
signature of the utilization review physician that the physician has personally reviewed the list 
of medical information reviewed and made the determination. It shall include the utilization 
review physician's Tennessee license number, board certification, information and any other 
appropriate credential that supports the qualification of the physician. 

(46) The utilization review report shall adhere to the following requirements: 

(a) The utilization review organization shall consider only the medical necessity, 
appropriateness, efficiency, and quality of the recommended treatment for the 
employee's condition. The consideration under quality may include factors such as 
timeliness, effectiveness, efficacy, conformity to the Bureau's adopted Treatment 
Guidelines, and other evidence-based treatment guidelines (including the comments 
and observations) approved by the Administrator. Treatment recommendations shall not 
be denied if they follow the Bureau's adopted Treatment Guidelines. 

(b) Whenever a utilization review organization determines that the recommended 
treatment will be denied, the utilization review report must contain specific and detailed 
reasons for the denial, a listing of all the documents used to make the determination, 
and a record of any other communication between the advisory medical practition&F 
utilization review physician and the requesting provider. 



(c) The utilization review organization shall also include the name, address, and f)ASAe
AYmberan~tiGR,sappropriate contact number or email address of the advisory 
medical practitlonerutilization review physician making a denial determination. 

(d) All utilization review reports that deny or modify any portion of a recommended 
treatment, including medications, shall include an appeal form prescribed by the 
Bureau. The utilization review organization shall transmit a copy of the utilization 
review report and appeal form to the authorized treating physician, employee, and 
employer. Upon request, the utilization review organization shall transmit any 
utilization review report to the Bureau. Failure to include the appeal form in the 
utilization review report and transmit such to all parties may result in sanctions and/or 
civil penalties pursuant to Rule 0800-02-06-.10 of this Chapter. 

Authority: T.C.A. §§ 50-6-102, 50-6-118, 50-6-124, 50-6-126, and 50-6-233. Administrative History: 
Original rule filed March 5, 1993; effective April 19, 1993. Amendment filed May 13, 1997; effective July 
27, 1997. Amendment filed October 12, 2007; withdrawn December 12, 2007. Repeal and new rule filed 
August 14, 2009; effective November 12, 2009. Amendments filed October 31, 2016; effective January 
29, 2017. 

0800-02-06-.05 MANDATORY UTILIZATION REVIEW. 

(1) If the employer as defined in 0800-02-06-.01 disagrees with the authorized treating physician 
about the medical necessity of a recommended treatment, then the employer must participate 
in Utilization Review as defined in 0800-02-06-.01. 

(2) Utilization review is required to be performed pursuant to the requirements of this Chapter 
whenever it is mandated by T.C.A. § 50-6-124 or the Bureau's Rules for Medical Payment, 
Medical Fee Schedule, or In-Patient Hospital Fee Schedule rules contained in Chapters 0800-
02-17, 0800-02-18, and 0800-02-19, respectively. 

Authority: T.C.A. §§ 50-6-102, 50-6-124, 50-6-126, and 50-6-233. Administrative History: Original 
rule filed March 5, 1993; effective April 19, 1993. Amendment filed October 12, 2007; withdrawn 
December 12, 2007. Repeal and new rule filed August 14, 2009; effective November 12, 2009. 
Amendments filed October 31, 2016; effective January 29, 2017. 

0800-02-06-.06 TIME REQUIREMENTS. 

( 1) If a recommended treatment requires utilization review, then an employer shall submit the 
case to its utilization review organization within three (3) four (4) business days of the 
authorized treating physician's notification of the recommended treatment, subject to 
subsection (5) of this Rule. The four (4) business day interval begins when the adjuster 
receives the medical record that corresponds in time to the date of the treatment request. 
The authorized treating physician's notification of the recommended treatment to the 
employer shall, at a minimum, be in a form that confirms transmission by showing the time 
and date of receipt (e.g., facsimile). The employer shall notify all parties upon submitting the 
case to its utilization review organization and shall also, if requested, notify the bureau. If the 
employer fails to comply with this subsection, then the employer may be subject to sanctions 
and/or civil penalties pursuant to Rule 0800-02-06-.10 of this Chapter. 

