
NATIONAL ASSOCIATION OF SPINE SPECIALISTS 

February 25, 2013 

Sent Via Electronic Mail 

The Honorable Fred Upton 
Chairman 
Committee on Energy and Commerce 
2125 Rayburn House Office Building 
Washington, DC 20515 

The Honorable Dave Camp 
Chairman 
Committee on Ways and Means 
1102 Longworth House Office Building 
Washington, DC 20515 
 

Dear Chairman Upton and Chairman Camp: 
 
The North American Spine Society (NASS) is a multidisciplinary medical organization dedicated 
to fostering the highest quality, evidence‐based and value‐based, ethical spine care by 
promoting education, research and advocacy. NASS is comprised of more than 8,000 spine 
care providers from several disciplines including orthopedic surgery, neurosurgery, physiatry, 
neurology, radiology, anesthesiology, research and physical therapy. As patient and physician 
advocates, NASS welcomes the opportunity to comment on your draft proposal to replace the 
Sustainable Growth Rate (SGR). NASS applauds your efforts to address the looming problems 
that physicians face as a result of the flawed the SGR formula and is encouraged by the ideas 
outlined in this proposal, most notably the provision which encourages medical societies to 
develop meaningful quality measures and clinical improvement activities.  
 
Broad consensus exists amongst the medical profession, Congress and various other 
stakeholders that the current SGR formula used to determine annual physician payment 
updates is an unfeasible long‐term solution that does not reflect the true costs of providing 
care to Medicare beneficiaries. Medicare’s SGR formula should be replaced with a stable 
mechanism for updating Medicare fees, while continuing to ensure Medicare beneficiary 
access to high quality care. 
 

Below, please find responses to the Joint E&C/W&M SGR Proposal Request for Feedback.  

1. After the period of stability, physician fee schedule payment updates will be based on 

performance of meaningful, physician-endorsed measures of care quality and participation in 

clinical improvement activities. 

a. How should a system of performance take into account differences among 

specialties? 

Any system should aim to achieve savings in a balanced way from as many sources of Medicare 

expenditures as possible. In that way physicians, non-physician providers, hospitals, nursing 

homes, DME providers, insurers, drug manufacturers and imaging services will all share in the 

burden of reducing costs.  This is the only way to reduce provider reimbursement without 

squeezing provider margins to the point where their practices can no longer function.  

In an accountable care system, all these medical care inputs will contribute to the total cost of 



the care provided and therefore contribute substantially to the economic risk shouldered by providers. Many of these 

inputs will contribute to the direct costs of running a medical practice in a fee for service system. 

Differences among specialties should take into account: 

 Degree of difficulty/complexity in treatment and chronicity of disease  

 Risk adjustment  

 Patient compliance 

 Population (ie, high risk vs. low risk) 

 Access to evidence-based quality improvement measures. Some fields have much more highly developed evidence 

bases than others. For example, the cardiology evidence base is much more developed than that of spine. There 

should be a willingness to consider alternate methods of quality improvement where evidence-based measures of 

outcome are not available for a certain specialty due to lack of evidence. 

 Whether specialists are first contact providers or later contact providers. A patient’s condition and outcome may 

not be representative of a specialist’s care if they are one of many providers to have cared for the patient. 

Measured performance must be a directly attributable to the specialist providing the care, not the result of the 

care of multiple providers. 

 Differences among specialties should not take into account patient satisfaction. Patient satisfaction is a subjective 

measure that is not necessarily related to quality of care. 

 

b. Should such a system reward individual specialty society advancements in care quality and clinical 

improvement activities? 

No. Not all specialty societies have equal resources. It would be unfair to penalize a specific group of specialty physicians 

because a specific society does or does not perform in the development of quality improvement activities. Specialists 

should be provided with a multitude of activities to choose from a variety of sources. However, medical societies that 

foster quality improvement activities, for example registries, should be encouraged and supported financially. 

