
 
 
January 27, 2014 
 
 
 
Marilyn Tavenner 
Administrator 
Centers for Medicare & Medicaid Services 
Attn: CMS-1600-FC 
Box 8013 
7500 Security Blvd. 
Baltimore, MD  21244-8013 
  
 
RE:        Medicare Program; Revisions to Payment Policies Under the Physician Fee Schedule, Clinical 

Laboratory Fee Schedule & Other Revisions to Part B for CY 2014; Final Rule  
 
 
Dear Administrator Tavenner: 
 
The North American Spine Society (NASS) appreciates the opportunity to comment on the Centers for 
Medicare and Medicaid Services (CMS) Medicare Program; Revisions to Payment Policies Under the 
Physician Fee Schedule, Clinical Laboratory Fee Schedule & Other Revisions to Part B for CY 2014; Final 
Rule that was published in the Federal Register on December 10, 2013. 
 
NASS is a multispecialty medical organization dedicated to fostering the highest quality, evidence-based, 
ethical spine care by promoting education, research and advocacy. NASS is comprised of more than 
8,000 physician and non-physician members from several disciplines, including orthopedic surgery, 
neurosurgery, physiatry, pain management, neurology, radiology, anesthesiology, research, physical 
therapy and other spine care professionals. 
 
Using OPPS and ASC Rates in Developing PE RVUs 
 
In the Final Rule, CMS does not finalize the proposal to change the practice expense (PE) methodology 
to limit non-facility PE RVUs to the current year Outpatient Prospective Payment System (OPPS) or 
Ambulatory Surgical Center (ASC) rate beginning in calendar year (CY) 2014. NASS applauds CMS for not 
finalizing the proposal at this time and urges CMS to work with NASS and other specialty societies to 
address situations when the Medicare payment for services furnished in the physician office exceed the 
Medicare payment for services furnished in a hospital outpatient department or ASC.  
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NASS remains concerned that CMS reiterated its belief that the direct PE data used to value codes is 
accurate or reflects typical resource costs. There are no data showing that facility payment data are 
more reliable than non-facility payment data and it must be considered that resource costs are 
calculated differently in the OPPS and the resource based relative value system (RBRVS) on which the 
physician fee schedule is based. Under the RBRVS, resource costs are calculated item by item for each 
service whereas under the OPPS, payments are calculated based on the geometric mean of all services 
in the same ambulatory payment classification (APC). Therefore, NASS believes that the RBRVS values 
are more accurate as they are reflective of actual costs for each individual service. NASS fully supports 
the work of the American Medical Association’s Relative Value Scale Update Committee (RUC) in its 
efforts to standardize PE values.  
 
Spine Injections: Codes 62310-62319 
 
In the 2012 Proposed Rule, CPT code 62311 (Injection(s), of diagnostic or therapeutic substance(s) 
(including anesthetic, antispasmodic, opioid, steroid, other solution), not including neurolytic substances, 
including needle or catheter placement, includes contrast for localization when performed, epidural or 
subarachnoid; lumbar or sacral (caudal), was flagged as potentially misvalued as part of CMS’ high 
expenditure procedural codes. However, when one code in a family is flagged as misvalued, typically 
CMS requests that the entire family of codes be reviewed to avoid rank order anomalies. As a result, the 
relevant specialty societies surveyed codes through the RUC process: 

 
 62310 - Injection(s), of diagnostic or therapeutic substance(s) (including anesthetic, antispasmodic, 

opioid, steroid, other solution), not including neurolytic substances, including needle or catheter 
placement, includes contrast for localization when performed, epidural or subarachnoid; cervical or 
thoracic; 

 62311 - Injection(s), of diagnostic or therapeutic substance(s) (including anesthetic, antispasmodic, 
opioid, steroid, other solution), not including neurolytic substances, including needle or catheter 
placement, includes contrast for localization when performed, epidural or subarachnoid; lumbar or 
sacral (caudal); 

 62318 - Injection(s), including indwelling catheter placement, continuous infusion or intermittent 
bolus, of diagnostic or therapeutic substance(s) (including anesthetic, antispasmodic, opioid, steroid, 
other solution), not including neurolytic substances, includes contrast for localization when 
performed, epidural or subarachnoid; cervical or thoracic; and 

 62319 - Injection(s), including indwelling catheter placement, continuous infusion or intermittent 
bolus, of diagnostic or therapeutic substance(s) (including anesthetic, antispasmodic, opioid, steroid, 
other solution), not including neurolytic substances, includes contrast for localization when 
performed, epidural or subarachnoid; lumbar or sacral (caudal) 

 
CMS did not accept the RUC’s recommended work RVUs, suggesting that the reduction from the current 
work RVUs was not comparable to the reduction in physician intraservice time. Therefore, CMS 
established interim final work RVUs for codes 62310, 62311, 62318, and 62319 for 2014 representing 
significant decreases compared to the RUC’s recommended values. NASS is concerned that CMS’ 
rationale is based on the flawed premise that the intraservice times from the original 1999 were correct, 
which is not accurate. The RUC indicated that the 1999 survey times were an outlier compared with the 
previously reported code’s original Harvard total time of 42 minutes. NASS does not support using time 
as the sole rationale for reducing these codes’ values when it has been agreed that the original data are 
inaccurate as this methodology does not result in a fair and appropriate value. The work RVUs for  the 
single shot codes (62310 and 62311) could be determined based on the values assigned to the continuous 
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codes (62318, 62319), but codes 62318 and 62319 must be valued fairly; without relying on inaccurate 
initial values regarding procedure time and a single survey value at the extreme low end of responses.    
 
