
Without intervention and change in coding practices,
 neurosurgeons in the US face a $10,000,000 cut in Medicare
reimbursement in 2015.  However, these cuts can be avoided 
by participating in the CMS PQRS program.

These questions and answers provide a cursory review of these

relevant quality systems for practicing surgeons.  This is not a thorough

review of these programs; this is the bare-bones info you need to

avoid cuts in your practice’s Medicare reimbursements.  Instructional

webinars on each of these programs are under preparation at present

and will be provided as a part of our coding course offerings in 2013.

1. What do all these acronyms mean?

PQRS is the Physicians Quality Reporting System, a group of

process-based measures that are used by CMS as quality assess-

How to Avoid Taking a Big Cut in 
Medicare Reimbursements for 2015

Winter  � 2O13

� Joseph Cheng, MD (Chair)

� Charles Sansur (Vice Chair)

� Peter Angevine

� Kurt Eichholz

� Kai-Ming Fu

� Kojo Hamilton

� Dan Hoh

� Michael Kaiser

� Praveen Mummaneni

� David Okonkwo

� John Ratliff

� Mike Steinmetz

� Karin Swartz

� Lou Tumialan

Team
Members

RapidResponse

Welcome

� Continued on page 2

SpineSection
AANS/CNS Joint Section on Disorders of 
the Spine and Peripheral Nerves

N E W S L E T T E R

In this issue, we present a brief update on

RUC activity and review what spine surgeons

need to do now to avoid reimbursement

cuts applied by the upcoming transition of

PQRS and EHR measures.

Previously, reporting PQRS measures was

voluntary, and led to small bonuses in

Medicare reimbursement.  Now, surgeons

face imposition of CMS reimbursement

decreases to practices that do not demon-

strate compliance with PQRS measures.

These issues are reviewed in much 

greater detail by the sponsored coding

courses linked to the last page of 

the Newsletter!

We are open to suggestions of other content

and would be happy to review and publish

member content, please feel free to contact

us.  We would like this to be your newsletter,

but we need member direction to accom-

plish that goal!

We promise to not focus on payer policy,

the RUC, quality issues, and other financial

concerns in the next issue.

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. 
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ments.  Compliance with these process

measures are equated with providing

quality care. 

EHR is electronic health records; encour-

aging use of electronic medical records

is mandated by the American Recovery

and Reinvestment Act.  This provides a

financial incentive to practices that incor-

porate EHR systems. Physicians must

adopt and demonstrate “meaningful

use” of EHR systems by October 1, 2014,

or be assessed a 1% penalty from

Medicare.  There is an available bonus

from CMS for incorporation of EHRs to

practices, reviewed here: Medicare EHR

Incentive Program, Physician Quality

Reporting ....  There are stages to what is

deemed “meaningful use” by CMS.

2. What impact can they 
have on my practice?

Previously, reporting PQRS measures

could provide a practitioner with a small

bonus in annual Medicare reimburse-

ments.  Starting in 2015, there will be

reductions in Medicare reimbursements

if physicians do not report quality

measures.  The catch:  the reporting

period that will impact 2015 reimburse-

ment is the 2013 calendar year!  So if you

do not report quality measures in 2013,

you face a cut in 2015. Lack of reporting

of PQRS measures in 2013 will produce a

1.5% cut in Medicare reimbursements, to

be imposed in 2015.

Lack of compliance with EHR by October

1, 2014 will produce a 1% reimburse-

ment penalty from CMS.

3. Does anybody actually 
do this stuff?

Compliance with the PQRS reporting
system for neurosurgeons when last
reported was approximately 19%.

4. What does this mean 
for neurosurgery?

If you look at just the PQRS system,
practices are facing a 1.5% cut.  
Total Medicare expenditures for neuro-
surgery for 2013 are projected to be
$687,000,000.  

Assuming no growth from 2013 to 2015,
potentially over $10,000,000 could be
cut from neurosurgery reimbursements
by Medicare based upon lack of compli-
ance with PQRS. 

5. How do I avoid taking 
a cut in my Medicare 
reimbursements in 2015?

For the PQRS system for 2013 and to
avoid taking a cut for 2015, you have 
to report 1 quality measure on your
patients.  That is it.  Just a single
measure.

You will not qualify for a bonus, but if
you report 1 measure successfully on
50% of applicable patients you avoid 
any cuts for 2015.

