
2011 Medicare Physician Fee Schedule
The AANS and CNS submitted a letter on January 3, 2011 in response to the 2011 Medicare Physician Fee Schedule Final Rule with comment period which was published in the Federal Register on November 29, 2010.  The letter objected to CMS lowering RUC-passed Relative Value Units in general and specifically for four neurostimulator codes.  The AANS and CNS provided extensive rationale for the RUC recommended values and asked that the values be restored to the RUC-passed values The table below contains the RUC and CMS Proposed Interim Values for these codes:

	CPT code
	Descriptor
	RUC Recommended RVU
	CMS Proposed Interim Value

	61885
	Insertion or replacement of cranial neurostimulator pulse generator or receiver, direct or inductive coupling; with connection to a single electrode array
	6.44
	6.05

	64568
	Incision for implantation of cranial nerve (eg, vagus nerve)  neurostimulator electrode array and pulse generator
	11.19
	9.00

	64569
	Revision or replacement of cranial nerve (eg, vagus nerve) neurostimulator electrode array, including connection to existing pulse generator
	15.00
	11.00

	64570
	Removal of cranial nerve (eg, vagus nerve) neurostimulator electrode array and pulse generator
	13.00
	9.10


The rule can be viewed on the web at:  http://edocket.access.gpo.gov/2010/pdf/2010-27969.pdf
Alliance 2011 Fee Schedule Letter
On December 30, 2010, the AANS and CNS joined the Alliance of Specialty Medicine in sending a letter  regarding the 2011 Medicare Fee Schedule final rule.  In the letter, the societies expressed concern about electronic prescribing penalties and objected to the increased rejection of RUC-passed work RVUs by CMS.
 CMS 2010 MPFS Payment Corrections
On February 8, 2010, CMS announced that over the next several weeks, they would begin reprocessing claims that were improperly paid due to retroactive dates of some provisions under the Affordable Care Act.  AANS and CNS had protested improper 2010 payments on numerous occasions and joined the AMA in a letter urging the agency to take timely action and work to make the process as automatic as possible.  However, the adjustment process was delayed until legislation to provide contractor funding was enacted and no deadline has been set for completion of the adjustments due to the large volume of claims involved and CMS's desire not to create log-jams in processing of current claims.  The issues is especially complex for neurosurgery because, in addition to the retroactive payments from the Affordable Care Act changes, the 2010 Medicare Physician Fee Schedule contained a number of errors in Professional Liability RVUs due to mistakes on the part of the contractor responsible for revising the PLI values.   Washington Office Staff is reviewing the issue and will provide further guidance.  In addition, neurosurgeons should check with their Medicare carriers for instructions on assuring appropriate payment for 2010 Claims.  Below is the somewhat confusing e-mail alert sent out by CMS on February 8, 2011:
Text of CMS Alert  
Reprocessing Claims Affected by the Affordable Care Act and 2010 Medicare Physician Fee Schedule Changes
This message is for physicians, other practitioners, ambulance suppliers, inpatient/outpatient hospitals, long term care hospitals, inpatient rehabilitation facilities, home health agencies, and any other provider type affected by the post-effective date implementation of select provisions of the Affordable Care Act and the 2010 Medicare physician fee schedule.
 
On March 23, 2010, President Obama signed into law the Affordable Care Act.  Various provisions of the new law were effective April 1, 2010, or earlier and, therefore, were implemented some time after their effective date.  In addition, corrections to the 2010 Medicare Physician Fee Schedule (MPFS) were implemented at the same time as the Affordable Care Act revisions to the MPFS, with an effective date retroactive to January 1, 2010.

Due to the retroactive effective dates of these provisions and the MPFS corrections, a large volume of Medicare fee-for-service claims will be reprocessed.   Given this large workload, the Centers for Medicare & Medicaid Services (CMS) is taking steps to ensure that new claims coming into the Medicare program are processed timely and accurately, even as the retroactive adjustments are being made.  CMS will begin to reprocess these claims over the next several weeks.  We expect that this reprocessing effort will take some time and will vary depending upon the claim-type, the volume, and each individual Medicare claims administration contractor.

