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TOA works closely with the American Academy of Orthopaedic Surgeons, the Texas Congressional Delegation, and our
Medicare Administrative Contractor (MAC) - Novitas - on Medicare issues.
 
Please refer to the TOA eConnects for the latest news.
 

TOA Update: Medicare Finalizes 2019 Physician Fee Schedule & ASC/HOPD Rules

 The Centers for Medicare and Medicaid Services (CMS) released the final calendar year (CY) 2019 Physician Fee
Schedule (PFS) rule on November 1, and CMS modified the controversial E/M proposal. CMS also released the hospital
outpatient department (OPPS) and ambulatory surgery center (ASC) final payment policy rule for CY 2019 on
November 2.

Stay tuned for an extensive analysis from AAOS in the near future. In addition, TOA's coding course on Friday,
February 1, 2019 in Houston will cover many of the new coding changes. (Click hekre for details.)

CMS introduced the concept of eliminating the current E/M system this summer with a proposal that would have
resulted in only two levels: level one and a new level to replace the current levels two through five. CMS indicated that
this was an attempt to reduce paperwork. In addition, CMS pointed out that several specialties, including orthopaedics,
would have witnessed an overall increase. However, certain sub-specialties that rely on the more complex codes would
have witnessed a hit.

The initial proposal received tremendous pushback from stakeholders.

CMS's final rule this week will result in three levels for E/M beginning in 2021:

Keep level one

Keep level five

"Collapse" the current levels two through four and create a new level to replace those three.

CMS estimated that if the 2021 E/M policy went into effect in 2019, orthopaedic surgery would witness an aggregate 1
percent increase, hand surgery would witness a 3 percent increase, and podiatry would witness a 10 percent
aggregate increase. Meanwhile, anesthesiology as an aggregate would witness a 2 percent decrease and neurosurgery
would witness a 1 percent decrease.

Keep in mind that since this has not been scheduled until 2021, extensive changes could be made between now and
then.

Axios Vitals summarized it in the following graphic:

Other Physician Fee Schedule and MIPS Issues

https://txorthoassn.org/wp/2019-toa-tof-tssm-annual-conference/


AAOS will have an extensive analysis of the rule in the near future.

TOA members should turn to their November 3, 2018 e-mail update for the full background on this issue.

CY 2019 Payment Policy for ASCs and HOPDs: A Big Day for ASCs

CMS finalized its CY 2019 payment policy rule for ASCs and hospital outpatient departments on November 2, 2018,
and, as mentioned over the past few months, it was a monumental proposal for ASCs. ASCA, the Ambulatory Surgery
Center Association, had been pushing many of these issues for many years.

The greatest victory for ASCs was CMS's decision to finalize the proposal to align the annual payment update factor for
ASCs and HOPDs. In the past, HOPDs received the higher annual market basket update (ASCs received an annual
update that was tied to the lower inflation rate). As a result, the gulf between ASC and HOPD payments widened each
year. While ASCs will continue to be paid less than HOPD services, that gulf is unlikely to grow every year due to the
alignment.

In regards to new ASC services for Medicare in 2019, a dozen cardiac catheterization procedures and five additional
procedures performed during cardiac catheterization procedures were added for the CY 2019 final rule.

Musculoskeletal services did not feature a large debate in the 2019 proposal. Last summer featured a debate over
adding THA/TKA to ASCs for the 2018 Medicare payment proposal, and CMS eventually backed away from adding them
to ASCs. However, CMS is likely to take a look at THA, TKA, shoulders, and some other services for ASCs in future
proposals.

Several other musculoskeletal-related issues were confirmed in the CY 2019 final rule, including a lower device
intensive procedure threshold and payment for non-opioid pain management therapy (Exparel).

Upcoming ASC vs. HOPD Price Comparison Website

CMS also used this rule as an opportunity to remind stakeholders that the 21st Century Cures Act, which was signed
into law by then-President Obama in early 2017, directed HHS to create a website that allows patients to analyze the
costs associated with ASCs and HOPDs:

For example, to provide for easier comparisons between hospital outpatient departments and ASCs, as previously
discussed in the CY 2018 OPPS/ASC final rule with comment period (82 FR 59389), we stated in the CY 2019
OPPS/ASC proposed rule that we also will make available a website that provides comparison information between
the OPPS and ASC payment and copayment rates, as required under section 4011 of the 21st Century Cures Act
(Pub. L. 114-255). Making this information available can help beneficiaries and their physicians determine the cost
and appropriateness of receiving care at different sites-of-service. Although resources such as this website will
help beneficiaries and physicians select a site-of-service, we do not believe this information alone is enough to
control unnecessary volume increases.

New Site Neutral Payments for Checks ups (Clinic Visits)

TOA has been talking about the concept of site neutral payments in its newsletters since 2012, so our hope is that
every reader understands the concept, which has been embraced by both Democrats and Republicans in Congress and
CMS. To summarize, if a service can be paid in two different types of settings, and one setting is being paid at a higher
rate, then Medicare will pay for that service at the same rate in any type of facility.

CMS pointed out several stakeholder comments in the final rule's commentary:

For certain cardiology, orthopedic, and gastroenterology services, employed physicians were seven times more likely to
perform services in a HOPD setting than independent physicians, resulting in additional costs of $2.7 billion to
Medicare and $411 million in patient copayments over a 3-year period. (Avalere, PAI: Physician Practice Acquisition
Study: National and Regional Employment Changes, October 2016.)

This other comment by CMS will help you to understand CMS's interest in the site neutral payment concept:

In the CY 2015 OPPS/ASC proposed rule (79 FR 41013), we stated that we continued to seek a better
understanding of how the growing trend toward hospital acquisition of physicians' offices and subsequent
treatment of those locations as off-campus provider-based departments (PBDs) of hospitals affects payments
under the PFS and the OPPS, as well as beneficiary cost-sharing obligations. We noted that MedPAC continued to



question the appropriateness of increased Medicare payment and beneficiary cost-sharing when physicians' offices
become hospital outpatient departments and that MedPAC recommended that Medicare pay selected hospital
outpatient at PFS rates (MedPAC March 2012 and June 2015 Reports to Congress).

CMS finalized its proposal to extend site neutral payments to clinic visits that are part of hospital outpatient
departments for "check ups," and these represent the most common service billed under the outpatient prospective
payment system (OPPS). Per CMS:

CMS is exercising its authority to utilize a method to control unnecessary increases in the volume of covered
hospital outpatient department services by applying a Physician Fee Schedule (PFS)-equivalent payment rate for
the clinic visit service when provided at an off-campus provider-based department (PBD) that is paid under the
OPPS. The clinic visit is the most common service billed under the OPPS. Currently, Medicare and beneficiaries
often pay more for the same type of clinic visit in the hospital outpatient setting than in the physician office
setting.