2. Medical specialty societies will develop meaningful quality measures and clinical improvement activities using a 

standard process. 

a. How should such a method account for local variances?  

The method should consider the resources available to specific localities, including availability of health care treatments 

and remoteness of healthcare facilities and access to care issues. For example, if  provider is the only provider in a rural 

area, would they be held to the same standard as physician or other specialist who might treat patients in urban areas 

and have better access to treatment and other referrals?  

If the patient population to which a specific measure is applicable is low in a specific geographic location, it could be 

difficult for physicians to meet the reporting requirements. For example, if the measures are geared toward the elderly, 

but there is a low population of elderly in a certain area, physicians might not be able to meet the reporting requirement 

through no fault of their own. Geographic variations in procedures could also be included. If a surgical treatment is more 

or less likely to be prescribed in a certain area, that would need to be reflected in the measures. 

There are many meaningful quality measures and clinical improvement activities that are not influenced by geographic 

location and should be widely adopted by all practitioners.  These should be clearly identified. In general, available 

resources are variable and it would be unfair to hold everyone to the same expectations. 

b. What role do you envision state and local medical societies playing in the development of a standard 

development process to take into account local variances? 

We would assume that most QI measures would be developed by specialty societies. However, any measures developed 

should be vetted by state and local societies to identify and help account for any local variances. 

c. How would such a structure, once established, account for changes or advancements in quality and 

improvement activities? 



 

Quality improvement is a continuous and never reached goal.  As improvements in quality are made, new goals are 

continually being set. Much like clinical guidelines are re-reviewed every five years in order to be in the National 

Guidelines Clearinghouse, quality measures and improvement activities should be given a shelf life date, whereby they 

must be re-examined and updated. 

 

d.  Once established, what steps should be taken to help educate local physicians on the benefits of such 

quality measures and clinical improvement activities? 

Developers of measures and activities should be required to develop educational materials in a variety of forms (written, 

online courses, in-person instructional courses, FAQs, etc.) and to distribute them to their members and to state and 

local physician organizations. Developers should be able to at least recoup the cost of development through fees for 

these materials. Staff resources should be made available to answer questions as assist physicians in utilizing these 

resources. 

3. Performance will be based on both risk-adjusted relative rankings amongst physician specialty peer groups and 

improvement on quality over time. 

It is important to remember that members of within specialties treat different conditions. So comparing an orthopedic 

surgeon who treats complex spine problems to a general orthopedist treating fractures in a local hospital may not be a 

relevant or accurate peer group comparison. Comparisons will need to be made to meaningful peer groups. 

a. Do you believe that some form of risk and reward system should be tied to performance? If so, what? 

If a form of risk and reward system were implemented, it should be voluntary, with physicians opting to participate. A 

risk and reward system might allow physicians to set reporting goals to achieve. If met, a percentage based payment 

increase could be awarded to reward increased quality reporting, further spurring quality improvement. Participants, 

however, should be rewarded for adhering to meaningful, validated measures that foster true quality of care.  

b. How would you recommend addressing outliers once risk-adjusted relative rankings amongst physician 

specialty peer groups be conducted? 

Outliers should be required to obtain educational training related to the areas of their deficiencies. They should be 

required to certify in some manner the completion of this training to CMS, before any penalty is issued. The true goal is 

to educate people and spur quality care, not to punish. If deficiencies continue despite training, a tiered financial penalty 

could be instituted. 

c. What other considerations should be taken into account with regards to medical professionals accessing 

and appealing such rankings? 

Any system needs to be entirely transparent. All care and patients attributed to physicians must be directly attributable 

to that provider. Any access to rankings and reports must be user friendly and easily understood by physicians and their 

staff. Physicians should have timely access to their data and appeals should be able to be submitted and resolved 

quickly. As previously mentioned, rankings need to be made relative to meaningful peer groups. 

4. This proposal will reduce the reporting burden on physician practices, override the current CMS quality 

measurement programs, and align Medicare payment initiatives with private payer initiatives.  

