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 Continuous challenge of the 
 Indications for any Spine 
Fusion  other than Spondylolisthesis 
 Persistent conflicts with payers, 
government agents, even hospitals 

AUC in Lumbar Scoliosis 

Why?  



CMS, Proposed NCD Topics -2008 

Lumbar fusion for degenerative disc disease: For certain patients, 
a two level spinal fusion may be an effective treatment for 
debilitating back pain from two degenerated lumbar discs. 
Multilevel fusion as a primary treatment for low back pain from 

degenerated discs is a controversial topic in spine medicine. 

 

 However, lumbar fusion of three or more levels of the low back as 

a primary treatment for back pain is rarely recommended, and 

many surgeons recommend against it in all cases of multilevel 

degenerative disc disease.  

 

Is the evidence adequate to specify who will and who will not 

benefit from the lumbar fusion procedure? 



Nontransparent, For-Profit Guidelines 





Lumbar Fusion for Spondylolisthesis 

BC/BS North Carolina 
Proposed Fusion Guidelines 

September 2011 



 Long term  
  - Generate high quality prospective 
data (Registries) 
 
 Short/Medium term, (needed now) 

Sustainable Strategies 

The Solution is to conduct studies to 

validate appropriate surgical management 



 Appropriate Use Criteria (AUC) 
   SRS 

 
Clinical Guidelines  - NASS/CNS 

 
 Medical Modeling   - Covance 

Short Term Strategies 



 Primary interest for SRS 
 

 Reasonable literature base 
 

 Recognition that the procedure is 
 indicated, but target population 
 not adequately defined 

Why Degenerative Lumbar Scoliosis 



 Face Validity 
 

 Firewall for bias concerns 
 

 Payer Acceptance 

SRS and AANS agreed to proceed with 
AUC, RAND Institute was chosen 

AUC in Lumbar Scoliosis 



 Alter the assumption that: 
 

    “Spondylolisthesis is the only 
appropriate indication for fusion” 

Advantages to RAND AUC Project 

AUC in Lumbar Scoliosis 



 Price Tag - $580,000 
 

 should be completed in 18 months 
 

 completely independent of 
SRS/AANS 

The project of AUC with RAND 

AUC in Lumbar Scoliosis 



Choosing Wisely 
 An Initiative of the American Board of  

 Internal Medicine Foundation 

 
 

F. Todd Wetzel MD 

Director, Administration and Development 

Board of Directors, North American Spine Society 

Spine Summit, August, 2012 



ChoosingWisely 
 SIG Meeting, NASS, February 2012 

 ABIM initiative 

 Discussed on a Health Policy conference call 

 Discussed with Daniel Wolfson, Dr. Jerome 
Schofferman, Laura Sawyer 

 Discussion with Daniel Wolfson, Tim Lynch 



ChoosingWisely 
 “Five Things Physicians and Patients Should Question” 

 Background 
 Physician-patient partnership 
 30% care delivered in US “unnecessary”  (CBO) 
 2019- health care spending will be 19.3% of GDP 

 The Campaign 

 Partners to date 



ChoosingWisely 
 “Five Things Physicians and Patients Should Question” 

 Background 

 The Campaign 
 ABIM 
 Consumer Reports 
 Identify 5 procedures/tests whose use should be 

discussed or questioned; develop tools for dialogue 

 Partners to date 



ChoosingWisely 
 “Five Things Physicians and Patients Should Question” 

 Background 

 The Campaign 

 Partners to date 
 9 non surgical specialty societies 
 2 surgical societies 
 Roughly 400,000 physicians in all societies 
 Consumer Reports 



ChoosingWisely 
 How Would this work? 