This policy would result in lower copayments for beneficiaries and savings for the Medicare program in an
estimated amount of $380 million for 2019, the first year of a two year phase-in we are utilizing to implement this
policy. For an individual Medicare beneficiary, current Medicare payment for the clinic visit furnished in an
excepted off-campus PBD is approximately $116 with $23 being the average beneficiary copayment. The policy to
adjust this payment to the PFS equivalent rate would reduce the OPPS payment rate for the clinic visit to $81 with
a beneficiary copayment of $16 (based on a two year phase-in), thus saving beneficiaries an average of $7 each
time they visit an off-campus department in CY 2019.

No Action on New Clinical Families of Services for Site Neutral - Page 658

Congress passed a budget bill that was signed into law on November 2, 2015 that created a site neutral payment
policy for certain services at off-campus, hospital-based provider-based department (PBD). Any PBD acquired after the
effective date would no longer be paid the higher OPPS fee for certain services.

However, Congress did not make it clear whether a grandfathered PBD could begin offering a new service after
November 2, 2015 and be paid the higher OPPS rate for that new service. CMS has indicated its belief that it has
the statutory authority to limit new service additions at higher rates if they were not provided in a grandfathered
PBD prior to November 2, 2015. However, CMS has received considerable pushback from hospital stakeholders
and has declined to move forward at this time: "In response to public comments, we did not finalize our proposal
to limit the expansion of excepted services at excepted off-campus PBDs." (Page 661.)

CMS made the following comment in this rule:

However, while we continue to believe that section 1833(t)(21)(B)(ii) of the Act excepted off-campus PBDs as they
existed at the time that Pub. L. 114-74 was enacted, and provides the authority to define excepted off-campus
PBDs, including those items and services furnished and billed by such a PBD that may be paid under the OPPS,
we are concerned that the implementation of this payment policy may pose operational challenges and
administrative burden for both CMS and hospitals. After consideration of the public comments we received, we are
not finalizing this policy as detailed below.

CMS commented in the rule:

In the CY 2015 OPPS/ASC proposed rule (79 FR 41013), we stated that we continued to seek a better
understanding of how the growing trend toward hospital acquisition of physicians' offices and subsequent
treatment of those locations as off-campus provider-based departments (PBDs) of hospitals affects payments
under the PFS and the OPPS, as well as beneficiary cost-sharing obligations. We noted that MedPAC continued to
question the appropriateness of increased Medicare payment and beneficiary cost-sharing when physicians' offices
become hospital outpatient departments and that MedPAC recommended that Medicare pay selected hospital
outpatient

CMS has CMS proposed to add additional clinical families of services to the excepted (grandfathered) HOPDs that were
in place before November 2, 2015 and continue to get paid at the higher OPPS rate for certain services. However, CMS
ultimately chose to not do so in this final rule:

In response to public comments, we did not finalize our proposal to limit the expansion of excepted services at
excepted off-campus PBDs. (Page 661.)

Further Background on the HOPD/ASC Rule for CY 2019.

Stay tuned for AAOS's upcoming summary. In addition, TOA's coding course on Friday, February 1, 2019 in Houston
will cover many of the changes - click here for details.

Click here to view CMS's final summary of the rule. This link also includes the fact sheet and the complete rule.

Click here to view TOA's summary of the HOPD/ASC proposed rule for CY 2019 from this summer.

Click here to view the AAOS stakeholder comments on the HOPD/ASC proposal. TOA joined AAOS.

Click here to view TOA's summary of the Physician Fee Schedule/MIPS proposal from this summer.

Click here to view AAOS's executive summary of the PFS/MIPS proposal.
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Click here to view AAOS's full summary of the PFS/MIPS proposal.
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Medicare Data Demonstrate Price Differences Among Texas Cities for Joint Replacements

 Publicly available data gathered by Archway Health on lower extremity joint replacement surgeries for 2015 Medicare
payments demonstrate a variety of costs within Texas cities. The data include costs related to both the surgery and the
post-acute care service.

In the age of bundled payments, hospitals and surgeons are paying closer attention to the costs associated with joint
replacement surgeries. The Centers for Medicare and Medicaid Services (CMS) is expected to release a new surgeon-
led Bundled Payment for Care Improvement (BPCI) product for 2018.

The 2017 Texas Legislature in the nation became the nationâ€™s first state legislature to pass a law that encourages
the use of patient-reported outcomes (PROs). SB 55 by Senator Judith Zaffirini (D-Laredo) and Representative JD
Sheffield, DO (R-Gatesville) directs the state of Texas to examine the potential use of PROs for the stateâ€™s health
employee health plans.

PROs have the ability to measure actual outcomes and determine the effectiveness of a certain service. As a result,
PROs may eventually be utilized within Medicare to explain the differences in costs for joint replacement surgeries.

http://r20.rs6.net/tn.jsp?f=001q3AwPseNuq_-o8jIAO0F3xb6cYjuJPtVM9gsIEMO7pSG_4_PM360DcWTiWSsvnHJojQSjVi4G9h3bAv3UdiS1BFghQX-Kzr-QWGS-l11rTjoTUwLkr_XeEeunnbXFo-r3VUc8VUJF8oLDo06me6akvlwrGOlTAXGPrT9KjQJpIRyShvjQ1Po-P9JE1piDvfu0EHiNGqXB0r6Ax5OXVAEM4qtOo_a25w_yoPbXGSoCc2HQF81cl0wlVIE1V9SCjBw&c=ad6XRnxqXDr5icyyonKPn1zrOhPrjGdHLV1bOKx235A0V03-qLFx8A==&ch=mrtL92i1T8rMWaMiZ2HEatRRx-CMPRXe0w5qvIzJp8PN7cHCzU3BTg==/t_blank
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CMS Proposes "Slow Ramp-up" of MACRA Policy

 Physicians participating in the "advanced" APMs are not subject to MIPS. However, the AMP models must include
performance measures similar to MIPS.

Orthopaedic surgeons are unlikely to be eligible for more than a handful of APM opportunities. However, we are
watching for a potential rule this summer that would create new physician-led BPCI bundles for 2018 that could qualify
for APMs.

CMS expects all physicians in advanced APMs to receive the 5 percent payment bonus in the first year.

The proposed rule released on Tuesday states: "In this proposed rule, we continue the slow ramp-up of the Quality
Payment Program by establishing special policies for Program Year 2 aimed at encouraging successful participation in
the program while reducing burden, reducing the number of clinicians to participate, and preparing clinicians for the CY
2019 performance period (CY 2021 payment year)."

2017 Performance for 2019 Payments
This is the first year that physicians must report to the QPP. 2017 performance will apply to 2019 payments. CMS's
recent proposal would apply to 2018, which would serve as the performance period for 2020 payments.

$90,000 Threshold
CMS already exempted MIPS physicians who bill Medicare no more than $30,000 and see fewer than 100 Medicare
beneficiaries per year. The proposed rule would increase the threshold to $90,000 and 200 Medicare beneficiaries.