(2) The adjuster shall respond to the requesting provider within four (4) business days of a 
receipt of a request for treatment, referral, second opinion, or consult. The four (4) business 
day interval begins when the adjuster receives the medical record that corresponds in time to 
the date of the treatment request. If the adjuster does not approve the request within four (4) 
business days, the adjuster shall immediately send the request to the utilization review 
organization and notify all parties. The adjuster shall send to the utilization review 
organization all pertinent medical records corresponding to tests or treatments paid for by the 
insurer in the past twelve (12) months and any communications necessary for the utilization 



review organization to complete its determination. This shall include but not limited to the 
Form C35-A containing current and complete information of the employer, the names and 
contact information for the injured worker, the adjuster, the adjuster's supervisor, the 
compliance contact, and the attorneys. If there is no existing compliance contact email, the 
email for the adjuster's supervisor, the office manager or other liaison shall be listed. The 
medical records shall be in chronological or reverse chronological order, free of duplicates, 
one-sided, free of fax confirmation sheets and free of billing statements. The organization of 
the medical records may be accomplished by the utilization review organization. The 
employer may be subject to sanctions and/or civil penalties pursuant to Rule 0800-02-06-.10 
of this Chapter. 

(23) The utilization review organization shall render the determination and communicate the 
determination in writing to the authorized treating physician, employee and employer within 
seven (7) business days of receipt of the case from the employer, subject to subsection (5) of 
this Rule. If the determination is a denial, the utilization review report shall list all records and 
supplemental material reviewed by the utilization review organization. Upon request, the 
authorized treating physician or employee may obtain copies of any such records and 
supplemental material reviewed by the utilization review organization . The utilization review 
report shall also include an appeal form prescribed by the Bureau on which the utilization 
review organization shall identify the state file number associated with the claim for which 
treatment is being recommended, if any, and shall identify the utilization review organization's 
certification number issued by the Bureau. If the utilization review organization fails to comply 
with this subsection, then the utilization review organization may be subject to sanctions 
and/or civil penalties pursuant to Rule 0800-02-06-.10 of this Chapter. 

(J4) If a denial of the recommended treatment is appealed to the Bureau, then the employer as 
defined in fwl&--0800 02 06 .01 (/il)these rules shall send a copy of the utilization review 
report and all records reviewed by the utilization review organization to the Bureau within five 
(5) business days of a request from the Bureau. 

(5) When the adjuster receives notification of an appeal being filed with the Bureau, the adjuster 
shall send to the Bureau, within (5) five business days, the same records as sent to the 
utilization review organization, including the medical records for the past twelve (12) months, 
the complete and current Form C35-A and the utilization review organization determination 
report, including the utilization review physician's report containing the medical rationale for the 
denial. These shall be sent to the Bureau without duplicates or billing and fax records and in 
chronological or reverse chronological order, one sided, containing the medical records, 
diagnostic studies, and medical correspondence for one calendar year before the date of the 
denial/modification determination. These record requirements may be met by sending the 
documents that were reorganized by the utilization review organization. The employer may be 
subject to sanctions and/or civil penalties pursuant to Rule 0800-02-06-.10 of this Chapter. 

(46) An approval of a recommended treatment by the employer's utilization review organization 
shall be final and binding on the parties for administrative purposes. 

(57) When there is a dispute over a request for information, the following timeframes shall apply: 

(a) If the employer or utilization review organization does not possess all necessary 
information in order to evaluate the recommended treatment and render the utilization 
review determination, then it shall immediately make a written request for such 
information to the authorized treating physician, who shall comply with the written 
request within five business days of receipt of the written request. The time 
requirements in subsections (1 )-(2) of this Rule shall be tolled until the employer or 
utilization review organization receives the necessary information or until the timeframe 
set forth in the preceding sentence expires, whichever occurs first. 

(b) Denials by a utilization review organization for inadequate information may be 



appealed pursuant to Rule 0800-02-06-.07, at which time the authorized treating 
physician shall submit all information deemed to l:>e necessary by the Bureau. If the 
Bureau finds that the employer's or utilization review organization's request did not 
peftaiR-taconlain lhe necessary information, then the employer or utilization review 
organization may be subject to sanctions and/or civil penalties as set forth in Rule 
0800-02-06-. 10, at the discretion of the Administrator. In addition, If an authorized 
treating physician fails to cooperate and timely furnish all necessary information, 
records and documentation to an employer or utilization review organization, then the 
authorized treating physician may be subject to sanctions and/or civil penalties as set 
forth in Rule 0800-02-06-.10, at the discretion of the Administrator. 