 3.15.12: deadline for yea/nay for 2nd Phase 
 4.4.12: announcement of 1st Phase partners and lists 
 9.1.12: deadline for 5 things 

 “turnkey communication” 
 9.12: Consumer Union to “translate” 5 things 

 Staff at Consumer Reports, including one physician 
 10.12: 2nd Phase announcement  
 That said, the initiative is quite flexible. TBD at NASS 

annual meeting, 2012 



ChoosingWisely 
 Press conference, National Press Club, April 2012 

 9 Society Presidents, President of ABIM Foundation (Dr 
Christine Cassel) and President of Consumer Reports 

(Jim Guest) 
 Guest: 34% of patients request unnecessary testing; 66% 

of physicians oblige 
 Well received 
 Emphasized that this is not about “never ordering a test” 
 Patient as a partner 
 Animated, positive discussion from the press 



ChoosingWisely 
 Pros 

 Leadership 
 Self criticism/ self awareness 
 Perception as patient advocacy 
 Excellent PR 
 Tone has changed: far less strident than initially 

 



ChoosingWisely 
 Cons: 

 Lack of overall control 
 Additional time and administrative burden to office staff 

that is already stretched 
 Given the current political, legal and regulatory 

environment, are we “stirring the pot”? 
 Misuse- legal implications 

 ABIM disclaimer (protects only ABIM) 
 Misuse as guidelines or regulatory lists 

 Foundation position is that efforts such as this represent the 
best way to get the government NOT to regulate  



ChoosingWisely 
 Other Factors 

 
 ABOS elected not to participate 
 
 Potentially negative reaction of the membership 
 
 What is missing 

 NO mention of the role of medicolegal issues in driving up 

costs 

 NO mention of tort reform 
 



ChoosingWisely 
 Clearly a Hot Button issue 

 If this is, philosophically, a good idea, can the potential 
down sides or misuses be controlled and managed to 
keep the good information at the forefront? 
 

 Membership  involvement 
 Devil is in the details 
 General referendum unwieldy 
 Program at Annual Meeting? 
 Solicit the membership for a list of 5; EBM review; 

membership vote? 
 



ChoosingWisely 
 Next Steps 

 Board meetings 

 Contact with ABIM Foundations principals 

 Presentation to various society memberships 

 All in or all out? 



 
CURRENT REIMBURSEMENT 

ISSUES 

Spine Summit 
August 10, 2012 

 
Gregory J. Przybylski, M.D. 

NJ Neuroscience Institute at JFK 
Seton Hall University 



DISCLOSURES 
 

United Healthcare: Spine Advisory Board 
Magellan Health: Consultant 
Eli Research: Editorial Consultant, Speaker 
 
NASS: Immediate Past President 
AMA: Relative-value Update Committee  AANS Representative 
CMS: Ambulatory Payment Classification Panel 

 



CPT Editorial Panel 

 AMA Committee 
 Appointment by AMA Board of Trustees 
 Membership limited 
 Proposed revision of criteria for Category I code 

No longer “require” specialty society support 
May marginalize the role of physician advisors 
Category I status no longer implies coverage 



Relative-value Update Committee 

 AMA Committee 
 27 voting members (formerly 25) 
 Membership criteria previously limited members 
 Primary care has 2 additional members (geriatric, other) 
 Value new and revised CPT codes 

2/3 vote to pass a value (balance has changed) 
Primary care vs surgical vs “procedural”  
Submits recommendations to CMS 



Relative-value Update Committee 

 MedPac Pressure 
Procedures increasing in value over time 
Primary care shortage:2o low compensation 

 AMA Pressure 
Political organization responding to government 
CPT monopoly as financial driver 



RUC 5 YR ID WORKGROUP 

•Response to MedPAC Criticism of RUC 
•Screens for potentially mis-valued codes 
•A priori assumption of overvaluation (vs mis-valued) 
•Responds to CMS requests 
• Initiates screens 
•Significant risk for reduction in values 



CMS IDENTIFICATION: 
INITIAL CRITERIA 

•Fast-growing procedures 
 >10%/yr for 3 yrs 
 >$1 million charges annually 
•Concurrent procedures (component coding) 
 Done together >90% of the time (eg ACDF) 
•Harvard study valued procedures 



CMS IDENTIFICATION: 
EXPANDING CRITERIA 

•Low RVU with multiple units reported 
•Low RVU with high volume 
•23 hour stay/Site of service changes 
•Concurrent procedures (component coding) 
 done together >75% of the time (eg PLIF/PLF, ACDF) 
•MPC Codes (eg LP, Discectomy, Laminectomy 

Laminoplasty, Carpal Tunnel, Lumbar Plexus Infusion) 



23 HOUR STAY 
 Inpatient procedures classified by hospital as outpatient 

 RUC valued these codes various ways 
 No E&M service surrogate 
 CMS proposed reduction in discharge value, reduce value by 

inpatient visits, bundle in time (reduces intensity) 
 Basis for reduction is formulaic removal of inpt E&M 
 Inpatient procedure routinely done as outpatient (63030, 22551) 
 
RECOMMENDATION: Maintain unanimity among our societies 

regarding the value of procedures using comparison values and 
intensities.  The work performed must be acknowledged and 
accounted for. 

