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A Two Way Street
COA’s 2010 Annual Meeting/QME

I see my task as the President of the COA
as a two way street. First, I feel that one
of the most important duties of leadership

is to provide you with a strategic vision of

the future.

We face turbulent and uncertain times as
physicians. The healthcare system will
likely change significantly for all of us no
matter what practice setting in which we
work. As a surgical specialty we are, by
nature, procedure oriented; and broadly
dependent upon a fee-for-service produc-
tivity model. Many of the current propos-
als for health care system ‘reorganization’
would fundamentally change the econom-
ics of our profession.

I recently spent a weekend with other
COA leaders planning our 2010 Annual
Meeting/QME Course. We are putting
together a very strong program which has
a number of important elements.

Dr. Bob O’Hollaren of Ventura Orthopae-
dics is creating an economics course look-
ing at the strengths, weaknesses, threats
and opportunities to orthopaedic practices
in California. We are inviting national
speakers and respected resources in order
to provide you with the most practical
information to steer your practice through
the uncertain times.

The clinical science portion of the pro-
gram is under the direction of Dr. Amir
Jamali of UC Davis. We are planning
symposia in trauma care, labs in the use
of robotic navigation in adult reconstruc-
tion, updates on the application of recent
basic science advances to your clinical
practice and a broad menu of orthopaedic
topics of interest to all of us.

Richard Barry, M.D., President

Our longstanding annual QME course will
be available to all Annual meeting regis-
trants in order to improve the quality of
care and to improve the efficiency of deal-
ing with the administrative burden of car-
ing for California’s injured workers.

The 2010 COA Annual meeting will be
held at the beautiful new Ritz-Carlton
Highlands at Northstar Village, Lake
Tahoe April 15-18,2010. We may have
enough snow remaining to get in a last
weekend of spring skiing. There is great
mountain biking and a broad selection of
family activities in the Village. Northstar
has been completely redone and now in-
cludes condos, residences, and many shops
and restaurants. Spouses will have the
opportunity to attend a food and wine class
with the Ritz Executive
Chef.

Calendar of Events

2010 COA Annual Meeting/
QME Course
April 15-18, 2010

New Ritz-Carlton Highlands
Northstar Village, Lake Tahoe
Registration information can be found at:
WWW.C0a.0rg

(Continued on Page 2)
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President’s Column (continued from Page 1)

Please plan now to attend YOUR California Orthopaedic As-
sociation Annual Meeting next April. We will provide you
with a comprehensive educational program at a very reason-
able cost per CME unit in a stunning Lake Tahoe mountain
setting.

In closing, I feel that I have an equally important duty to be
responsive to the needs of our colleagues. I need to know
what pressures and problems your practice is encountering
within your community. Our vision of the future is only as
good as the breadth of our perspective. Each practice setting is
unique. Please let us know your strategic concerns and your
tactical victories.

In my mind, the mission of the COA is to preserve and protect
the profession of Orthopaedic Surgery in California and I will
do everything in the power of this organization to provide you
with the information and the legislative voice with which to
weather the gathering storm. Our future success as a profes-
sion will depend upon our clarity of vision and a unity of ef-
fort. I need your active involvement!

FS—y®

Richard J Barry MD
President

Highlights of the

2010 Annual Meeting/QME Course
April 15-18, 2010
New Ritz Carlton Highlands at Northstar Village, Lake Tahoe

¢ Economic Survival and Healthcare Reform:
Regaining Control of your Practice
National Economic Forecast and Trends

Anticipated Requirements for Success in Current
Economic, Regulatory, and Legislative Environments

Process Improvement Strategies

Revenue Enhancers

¢ Community Orthopaedic Trauma Care
What’s new in Trauma Care/Referral Guidelines

Health Reform Summit

Joint Preservation
What Are We Doing Wrong in Spine?