(e8) Employer's obligations upon receipt of utilization review determination: 

(+9) 

(a) Within three (3) business days of receiving a utilization review determination that denies 
the recommended treatment, the employer as defined in Rule 0800-02-06-

.02(8) shall give written notification to the employee and authorized treating physician 
as to whether the employer will authorize any of the recommended treatments that 
were denied by the utilization review organization and what, if any, conditions shall 
apply to such authorization. 

(b) If requested by the bureau, within three (3) business days of receiving a utilization 
review determination that is either an approval or denial, the employer as defined in 
Rule 0800-02-06-.01 shall forward such determination to the bureau. The employer 
shall also forward the notification described in subsection (6)(a) above, if applicable. 

(a) The utilization review decision to deny a recommended treatment shall remain effective 
for a period of 6 months from the date of the decision without further action by the 
employer as defined in Rule 0800-02-06-.01 (8) if the request is for the same treatment, 
unless there is a material change documented by the treating physician that supports a 
new review or other pertinent information that was not used by the utilization review 
organization in making the initial decision. This provision also applies to medication 
denials, or modifications. 

(b) A determination by the Bureau of a utilization review appeal, whether to uphold, 
overturn, or modify, shall be effective for six (6) months unless significant new material 
medical information, as determined by the Administrator or Administrator's Designee, is 
presented to require a new utilization review determination by the utilization review 
organization or the Bureau on appeal. 

Authority: T.C.A. §§ 50-6-102, 50-6-118, 50-6-124, 50-6-126, 50-6-233. 
Administrative History: Original rule filed March 5, 1993; effective April 19, 1993. Amendment 
filed March 15, 1995; effective July 28, 1995. Amendment filed October 12, 2007; withdrawn December 
12, 2007. Repeal and new rule filed August 14, 2009; effective November 12, 2009. Amendment filed 
December 26, 2013; effective March 26, 2014. Amendments filed October 31, 2016; effective January 29, 
2017. 

0800-02-06-.07 APPEALS OF UTILIZATION REVIEW DECISIONS. 

(1) Every denial of a recommended treatment shall be accompanied by a form prescribed by the 
Bureau that informs the employee as defined in these rules and authorized treating physician 
how to request an appeal with the Bureau. The employee or authorized treating physician 
shall have thirty (30) calendar days from receipt of a denialthe initial denial or the denial on 
reconsideration by an employer as defined in Rule---QW~1--{8) these rules to request an 
appeal with the Bureau. The form and accompanying instructions provided shall be the 
current form and instructions adopted by the Bureau and posted on the Bureau's website. 



The Medical Director may extend the time to appeal for good cause. 

(2) Upon receipt of an appeal request by an employee or authorized treating physician: 

(a) The Bureau or its designated contractor shall conduct the utilization review appeal. 
The Bureau or its designated contractor may contact the authorized treating physician 
for the purpose of obtaining any necessary missing information. The Bureau or its 
designated contractor shall determine the medical necessity of the recommended 
treatment as soon as practicable after receipt of all necessary information. The Bureau 
or its designated contractor shall then transmit such determination to the authorized 
treating physician, employee, and employer. The determination of the Bureau or its 
designated contractor is final for administrative purposes, subject to the provisions of 
subsections (3)-(5) of this Rule. 

(b) If any information necessary for the determination of the appeal is not within the 
possession of the Bureau, then any party not providing such information when 
requested by the Bureau may be subject to sanctions and/or civil penalties as set forth 
in Rule 0800-02-06-.10, at the discretion of the Administrator. 

(c) The Bureau shall charge fees, as posted on its website, pursuant to Public Chapter 
289 (2013) and T.C.A. § 50-6-204{j) for each utilization review appeal that it completes. 
The fee shall be paid by the employer within thirty (30) calendar days of the Bureau's 
completion of the appeal. Failure to comply with this requirement may result in a civil 
penalty of not less than $50 nor greater than $5000 per violation. If there is a pattern of 
violations, the Administrator may consider suspension of participation in the Bureau's 
utilization review program. If the fee and/or penalty remain unpaid for a further 30 days, 
the Administrator may impose further civil penalties or sanctions, or request that the 
Department of Commerce and Insurance apply penalties/sanctions in accordance with 
their policies. The appeal of any fee or civil penalty assessed pursuant to this section 
shall be made in accordance with the Uniform Administrative Procedures Act, T.C.A. §§ 
4-5-101, et seq., and the most current procedural rules of Chapter 0800- 02-13, as may 
be amended periodically in the future, which are incorporated as if set forth fully herein. 