One of the most common measures
used by surgeons are the perioperative
services group.  There are four measures
in the perioperative services group.
There is another set of measures
focusing upon evaluation of patients
with low back pain (Table 1).  The full list

of available PQRS measures may be
accessed here: 2012 Physician Quality
Reporting System Measure List and

Implementation Guide [ZIP, 2MB].  

Many of these measures are easy to
report.  The low back pain group
includes measures as basic as
completing and documenting a physical
exam during the evaluation of a patient
presenting with back pain.  The
measures reviewed on Table 1 likely
represent things you do in your practice
already; to avoid taking a cut, though,
these practices must be captured and
documented.

To report compliance with the PQRS
system, you can add appropriate codes
to your claims for E&M and operative
procedures, participate in an approved
registry that captures PQRS measures, or
participate in a Group Practice Reporting
Option through your group or hospital.
Your coders should be able to help with
capturing compliance with the program
through appropriate coding in your
operative notes and E&M visits.

Again, you just have to report 1 measure

in 2013 to avoid a cut in 2015.

EHR cuts do not take effect until 

October 2014, but meeting the criteria

for “meaningful use” may be difficult.

The “meaningful use” criteria are also 

a moving target, and likely will 

change prior to the deadline for 

initial implementation. 

How to Avoid Taking a Big Cut in Medicare Reimbursements for 2015
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Table 1
Measure 
#

NQF
Code Title Description

20 0270 Perioperative Care: Timing of
Antibiotic Prophylaxis –
Ordering Physician

Percentage of surgical patients aged 18 years and older undergoing procedures with
the indications for prophylactic parenteral antibiotics, who have an order for prophy-
lactic parenteral antibiotic to be given within one hour (if fluoroquinolone or
vancomycin, two hours), prior to the surgical incision (or start of procedure when no
incision is required)

21 0268 Perioperative Care: Selection
of Prophylactic Antibiotic –
First OR Second Generation
Cephalosporin

Percentage of surgical patients aged 18 years and older undergoing procedures with
the indications for a first OR second generation cephalosporin prophylactic antibiotic,
who had an order for cefazolin OR cefuroxime for antimicrobial prophylaxis

22 0271 Perioperative Care:
Discontinuation of
Prophylactic Antibiotics
(Non-Cardiac Procedures) 

Percentage of non-cardiac surgical patients aged 18 years and older undergoing proce-
dures with the indications for prophylactic parenteral antibiotics AND who received a
prophylactic parenteral antibiotic, who have an order for discontinuation of prophy-
lactic parenteral antibiotics within 24 hours of surgical end time

23 0239 Perioperative Care: Venous
Thromboembolism (VTE)
Prophylaxis (When Indicated
in ALL Patients)

Percentage of patients aged 18 years and older undergoing procedures for which VTE
prophylaxis is indicated in all patients, who had an order for Low Molecular Weight
Heparin (LMWH), Low-Dose Unfractionated Heparin (LDUH), adjusted-dose warfarin,
fondaparinux or mechanical prophylaxis to be given within 24 hours prior to incision
time or within 24 hours after surgery end time

148 0322 Back Pain: Initial Visit The percentage of patients aged 18 through 79 years with a diagnosis of back pain or
undergoing back surgery who had back pain and function assessed during the initial
visit to the clinician for the episode of back pain 

149 0319 Back Pain:  Physical Exam Percentage of patients aged 18 through 79 years with a diagnosis of back pain or
undergoing back surgery who received a physical examination at the initial visit to the
clinician for the episode of back pain

150 0314 Back Pain:  Advice for Normal
Activity

The percentage of patients aged 18 through 79 years with a diagnosis of back pain or
undergoing back surgery who received advice for normal activities at the initial visit to
the clinician for the episode of back pain 

151 0313 Back Pain:  Advice Against
Bed Rest

The percentage of patients aged 18 through 79 years with a diagnosis of back pain or
undergoing back surgery who received advice against bed rest lasting four days or
longer at the initial visit to the clinician for the episode of back pain 
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Online Registration 
Now Available for the 
2013 Annual Meeting!
Housing and registration is now available for the 2013 Annual

Meeting of the AANS/CNS Section on Disorders of the Spine

and Peripheral Nerves. Join hundreds of spine and peripheral

nerve specialists, March 6-9 in Phoenix, Arizona at the 

JW Marriott Desert Ridge as we explore our theme, Maximum

Impact: Surgeons as Key Advocates in Patient Care.