* & o o

Almaraz/Guzman/Benson Debate

Perspectives from the Experts

*

Disability Rating Questions Answered
¢ DWC 12-point plan for change in 2010

¢+ Saw Bone/Educational Lab
Robotic Navigation in Adult Reconstruction

Registration materials will be mailed in early
January, 2010 and posted on-line: www.coa.org

People in the News

Alfred Gilchrist Named New CEO of the

California Medical Association

Alfred Gilchrist, former CEO of the Colorado Medical Society
and director of state and federal governmental advocacy for the
Texas Medical Association, has been named the new chief execu-
tive officer of the California Medical Association. Mr. Gilchrist
replaces Joe Dunn who resigned due to family commitments.

Paul Wakim, DO is Hired as the Medical Director for Total
HealthCare Management

Total HealthCare Management strives to achieve the “best in
class” outcomes for injured workers through their ability to elec-
tronically integrate Utilization Review, Bill Review, and Nurse
Case Management services.

Clifford Colwell, Jr., M.D. of La Jolla received the Lifetime
Achievement Award at the 22nd Annual Congress of the
International Society for Technology in Arthroplasty (ISTA) for
his dedication to improving procedures and technologies to pro-
mote advances in arthroplasty.

Vert Mooney, M.D. of San Diego

passes away in a car accident in Orange County

It is with sincere regret that we must inform you that Vert
Mooney, M.D., long-time member of COA and chair of our
Allied Health Professions Committee, was killed in a single car
accident on his way home from work on October 13, 2009. It is
believed that Dr. Mooney suffered a catastrophic medical condi-
tion which caused him to lose control of his car and crash into a
concrete freeway barrier. His car ended up off of the road hitting
atree. No other people were injured in the accident.

Dr. Mooney is an internationally recognized leader in clinical
work and medical research related to Orthopaedics who has con-
ducted groundbreaking studies in many areas of Orthopaedics,
restorative exercise, and physical medicine. His work included
developing state standards to measure the functional capacity of
injured workers.

He has written over 200 articles and abstracts in peer-reviewed
scientific journals, over 30 chapters for medical textbooks, and
has been invited to speak at hundreds of conferences worldwide.
He was the Medical Director and one of the founders of MDRS/
Spine and Sport and the President of the Spine and Sport Founda-
tion.
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CMS Releases 2010 Changes to the
Medicare Physician Fee Schedule

The Centers for Medicare and Medicaid Services (CMS) has released its final rule on the 2010 changes to the Medicare
Physician Fee Schedule. A complete copy of the final rule can be found at: http://www.federalregister.gov/OFRUpload/
OFRData/2009-26502 PLpdf Below is a summary of the main points of the rule affecting orthopaedic practice along with
comments from the AAOS on the fiscal impact of the changes. This is a preliminary analysis prepared by the AAOS. Addi-
tional details will be provided as the rule is analyzed.

1. Removal of drugs from SGR formula
What the Rule Says---The rule removes drugs from the SGR formula on a prospective (going forward) basis but not on a
retrospective basis (removing previous costs from formula).

AAOS comments on Rule---Strongly supported the prospective removal but urged CMS to remove retrospectively as well.

Fiscal Impact---Undetermined because of pending legislation on SGR formulas, but we have urged CMS for years
to remove drugs from the formula.

2. Implementation of Changes in Practice Expense (PE) calculations based on the Physician Practice Information
(PPI) survey
What the Rule Says---The rule accepts the results of the PPI as the basis for the indirect component of Practice expense
RVUs. However, as opposed to the proposed rule, the final rule phases the PE changes in over a four year period in order
to mitigate the substantial payment shifts which in the cases of some specialties would have had substantial negative ef-
fects. Orthopaedics is scheduled to receive a 4% increase in Practice Expense Medicare reimbursement as a result of the
changes, and instead of the entire 4% increase getting implemented in 2010, orthopaedics can expect approximately a 1%
change in Medicare PE reimbursement annually for the next four years. (Please note that we anticipate that cardiology and
radiology especially could push for legislative action that would overturn the PPI implementation. Those two specialties
especially will take a large hit in their reimbursement and they have been lobbying Congress to intervene and pass legisla-
tion to throw out the PPI results.