In the majority of cases, you will not have to request adjustments because your Medicare claims administration contractor will automatically reprocess your claims.  Please do not resubmit claims because they will be denied as duplicate claims and slow the retroactive adjustment process.  However, any claim that contains services with submitted charges lower than the revised 2010 fee schedule amount (MPFS and ambulance fee schedule) cannot be automatically reprocessed at the higher rates.  In such cases, you will need to request a manual reopening/adjustment from your Medicare contractor.  While there is normally a one-year time limit for physicians and other providers and suppliers to request the reopening of claims, we believe that these circumstances  fall under the “good cause” criteria described in the Claims Processing Manual, Publication 100-04, Chapter 34, Section 10.11 (http://www.cms.gov/manuals/downloads/clm104c34.pdf ).  CMS is, therefore, extending the time period to request adjustment of these claims, as necessary.

Medicare claims administration contactors will follow the normal process for handling any applicable underpayments or overpayments that occur while reprocessing your claims.  Underpayments will be included in your next regularly scheduled remittance after the adjustment.  Overpayments resulting from institutional provider (e.g., hospitals, inpatient rehabilitation facilities, etc.) claim adjustments will be offset immediately, regardless of the amount, unless there are insufficient funds to make the offset.  When these overpayments cannot be offset, the amounts will accumulate until a $25 threshold is reached.  At that time, a demand letter will be sent to the institutional provider.  When a claim adjustment for a non-institutional provider (e.g., physician, other practitioner, supplier, etc.) results in an overpayment, the Medicare contractor will send a request for repayment.  If this overpayment is less than $10, your contractor will not request repayment until the total amount owed accrues to at least $10.  See the Financial Management Manual, Publication 100-06, Chapter 4, Section 70.16 or Section 90.2 (http://www.cms.gov/manuals/downloads/fin106c04.pdf ) for more information.

The CMS wants to remind physicians, practitioners, suppliers, and other providers, impacted by the retroactive increases in payment rates for claims affected by the Affordable Care Act and 2010 MPFS changes, of the Office of Inspector General policy related to waiving beneficiary cost-sharing amounts attributable to retroactive increases in payment rates resulting from the operation of new Federal statutes or regulations.  The policy may be found at the following link:
http://oig.hhs.gov/fraud/docs/alertsandbulletins/Retroactive_Beneficiary_Cost-Sharing_Liability.pdf 