(3) If the determination of the Bureau is an approval of part or all of the recommended treatment, 
then the Medical Director shall issue a determination that specifies the treatment(s) that 
is/are medically necessary. The penalty provisions ofT.C.A. §§ 50-6-238 and 50-6-118 shall 
apply to these determinations issued pursuant to this subsection (3). 

(4) For dates of injury on or after July 1, 2014, if the determination of the Medical Director is to 
approve part or all of the recommended treatment, then within seven (7) calendar days of the 
receipt of the determination letter from the Medical Director, referenced in subsection (3) 
above, the insurance carrier is required to inform the provider that the procedure and /or 
treatment, including medications, has been approved and request that the procedure or 
treatment be scheduled. The penalties for noncompliance with this subsection are those set 
forth in T.C.A § 50-6-118. 

(5) A determination of denial is effective for a period of 6 months from the date of the 
determination as set forth in rule 0800-02-06-.06(7). 

(6) For dates of injury on or after July 1, 2014, nNotwithstanding the provisions of subsection (4), 
if any party, including an employee, employer, or a carrier, disagrees with a determination of 
the Medical Director's recommended or denied treatment, then the aggrieved party may shall file 
a Petition for Benefit Determination (PBD) with the Court Of Workers' Compensation Claims 
within se•,en (7) Bl:lsiness fifteen (15) calendar days of the receipt of the determination to 
request a hearing of the dispute in accordance with applicable statutory provisions. To avoid 
a penalty for non-compliance with the Medical Director's order, an employer who files a 
Petition for Benefit Determination (PBD) shall also request a stay of enforcement from the 



Court of Workers' Compensation Claims pending the outcome of the Petition for Benefit 
Determination (PBD). 

(7) For dates of injury prior to July 1, 2014, if the determination of the Medical Director is to 
approve part or all of the recommended treatment, and an order for medical benefits is 
issued by the Bureau, within fifteen (15) calendar days of the receipt of the order the 
insurance carrier is required to inform the provider that the procedure and/or treatment, 
including medications, has been approved and request that the procedure or treatment be 
scheduled. The penalties for noncompliance with this subsection are those set forth in T.C.A 
§ 50-6-238 [Applicable to injuries occurring prior to July 1, 2014]. The determination of the 
Medical Director is final for administrative purposes. If the employer disagrees with the 
determination, the employer may file a Request for Mediation (RFM) with the Bureau or civil 
action with a court of proper jurisdiction and shall request a stay of enforcement from the 
Bureau penalty program pending the outcome of the Request for Mediation (RFM) or civil 
action in a court of proper jurisdiction. 

(-7-}(8) Notwithstanding any other provision to the contrary, if the parties agree on a recommended 
treatment after the employer's utilization review organization has denied such, then the parties 
may, by joint agreement, override the determination of the employer's utilization review 
organization or the Bureau and approve the recommended treatment. Such approval by 
agreement shall terminate any appeal to the Bureau and no fee shall be required of the 
employer for any such appeal that has yet to be determined by the Bureau. 

Authority: T.C.A. §§ 50-6-102, 50-6-118, 50-6-124, 50-6-126, 50-6-204, 50-6-233, 50-6-238. 
Administrative History: Original rule filed March 5, 1993; effective April 19, 1993. Amendment filed March 
15, 1995; effective July 28, 1995. Amendment filed October 12, 2007; withdrawn December 12, 2007. 
Repeal and new rule filed August 14, 2009; effective November 12, 2009. Amendment filed December 
26, 2013; effective March 26, 2014. Amendment filed June 30, 2015; effective September 28, 2015. 
Amendments filed October 31, 2016; effective January 29, 2017. 

0800-02-06-.08 UTILIZATION REVIEW FORMS. 

(1) All utilization review organizations must file with the Bureau the Utilization Review Notification 
form (Form C-35) electronically within three (3) business days upon initiation of utilization 
review services on an employee's workers' compensation claim. Only one form should be 
filed for each date of a utilization review referral even if more than one treatment is reviewed 
on that same date. 

