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The Rapid Response Team of the Joint Spine Section stays

busy responding to payer policy changes and to an array

of challenges to providing spine care.  A recent potential

limitation to patient access to surgical treatment of

cervical disc herniations failing conservative therapy was

proposed by the Health Care Authority in Washington

State. The response of organized spine surgery, spear-

headed by the efforts of the Joint Section’s Rapid

Response Team, were presented at last year’s CNS meeting

and published recently here.

Organized neurosurgery has learned that local policy can

quickly become national policy.  Answering challenges to

patient access at a local level may prevent wider policies

that impact our patients and limit their options in seeking

surgical care.

The Bree Collaborative, also in Washington State, has

recently proposed a bundled approach to lumbar fusion

surgeries and a warranty for lumbar spine procedures.

The Rapid Response Team formulated a response to a set

of questions proposed by the Bree group.  Since these

proposals have the potential to impact spine surgeons

nationwide, we will succinctly review aspects of the

proposal here.

The entirety of the Bree proposals are hosted at their

website, the lumbar fusion bundle and the lumbar
warranty are on separate pages.  We will hit some of the

high points from the 2 documents here; interested readers

can reference the source material for further information.  

The Bree group asked for public comment and the Rapid
Response Team put together the following set of

Bree Collaborative Activities in Washington State

Welcome

In this issue, we offer a Q&A between Past President of the

Joint Section and general Superman Joe Cheng led by

Charles Sansur, present a brief update on RUC activity, and

review a new process for approval of spine surgery proce-

dures that is being reviewed by our colleagues in

Washington State.

Coding issues are reviewed in much greater detail by the

sponsored coding courses linked to on the back page of

the Newsletter!

Any other content members would like to add, please

contact us.  We are open to suggestions of other content

and would be happy to review and publish member

generated submissions.  We would like this to be your

newsletter, but we need member direction to accomplish

that goal!

John Ratliff, MD jratliff@stanford.edu

Charles Sansur, MD csansur@gmail.com

Welcome to the Newsletter of the Spine and Peripheral Nerve Joint Section of the 
American Association of Neurological Surgeons and Congress of Neurological Surgeons.

� Continued on page 4
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Joe Cheng is a recent Past President of the Section

and a tireless advocate for spine surgeons.  He

completed his internship and residency training in

Neurosurgery between 1994 and 2001 at the

Medical College of Wisconsin in Milwaukee,

Wisconsin. Dr. Cheng continued on at the Medical

College for a one-year Fellowship in Complex

Spinal Surgery as well as completing his Master's

degree in Biomedical Engineering with a special

emphasis in spinal biomechanics and modeling.

He is Chairperson of the AANS Education and

Practice Management Committee and past

Director of AANS Coding & Reimbursement Education.  He is on the

AANS Board of Directors as an Ex-Officio and had served as an officer

for the NeuroPoint Alliance (NPA) as Secretary.  He is also one of the

two CPT Advisors for Neurosurgery for the American Medical

Association, along with being Chairperson of the North American

Spine Education Committee for the AO Foundation.  He has been

Chairperson for the Affiliated Liaison Program for the CNS, and is

current Chairperson for the Medical Practices Committee of the

Council of State Neurosurgical Societies (CSNS).  He was also Scientific

Program Co-Chair for the North American Spine Society (NASS) in

addition to being Chairperson for the Public Affairs Committee.  He has

been past-president of the Tennessee Neurosurgical Society and

currently serves as the Tennessee State Delegate.  

Every neurosurgeon involved in spine surgery knows or knows of 

the contributions of Joe Cheng to our specialty.  Charles Sansur

completed this interview just a Joe was completing his year as

Immediate Past President.

Charles Sansur: It is a true honor to have the opportunity to ask you

a few questions about your experience as a recent president of the

Spine Section.  When you were president, what did you encounter to

be the biggest challenge for the spine section, and how

do you envision this to change over the next decade?  

Dr. Cheng:  There are numerous challenges that will

be imposed on us.  The biggest one is providing

evidence that the health care we spine surgeons

provide is cost effective, and warranted.  In particular,

fusion surgeries have gained a tremendous amount of

negative press, and are becoming increasingly difficult

to get approved by payors.  We hope that as time

passes, the entities that the spine section supports, such

as the Neuropoint Alliance, will provide sufficient

evidence to support the surgeries that we do. Given the

increasing numbers of older patients as time passes, the number of

spine surgeries that will be need to be performed will increase, and if

our payors stop approving them, a huge wall will be in front of us.    