Please contact your Medicare claims administration contractor with any questions about this information.
2010 MPFS Correction Notice
CMS did issue a notice earlier this year correcting some errors in the 2010 Medicare Physician Fee Schedule, including erroneous professional liability (PLI) Relative Value Units (RVUs) for a number of procedures commonly performed by neurosurgeons, such as PLI RVUs for Stereotactic Radiosurgery (SRS) procedures – CPT Codes 61796 through 61799 (Cranial SRS) and CPT Codes 63620 and 63621 (Spinal SRS). The AANS/CNS Washington Office had brought the errors in SRS PLI RVUs to the attention of CMS.  CMS corrected the values retroactively to January 1, 2010 but did not issue refunds for claims that had been already submitted and underpaid.  The recent corrections are in addition to ones made earlier this year, when at the behest of the AANS, and CNS, CMS corrected the values for nearly 50 PLI values for other neurosurgical procedures. The AANS and CNS Washington Office Staff will continue to insist that CMS rectify all inappropriate 2010 payments
CPT Coding Issues
February 2011 CPT Meeting
The CPT Panel met February 10 through 12, 2011.  Jeffery Cozzens, MD, CPT Editorial Panel member, Patrick Jacob, MD, AANS Advisor to CPT, and Washington office staff attended.  Although AANS and CNS did not present codes a number of CPT issues are of interest. 
Intra-operative Monitoring
In December 2009, CPT formed an Intra-operative nerve monitoring workgroup to consider new codes for such procedures in light of new technology allowing for intra-operative nerve monitoring remotely.  A manufacturer had proposed new codes for remote monitoring in June 2009.  At the February 2011 meeting, CPT considered several coding options for the procedure, which may be performed in three different ways:  at the patient’s side in the operating room, in the operating suite while monitoring a couple of patients, or completely remotely from anywhere else in the world while monitoring multiple screens.  The American Academy of Neurology (AAN) supported a coding construction that would allow different codes for each of the three situations.  AANS and CNS agreed with this view.  However, the Panel voted in favor of a two code plan for  “in the operating room” or “out of the operating room.”  This construct makes no distinction for the “immediately available” situation in which the physician is very near the operating room monitoring two rooms.  The coding for the later scenario would be the same as that for the person monitoring multiple screens remotely.  AAN believes the coding construct would be difficult to survey at the RUC and has asked the panel to reconsider its decision and for support from AANS and CNS to this end.  
CPT Editorial Panel Nominations
The first term on the CPT Editorial Panel for Jeffrey Cozzens, MD, ends in June 2011.  The AANS and CNS have asked that Dr. Cozzens be reappointed to the panel for another 4 years.  In addition, Dr. Cozzens has been nominated for Vice-Chairman of the panel by several fellow panel members.  
RUC Issues  
The AMA/Specialty Relative Value Update Committee (RUC) met February 3 through 5, 2011.  Attending for the AANS and CNS were Greg Przybylski, MD, John Wilson, MD, Alexander Mason, MD, Edward Vates, MD, Patrick Jacob, MD, John Ratliff, MD, and Washington Office Staff.  
Bundled Lumbar Fusion Code

AANS and CNS RUC advisors joined advisors from the American Association of Orthopaedic Surgeons (AAOS) and the North American Spine Society (NASS) in presenting new codes for situations in which CPT Code 22630 Arthrodesis, posterior interbody technique, including laminectomy and/or discectomy to prepare interspace (other than for decompression), single interspace; lumbar and CPT  Code 22612 Arthrodesis, posterior or posterolateral technique, single level; lumbar (with or without lateral transverse technique are performed together.  The code was requested by the Joint CPT/RUC Workgroup on Bundling.   

The RUC accepted the value recommended by AANS and CNS for the 90 day global combination code but reduced the value for the additional level combination code, as they did not completely agree with the societies contention that there should be no reduction when additional level codes (ZZZ codes) are combined because the additional level codes do not contain pre- or post- work.   However, the RUC felt there would still be some efficiencies in combining the codes and reduced the societies’ recommendation for the add-on by about 25%.  
G. Edward Vates, MD, Named as Alternate RUC Advisor for Neurosurgery

On February 2, 2011, AANS and CNS named G. Edward Vates, MD, as the alternate RUC member for Neurosurgery to participate on the RUC panel with Gregory Przybylski, MD, the neurosurgery RUC representative.  
Coverage Issues 
Washington State HTA Non-coverage of Vertebroplasty, Kyphoplasty, and Sacroplasty

On February 18, AANS/CNS Joint Spine Section sent a letter  to the Washington State Health Technology Authority regarding its December 10, 2011 decision not to allow coverage of vertebroplasty and kyphoplasty for the programs under its purview.  The comments will be presented to the committee members who will vote to confirm or reconsider their decision on March 18, 2011.
United Health Care Draft Policy on Plagiocephaly and Craniosynotosis Treatment 