(2) All utilization review organizations must file with the Bureau the Utilization Review Closure 
form (Form C-36/C-37) electronically for each C-35 filed within three (3) business days 
following the conclusion of utilization review services on an employee's workers' 
compensation claim. 

(3) If requested by the Bureau, a utilization review organization shall be required to file an annual 
report with the Bureau detailing the utilization review organization's activities. 

Authority: T.C.A. §§ 50-6-102, 50-6-118, 50-6-124, 50-6-126, and 50-6-233. Administrative History: 
Original rule filed March 5, 1993; effective April 19, 1993. Amendment filed October 12, 2007; withdrawn 
December 12, 2007. Repeal and new rule filed August 14, 2009; effective November 12, 2009. 
Amendments filed October 31, 2016; effective January 29, 2017. 

0800-02-06-.09 SUBCONTRACTORS. 

(1) A utilization review organization shall be responsible for any advlsory medioal practitioner 
utilization review physician(s), registered nurse(s), or other utilization review organization(s) 
with whom the utilization review organization subcontracts to perform utilization reviews. If a 
subcontractor performs a utilization review in accordance with the requirements of this 



Chapter, then the utilization review shall be treated as if performed by the contracting 
utilization review organization. A utilization review organization shall be liable for all sanctions 
and/or civil penalties contained in this Chapter whenever its subcontractor violates any 
provision contained herein. 

Authority: T.C.A. §§ 50-6-102, 50-6-118, 50-6-124, 50-6-126, and 50-6-233. Administrative History: 
Original rule filed March 5, 1993; effective April 19, 1993. Amendment filed October 12, 2007; withdrawn 
December 12, 2007. Repeal and new rule filed August 14, 2009; effective November 12, 2009. 
Amendments filed October 31, 2016; effective January 29, 2017. 

0800-02-06-.10 SANCTIONS AND CIVIL PENAL TIES. 

(1) Failure by an employer, insurer, third party administrator, or utilization review organization to 
comply with any requirement in this Chapter, 0800-02-06, including but not limited to 
applying utilization review when required, proper inclusion of the forms with notification of a 
denial, and complying with the timeframes and registration for utilization review, shall subject 
such party to a penalty of not less than fifty dollars ($50.00) nor more than five thousand 
dollars ($5,000.00) per violation at the discretion of the Administrator. The Bureau may 
also institute a temporary or permanent suspension of the right to perform utilization review 
services for workers' compensation claims, if the utilization review organization has 
established a pattern of violations. This includes licensing and specialty requirements for an 
Advisory Medical Practitioner as defined in 0800-02-06-.01 (3) and timeframes for the provision 
of medical records and other required documentation in 0800-02-06-.06(5)(b). 

(2) The penalty for failure to timely file the Form C-35 or Form C-36/C-37 in accordance with 
Rule 0800-02-06-.08 is twenty-five dollars ($25) for each fifteen (15) calendar days past the 
initiation deadlines listed above or conclusion of utilization review services, as applicable, per 
violation. The penalty for failure to file the annual report in accordance with Rule 0800-02-06-
.08 is twenty-five dollars ($25) for each fifteen (15) calendar days past the final date for filing 
the annual report. 

(3) Use of utilization review by an employer, carrier, or utilization review organization in an 
excessive or punitive manner, including but not limited to unjustified, repetitive, or poorly
supported utilization review activity as determined by the Administrator, where there has been 
a documented pattern by the employer, carrier, or utilization review organization, including 
attempts to force closure or alteration in a claim status, shall subject such party to a penalty of 
not less than fifty dollars ($50.00) nor more than five thousand dollars ($5,000.00) per violation 
at the discretion of the Administrator. 

Authority: T.C.A. §§ 4-5-314, 50-6-102, 50-6-118, 50-6-124, 50-6-126, 50-6-233. Administrative History: 
Original rule filed March 5, 1993; effective April 19, 1993. Amendment filed October 12, 2007; withdrawn 
December 12, 2007. Repeal and new rule filed August 14, 2009; effective November 12, 2009. 
Amendment filed December 26, 2013; effective March 26, 2014. Amendments filed October 31, 2016; 
effective January 29, 2017. 

0800-02-06-.11 ISSUANCE AND APPEAL OF SANCTIONS AND CIVIL PENAL TY ASSESSMENTS. 