 



FUTURE PROCEDURES: 
The Unforeseen Threat 

•Rapidly growing services (eg 22851, 63056, 27280) 
–New technologies are being described w existing codes 
–Leads to unexpected growth in service volumes 
–Leads to identification on 5 YR ID screens 

  
RECOMMENDATION: Educate members about 

correct coding and develop appropriate level codes 
preemptively to prevent miscoding. 



11 YEAR MEDICARE GROWTH: 
ALREADY IDENTIFIED BY RUC 
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11 YEAR MEDICARE GROWTH: 
RISK OF IDENTIFICATION BY RUC 
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FUTURE PROCEDURES: 
The Unforeseen Threat 

•Bundled payments 
–CMS demonstration projects in hip arthroplasty, CABG 
–3rd Party Payers exploring bundled payments 
–High volume spinal procedures likely to be considered 

  
RECOMMENDATION: Consider developing 

alternative methods to measure the value of 
high/growing volume & expensive spinal 
procedures. 



FUTURE PROCEDURES: 
The Foreseen Threat 

• Independent Payment Advisory Board 
–15 member appointed panel 
–Charged with reducing CMS expenditures 
–Oversight if not replacement of RUC influence 

  
RECOMMENDATION: Encourage membership to 

contact Congressional representatives to support 
IPAB repeal. 



3rd PARTY PAYERS: 
EXPANDING NON-COVERAGE 

•New technology critically reviewed (tech assessments) 
•Previously approved procedures being reviewed (fusion) 
•Approval often based on Milliman criteria 
 
RECOMMENDATION: Encourage society representative 

to work with 3rd party payers in review of proposed 
coverage criteria.  Consider prospective development of 
coverage criteria. 

 
 



Joseph S. Cheng, M.D., M.S. 
Chairperson 

AANS/CNS SECTION ON DISORDERS OF THE SPINE 

AND PERIPHERAL NERVES 



Mission: To promote access to beneficial 

surgical care for patients with neurosurgical 

disorders affected by payers and health 

care policies through evidence based 

research, education, and proven outcomes. 

 

Vision: To provide our patients with access 

to the highest quality neurosurgical care. 



Director – Joseph Cheng 

Associate Director – Charley Sansur 

Quadrant Directors 

• Northeast – Peter Angevine 

• Southeast – Karin Swartz 

• Northwest – John Ratliff 

• Southwest – Lou Tumialan 



Cathy Hill, Senior Manager, Regulatory 

Affairs 
• Point person to coordinate responses 

• Manages payor policy responses, CPT, and RUC 

• Coordinates volunteer physicians  

• Maintains database of all insurance policies that 

relate to neurosurgery 

• Maintains database of all AANS/CNS responses 

to insurance policies 







































































Backlash for techniques and procedures 

that we are unable to support 
• Pressure from colleagues 

• Legal implications 

• Industry issues 

Need for multisociety consensus 

Need for multisociety organization 
• “Common ground” 

Work load and resource management 





Disclosures 

 No Financial Disclosures 



AMA/CPT Process 
Concerns 

 Changes in CPT process 

 New statements from CPT related to Industry 
submission of proposals:  Draft statement early 2012 

 AMA/CPT proposals to change criteria 

 Less involvement from specialty societies 

 Encouraged, but not required to participate 

 Lower level of evidence needed for Cat I code 

 Less literature, not US based, lower level of evidence 

 Requirements from AMA/CPT for societies to align criteria 
for code submission   

 



AMA/CPT Process 
Concerns 

 Increased reports of Industry in contacting society 
volunteer committees, as well as direct contact with 
society leadership 

 Increased Industry involvement 

 Direct submission 

 Non-uniform disclosure policies 

 Increased stock value with Cat I code? 