AAOS comments on Rule---We strongly supported implementing the PPI results and urged CMS to accept the results and
to not utilize a transition methodology; however, we expected CMS to use the transition as a compromise between the
groups like us that wanted full implementation and the groups like cardiology and radiology that wanted the results thrown
out entirely.

Fiscal Impact---Orthopaedic surgery can expect a 1% increase in PE for 2010, which amounts to approximately $14
million. We can expect a 1% increase each year for the next four years, or about a $56 million increase over the 4 year
implementation period.

3. Spine Surgery data from the Physician Practice Information (PPI) survey will not be used in 2010 Fee Schedule
What the Rule Says---CMS did not accept the argument put forward by the North American Spine Society (NASS) to
use spine surgery data from the PPI survey to increase PE RV Us for spine surgery procedures. The rule states that CMS
has no method to apply the spine surgery PPI data which had indicated spine surgery has higher practice expense costs
than general orthopaedic surgery and states that if NASS would like to have spine surgery data applied to their specialty
they should apply for their own Medicare specialty designation.

AAOS comments on Rule---We opposed the creation of a separate Medicare specialty designation for spine surgery and
opposed the application of the spine surgery data to practice expense calculations for 2010.

Fiscal Impact---Orthopaedic spine surgeons will still receive the 4% increase, phased in over the next four years, the same
as all other Orthopaedic surgery providers.

4. Equipment Utilization Amortization Rate to Change from 50% to 90% for Equipment priced over $1 million.
What the Rules Says---CMS will change the utilization assumption from 50% to 90%. The basis for this change is that data
suggests that average usage of equipment priced over $1 million is over 90%. This means that equipment in a provider’s

(Continued on Page 4)
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CMS Releases 2010 Changes to the
Medicare Physician Fee Schedule (Continued from Page 3)

office is in use over 90% of the time an office is open.
The previous assumption had been that equipment in a
provider’s was in use approximately 50% of the time.
CMS has proposed changing this assumption for equip-
ment priced over $1 million which effects MRI equipment
amongst other types of equipment that has a retail value of
more than $1 million. This does not mean that an office
that paid over $1 million will have their reimbursement
reduced commensurately, but rather that procedure codes
with $1 million + equipment priced into it will have their
practice expense RVUs reduced by some percentage.
CMS will not provide an exemption from this change for
rural providers. (Please note that Health Care Reform leg-
islation pending in both houses also address this issue and
the House Bill proposes a 75% rate. This means that if
that component of the Health Reform package were to be
implemented, it would overrule the CMS proposal).

AAOS comments on Rule----We supported changing equip-
ment utilization assumptions from 50% but proposed a 75%
rate rather than 90%. We also proposed that rural providers
be exempted because rural offices generally would be ex-
pected to have an utilization rate closer to 50% than 90%.

Fiscal Impact---Minimal fiscal impact because very few, if
any orthopaedic codes have practice expense settings that
include equipment priced over $1 million. Oncology, urol-
ogy, and radiology are the most negatively impacted spe-
cialties by this change.

Elimination of Medicare payment for E/M Consultation
services

What the Rule Says---CMS will no longer pay for E/M con-
sultation (99241-99245 and 99251-99255) services begin-
ning in 2010 and will instead pay an additional 6% for of-
fice/outpatient visits (99201-99215) and an additional 2%
for inpatient initial visits (99221-99223). CMS will also
increase all 10 and 90 global period codes by 0.3% to bun-
dle the office/outpatient visit increase into procedure codes.
The rationale from CMS is that providing consultation ser-
vices is no longer sufficiently greater work than a standard
office/outpatient visit and therefore the payment disparity
between the two is no longer warranted.