(1) An agency decision assessing sanctions and/or civil penalties shall be communicated to the 
party to whom the decision is issued, and the party to whom it is issued shall have fifteen (15) 
calendar days from the date of issuance to either appeal the decision pursuant to the 
procedures provided for under the Uniform Administrative Procedures Act, T .C.A. §§ 4-5-101, 
et seq., or to pay the assessed penalties to the Bureau or otherwise comply with the 
decision. 

(2) In order for a party to appeal an agency decision assessing sanctions and/or civil penalties, 
the party must file a petition with the Administrator within fifteen ( 15) calendar days of the 



issuance of the decision. This petition shall be considered a request for a contested case 
hearing within the Bureau pursuant to the Uniform Administrative Procedures Act, T.C.A. §§ 4-
5-101, et seq., and the procedural rules of Chapter 0800-02-13, as amended periodically in 
the future, are incorporated as if set forth fully herein. The Bureau is authorized to conduct 
the hearing pursuant to T.C.A. § 50-6-118. 

(3) If the agency decision assessing sanctions and/or civil penalties is not appealed within fifteen 
(15) calendar days of its issuance, the decision shall become a final order of the Bureau and is 
not subject to further review. 

Authority: T.C.A. §§ 4-5-314, 50-6-102, 50-6-118, 50-6-124, 50-6-126, and 50-6-233. Administrative 
History: Original rule filed March 5, 1993; effective April 19, 1993. Amendment filed October 12, 2007; 
withdrawn December 12, 2007. Repeal and new rule filed August 14, 2009; effective November 12, 
2009. Amendments filed October 31, 2016; effective January 29, 2017. 

0800-02-06-.12 REPEALED. 

Authority: T.C.A. §§ 4-5-202, 4-5-203, 50-6-102, 50-6-124, 50-6-126, 50-6-204, and 50-6-233. 
Administrative History: Original rule filed March 5, 1993; effective April 19, 1993. Amendment filed October 
12, 2007; withdrawn December 12, 2007. Repeal filed August 14, 2009; effective November 12, 
2009. New rule filed March 25, 2013; effective June 23, 2013. Repeal filed December 26, 2013; effective 
March 26, 2014. 

0800-02-06-.13 REPEALED. 

Authority: T.C.A. §§ 4-5-202, 4-5-203, 50-6-124, 50-6-126, and 50-6-233. Administrative History: 
Original rule filed March 5, 1993; effective April 19, 1993. Amendment filed October 12, 2007; withdrawn 
December 12, 2007. Repeal filed August 14, 2009; effective November 12, 2009. 

0800-02-06-.14 Peer-to-Peer Communications 

This section provides for peer-to-peer communications. It applies to all treatment requests that have been 
denied or modified through utilization review. 

(1) All denials or modifications of requests for treatment shall be made by a utilization review 
organization in accordance with this Rule 0800-02-06. 

(2) Except as modified in this section, this applies to all recommended treatments (therapies, 
medications, diagnostic studies, procedures, referrals, consultations, and second opinions) for 
which approval by an employer (as defined in T.C.A. 50-6-102 and Rule 0800-02-17-.03) is 
necessary under Rule 0800-02-06. 

(3) If, through utilization review, the employer or the utilization review organization on behalf of the 
employer, denies or modifies a request for recommended treatment, the authorized treating 
physician may request reconsideration of the denial to include a peer-to-peer conference with a 
utilization review physician designated by the utilization review organization . The timeframe for 
the peer-to-peer conference shall be within ten (10) days of the receipt of the request for a 
peer-to-peer conference being received by the adjuster or the utilization review organization. 
The denial notification sent by the utilization review organization shall provide the necessary 
information for the authorized treating physician to establish a request for the peer-to-peer 
conference. The request for the peer-to-peer conference shall be made by electronic 
communication to the contact listed on the denial notification. If the utilization review 
organization offers both electronic communication and telephonic communication, the 
authorized treating physician must specify which reconsideration option they choose in their 
electronic communication to the utilization review organization contact listed on the denial 
notification. The telephonic conference may be an interactive audio/video conference by mutual 
consent. If the authorized treating physician chooses telephonic communication, the authorized 



treating physician shall provide the following information in the electronic communication to the 
utilization review organization: 

(a} The telephone number for the utilization review physician to call and the name of the 
authorization treating physician or designee, if any; 

(b} The date for the conference not less than two (2} business days nor more than seven 
(7} business days from the date of receipt of the request by the utilization review 
organization; and 

(c) Three (3) two (2) - hour periods on the date specified in accordance with (b} above 
during which the requesting medical provider authorized treating physician (or 
designee) will be available to participate in the conference between the hours of 8:00 
A.M. and 5:00 P.M. {Central Time), Monday through Friday, holidays excluded. 