United Health Care asked for AANS/CNS input for a proposed policy on plagiocephaly and craniosynotosis treatment.  The draft policy was forwarded to the AANS/CNS Joint Section on Pediatric Surgery and David Gruber, MD, coordinated a response which was sent to United Health Care on January 24, 2011.  The policy is available on the web at:  https://www.unitedhealthcareonline.com/ccmcontent/ProviderII/UHC/en-US/Assets/ProviderStaticFiles/ProviderStaticFilesPdf/Tools%20and%20Resources/Policies%20and%20Protocols/Medical%20Policies/Medical%20Policies/Plagiocephaly_and_Craniosynostosis_Treatment.pdf
Blue Cross Blue Shield of North Carolina Policy on Spinal Fusion Surgery
On January, 20, 2011, Blue Cross Blue Shield of North Carolina (BCBSNC) issued an updated lumbar fusion coverage policy.  The new policy includes suggestions from an AANS and CNS led multi-specialty coalition of neurosurgeons and orthopedic spine surgeons and replaces an earlier, more restrictive, coverage policy issued by BCBSNC on September 28, 2010 and implemented January 1, 2011.  The AANS, CNS, AANS/CNS Joint Spine Section, American Association of Orthopaedic Surgeons (AAOS), International Society for the Advancement of Spine Surgery (ISASS), North American Spine Society (NASS), North Carolina Neurosurgical Society (NCNS), Pediatric Orthopaedic Society of North America (POSNA) and the Scoliosis Research Society (SRS) sent a letter to BCBSNC on December 15, 2010 objecting to the original BCBSNC proposal and suggesting changes.  

 

In addition to sending the letter, representatives of the groups, joined also by the North Carolina Medical Society, met with BCBSNC medical directors on January 20, 2011.  Charles Branch, MD, Chairman of the Department of Neurosurgery at Wake Forest Medical Center led the presentation.  Following the meeting, BCBSNC issued its new policy.  Some of the specific changes made on January 20, 2011 include replacing “degenerative disc disease” with the term “disc herniation,” as the multispecialty group believed that the term “degenerative disc disease” was unclear and confusing.  In addition, BCBSNC agreed to clarify that the policy applied only to adults and that pediatric and adolescent cases will continue to be addressed on an individual consideration basis.  The new policy also added spinal infections to its coverage for “spinal repair surgery for dislocation, abscess or tumor.”  Moreover, BCBSNC staff expressed their appreciation for the work of the group and agreed to closely monitor the policy and follow-up to make appropriate modifications.  

 

The policy with the January 20, 2011 changes is available at:  http://www.bcbsnc.com/assets/services/public/pdfs/medicalpolicy/lumbar_spine_fusion_surgery.pdf    

The AANS and CNS are continuing to work together with the other surgical spine organizations to be pro-active with payors to preserve appropriate access to spine care for patients

Aetna Spinal Fusion Policy
AANS and CNS led an effort to provide comments on Aetna’s  “Clinical Policy Bulletin:  Spinal Surgery:  Laminectomy and Fusion” (policy #743), which was updated December 14, 2010 and posted on the Aetna web site (http://www.aetna.com/cpb/medical/data/700_799/0743.html).  AANS and CNS invited the societies that had participated in the BCBSNC lumbar fusion effort to join them in reviewing the policy and sending a letter to Aetna.
WellPoint Request for AANS/CNS Input 
WellPoint, Inc. continues to ask the AANS and CNS for input on proposed policy for neurosurgical procedures.   The AANS/CNS Coding and Reimbursement Committee works with the pertinent clinical sections to develop responses.  On February 28, 2011, Katie Orrico, wrote to WellPoint staff to ask that WellPoint provide AANS and CNS with more precise and timely communication regarding subsequent action taken by WellPoint in response to comments provided by AANS and CNS.  She emphasized that AANS and CNS appreciated the opportunity to review policy but that such efforts involved considerable neurosurgeon volunteer and staff time and resources.  WellPoint staff responded to Ms. Orrico on March 8, 2011 and said WellPoint expected to send a letter with feedback on AANS and CNS submissions in early April 2011.  In addition, WellPoint agreed to provide information regarding the final outcome of individual policies and arrange a conference call to discuss the issue further.