 

We believe that any quality program cannot be so burdensome that it detracts time and energy away from the care of 

our patients. Patient care time is already decreased due to modifying EMR templates to specialty needs, fulfilling CME 

requirements, serving on hospital executive/specialty supervisory committees and completing office administrative 

duties. Physicians want to practice high quality medicine but when documentation requirements take time away from 

maintaining time honored patient-physician relationships, it is to the detriment of patients and not favored by most 

practitioners. 

 



a. What reporting requirements, among those your members must currently comply with, offer examples 

of how a more efficient reporting system might work? 

We don’t know that these exist in current programs, but feel these would be useful in making a more efficient reporting 

system: 

 Ease of access to data 

 Consistency in requirements across programs to reduce reporting burden to physicians 

 Appropriate physician attribution of patients and care 

 Ability to participate in multiple QI activities and change activities as needed or able  

 Any measure developed must allow an “out” for patient choice—for those situations where a patient opts not to 

receive recommended care. 

 

b. What current reporting requirements offer examples of how a more efficient reporting system should 

not work? 

 

 PQRS does not offer timely data, thus not allowing physicians to make changes in care in a timely manner.  

 Appeals and access to data are time consuming, difficult and confusing in PQRS. 

 Patients attributed to physicians in the Quality Resource User Reports are not directly attributable to the physician 

receiving the report. Rather they show all the physicians a patient has seen. 

 Any program must offer adequate incentives to drive physicians to new models. Incentives in PQRS and other 

previous programs have traditionally been insufficient to inspire participation given the additional administrative 

burdens. 

 If PQRS and meaningful use are going to harmonized and continue to be part of the mix, many longstanding problems 

need to addressed (ie, lack of specialty measures, low incentives, lack of timely feedback, difficult appeal processes). 

 Reporting should not be based on administrative claims. 

 

c. How should such a system be designed to take into account improvements in current private payer 

initiatives or the introduction of new initiatives? 

Payers should be asked to report new initiatives or changes in existing initiatives in general, and as a condition of sharing 

Medicare data. 

Medical Societies should be encouraged and supported by the government to establish and run patient centered 

outcome registries.  Meaningful quality measurement in a timely manner associated with educational programs to 

improve care is best organized by medical societies.  This allows for the variation in needs of different specialties.   

In addition, we believe that imposing substantial penalties on fee-for-service pre-emptively could potentially create 

disincentives for what may be the best method of care delivery for some patients. The end result, unfortunately, could 

be substantial difficulties in delivering complex specialty care for certain or all Medicare beneficiaries.  NASS believes 

that the continued sole reliance upon fee-for-service care may well not be the best approach for all beneficiaries, 

providers, or circumstances.  However, fee-for-service may remain the most appropriate method of care in some 

circumstances.  NASS believes that the best path to quality care and cost-efficiency may lie with many different 

mechanisms—no one size fits all mechanism will solve these difficult challenges. 

 

As you consider the next steps for Medicare payment reform, NASS hopes that you will take into account these 
comments and concepts, as well as the unique role of specialty medicine. Given the short timeframe for feedback and 
the many ongoing discussions about alternative payment methods, these ideas are preliminary and conceptual in nature 
and NASS would like to continue act as a sounding board and participate in the discussion as ideas for legislation are 
further refined. NASS offers a unique multidisciplinary perspective that may prove useful.  
 
In closing, NASS would like to offer itself as a resource to the Energy and Commerce and Ways and Means Committees 
and would be willing to provide expert testimony on any of the concepts offered. If you have any questions or 



comments please contact Andy Dhokai, Senior Manager of Government Relations, at adhokai@spine.org or (202) 255-
3100. Thank you for your commitment to and leadership on this issue. 
 
 

Sincerely, 
 
 

   
 
Charles Mick, MD     John Finkenberg, MD 
President      Advocacy Committee Chairman 

 