Small Practices and Virtual Groups
The proposal would help small group physicians perform well in MIPS by helping them form virtual groups, which can
lead to a larger pool for performance measurements. The proposal would define a virtual group as a combination of at
least two provider tax identification numbers, and it would include at least one solo practitioner. Practices in the virtual
groups may have no more than 10 clinicians.

Additional Small Practice Support
The proposed rule would provide bonus points to small practices that do not seek exclusions from MIPS.

Electronic Health Records
Small practices may be able to seek exemptions from the EHR requirements. In addition, the proposed rule includes a
provision that would delay a requirement to upgrade EHRs for practices of all sizes. The proposal would include bonus
points on performance scores for those practices that upgrade to 2015 certified EHR technology.

Cost Performance Measures Delay
The proposed rule states: "In this proposed rule, we are proposing to weight the cost performance category at zero
percent of the final score for the 2020 MIPS payment year in order to improve clinical understanding of the measures
and continue development of episode-based measures that will be used in this performance category."

AAOS Reaction
Click here to view the American Academy of Orthopaedic Surgeons' reaction to the proposal.

http://104.168.217.220/wp/wp-content/uploads/2017/07/ArchwayIPChart-5.jpg
http://newsroom.aaos.org/media-resources/Press-releases/aaos-to-comment-on-2018-quality-payment-program-proposed-rule.htm


2018 vs. 2017
McDermott + Consulting created an outstanding chart that compares the 2018 proposal to the final rule for 2017.
Click here to view it.
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CY 2017 HOPD/ASC Rule Finalized - Further Guidance on Off campus, Provider based Departments

 CMS issued the final rule for its calendar year 2017 payment policy for hospital outpatient departments (HOPD) and
ASCs, and CMS backed off some of its proposals to limit higher payments for off-campus, provider-based
departments.

To review, President Obama signed a budget bill on November 2, 2015 that ended higher payments for off-campus,
provider-based departments that were not in place before November 2, 2015. We refer to this as a "site-neutral
payment policy." If a service can be provided in different types of settings, then all settings would be paid the
lowest rate. A department would be paid under the Medicare Part B schedule instead of the higher OPPS rate.

Medicare has estimated that this policy will save the government $500 million. One major controversy surrounds
the 250-yard radius of the hospital. The hospital lobby continues to express concerns regarding this number and
would prefer to allow the CMS regional offices to determine "reasonable proximity" when determining whether a
provider-based department is off campus.

In July 2016, CMS offered proposals regarding the site neutral payments. One policy would have eliminated the
ability of the grandfathered departments to receive a higher payment for services that they did not offer prior to
November 2, 2015. Per CMS: "However, in response to public comments on administrative burden and complexity
and potential beneficiary access issues, CMS is not finalizing this proposal. CMS will monitor expansion of clinical
service lines by off-campus PBDs and continue to consider whether a potential limitation on service line expansion
should be adopted in the future."

CMS proposed to eliminate the grandfather for "excepted off-campus PBDs" if they relocate. CMS finalized this
proposal. However, it will allow for exceptions in cases of natural disasters and similar circumstances.

CMS will allow the grandfathers of off-campus facilities to continue if they change ownership. However, the new
owners must accept the existing Mediare provider agreements.

Applicable Payment System 

According to CMS:

For CY 2017, CMS is finalizing the MPFS to be the "applicable payment system" for non-excepted items
and services furnished in a nonexcepted off-campus PBD. In light of public comment on the proposals
regarding hospital billing and payment, CMS is issuing an IFC to establish new interim final MPFS rates
so that hospitals may be paid for these nonexcepted items and services in CY 2017.

CMS-1656-IFCâ€” Establishment of Payment Rates under the MPFS for Nonexcepted Items and Services
Furnished by an Off-Campus Provider-Based Department of a Hospital

In conjunction with issuing the CY 2017 OPPS and ASC final rule with comment period, CMS also issued
an IFC. The changes implemented through this IFC are intended to provide a billing mechanism for
hospitals to report and receive payment under the MPFS for nonexcepted items and services furnished
by off-campus PBDs to Medicare beneficiaries in CY 2017. Physicians furnishing such services will
continue to be paid on the professional claim and will be paid at the facility rate under the MPFS
consistent with current payment policies for physicians practicing in an institutional setting.

Under this IFC, CMS is establishing interim final site-specific rates under the MPFS for the technical
component of all nonexcepted items and services. Hospitals will be paid under the MPFS at these newly
established MPFS rates for nonexcepted items and services, which will be billed on the institutional claim
and must be billed with a new claim line modifier "PN" to indicate that an item or service is a
nonexcepted item or service. For CY 2017, the payment rate for these services will generally be 50
percent of the OPPS rate (there are some exceptions that are spelled out in the IFC, including that
payment for separately payable drugs will not be reduced). Packaging, and certain other OPPS policies,
will continue to apply to such services. We are seeking public comments on the new payment
mechanisms and rates detailed in the IFC and, based on these comments, will make adjustments as
necessary to the payment mechanisms and rates through rulemaking that could be effective in CY 2017.

Inpatient Only List - Spine and Total Knees

"The Medicare inpatient-only (IPO) list includes procedures that are only paid under the IPPS. Each year, CMS uses
established criteria to review the IPO list and determine whether or not any procedures should be removed from the
list. For CY 2017, CMS is removing seven procedures from the IPO list. The procedures include five spine procedures
as well as two laryngoplasty procedures. The CY 2017 OPPS/ASC final rule with comment period also includes
responses to a comment solicitation regarding whether total knee arthroplasty (TKA) should be removed from the
IPO list in a subsequent year. CMS will consider all of these comments in future policy making."

TOA included the AAHKS and AAOS comments regarding the potential removal of TKA from the inpatient only list in
the last eConnect. Click here to view the AAHKS response.

http://www.mcdermottplus.com/uploads/1334/doc/MACRA_Comparison_Table_-_2018_Proposed_Rule.pdf


Issues in the July 2016 Proposal

Click here to review all of the issues that TOA followed when the proposal was released in July 2016.
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2017 Final Rule - Medicare Physician Fee Schedule CMS Listens to Texas Orthopaedic Surgeons

 CMS released the final rule for the calendar year 2017 Medicare Physician Fee Schedule on November 2, 2016, and
CMS dedicated a large amount of the commentary to how it will collect data on global surgical packages. Thanks to
the Texas orthopaedic surgeons who responded to the AAOS/TOA survey on August 12. As a result of your work,
Texas orthopaedic surgeons will not have to report additional data on every 10-minute increment of your service.

AAOS's lobbying team played a tremendous role to influence this final decision. AAOS's lobbyists engaged dozens of
Members of Congress to encourage CMS to scale back its efforts.

To review, CMS eliminated 10- and 90-day global surgical packages in the 2014 Medicare Physician Fee Schedule
and turned them into 0-day global services that would result in additional post-operative services being paid
separately. However, Congress restored the global surgical packages in the Medicare physician payment overhaul -
MACRA - in the spring of 2015. Congress directed CMS to collect data on global surgical packages and determine
whether they should continue in the future.