Additionally, NASS is concerned that some critical practice expense inputs were inadvertently not included 
in the codes’ valuation. An epidural needle (supply code 038), a loss of resistance syringe, and a spinal 
needle (supply code 038) are all necessary for performing the procedures. An epidural needle has a special 
rounded bevel that minimizes puncture of the dura and spinal fluid leak.  A loss of resistance syringe is 
used to detect entrance into the epidural space.  As the epidural needle is advanced, a test amount of 
air is periodically compressed through a special low resistance syringe, which can help the physician by 
detecting the loss of resistance to the compression when the needle is in the epidural space.  Finally, the 
3.5" spinal needle is needed to inject local anesthetic into the deeper tissues (subcutaneous tissue, 
paraspinal fascia, paraspinal muscles, interspinous ligament and laminar periostium). 
 
Therefore, NASS requests that these codes be referred to a refinement panel for reconsideration of the 
physician work and practice expense RVUs. In addition, NASS urges CMS to accept the RUC 
recommendations of 1.68 work RVUs for code 62310; 1.54 work RVUs for code 62311; 2.04 work RVUs for 
code 62318 and 1.87 work RVUs for code 62319.  
 
Potentially Misvalued Services 
 
Laminectomy (CPT Codes 63047 and 63048) 
In 2011, CMS identified CPT code 63047 as potentially misvalued through the CMS High Expenditure 
Procedural Codes screen. The specialty societies added CPT code 63048 to be reviewed as part of this 
family of services and surveyed the codes. The RUC submitted recommendations for codes 63047 and 
63048 for 2014. In the Final Rule, CMS requested that CPT codes 63045 and 63046 be reviewed in 
concert with 63047 and 63048 and implemented interim values until 63045 and 63046 are reviewed.  
 
NASS questions why CMS did not include codes 63045 and 63046 in the original request to review with 
this family to avoid requiring specialty societies to conduct multiple surveys and to avoid having an 
interim status for codes 63047 and 63048 for 2014. NASS has indicated it will participate in review of 
this issue at the April 2014 RUC meeting.  
 
Physician Compare 
 
NASS applauds the continuing work to improve information presented and the accuracy of the 
underlying database in Physician Compare. However, we strongly encourage these improvements to 
continue. NASS recently completed a review of the spine-related specialty terms for neurosurgery, 
orthopedic surgery and physical medicine and rehabilitation, as well as a preliminary review of the 
search functionality for Physician Compare. Significant numbers of terms were missing from each 
specialty and the “Search Another Way” function continues to need work. In addition, we identified 
physicians who still could not locate themselves in the database. NASS has shared this feedback with 
Westat, but we continue to encourage refinement of the database and website. Public reporting of 
more complicated quality measures cannot be supported until more basic identification issues are 
resolved. 
 
NASS also supports the 30-day preview period prior to publication of any quality data. However, since 
CMS has elected to move forward with public reporting of individual physician performance data despite 
advice to the contrary from the majority of commenters, a formal appeals process should be made 
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available. CMS notes that any data found to be invalid, inaccurate or that fails to adhere to sample size 
requirements will not be publicly reported. However, without an appeals process, physicians will only be 
able to request changes in measure display, not accuracy. 

 

Selection of Quality Measures for 2014 and Beyond 
 
CMS has indicated that it does not believe there needs to be any special restrictions on the type or 
make-up of organizations that develop physician measures, such as restricting initial development to 
physician-controlled organizations. NASS strongly disagrees.  
 
While NASS understands the need for timely development of measures to expand the PQRS program to 
as many providers as possible, physician-driven measure development is crucial. In order to ensure that 
measures are meaningful, valid and accurate to physicians and their specialties, measures should be 
supported by scientific evidence and developed by organizations led by relevant clinical experts. 
Evidence-based measures developed by physicians for physicians will be supported by the medical 
community and encourage further participation. 
 
Requirements for the 2014 PQRS Incentive 
 
NASS does not support the increase in the number of measures an eligible professional (EP) must report 
via claims-based or qualified registry for the 2014 PQRS incentive from three to nine. Although NASS 
understands CMS’ aim to increase reporting requirements in order to collect more quality measures 
data, NASS urges CMS to keep the reporting requirement for the incentive at three measures for the 
next reporting year, or at least decrease the number from nine, since the PQRS participation rates are 
still very low. Increasing reporting burden when rates are still low is counterintuitive to encouraging 
participation. 
 