Look for premium education, clinical breakthroughs and the

latest advances in spine and peripheral nerve technology

through didactic lectures, interactive sessions and case-based

education.

Whether you're looking for current complication avoidance

management strategies, advanced MIS techniques, an update

of spine guidelines or how to approach spinal deformity – the

2013 Annual Meeting has you covered! Register today and

gain the skills and resources necessary to provide the best

optimal care for your patients.

Register Today at http://www.spinesection.org/meetings.php!

29th Annual Meeting
of the AANS/CNS Section on Disorders of the Spine and Peripheral Nerves

Maximum Impact: Surgeons as Key Advocates in Patient Care 

Date: March 6 to March 9, 2013.   Where: Phoenix, Arizona

JW Marriott Desert Ridge
Phoenix, Arizona
The JW Marriott Desert Ridge offers luxury accommodations
and amenities your whole family is sure to enjoy, from fine
dining to a host of recreation opportunities. This 316-acre
luxury resort features a unique architectural design incorpo-
rating the elements of nature:  fire, water, earth and sky.

Amenities:
� Deluxe guest rooms, overlooking
wildflower gardens, swimming
pools, lakes, waterways and golf
course or mountain views. 

� Four fine-dining restaurants, two
cafes, a lounge and a spa bistro. 

� Four acres of turquoise pools
and shimmering waterways. 

� WildFire Golf Club featuring two
on-site 18-hole golf courses. 

� Off-site activities including
Horseback riding, hot- air
ballooning, off-road desert tours
and great shopping. 

� Stunning, two-story spa oasis,
featuring signature treatments 
that combine ancient rituals with
cutting- edge techniques. 

http://www.spinesection.org/meetings.php
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The Councils of Medicare and Medicaid

Services (CMS) employ screens of proce-

dure 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.  

Screens applied to codes have led to many

recent changes in CPT nomenclature and

also to changes in value for common neuro-

surgical codes.  The “reported together” or

bundled procedure screen, which identifies

procedures that commonly occur together

and mandates that they be combined into a

single code, has recently been applied to

ACDF and combined interbody/posterolat-

eral lumbar fusion codes.  Both of these

screens led to developing new codes.

A new screen was applied in 2012,

“Highest Medicare Expenditure Codes.” This

screen identifies codes that have not been

surveyed since 2006 and represent high

expenditures.  Three neurosurgery codes

were identified by the screen.  Codes identi-

fied by the screening process are referred to

the Relativity Assessment Workgroup (RAW)

of the RUC to develop action plans.  This

process is ongoing, but here are the codes

with potential impact on spine surgery and

what your RUC representatives are doing:

1. 22612 | Arthrodesis, posterior or

posterolateral technique, single level;

lumbar (with or without lateral trans-

verse technique). This code was

recently reviewed as part of forming the

new combined interbody/posterolateral

lumbar fusion code, 22633.  The utiliza-

tion of 22612 will be followed with the

introduction of the new code; if 22612

remains high expenditure it may need

to be re-surveyed.  This will be reviewed

at the January 2013 RUC meeting.

2. 63047 | Laminectomy, facetec-

tomy and foraminotomy (unilateral or

bilateral with decompression of spinal

cord, cauda equina and/or nerve

root[s], [eg, spinal or lateral recess

stenosis]), single vertebral segment;

lumbar. RUC advisors noted that this

code represents a technique that is

mature and well understood.  However,

this code and 63048 will be re-surveyed

for presentation at the January 2013

RUC meeting.

3. 22851 | Application of interverte-

bral biomechanical device(s) (eg,

synthetic cage(s), methylmethacrylate)

to vertebral defect or interspace. This

code was recently reviewed in 2009

under the CMS Fastest Growing

 procedure screen, another means that

CMS has of identify mis-valued codes.

At that time an editorial change was

made to the code to remove reference

to threaded bone dowels, which are

now reported with CPT code 20931. This

change was part of CPT 2011.  This code

was picked up again by the highest

expenditure screen and was reviewed at

the RAW again. The RAW agreed to re-

assess the data on 22851 in 2014, to see

if utilization of 22851 changed with

elimination of bone dowels from the

code’s application.  Examination of

22851 with re-survey may be required.

This may mean development of new

codes through the CPT process.

Hence, recent application of CMS screens

have led to the need to survey 63047, with

plan to present survey data at the January

RUC meeting.  Survey of 22612 and 22851

may be required after further review at

upcoming RUC meetings.

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!

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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