Charles Sansur: Spine surgery carries with it a stigma in the media,

what kind of strategies can we implement to improve the overall

impression of spine surgery in the public’s eye? 

Dr. Cheng:  As surgeons, we really need to work diligently on

obtaining outcomes of our patients such that we can prove that what

we do is both clinically effective and cost effective. We need to keep

updated websites in all of our practices and with permission from our

patients of course, we need to provide success stories, and videos of

the actual people that we treat who have been satisfied.  We focus very

often on our failures in our clinics, while the failures represent a small

minority of our outcomes.  Our success stories often do not get the

publicity that is warranted, and we need to do a better job displaying

to the public what we can accomplish in spine surgery.  Deformity

patients and with before and after radiographs, and videos of patients

describing their relief of symptoms are prime candidates for display to

the public through YouTube, internet, TV, and other media. 

Interview with
Dr. Joe Cheng
Past President of AANS/CNS Spine Section
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Charles Sansur:  How do we balance the need for cost containment

in the setting of technological developments that improve patient

outcomes but increase cost? 

Dr. Cheng: This is a very tough question.  I agree that as technolo-

gies advance that costs increase.  It is a normal consequence of all

technological development.  My hope and expectation however

would be that if technologies advance and provide more effective

treatments, the frequency of future surgical interventions in the same

patient will decrease.  For example, a recent clinical trial demonstrated

that two level cervical arthroplasty is not only significantly superior to

2 level cervical fusions in clinical outcomes, but also results in signifi-

cantly fewer revision or adjacent level surgeries.  Hence, while arthro-

plasty is more costly in the short run, the long term cost is cheaper.

The same principle applies to the patient population receiving

epidural injections for spine pain.  As surgery becomes less invasive,

with less recovery time, surgical options may need to be considered

more readily than injections, as these injections simply delay the

surgical treatment in select patients with prominent pathology. 

Charles Sansur: What in your opinion in the most significant scien-

tific breakthrough that has made an impact on spine care within the

last decade? 

Dr. Cheng: This is a very debatable question.  It may depend on your

area of interest as there are numerous advances in all sub-disciplines

of spine.  From the deformity perspective amazing advances in the

treatment of sagittal plane deformity has been made, and they are

being readily adopted and taught in several neurosurgery programs.

We now have a solid understanding of pelvic parameters and sagittal

balance, and combining this knowledge with osteotomy techniques

has optimized our ability to treat deformity patients in this decade.

Minimally invasive spine treatments for patients with one-three level

disease has been shown to be or great benefit to patients with smaller

inpatient stays and reduced infection rates.  This includes the lateral

transpsoas technique which continues to play an important role in MIS

spine surgery and has been popularized in the last decade.  The devel-

opment of rhBMP has been a pivotal scientific breakthrough, and

while it initially may have been overused, it still remains as a medicine

that promotes bone growth effectively, and we have a strong tool for

the patient populations that are at high risk for a non-union.

Regarding spine onocology, en bloc techniques have been optimized,

and radiation treatment protocols with spinal radiosurgery have also

been optimized.   

Charles Sansur: Statistics show that the number of lumbar fusions

continues to increase substantially every year.  Is this type of growth

sustainable?  Do you think the increased rate of fusions has to do with

our improved understanding of spino-pelvic parameters. 

Dr. Cheng:  I think the biggest reason for the increased rate of

lumbar fusions is the aging spine population.  As the baby boomer

population matures, their spine disease will progress, and the

frequency of surgical interventions will inevitably increase too.  I agree

that as we learn more about sagittal plane deformity and pelvic

parameters, fusion operations are increasingly recognized as the

necessary procedure to correct the deformity.   There is a dying breed

of surgeons that perform simple lumbar decompression with multi-

level laminectomies and facetectomies without incorporating pelvic

and sagittal plane assessments.   The biggest challenge is in the black

disc patient population.  What we need to strive to achieve is a

reduced fusion rate in this group, as it is difficult to predict if these

patients actually benefit for surgery, and this patient population is

often very young, and fusion surgeries should be avoided as much as

possible in the group.  The media has focused on this patient group,

and the negative press associated with spine surgery should really

apply to this subset of the population.  