Clinician Group (CG) Consumer Assessment of Healthcare Providers and Systems (CAHPS) Survey 
 
CMS finalized its decision to provide group practices with 25-99 EPs the option to complete 12 CG-
CAHPs survey measures for purposes of satisfying the 2014 PQRS incentive and avoiding the 2016 PQRS 
payment adjustment. Groups that choose this mechanism would also be required to use an additional 
reporting mechanism to satisfy PQRS requirements. NASS disagrees.  
 
NASS does not support the inclusion of patient experience measures in federal quality improvement 
programs. These measures have to be considered carefully in light of the specialty being evaluated. 
While it is important to understand patient experience in the care setting, patient 
experience/satisfaction should not be a required element of reporting for providers since these are 
often subjective in nature and not directly under the control of the physician (eg, physician wait times in 
a hospital setting). They are also not necessarily indicative of quality of care.  
 
In spine care, patient experience measures can be dangerous and inappropriate and there is no direct 
correlation between higher patient experience scores and better clinical outcomes. Spine care providers 
see many patients with chronic pain. Some patients that are in pain do not have surgically correctible or 
other remedial pathology or have significant secondary gain issues which make certain treatments futile. 
Appeasing any patient in the name of patient satisfaction rather than pursuing quality, evidence-based 
care is ineffective, costly and dangerous. Providers are put in a position where bad medicine can be 
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financially rewarded, and cost-effective and clinically effective strategies are discouraged. Patient 
experience measures are appropriate to be used in confidential feedback reporting to physicians, but 
not for accountability purposes. NASS strongly encourages emphasis on evidence-based, physician-
driven quality measures for accountability purposes. 
 
Qualified Clinical Data Registries (QCDRs) 
 
NASS supports CMS in its decision to not require registries to demonstrate a plan to publicly report 
quality data at this time. NASS would, however, encourage CMS to reconsider its final decision and allow 
registries to provide the agency with a list of eligible professionals who participated in the registry and 
satisfied the reporting criteria, rather than receive actual data to compare performance and determine 
payment. NASS also stands behind its previously stated concerns that fine-tuned mechanisms to ensure 
appropriate risk adjustments are not yet available and should not be a part of QCDRs until adequately 
tested and proven to work. NASS also continues to support its concerns about the disqualification of 
QCDRs as stated in its comments to the proposed rule. 
 
NASS continues to support preservation of measure #321 “Participation by a Hospital Physician or Other 
Clinician in a Systematic Clinical Database Registry that Includes Consensus Endorsed Measures.” 
Elimination of this measure is premature until it is understood how many registries may be able to act as 
QCDRs. Given initial estimates of who may qualify as QCDRs, it is even more important to preserve this 
measure for the time being. 
 
We would further encourage CMS to engage current registry holders in dialogue about the requirements 
to act as a QCDR and what changes may be required as even the most successful specialty registries 
have indicated they will have difficulty in achieving the criteria set forth. It appears that the bar for 
QCDRs has been set inappropriately high at this time. 
 
Value-Based Payment Modifier (VBM) and Physician Feedback Program 
 
NASS strongly disagrees with CMS’ decision to apply the VBM to groups of 10 or more EPs in 2016, 
despite widespread opposition. The Quality and Resource Use Reports (QRURs) shared with physician 
groups of 100 or more who will be subject to the VBM in 2015 were highly questionable in terms of 
patient attribution and validity; this has not changed to our knowledge. In addition, CMS has yet to 
understand the complexities and barriers that groups of 100 or more face in this initial application of the 
VBM, let alone how it will impact smaller groups. It is unfair to hold smaller practices to this standard 
without knowing these outcomes and to subject them to a higher penalty during their first year in this 
new program since smaller practices face greater challenges participating in federal quality reporting 
programs. 
 
In addition the methodology of the cost measures used to calculate the group practice cost composite 
score for the VBM have been questioned. The Total Per Capita Cost Measure for Medicare Fee-for-
Service Beneficiaries, in particular, has received strong opposition. (See NASS’ response to the proposed 
rule for specific concerns about the cost measures). 
 
NASS supports CMS’ proposal to continue to develop and refine the annual QRURs in an iterative 
manner, working closely with specialty societies. In general, our concern is that the VBM and Physician 
Feedback Programs are both still untested and very theoretical in nature--a result of legislative 
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mandates being placed before program evaluation and success. However, they continue to move 
forward without confirmation of result, accuracy or success. 
 
NASS appreciates the opportunity to comment on this final rule.  If you have any questions or need 
additional information, contact Allison Waxler, Senior Manager of Health Policy and Practice at 630-230-
3683 or awaxler@spine.org.  
 
Sincerely,      

    
William Watters, MD 
President      
 
cc:  Timothy Brophy, MBA, Associate Executive Director, Health Policy, NASS 
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