In CMS's CY 2017 proposal, which was released in July 2016, CMS proposed to add a G code that would have
required surgeons to report a whole new set of codes to document the type, level and number of pre- and post-
operative visits furnished during the global period for every global surgery procedure provided to Medicare
beneficiaries. Under this system, surgeons would have been required to use a new set of G-codes to report on each
10-minute increment of services provided beginning on January 1, 2017.

CMS scaled back the reporting for surgeons in its CY 2017 final rule released on November 2, 2016. It appears that
Texas orthopaedic surgeons will not be affected. Thank you to all of the TOA members who responded to the AAOS
survey. CMS noted the survey results in its commentary and referred to the fact that many orthopaedic surgeons
indicated that collecting the G-codes would have been a tremendous burden.

Per CMS, the final provisions include (for certain states other than Texas):

"CPT code 99024 will be used for reporting post-operative services rather than the proposed set of G-codes.
Reporting will not be required for pre-operative visits included in the global package or for services not related to
patient visit."
"Reporting will be required only for services related to codes reported annually by more than 100 practitioners
and that are reported more than 10,000 times or have allowed charges in excess of $10 million annually."
"Practitioners are encouraged to begin reporting post-operative visits for procedures on or after January 1, 2017,
but the mandatory requirement to report will be effective for services related to global procedures furnished on
or after July 1, 2017."
"Only practitioners who practice in groups with 10 or more practitioners in Florida, Kentucky, Louisiana, Nevada,
New Jersey, North Dakota, Ohio, Oregon, and Rhode Island will be required to report. Practitioners who only
practice in smaller practices or in other geographic areas are encouraged to report data, if feasible."

Click here to review the survey results that were shared with CMS. Orthopaedic surgeons made up the largest
percentage (25 percent) of the surgeon responses to the survey. And surgeons from the southern region, which
includes Texas, made up the greatest percentage of surgeon responses (36 percent). Again, thank you to all of the
orthopaedic surgeons who read TOA's e-mails and respond to our action items.

Click here to view all of the other issues in the CY 2017 Medicare Physician Fee Schedule that TOA highlighted when
the proposed rule was released in July 2016.
 
TOA's July 2016 analysis of the proposed rule included several other areas of interest to orthopaedic surgeons. Click
here to view TOA's July 2016 analysis.
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CMS's HOPD/ASC Proposed Rule Asks for Comments on Outpatient TKA

 Last week, the Centers for Medicare and Medicaid Services (CMS) released the CY 2017 Hospital Outpatient
Prospective Payment System (HOPPS) and Ambulatory Surgery Center (ASC) proposed rule.
 
TOA members can view TOA's four-page analysis here.
 
Some of the highlights include:
 
TKA & Inpatient Only List.  CMS asked for comments regarding the potential removal of TKA from the inpatient
only list in a future year.  If you feel strongly one way or the other about this issue, you should provide comments
to CMS.
 
Four Spine Procedures Added to Outpatient.  CMS is proposing to remove four additional spine procedures
from the inpatient only list.
 

http://toa.org/pdfs/TOA2017HOPD_ASC_ProposedRule.pdf
http://toa.org/pdfs/GlobalSurgerySurveyReportFINAL090216.pdf
http://www.toa.org/pdfs/TOACY2017PhysicianIssues.pdf
http://toa.org/pdf_files/TOA2017PhysicianPaymentProposedRule.pdf
http://toa.org/pdf_files/TOAsCMS-MedicareAnalysis.pdf


Pain Management Removed from HCAHPS.  CMS is proposing to remove the pain management score from the
hospital HCAHPS score.
 
90-day EHR MU Period.  CMS is proposing to base the EHR meaningful use score on a 90-day period instead of
the entire year.
 
Tighten the Site Neutral Payment Provision for PBDs. CMS is proposing to tighten up the site neutral payment
initiative passed by Congress in November 2015 that targets off-campus, provider-based departments (PBDs) of
hospitals. The hospital lobby will fight this CMS proposal to prevent higher OPPS payments to PBDs if they move to
a new building or tear down the grandfathered building.
 
The following was the lead paragraph from Modern Healthcare's July 9th article on the subject: "Hospitals are livid
about the Obama administration's plans to eliminate their Medicare payments for services at new off-
campus outpatient departments, saying it ignores the intent of Congress and will limit access to care."
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Medicare's 2017 Proposed Physician Fee Schedule Looks at Global Surgical Packages & Complexity
Evaluation Codes for Physical Therapy

 Last week, the Centers for Medicare and Medicaid Services (CMS) released its 2017 Medicare Physician Fee
Schedule proposed rule.  TOA members are invited to read the e-mail newsletter to read TOA's lengthy analysis or
click here.
 
Some of the highlights include:
 
Data collection on global surgical packages (10- and 90-day bundles) to determine their future. CMS's
proposal two years ago eliminated these packages.  However, MACRA restored them and directed CMS to study the
issue.
 
Proposal to implement AUC for advanced imaging services. Congress implemented an appropriate use criteria
(AUC) requirement for advanced imaging services in response to Congressional efforts to eliminate the Stark in-
office ancillary exception.
 
New PT evaluation codes based on complexity.  CMS is proposing to add new codes.  However, CMS will pay all
of the codes the same due to concerns over upcoding.
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More Details on Medicare's MACRA Proposal: The New Physician Payment Program for Medicare

 TOA's April 28, 2016 eConnect contained preliminary details regarding Medicare's MACRA proposed rule, which
replaces the Medicare SGR physician payment program. 

We will continue to provide more information as analysis becomes available.

Click here to view the American Association of Orthopaedic Executives' initial summary of the proposal. It includes a
link to the 962-page proposal ("Public Inspection Document"), which we will reference below for some potential
reporting measures that are found in the chart. (Thanks to AAOE for providing this information to TOA.)

Click here for a broad overview produced by the Centers for Medicare and Medicaid Services (CMS) that was presented
at the American Academy of Orthopaedic Surgeons' National Orthopaedic Leadership Conference last week in
Washington, DC. It includes two PowerPoint slide decks.

TOA consultant Jason McCormick produced the following overview of the MACRA rule proposal:

Whose Definition of "Simplification" Were They Using?
CMS Proposed Rule on Merit-Based Incentive Payment System (MIPS) Creates More Questions for
Orthopaedic Providers

CMS published the Merit-Based Incentive Payment System (MIPS) and Alternative Payment Model (APM) Incentive
under the Physician Fee Schedule, and Criteria for Physician-Focused Payment Models proposed rule on April 25, 2016.
According to CMS, "MIPS will consolidate components of three existing programs, the Physician Quality Reporting
System (PQRS), the Physician Value-based Payment Modifier (VM), and the Medicare Electronic Health Record (EHR)
Incentive Program for eligible professionals, and would continue the focus on quality, resource use, and use of certified
EHR technology in a cohesive program that avoids redundancies". 