 Level of evidence requirements 

 Changes proposed related to evidence 

 Evidence selection bias 

 Inclusion of off-label uses (e.g. BMP) in proposals 

 



AMA/CPT Process 
Concerns 

 Definitions of “Lobbying” not clear 

 Threat of Legal Action? 

 Category III codes felt to be death knell 

 

 

 Changes to CPT code criteria to be voted on at October 
Editorial Panel meeting 



 

Does the AMA represent the 
interests of spine care?  

August 2010 
Charles Mick, MD 

Pioneer Spine and Sports 
Northampton, MA 

 
 
 



 

AMA CPT Issue and  
Industry Lobbying  

August 2012 
Charles Mick, MD 

 
 

 
 



Nothing to disclose 
 

 

Disclosures  

 



 2002- 510K clearance FDA 
 2005- US marketing begins 
 2009- Cat III code 

 0195T Arthrodesis, pre-sacral interbody technique, 
including instrumentation, imaging(when performed), 
and discetomy to prepare interspace, lumbar; single 
interspace 

 
 

 

History of Trans1 / AXIAlif  
 



 

 2010- Trans1 requests Cat I code 
 Oct 2011- Trans1 submits Cat I   
                       application 
 CPT rejects proposal 

 Literature 
 Language 

 
 

History of Trans1 / AXIAlif  
 



 Feb 2012 Trans1 resubmits 
application with modifications  
Approved by CPT 
No society support 
Bundled code  

Included off label use of BMP in studies 

Vigorous lobbying campaign 
  

 
 

 

History of Trans1 / AXIAlif  
 



 March 2012 CPT proposes changes to CPT 
process and criteria 
 

 April  2012 Cat I code presented at RUC 
Societies have no recommendation for work 

 
 April 2012  
NASS, AAOS, AANS/CNS appeal to AMA 

Board of Trustees 

 
 

 
 

History of Trans1 / AXIAlif  
 



 
 May 2012 Societies meet with CPT 
executive committee 
 

 June 2012 
Resolutions submitted to AMA House 

of Delegates; NASS and AANS/CNS 
 

 
 

History of Trans1 / AXIAlif  
 



 RESOLVED, That our American Medical 
Association direct the CPT Editorial Panel to 
reaffirm and enforce the current CPT process 
requiring support from at least one specialty 
society Advisor before a proposal may be 
considered before the full Panel and include 
this requirement in the CPT Category I and 
Category III code criteria (Directive to Take 
Action). 

  

 
 

AMA-NASS 

 



 
 RESOLVED that that CEJA review the ethical implication of industry involvement in 

the CPT editorial process; (Directive to Take Action) 

 RESOLVED that, similar to the RUC, and subject to the results of the CEJA inquiry, 
the our AMA Board of Trustees request that the AMA CPT Editorial Board ban all 
industry participation in the CPT editorial process; (Directive to Take Action) and 
be it further 

 RESOLVED that our AMA Board of Trustees direct the CPT Editorial Panel to re-
affirm policy that “All proposed changes of the CPT codebook will be considered 
by the CPT Editorial Panel with consultation of appropriate medical specialty 
societies”   

 RESOLVED that all new or revised Category I CPT Codes must have the support of 
at least one Medical Specialty Society that is recognized by our AMA and seated in 
the HOD before the code change can go into effect. (Directive to Take Action) 

 

 

AMA –AANS/CNS 

 



 RESOLVED, That our American Medical 
Association encourage the CPT Editorial Panel 
to implement and enforce a uniform 
disclosure and confidentiality policy for all 
participants in the CPT process. (Directive to 
Take Action) 

 
 

 

AMA- NASS  

 



 June HOD meeting 
Resolutions prevented from coming to 

the full house for debate/vote 
 

 July 2012  NASS requests meeting with 
AMA Board 
Rejected 

 

 
 

 

AMA  

 



 August 2012 CPT reviews lobbying by 
Trans1 and finds it acceptable 

 Inappropriate lobbying requires “explicit or 
implicit coercion, intimidation or harassment” 

 August 2012- SIBone 
  Will history repeat itself? 