Charles Sansur: Primary care providers often focus on prevention as

a means of cost containment.  How can we as spine surgeons play a

role in prevention to improve conditions associated with spine care?

Dr. Cheng:  I would say that we need to educate our primary care

doctors. We need to teach them when to send us patients, and how to

treat musculoskeletal pain.  Increased awareness of the importance of

strengthening core muscles even in the absence of symptoms needs to

be emphasized.  Regular exercise has been focused on the prevention

of cardiovascular disease, but this needs to be extended to the preven-

tion of spine disease.  We need to explain to our primary care doctors as

well, that spine disease prevention, is tightly linked to osteoporosis

prevention.  Osteoporosis is a huge problem, and results in increased

risk for the development of spine fractures, and need for surgical inter-

vention.  Primary care doctors need to focus on vitamin supplementa-

tion, hormonal supplementation, and exercise to prevent osteoporotic

spine disease.  Obesity is also a huge problem, and the primary care

doctor needs to make this a priority early in patient lives, and this needs

to start in the pediatrician’s office.  As spine surgeons, we need to

communicate with our primary care colleagues, through publications,

and through societal meetings, and through the media perhaps. 



4 S P I N E  S E C T I O N  N E W S L E T T E R � A U T U M N 2 0 1 4

responses, tabulated by question, answer, and contributing Spine
Section members.  This was a real group effort, and required significant
work by many members.  The response and our advocacy got the
attention of the Collaborative’ s leadership, leading to a conference call
and an active discussion between our representatives, Trent Tredway
and Lou Tumialan, and the Collaborative’ s senior leadership and their
spine initiative point person.  Time will tell if this has any impact on
their final proposals.

Key points:
1.  Who is the Bree Collaborative? From their website
(http://www.breecollaborative.org/):  “In 2011, the Washington State
Legislature established the Dr. Robert Bree Collaborative so that public
and private health care stakeholders would have the opportunity to
identify specific ways to improve health care quality, outcomes, and
affordability in Washington State. These stakeholders are appointed by
the Governor and represent public health care purchasers for
Washington State, private health care purchasers (employers and
union trusts), health plans, physicians and other health care providers,
hospitals, and quality improvement organizations.”

2.  Why should any surgeon outside of Washington State care?
Past experience has shown us that local restrictive policies can quickly
become adopted by other payers and quickly have national ramifica-
tions.  It is a goal of Section leadership to make sure that we have a
voice as these policies are developed on a local level, and we hope
that by contributing and shaping local policy we may prevent restric-
tions to access nationally.

3.  What is the big deal about the Lumbar Proposals? There are a
number of significant issues with the lumbar proposals.  Interested
readers can reference the source text, but here are a few high points:

a. Patients may only be considered for surgery if they have specific
radiographic findings on imaging exams denoting lumbar insta-
bility:  “At least 4mm of anterior/posterior translation at L3-4 and L4-
5, or 5mm of translation at L5-S1 or 11 degrees greater end plate
angular change at a single level, compared to an adjacent level.”

b. Patients can only be evaluated for surgery if they have under-
gone a 3 month period of structured non-operative care
managed by a physiatrist.  This care may include:

“i. Patient education.

ii. Active physical therapy.

iii.Behavioral therapies aimed at improving self-efficacy with an
emphasis on effectively addressing important psychosocial
elements such as fear avoidance, catastrophizing, and low
expectations of recovery. Examples of behavioral therapies
might include various methods of cognitive behavioral

therapy, such as activity coaching (e.g., progressive goal
attainment program).

iv. Identification and management of associated anxiety and
depression.”

c. The recommendations note “Spinal manipulation may be used in
conjunction with other non-surgical therapy.”  So Chiropractic
care is OK.

d. All patients having surgery have to be cleared/endorsed by a
physiatrist.  Yes, you read that correctly, everybody having lumbar
fusion surgery has to have the decision for surgery blessed by a
specialist who does not do surgery and probably has limited
knowledge of what surgery actually entails.  The text of the
proposed bundle:  

“Formal consultation with collaborative team led by
board certified physiatrist to confirm appropriateness,
adequacy, completeness, and active participation in
non-surgical therapy and need for lumbar fusion. Need
for lumbar fusion should be based on persistent
disability and absence of psychosocial barriers. A
decision for lumbar fusion requires a meeting of all
members of the team and a documented recommenda-
tion for fusion by the physiatrist.”