While the proposed rule did make significant strides in furthering the push from fee-for-service reimbursement to
alternative payment models, especially quality-based models that focus on better care, smarter spending and healthier
people, it didn't make anything "simpler" for orthopaedic practices. If anything, the proposed rule exposed several
additional areas of concern for orthopaedic practices and provided enough information to raise a whole different set of
questions.

One of the easiest concepts to grasp is that the implementation of MACRA calls for the sunsetting of the three current
quality-incentive programs (PQRS, MU, VBM) and the payment adjustments associated with them. 

http://toa.org/pdf_files/TOAsCMS-MedicareAnalysis.pdf
http://www.aaoe.net/page/MIPS
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/MACRA-MIPS-and-APMs/Quality-Payment-Program.html


The first performance year for the MIPS program will be CY2017, which means that eligible providers will have to finish
out MU and PQRS reporting for the 2016 reporting period. Beginning in 2017, a whole new set of program definitions
will come into play, including a change in what participating providers are called. Under the previous programs,
participating providers were known as "eligible providers", but that title changes to "MIPS eligible clinicians" under
MACRA. Eventually all providers who have an NPI number will be included in the "MIPS eligible clinicians" category, but
the program is beginning with only physicians, dentists and oral surgeons, podiatrists, optometrists, and chiropractors
and physician-extenders, such as PAs, NPs, CRNAs, and clinical nurse specialists (CNS). 

Much like the previous incentive programs, all "MIPS eligible clinicians" will be expected to participate in the program,
or receive the negative adjustment in the payment year, or two years after the performance year.

The MIPS program will allow Medicare clinicians to be paid for providing high quality and efficient care through four
different performance categories: resource use, quality, clinical practice improvement activities, and advancing care
information. 

Many of the potential reporting measurements were previous measures reported in the three incentive-based
programs; so many practices will find it easy to choose and implement reportable measures. For practices who did not
participate in previous programs, CMS has suggested specialty-specific measures that can be chosen, as well. 

The table below helps to identify the weight and reporting criteria for each of the MIPS performance categories:
 

 
MIPS eligible clinicians will achieve a specific score in each category, and then the section weights are used to
determine the composite score. Once all composite scores are determined, an annual threshold will be determined
based on the median or the mean of composite scores from the previous period. CMS will then apply positive and
negative adjustments based on provider composite scores being above or below the threshold. Scaling factors will be
applied in order to maintain budget neutrality. If scaling factors alone are unable to make the budget neutral, CMS will
have the ability to increase the positive adjustment by 3X to maintain budget neutrality. 

Participation in MIPS can generate a +/- 4% adjustment in 2019 and can go as high as +/- 9% in 2022. As the
program is set for budget neutrality, an additional scaling factor of up to 3% can be added to the positive adjustment.
A concern that has not been addressed in the proposed rule is how adjustments will be handled if a large percentage
of eligible clinicians perform better than the threshold and the positive adjustment cannot be offset by the negative
adjustment. This comment will be directed to CMS through the comment period, which is set to end June 27, 2016.
The proposed rule states that all comments received in accordance with the comment period requirements can be
viewed at the following web site: http://www.regulations.gov.

Another comment that has led to additional concerns from the orthopaedic community is the comment in the proposed
rule that excluded the Bundled Payment Care Initiative (BPCI) and the Comprehensive Care for Joint Replacement
(CJR) models from inclusion in the Advanced Alternative Payment Models (Advanced APMs). These two programs



currently include many of the orthopaedic surgeons in the country and are current CMS programs that are specifically
addressed at lowering costs and improving care to Medicare beneficiaries. Orthopaedic provider participation in an
Advanced APM could net providers an additional incentive, or move a provider into a class that is not required to
participate in MIPS. This comment will also be brought up to CMS during the comment period, and it is recommended
that all eligible providers currently participating in one of these two programs should send that comment to CMS
through the appropriate channels.

Although the Final Rule is not expected to be released until November 2016, practices can begin to focus on processes
that need to be in place to begin capturing data in January 2017. 

Over the course of the next few weeks, we will review each of the categories for MIPS reporting and review the criteria
and the measures that are available to practices. For example, the orthopaedic-specific quality measures suggested by
CMS include Patient Safety measures, such as Perioperative Care: VTE Prophylaxis, Effective Clinical Care measures,
such as Rheumatoid Arthritis: Assessment and Classification of Disease Prognosis, Efficiency and Cost Reduction, Use
of Imaging Studies for Low Back Pain, and Patient Centered Experience and Outcomes measures, such as Patient-
Centered Surgical Risk Assessment and Communication or Functional Status Assessment for Total Knee Replacement. 

We'll look at the measure titles and descriptions for these, and other, quality measures in the next few weeks. For
additional information, feel free to reach out through the contact information provided below.

Jason McCormick currently serves as the Manager, Process Improvement at Campbell Clinic Orthopaedics, a 47-
physician orthopaedic practice in Germantown, TN. Mr. McCormick has overseen the successful completion of physician
participation in regulatory programs, such as Meaningful Use and PQRS, since the programs' inception. Mr. McCormick
serves as a practice consultant in the areas of HIPAA Privacy and Security, MU/PQRS/VBM, MIPS/ALPS, Health
Information Management, and Process Design / Improvement. He is an active member of the American Association of
Orthopaedic Executives and serves as chairman and member of several committees. He has presented topics through
multiple webinars and at AAOE national meetings. Mr. McCormick can be contacted at jmccormick@campbellclinic.com
or at (901) 634-7048.
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MACRA Rule Proposed by Medicare; Brief Overview of Orthopaedic Impact

 Yesterday, the Centers for Medicare and Medicaid Services (CMS) released the proposed rule to implement MACRA
(Medicare Access & Chip Reauthorization Act), which Congress passed last spring to replace the SGR method for
Medicare physician payments.
 
The following graphic from the American Academy of Orthopaedic Surgeons (AAOS) shows the two paths to
incentives in the new Medicare physician payment program:

MIPS (Medicare Incentive Payment System), which will be based on quality payments.
APM (Alternative Payment Model), which will base incentives on whether a certain percentage of a physician's
patient population is derived from alternative payment models (and certain quality thresholds).

 
Click here for AAOS's page that archives all of the organization's work on MACRA. Click here for a broad overview of
MIPS produced by the American College of Surgeons. Click here for a broad overview that focuses on APM and is
produced by the American Academy of Family Physicians.
 
Yesterday's proposed rule was 962 pages (click here to reference it). AAOS will provide extensive feedback to
regulators over the next two months and provide analysis to orthopaedic surgeons.
 
In the meantime, the following is a very quick look at some of the orthopaedic issues in the draft regulation.
 
2017 Is the First Performance Year
As Jason McCormick indicated in his article in TOA's last newsletter, 2017 will be the first performance year. Click
here to review the article.
 