 
 

 

AMA  

 



 Concerns 
role of medical societies at CPT 
influence of industry 
aggressiveness of lobbying 
 Concern re Cat III codes 
 threat of legal measures 
 quality of evidence for Cat I code 
 Inclusion of off label products in 

bundled codes 
 Non uniform disclosure policy 

 

 
 

 

AMA  

 



 

 “The voice of medicine” 
 100,000 – 240,000 members 
 1045 employees 
 $268 million budget (2009) 
$42 million membership 
$210 business operations 
$70 million books 

 
 

  

 



 Let CPT become purely descriptive 
Submit code proposals and let CPT decide the 

category 
Concentrate on coverage decisions with 

insurance carriers 

 Continue discussion with leadership 
CPT, AMA BOD, HOD 

 Appeal to CMS 
Withdraw from CPT process 

 Appeal to the public/press 

 
 
 

 

 
 

 

 

 
The Path Forward 

possible future actions 

 



Patients 
Members 
 Innovation/New technology 
 Industry 
 
 

 
 

AMA CPT  

 



 Ask yourselves two questions- 

Are the actions at CPT 
jeopardizing patient care and well 
being? 

 
Does the AMA’s financial conflict 

of interest jeopardize patients? 

 
 

 

AMA  

 



 

 



Joseph S. Cheng, M.D., M.S. 
Chairperson 

AANS/CNS SECTION ON DISORDERS OF THE SPINE 

AND PERIPHERAL NERVES 























 Guidelines 

• Available published evidence regarding the efficacy 

of a procedure or service. 

• Does not determine who should perform or in 

which patients it should be performed on. 

 Appropriate Use Criteria (AUC) 

• Specify when it’s appropriate to perform a 

procedure (patient selection). 

• Not consensus documents, but needs consensus 

when literature is lacking 

 Neither are substitutes for sound clinical 

judgment and practice experience. 





Multisociety Support to Review Milliman 

Guidelines 
• Physician representatives 

• Financial support of external system review 

Address obvious errors and 

shortcomings of Milliman Guidelines 

Larger Scale Proposal 
• Develop AUC’s 

• Develop pre-/post-surgical pathways 

 



Coverage Task Force 

Christopher M. Bono, MD 
Treasurer, North American Spine Society 

Associate Professor of Orthopaedic Surgery 
Harvard Medical School 

Chief, Orthopaedic Spine Service 
Brigham and Women’s Hospital 

Boston, Massachusetts 



Insurance Coverage for Spine 
Has Become Restricted 

• “investigational” 
• “not covered” 
• fulfill criteria 



Societies’ Role? 

• respond/react 



Societies’ Role? 
• respond/react 

• at 1st, individually... 

unfair, 
should 

be 
covered 

policy is 
incon-
sistent 

w/ 
literature 

surgeon 
disagree 
w/ policy 



Societies’ Role? 
• respond/react 

• at 1st, individually... 

• on occasion, TOGETHER 

•2006 MCAC Lumbar fusion 

•North Carolina BCBS 2010 



Societies’ Role? 
• respond/react 

• at 1st, individually... 

• on occasion, TOGETHER 

Bottom Line: has always been REACTIVE REACTIVE 

 



It’s time to be PROACTIVE 
•How? 

•AUC (Charlie Reitman et al) 

•Review and Recommendation (deceased) 

•New Coverage Task Force at NASS 

 codename: “Proactive PERC” 
[not to replace current PERC (Chris Kauffman et al)] 



This is how we respond 
so far... 

•invited (required?) to 
review proposed 
coverage policy 

•respond w/in their 
construct 

 



This is how we respond 
so far... 

•invited (required?) to 
review proposed 
coverage policy 

•OR via a letter 

 



Coverage Task Force Goal 
•give them what they want BEFORE they ask for it 

•use similar format:  

•Procedure X should be covered/in following 
situations 

•Rationale (evidence review, physician experience 
and judgement) 

 



Challenges for Task Force 
•topic selection 

•topic assignment 

•MULTI-SOCIETY INVOLVEMENT? POSSIBLE? 

DISCUSSION 



Thank 
you 