(4) The designated utilization review physician (who may not be the physician who performed the 
review) shall have reviewed and have available all of the medical information and records used 
in making the initial determination including any further information requested by the authorized 
treating physician, utilization review organization and/or utilization review physician before the 
call. 

(5) As an alternative to the telephone or interactive audio/video conference, the utilization review 
organization may utilize an interactive web/e-mail portal application for the peer-to-peer 
conference under the same time frames as (3). This alternative conference shall be initiated 
within two (2) business days of the authorized treating physician's request for this method of 
communication and shall provide for two (2) or more explanations if appropriate or necessary 
from the authorized treating physician and two (2) or more responses from a utilization review 
physician if appropriate or necessary to the authorized treating physician. 

(6) Failure of the reviewing physician designated by the utilization review organization to 
participate in the peer-to-peer telephonic conference during the date and time specified or in 
the electronic communication option, unless a second good faith effort by the utilization 
review organization has occurred, shall result in the approval of the requested non-invasive 
treatment, medication, diagnostic study, referral, second opinion or consult unless good 
cause exists for the failure to participate. In the event of good cause for failure to participate 
in the peer-to-peer conference, the reviewing physician shall contact the requesting medical 
provider to reschedule the peer-to-peer conference. The rescheduled peer-to-peer 
conference shall be held no later than two (2) business days following the original 
conference date. This provision does not include invasive procedures for patient safety. A 
request for reconsideration as defined in these rules or the option of appeal to the Office of 
Tennessee Bureau of Workers' Compensation Medical Director should be utilized when 
failure to complete the peer-to-peer communication for invasive procedures occurs. If the 
reviewing physician is unavailable for any reason in the timeframe scheduled, an alternate 
reviewing physician with access to the file may participate in the call. 

(7) Failure of the requesting authorized treating physician (or designee) to participate in the peer
to-peer conference during the time he/she specified availability or in the electronic 
communication option, if requested, may result in the denial of the requested treatment, 
referral, consult, or second opinion, unless good cause exists for the failure to participate. In 
the event of good cause for failure to participate in the peer-to-peer conference, the requesting 
provider shall contact the reviewing physician to reschedule the peer-to-peer conference. The 
rescheduled peer-to-peer conference shall be held no later than two (2) business days 
following the original conference date. 

(8} A verifiable, complete, and accurate electronic record of all peer-to-peer telephonic contacts 
and interactive electronic communications, if any, shall be saved by the utilization review 
organization for a period of two (2) years from the date of receipt of the reconsideration request 



and shall be made available to the Bureau upon request. The authorized treating physician or 
their designee shall note in the medical records the outcome of all peer-to-peer 
communications. Once in the medical records, the communication becomes a permanent 
record. Such information shall be available to the Bureau upon request. 

Authority: T.C.A. § 50-6-124(c). 

0800-02-06.15 Annual Reports from Utilization Review Vendors 

Each year no later than March 1, utilization review organizations shall send the Bureau an annual report, as 
described below, for the preceding calendar year. 

(1) The total number of requested utilization review organization determinations by utilization 
review organizations as defined in these rules; 

(2) The results of the determinations categorized by denials, modifications, and approvals; 

(3) The names of all utilization review physicians used by the utilization review organization during 
the preceding year and the number of reviews each utilization review physician performed, and 
if subcontracted, a list of utilization review physicians used by the subcontractor; and 

(4) A record of all peer-to-peer conferences requested, the number of conferences completed, the 
results by number of upholds, modifications, and overturns of the completed conferences: the 
names of the utilization review organization physician(s) involved, and the number of 
conferences participated in by each utilization review physician. 

(5) Failure to timely submit an annual report for a calendar year shall subject a party to a penalty of 
not less than fifty dollars ($50.00) nor more than five thousand dollars ($5,000.00) per violation 
at the discretion of the Administrator. 

Authority: T.C.A. § 50-6-415. 