AAOS and other organizations are working on lengthy guidance for their members regarding how the quality
reporting will work, what additional tools you may need to report, and other important details. This summary is a
very brief overview.
 

mailto:jmccormick@campbellclinic.com
http://www.aaos.org/Advocacy/MACRA/?ssopc=1
https://www.facs.org/advocacy/federal/medicare/faq
http://www.aafp.org/practice-management/payment/medicare-payment/faq.html
https://s3.amazonaws.com/public-inspection.federalregister.gov/2016-10032.pdf
http://files.ctctcdn.com/ecd33377001/8ad75818-e637-47f7-9612-2a8f6bdaa27a.pdf


Shift away from PQRS, Meaningful Use & Value-based
The MIPS route in MACRA consolidates PQRS, meaningful use, and value-based modifier and replaces them with
new quality measures. Some of the proposed orthopaedic measures can be found below.
 
Click here to read a summary of the new quality categories under MIPS. Clinical Practice Improvement Activities (CPIA)
is the new concept that has been introduced.
 

Quality (50 percent of total score in year 1): For this category, clinicians would choose to report six
measures from among a range of options that accommodate differences among specialties and practices.

Advancing Care Information (25 percent of total score in year 1): For this category, clinicians would
choose to report customizable measures that reflect how they use technology in their day-to-day practice,
with a particular emphasis on interoperability and information exchange. Unlike the existing reporting
program, this category would not require all-or-nothing EHR measurement or redundant quality reporting.

Clinical Practice Improvement Activities (15 percent of total score in year 1): This category would
reward clinical practice improvements, such as activities focused on care coordination, beneficiary
engagement, and patient safety. Clinicians may select activities that match their practices' goals from a list of
more than 90 options.

Cost (10 percent of total score in year 1): For this category, the score would be based on Medicare
claims, meaning no reporting requirements for clinicians. This category would use 40 episode-specific
measures to account for differences among specialties.

 
Meaningful Use = Advancing Care Information
The EHR Meaningful Use program will be changed and now be referred to as the Advancing Care Information
program. Click here for an overview from CMS.
 
The key aspects of the new plan would include:

Physicians will be allowed to select the measures that reflect how they use EHR technology and what suits
their practices.
CMS will no longer require all-or-nothing EHR measurement or quality reporting. EPs would receive a base
score of 50 percent for reporting on their use of EHR technology, and can earn another 50 percent based on
their performance; they also can receive a bonus for reporting to more than one registry.
The number of measures will be reduced from 18 to a new all-time low of 11.
Reporting of clinical decision support and computerized physician order entry will no longer be required.
EPs only have to report to a single public health immunization registry.
Some physicians will be exempt from reporting when EHR technology is less applicable.

 
Patient-reported Outcome Measures (PROMs)
Beginning in 2014, TOA spoke extensively in these newsletters and at TOA conferences on how PROMs will play a
major role in how we determine quality and value in medicine.
 
The MACRA proposal includes an extensive number of PROM measures for MIPS reporting beginning in 2017. Turn
to page 789 in the proposal for a look at some of the orthopaedic-specific measures for Proposed Individual Quality
Measures Available for MIPS Reporting in 2017 (Table A).
 
Proposed Clinical Condition and Treatment Episode-based Measures (Table 4)
The musculoskeletal measures can be found on page 151. Some of the measures include:

Hip Replacement or Repair.
Knee Arthroplasty.
Spinal Fusion.
Hip/Femur Fracture or Dislocation Treatment (Inpatient).
Rheumatoid Arthritis.

The table provides commentary on whether the measure was included in the 2014 sQRUR (most are new). In
addition, the commentary indicates when the episode is triggered (ICD or CPT codes).
 
Winners & Losers: Impact on Orthopaedics
Some have said that the new incentive payment program is a zero sum game. The bonuses paid to the "winners"
will be offset by the "losers."
 
In the proposal, CMS attempts to perform an analysis of the impact on each specialty. Beginning on page 674, CMS
projects the potential percentage of orthopaedic surgeons who will face a negative payment adjustment (46.4%)
and those who will witness a positive payment adjustment (53.3%). The table includes an analysis for all other
medical specialties and podiatrists (78% with a negative payment adjustment) and chiropractors (98.4% with a
negative payment adjustment).
 
BPCI & CJR Bundled Payments: Won't Count as APMs
Some orthopaedic practices planned to pursue a blend of MIPS and APMs for their Medicare incentive payments.
However, in what was very disappointing to the American Hospital Association, the draft proposal would not

http://www.hhs.gov/about/news/2016/04/27/administration-takes-first-step-implement-legislation-modernizing-how-medicare-pays-physicians.html
https://blog.cms.gov/2016/04/27/moving-toward-improved-care-through-information/


recognize the Bundled Payment Care Improvement (BPCI) initiative or Comprehensive Care for Joint Replacement
(CJR) initiative as advanced APMs. The hospitals and surgeons are likely to fight this proposal.
 
"They're essentially dooming physicians to participating in MIPS," Harold Miller, president and CEO of the Center for
Healthcare Payment and Quality Reform, said in Modern Healthcare. "They've been doing all this work and none of it
qualifies. I think there's going to be a lot of pushback from a lot of people."
 
Page 501 lists a table of recognized advanced APMs. The handful of current Medicare alternative payment models
that would count as advanced APMs are mostly limited to primary care models, such as accountable care
organizations (ACOs).
 
ASCs & EHRs: Meaningful Use
The use of electronic health records (EHRs) in ambulatory surgery centers (ASCs) was excluded from the 2009
meaningful use legislation. Since that time, the ASC industry has tried to be included.
 
The proposed draft does provide discussion regarding EHR cases in which a surgeon does the majority of his or her
work in an ASC and may not have access to their advancing care information performance category. The discussion
can be found on page 241.
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Medicare's 2017 Inpatient Hospital Proposal: A Look at the Orthopaedic Provisions; Total Ankle Replacement
Procedures Considered

 Lost in the mix of CMS's MACRA proposed rule was CMS's proposed rule the Medicare hospital inpatient payment
proposal for 2017 earlier this month.
 
The future of Two-Midnight cuts was the biggest story out of the inpatient proposal - click here to read more from
AAOS.
Click here for an overview of the musculoskeletal issues produced by Musculoskeletal Clinical Regulatory Advisers. CMS
did deny a request to create a new DRG for total ankle replacement procedures.
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Quality Reporting in 2016 and Beyond: PQRS Giving Way to MIPS & APMs

 One of the core functions of CMS has always been to drive quality improvement through the use of voluntary
reporting programs, such as the Physician Quality Reporting System (PQRS). Originally established under the Tax
Relief and Health Care Act of 2006 (TRHCA), the program provides financial incentives to eligible providers who
successfully report quality data related to the services provided to Medicare beneficiaries. Providers have been
participating in this program since 2007, but that participation will be changing as a result of recently passed
legislature that takes aim at addressing CMS's reimbursement methodologies.
 