 Specific recent requests for input from WellPoint were:

· Endovascular Procedures for Intracranial Arterial Disease (Atherosclerosis and Aneurysms)   
WellPoint asked for input on draft policy regarding endovascular procedures for intracranial arterial disease.  The draft policy considers endovascular procedures investigational for intracranial arterial disease (atherosclerosis or aneurysms). In particular, they have asked for clinical scenarios in which the procedures would be deemed medically necessary. The proposal was been referred to the AANS/CNS Joint section on Cerebrovascular Disease and Henry Woo, MD, coordinated the response, which was submitted to WellPoint on December 11, 2010
· Percutaneous and Endoscopic Spinal Surgery
On February 25, 2011, WellPoint asked for input for percutaneous spinal surgical techniques for discogenic and stenotic disease and specifically the use of graduated tube dilators to access the surgical site when using an operating microscope or endoscope. Kurt Eichholz, MD and Karin Swartz, MD are coordinating a response from the Joint Section on Spine Surgery.
· Minimally Invasive Lumbar Interbody Fusion and Interspinous Distraction Devices
On February 28, 2011, the AANS and CNS Section on Spine Surgery provided WellPoint with input on policy regarding Minimally Invasive Lumbar Interbody Fusion and Interspinous Distraction Devices. The comments were coordinated by Karin Swartz, MD, Peter Angevine, MD, and Joseph Cheng, MD.

· Lumbar Fusion Policy
AANS and CNS provided WellPoint with information on lumbar fusion policy on February 7, 2011.  The response was developed by the Joint Section on Spine Surgery and was coordinated by Karin Swartz, MD and Joseph Cheng, MD

· Position Emission Tomography (PET) and PET/CT Fusion 
On  February 7. 2011, AANS and CNS provided WellPoint with comments from the Joint Section on Tumor Surgery in response to their request for input on PET and PET/CT Fusion.  The comments were coordinated Andrew E. Sloan, MD
· Magnetoencephalography/Magnetic Source Imaging
On February 10, 2011, WellPoint asked AANS and CNS for input on proposed policy for Magnetoencephalography/Magnetic Source Imaging.  The request has been referred to the AANS/CNS Joint Section on Stereotactic and Functional Surgery.
Other Medicare Issues
IOM Study on Geographic Variation in Medical Care
In January 2011, the Institute of Medicine (IOM) and Committee on Geographic Variation in Health Care Spending and Promotion of High-value Care sent a letter to CMS Administrator Dr. Donald M. Berwick, requesting new datasets and analyses.  The requested information will help the Committee evaluate geographic variation and growth in health care spending and the volume and intensity of health care services utilization.  The panel was formed in 2010 and has held several public meetings on the issue.  They are charged with developing a “value index” based on measures of quality and cost that payers could use to promote “high-value” services by health care providers. More information on the project is available at http://www8.nationalacademies.org/cp/projectview.aspx?key=IOM-HCS-09-08
In response to the IOM letter, CMS created four datasets using the new Geographic Variation in Medicare Spending and Utilization (GV) database, which incorporates Medicare claims data to calculate utilization measures and total, standardized, and risk-adjusted spending. The GV database also incorporates a variety of quality indicators, including Hospital Compare, Prevention Quality Indicators, and Patient Safety Indicators. More information is available at: (http://www.healthindicators.gov)
IOM Geographic Adjustment Study
On February 17 and 18, the IOM held the fourth in a series of meetings of its study panel to examine the impact of the Medicare Geographic Adjustment Factor on access, quality, and cost of care to Medicare beneficiaries.  Previous meetings were held January 20 and 21, 2011, November 4 and 5, 2010, and September 16 and 17, 2010.   In its testimony at the third meeting in January, the American Academy of Family Physicians and several other primary care groups recommended that the geographic adjustment factor be eliminated in favor of a larger direct bonus payment for primary care physicians, especially those practicing in rural and underserved areas.  In addition, several non-physician provider groups testified in favor of great autonomy in practice and billing to address needs in underserved areas.  More information of the Geographic Adjustment Study is on the IOM website at:  http://www.iom.edu/Activities/HealthServices/GeographicAdjustments.aspx
ICD-10 Coding Transition
Starting on October 1, 2013, ICD-10 will replace ICD-9 as the code set for use for coding diagnoses and inpatient hospital procedures and in physicians’ offices and other outpatient settings for diagnoses. There will not be a transition.  In other words, on September 30, 2013, ICD-9 codes will be used for these hospital procedure and diagnoses and on October 1, 2013, ICD-10 codes will be used.  CPT will remains in place to identify physician procedural services. 
Therefore, it is essential that neurosurgeons be educated and prepared for the change.   The Medicare carriers are required to begin training, testing, and outreach education in April 2011.  AANS and CNS are preparing coding course curriculum and will post information on websites and in e-blasts.  
More information is available on the CMS website at:  http://www.cms.gov/ICD10/
In addition, the AMA has information at:  http://www.ama-assn.org/ama/pub/physician-resources/solutions-managing-your-practice/coding-billing-insurance/hipaahealth-insurance-portability-accountability-act/transaction-code-set-standards/icd10-code-set.shtml
CMS Delays Implementation of Health Care Reform Medicaid RAC Program 
CMS has decided to delay the proposed April 1, 2011, deadline for states to implement health reform-mandated Medicaid Recovery Audit Contractor programs, saying in a recent informational bulletin that the agency was doing so "out of consideration for state operational issues and to ensure states comply with the provisions of the final rule," which has yet to be published. The agency does not give an exact date for the new implementation deadline.