It is unclear that there are enough Physiatrists in
Washington State to comply with this recommendation.

e. Only busy surgeons are allowed to participate:  “The spine
surgeon must perform a minimum of twenty lumbar fusion
surgeries in the previous twelve months. Neurosurgeons must be
board certified or board eligible. Orthopedic surgeons must have
successfully completed a spine fellowship.”  No provisions offered
for those individuals starting practice.

There is more to enjoy in the source texts, if readers are interested,
including very lengthy discussion of exclusionary criteria that would
make patients ineligible candidates for spine surgery, requirements for
local registry reporting, and other issues.  

To answer these and other concerns, your Rapid Response Team
members provided a sound reply.  We will continue to monitor the
progress of the Bree Collaborative, and review their future proposals in
upcoming Spine Newsletter editions and through other reporting
means such as the Neurosurgery Blog of the Washington Committee.

Continued vigilance and collaboration between the Joint Section and
representative state neurosurgical societies will be required to assess
future issues. You can rest assured that other challenges to patient
access will to occur.

Bree Collaborative Activities � Continued  from page 1

http://www.neurosurgeryblog.org/
http://www.breecollaborative.org/
http://www.spinesection.org/files/Bree Questions-Summary Comments 8-14.doc
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What’s up with the RUC
As we reviewed in our last issue, the Councils of Medicare and
Medicaid Services (CMS) employ screens of procedure codes to
identify when codes may be mis-valued.  This may have significant
impact on physician reimbursement.  When a potential mis-valued
code is identified, it is referred to the RBRVS Update Committee
(RUC) for review.  

A number of spine codes have been recently noted by the RUC
process. Codes identified by the screening process are referred to the
Relativity Assessment Workgroup (RAW) of the RUC to develop
action plans.  This led to our surveying last year  63047 |
Laminectomy, facetectomy and foraminotomy (unilateral or bilat-
eral with decompression of spinal cord, cauda equina and/or nerve
root[s], [eg, spinal or lateral recess stenosis]), single vertebral
segment; lumbar.  We received solid responses from the survey that
we sent out to Section membership, and were able to argue for
maintaining current value for this code. 

We reviewed all of that in the last issue.  However, our previous
survey was not good enough for CMS, and in the Final Rule for 2014,
CMS noted that the values for 63047 and 63048 would be provi-
sional, pending survey of the remainder of the code’s “family”, namely
63045 | (Laminectomy, facetectomy and foraminotomy (unilat-
eral or bilateral with decompression of spinal cord, cauda equina
and/or nerve root[s], [eg, spinal or lateral recess stenosis]), single
vertebral segment; cervical) and  63046 | (Laminectomy, facetec-
tomy and foraminotomy (unilateral or bilateral with decompres-
sion of spinal cord, cauda equina and/or nerve root[s], [eg, spinal
or lateral recess stenosis]), single vertebral segment; thoracic). We
only found out they wanted these additional codes surveyed when it
came out in the Federal Register with publication of valuations for
63047 and 63048.

Your RUC Advisors, along with our colleagues from AAOS and NASS,
argued that the codes denoting decompression of the spinal cord
were significantly different in intensity, in risk of complications, in
representative patient populations, etc.  However, this was not
endorsed by the RUC panel, so we had to survey 63045 and 63046.
These surveys have been completed and we will be presenting the
survey results at the September 2014 RUC meeting.