The Medicare Access & CHIP Reauthorization Act of 2015 (MACRA) was signed into law on April 16, 2015. MACRA
addresses Medicare payment reform by focusing on three changes to the current reimbursement methodology:
ending the Sustainable Growth Rate (SGR) formula for determining Medicare payments, creating new framework for
delivering incentive payments to providers for better care, and combining the current quality reporting
programs/systems into one, new system. The implementation of MACRA requirements will occur over a timeline
through 2021, but changes in the quality program portion of the law will begin with encounters beginning January
2017. In an effort to help CMS move towards their goal of paying for quality health care services, providers will be
able to participate in quality programs in one of two new ways. 
 
MIPS
The Merit-Based Incentive Payment System, or MIPS, is the new system that combines parts of PQRS, the Value-
Based Modifier (VBM), and the Medical Electronic Health Record (EHR) programs into one new system. The MIPS
program is based on four parts: quality, resource use, clinical practice management, and the meaningful use of
certified EHR technology. Beginning in 2019, eligible providers will receive a single MIPS composite performance
score based on the information submitted through the MIPS program. Based on the composite performance score,
eligible providers will receive positive, negative, or neutral adjustments beginning at 4% in 2019 and topping out at
9% in 2022. MIPS adjustments are budget neutral, so scaling factors may be applied to positive adjustments to
offset the downward adjustment. The national bonus pool that has been established for each year of the program is
set at $500 million dollars.
 
Click here to read the full article.
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Registry Reporting for Orthopaedics: Providing Insight on the Path to Meaningful Use

 
By Jason McCormick
 
Even though the attestation period for 2015 Meaningful Use reporting will not be complete for the next several days, many
orthopaedic practices are already looking ahead to determine which program objectives will be difficult to meet in 2016. It should
come as no surprise that most orthopaedic providers have not been as accepting of the Meaningful Use program as primary care
providers. Opportunities to meet objective requirements for CPOE of laboratory orders or medication reconciliation for transitions of
care have not been abundant, but have proven to be costly and time-consuming for practice staff. But over the course of the
program, no objective or measure has caused more confusion than the Public Health Reporting measures.
 

http://www.pwrnewmedia.com/2016/aaos/advocacy_now/apr26/pages/article2.html
https://gallery.mailchimp.com/9479bface2c50668e557edca8/files/CMS_Proposed_FY_2017_IPPS_April_19_2016.pdf
http://66.219.51.18/pdfs/QualityReportingIn2016&Beyond.pdf


In what only can be described as the most confusing Meaningful Use requirement to date, Objective 10 of CMS's Modified
Meaningful Use requires eligible professionals to meet the requirements of, or the exclusion criteria for, three different measures
related to reporting data to registries. Measure 1 requires eligible providers to submit immunization data to state-sponsored
registries, Measure 2 requires submission of syndromic surveillance data to public health agencies, and Measure 3 requires
participation in a specialized registry. Much of the confusion comes from the wording of the measures that states that eligible
providers must be "actively engaged" with a public health agency, or other specialized registry, to submit electronic public health
data. What the Objective does not state is how orthopaedic providers and practices are supposed to comply with this requirement,
which is one of many that reinforces the viewpoint that Meaningful Use is a program that is geared towards primary care providers,
and not specialists. Exclusion criteria are available for each measure, but the wording of Measure 3's exclusion criteria leaves you
with more questions than answers. While searching for insight into how to ensure our providers are in compliance, or at least
demonstrating due diligence to try to comply, many orthopaedic practice managers are unsure of what course of action should be
taken. They are willing to talk to their EHR vendors, their practice consultants, even their ListServ colleagues, in order to find some
kind of answer or insight into how to handle the requirement. It is just at the moment that the practice is about to sign a contract with
an organization that promises they are the answer that guidance is provided in one of the most unexpected places - CMS FAQs!
 
While it may seem like the appropriate place to find answers, the FAQs have not historically given practice managers the insight that
is offered by CMS FAQ #13657. Assuming that the practice is already aware of their responsibility to report immunization or
syndromic surveillance data to a public health agency, FAQ #13657 addresses the requirements for identifying specialized registries
available to providers, or demonstrating due diligence, and the criteria for claiming an exclusion for Measure 3 of the Objective. The
task at hand is to not over-think the language that CMS included in the FAQ. Here's a simple blue-print for how you can determine if
there are any specialized registries available to you, or if you will be able to claim an exclusion and defend your determination.
 
Click here to read the paper.
 
It includes five recommendations:

That TMA "ardently pursue legislative goals" in existing policy designed to "hold insurers accountable for their
actions";   
Extending mediation for out-of-network billing disputes to patients at all facilities - for all practitioners and all
facilities - while maintaining the $500 threshold for mediation;
"Mandatory increased state agency oversight of insurers that are often brought to mediation";
For planned surgical procedures or labor and delivery, "development of a standard form for physicians to
disclose to patients the identity of other physicians or nonphysician practitioners typically utilized in the
facility"; and
Continued monitoring of current and proposed laws that rely on large billing databases to set benchmarks or
billing standards.

 
In the 2015 Texas Legislature, the only initiative that passed was aimed at facility-based physicians
(anesthesiologists, radiologists, pathologists, and emergency room physicians) and assisting surgeons. A new bill
lowered the threshold to $500 for when a patient could challenge a balance bill of $500 or more.
 
TOA and other groups were successful in fighting off other harmful out-of-network pieces of legislation, including
one that would have prevented balance billing by all types of physicians, including orthopaedic surgeons who may
provide out-of-network call at hospitals or trauma services.
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Washington, DC Battle over Physician Employment & Medicare Site Neutral Policy Continues; Lengthy
American Hospital Association Response

 Over the past few years, CMS has explored the concept of bundled payments for total joints.  In the summer of
2015, physician practices began leading their own THA/TKA bundled payments.
 
CMS also announced in the summer of 2015 that it would require THAs and TKAs performed in certain Texas
markets (Beaumont/Port Arthur, Austin/Round Rock, Temple/Killeen, Corpus Christi, Lubbock, and Tyler) to be paid
with a bundled payment.
 
Hospitals, which had been acquiring physician practices, imaging, and other services, offered strong objections. 
Due to a number of deals that were in discussion on the date of enactment, the hospital lobby is asking for a
grandfather of those deals.  In exchange, some key Texas Congressional leaders are asking the hospitals to allow
grandfathered physician-owned hospitals to expand.  The hospital lobby objected to this proposal.
 
Click here to read a letter written by the American Hospital Association regarding their concerns over the site
neutral payment policy.  The hospitals argue that they had many deals in negotiation when the policy was
implemented on November 2, 2015.  Therefore, they believe that the deals that were in negotiations should be
allowed to go into effect under the old payment policy.
 
Click here to read a response from America's Health Insurance Plans (AHIP), which is the commercial health
insurance lobby's trade group.  The AHIP response is in support of the policy.
 