More information is available at:  http://www.agg.com/media/interior/publications/Saul-Cohen-CMS-Extends-Deadline-for-States-to-Implement-Medicaid-RAC-Programs.pdf
GAO Report on Bundled Service 
On January 31, 2011, the Government Accountability Office (GAO) released a report on bundled payments for hospital and physician services entitled:   Medicare: Private Sector Initiatives to Bundle Hospital and Physician Payments for an Episode of Care.  The GAO contacted five large payors--Aetna, Cigna, Humana, UnitedHealth Group, and Wellpoint—to examine their reported experiences on cost and quality of patient care when physician, hospital, and other services were paid in single “bundled” fee for an “episode of care.”  While the report showed that bundled payment for transplant surgery was common, bundling for other procedures with higher volume is more difficult because standard definitions for an episode of care do not exist  and limiting provider choice may pose problems for Medicare fee for service beneficiaries, who are used to a wide choice of providers since Medicare generally allows participation by all willing providers that meet certain standards. A copy of the report is available on the web at:   http://www.gao.gov/new.items/d11126r.pdf
Other Physician Practice Issues
IOM Committee on Advancing Pain Research, Care, and Education.

Institute of Medicine (IOM) Committee on Advancing Pain Research, Care, and Education held a meeting on January 4, 2011.  The Committee has been formed to make recommendations on ways to improve pain care.  Ken Follett, MD, is on the panel.  This was the second meeting for the committee and the last meeting held in Washington, DC.  On February 8, 2011, the Committee held a meeting in New Orleans to focus on cultural issues in pain and private payor policy on pain.  A fourth meeting is scheduled for March 14, 2010 in Irvine, California to focus on the basic science of pain and FDA regulation of pain medication.  The final committee report is expected to be released in July 2011.
 

More information is available on the web at:

http://www.iom.edu/Activities/PublicHealth/PainResearch.aspx
Red Flag Rules
On December 18, President Obama signed into law the “Red Flag Program Clarification Act of 2010,”   legislation that would keep most doctors from having to comply with certain identity theft protection measures such as installing monitoring programs.  The AANS, CNS, AMA and other physician organizations have argued since 2008 that the regulation would become a bureaucratic burden for medical professionals who already are subject to regulations to ensure the safeguarding of patient information.  
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