Other news on codes that we have recently discussed or recently
valued include:  

1. 22851 |  Application of intervertebral biomechanical device(s)
(eg, synthetic cage(s), methylmethacrylate) to vertebral defect or
interspace has been picked up by multiple screens, previously in

2009 under the CMS Fastest Growing procedure screen.  We will be
reviewing this code at the upcoming RUC meeting as well, as agreed
on in 2012.  Examination of 22851 with re-survey may be required.
This may mean development of new codes through the CPT process.
We will have a much better idea of the future of 22851 after the next
RUC meeting, and should be able to give some insights in the next
Spine Newsletter

2. A new code for sacroiliac joint fusion was proposed by CPT and
valued via RUC survey, 27279 (Arthrodesis, sacroiliac joint, percuta-
neous or minimally invasive (indirect visualization), with image
guidance, includes obtaining bone graft when performed, and place-
ment of transfixing device).  This code generated a bit of interest
when Louis Rappaport, an Ortho spine surgeon with significant ties
to Globus, sent out an email to a large number of spine surgeons
coaching their responses to the survey.  His email stated:  “I have
personally performed over one hundred minimally invasive sacroiliac
joint fusion procedures. From my perspective, a comparable proce-
dure in terms of knowledge, skill, risk, and time would be a single
level lumbar microdiscectomy (CPT code 63030).”    

This is a no-no at the RUC and was a huge headache for your reps
there.  The entire matter had to be reviewed via the Research
Subcommittee and the whole survey was nearly invalidated due to
this tainting of results.  

3. Cervical disc arthroplasty was re-assessed, after CPT brought up a
new code for multiple level disc arthroplasty procedures, 22858
(Total disc arthroplasty (artificial disc), anterior approach, including
discectomy with end plate preparation (includes osteophytectomy
for nerve root or spinal cord decompression and microdissection);
second level, cervical (List separately in addition to code for primary
procedure)).  Surveying the new code meant surveying the base
code as well.  Present valuation for the base code was supported by
the survey results, and a fair valuation of the additional level code
was recommended by the RUC panel; we were quite happy with the
results there.  Final numbers will not be available until publication of
the 2015 Fee Schedule.

4. Kyphoplasty and vertebroplasty were reviewed as well.  Valuations
of both are anticipated to decrease substantially with the 2015 fee
schedule publication, based upon the RUC recommendations.

We encourage all members who receive a survey to honestly and
accurately fill it out; the survey process is laborious but is also the
best way for your RUC advisors to make sure that spine procedure
codes remain appropriately valued!



Join us for the 31st Annual Meeting of the CNS/AANS Section
on Disorders of the Spine and Peripheral Nerves, “Spine
Summit 2015”.  

The meeting will be held March 4-7, 2015 at the JW Marriott
Desert Ridge in Phoenix, Arizona.

The Desert Ridge Resort is a phenomenal property and will be
a fantastic host for our annual meeting.  We last were at this
property in 2013, when we hosted our international guests
from the Irish Neurosurgery Group and the Irish Spine Society.
The JW Marriott Desert Ridge website offers the following:

Without peer among Phoenix resorts, the award-winning, 
AAA 4-Diamond JW Marriott Phoenix Desert Ridge Resort &
Spa welcomes guests to its stunning 316 acres in the Sonoran
Desert. Our captivating resort in Phoenix takes you to a place
where luxury, personal service, invigorating recreation and
excellent dining are in abundance. Guest rooms and suites

feature private balconies or patios with dramatic desert vistas,
mountain views, and tech-friendly amenities. This premier
resort also impresses with the award-winning Revive Spa and
championship Wildfire Golf Club, home to
the LPGA Founders Cup. Families, couples
and friends will find a variety of activities
designed for all ages, with many opportu-
nities for memorable experiences together.
Or just relax and enjoy each other's
company indoors or outside on one of
many patios with our inviting fire-pits
overlooking the resort’s waterways.
Among the leading North Phoenix,
Arizona resorts, JW Marriott Desert Ridge
is your one-stop vacation haven.

Check the Meetings page at
Spinesection.org for further details!

2015 Annual Meeting
of the AANS/CNS Section on Disorders of the Spine and Peripheral Nerves

Date: March 4 to March 7, 2015.   Where: Phoenix, Arizona
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SpineSection
AANS/CNS Joint Section on Disorders of 
the Spine and Peripheral Nerves

N E W S L E T T E R Congress of Neurological Surgeons
email: info@1cns.org
phone: 847-240-2500
web: http://www.spinesection.org

Email your suggestions, meeting information, or other newsletter topics to jratliff@stanford.edu.
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