The Medicare Payment Advisory Commission (MedPAC), which advises Congress, has suggested that Congress
should create site neutral payment policies and cap HOPD payments for: 

E/M clinic visit services at a residual of the physician fee schedule payment.
A set of 66 outpatient ambulatory payment classifications (APCs), including certain cardiac imaging
services, at a residual of the physician fee schedule payment.

http://66.219.51.18/pdfs/RegistryReporting.pdf
http://files.ctctcdn.com/ecd33377001/08049c10-c1ca-4159-af89-51abff5d2958.pdf
http://files.ctctcdn.com/ecd33377001/03487702-e0e1-4fb5-8b9a-d992a35f54cc.pdf


Twelve outpatient surgical procedures at the ASC payment rate.

[top]

 

Bundled Payments

 Over the past few years, CMS has explored the concept of bundled payments for total joints.  In the summer of
2015, physician practices began leading their own THA/TKA bundled payments.
 
CMS also announced in the summer of 2015 that it would require THAs and TKAs performed in certain Texas
markets (Beaumont/Port Arthur, Austin/Round Rock, Temple/Killeen, Corpus Christi, Lubbock, and Tyler) to be paid
with a bundled payment.
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Medicare Finalizes the CJR Start Date: April 1, 2016

 Earlier this week, the U.S. Department of Health and Human Services (HHS) finalized the start date for the
Comprehensive Center for Joint Replacement (CCJR) program.  It has been pushed back from
January 1, 2016 to April 1, 2016.
 
While some participating areas were removed, none of them were in Texas.  Austin/Round
Rock, Beaumont/Port Arthur, Corpus Christi, Lubbock, Tyler, and Temple/Killeen continue to
be affected.
 
TOA members are invited to visit the 11.17.15 eConnect for full details about this mandatory
bundle program for total joints (THA and TKA).
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CMS News
 11-19-14: HHS OIG Releases 2015 Work Plan; Includes Orthopaedic Issues
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Medicare Physician Fee Schedule
 In 2013 and 2014, Congress will be examining a potential overhaul of the sustainable growth rate (SGR) formula for

physician Medicare payment.  A new framework would be based on quality and require physicians to meet specific
benchmarks in order to receive the full payment and potential bonuses.
 
In addition, the Centers for Medicare and Medicaid Services (CMS) is considering a new fee schedule for 2014 that
could lead to significant payment cuts for total joints.  The outcome will be clear in November 2013.
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News
 07-12-16: CMS's HOPD/ASC Proposed Rule Asks for Comments on Outpatient TKA

07-12-16: Medicare's 2017 Proposed Physician Fee Schedule Looks at Global Surgical Packages & Complexity
Evaluation Codes for Physical  Therapy
04-04-16: Quality Reporting in 2016 and Beyond: PQRS Giving Way to MIPS & APMs
03-03-16: Registry Reporting for Orthopaedics: Providing Insight on the Path to Meaningful Use
03-03-16: CMS and Health Plans Announce Seven Sets of Quality Measures, Including Orthopaedics; Goal Is to
Create Harmony
03-03-16: First Phase of the Physician SGR Overhaul - MACRA's Quality Framework Plan - Is Coming This May; More
on Alternative Payment Models (APMs) for Orthopaedic Surgeons
12-18-15: AAOS Fall Symposium Summary: Effectively Measuring Outcomes in a Busy Private or Group Practice
12-18-15: A Look at How Tarrant County's EMS Provider is Working with Orthopaedic Surgeons to Manage Bundles
11-18-15: Medicare Finalizes the CJR Start Date: April 1, 2016
10-07-15: Did Your Member of Congress Sign the THA/TKA CCJR Medicare Bundle Letter?
09-10-15: AAOS's Comments to CMS on the CCJR Program
09-09-15: Physician-led Medicare Bundles
09-03-15: TOA Action Alert - Deadline for Mandatory THA/TKA Bundles & Sports Medicine Issue
07-15-15: Aetna's July 2015 guidance on the Medicare ICD-10 grace period
07-13-15: Medicare Announces Bundled THA/TKA Proposal for Texas Cities
07-13-15: ICD-10 Grace Period Announced
11-19-14: HHS OIG Releases 2015 Work Plan; Includes Orthopaedic Issues
11-19-14: Orthopaedic Societies Provide Feedback to Novitas on THA/TKA LCD
10-27-14: Analysis of CMS Enforcement Against Hospitals for Low Inpatient Volumes
08-08-14: Medicare's January 1, 2015 Bundled Payment Rollout Draws Significant Interest from Providers
07-14-14: CMS's 2015 Hospital Outpatient and ASC Proposed Rule
07-14-14: Medicare Proposes Its 2015 Physician Payment Policy Rule
06-02-14: Federal Government Releases Major Study on Physical Therapy Self-Referral
05-05-14: A Federal Government Recommendation for ASC/Hospital Payment Parity
05-13-14: CMS's 2015 Medicare Inpatient Proposal: THA/TKA Complication Rate Proposed
03-24-14: TOA's Analysis of Congress' Medicare Physician Payment Overhaul in 2014
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Novitas
 In 2013, Novitas became the new MAC for the state of Texas.  Christian Royer, MD of Dallas serves as the orthopaedic

specialty's representative on Novitas's carrier advisory committee (CAC), which meets several times a year. Brian
Parsley, MD of Houston serves as the alternate representative.
 
11-19-14: Orthopaedic Societies Provide Feedback to Novitas on THA/TKA LCD
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Texas Congressional Delegation
 Each May, over a dozen orthopaedic surgeons from Texas visit Washington, DC to visit our federal lawmakers, Medicare

Payment Advisory Commission (MedPAC) officials, and Medicare officials in Baltimore about orthopaedic issues unique
to Texas.  All TOA members are welcome to join in our efforts and help ensure that our voice is heard.
 
In addition, TOA meets with Members of Congress in their districts throughout the year.
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TOA Action Alert - Deadline for Mandatory THA/TKA Bundles & Sports Medicine Issue
 Comprehensive Care for Joint Replacement (CCJR) Bundled Payment Program In July 2015, the Centers for Medicare

and Medicaid Services (CMS) announced a proposal that would bundle all THAs/TKAs in certain markets, including
Austin, Beaumont, Corpus Christi, Temple/Killeen, Tyler, and Lubbock. The program would begin on January 1, 2016.
 
Under the proposal, the hospital would control the entire bundle. TOA and AAOS have strong concerns with the quick
rollout of the program.
 
Click here to read a Congressional letter expressing concerns.  Click here to read a one-pager on the issue.  Click
here to read TOA's action alert on the issue.
[top]

 

Total Joint Audits
 In 2012, many orthopaedic surgeons were impacted by audits for total joint surgeries by the state's previous MAC,

Trailblazer.  TOA worked closely with Trailblazer, the Texas Congressional Delegation, and its members to ensure that
orthopaedic surgeons were prepared for the audits.
 
To date, Novitas has not brought back these audits, which were initiated by the comprehensive error rate testing
(CERT) payment monitoring program.  However, Novitas has done this in other states.
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