AAOS comments on Rule---We were generally neutral on
the proposed change, although we proposed that Medicare
delay this action until they could coordinate any changes
with CPT coding guidelines on consultation versus office/
outpatient visit codes. We strongly urged CMS that if they
went forward with implementation they should apply the
changes to the global period values for non E/M codes be-
cause the proposed rule did not have this included.

Fiscal Impact---Our estimates are that for the average or-
thopaedic surgeon, the change would be a very small posi-
tive fiscal impact (as a rough guide, a provider billing of-

fice/outpatient visits at a rate greater than 6 for every one con-
sult code billed will see a positive impact and a provider bill-
ing at rate less than 6:1 would see a negative impact). The
additional .3% increase in the global period will have a sig-
nificant positive impact for orthopaedics, to the tune of ap-
proximately $36 million annually.

New/Revised RVUs for Excision of Tumor codes

What the Rule Says---CMS accepted the RUC recommenda-
tions for the 94 new/revised excision of tumor codes that
AAOS presented to CPT in 2008 and to the RUC in February
2009. CMS also stated they would not pay for complex clo-
sure if billed in conjunction with an excision of tumor code
(this is in contrast to CPT coding instructions which allow
complex closure to be separately billed).

AAOS comments on Rule---We did not address this issue in
our comments. However, at the RUC, we had presented all
the values in conjunction with several other specialties. We
had also argued to RUC and CMS that complex closure
should be separately billable.

Fiscal Impact---Fiscal impact for providers of these services
is huge. The average change in Medicare reimbursement for
orthopaedic tumor surgeons should be around a 100%  dou-
ble) increase. The impact of the denial of complex closure is
likely very minimal as there would be very few times a sur-
geon would perform a closure that might be defined as com-
plex. Most closures would be straightforward and not sepa-
rately billable.

PE inputs for diagnostic arthroscopy of the Knee

What the Rule Says---CMS accepted the RUC recommenda-
tion for non-facility (e.g., office) practice expense values for
CPT code 29870 which prices diagnostic arthroscopy of the
knee in the office setting. Previously, all diagnostic arthro-
scopy codes were not priced in the office; however, some
providers have lobbied CMS for years that they are in fact
providing diagnostic arthroscopy services in their offices
(even though Medicare data does not support this contention)
and CMS determined that for 2010 they needed to price the
services in the office setting. Importantly, the RUC recom-
mended inputs do not include a disposable diagnostic arthro-
scope but rather use pricing for a rigid diagnostic arthroscope
kit, which means the PE inputs will be less than they would be
with a disposable diagnostic scope.

AAOS comments on Rule---We addressed this issue at the
RUC meeting in October of this year where we recommended
PE inputs with the rigid scope. The RUC accepted our recom-
mended inputs and CMS accepted those same inputs. The
rationale for not using the disposable scope in pricing is that if
the diagnostic scope was used, and if utilization in the office
increases as a result of the higher PE RVUs, that would cause
the PE values for all other orthopaedic procedures to go down
by some degree

Fiscal Impact---Unknown at this point, but expected to be
minimal. Providers of this procedure in the office will receive
a higher RVU.
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Understanding the Health Reform Debate

By: Ralph J. DiLibero, Editor—COA Report

Yes, we all know quite well that when the lessons of our history are not appreciated and learned, then our history is determined to repeat itself.
So it is with the healthcare debate. The Clinton administration failed to get an omnibus reform package passed by Congress. Two lessons
learned from that attempt should have been not to create a clandestine plan without buy-in from all interested parties during the time of its crea-
tion and not to suddenly offer an omnibus plan to a federal legislature that has not had the time to mull over and digest its contents.

The Obama administration therefore thought it better to have the healthcare reform plan originate in the legislature and then be presented to the
president for his approval. Unfortunately, the plan remained clandestine, essentially formed by the same network of people that crafted the Clin-
ton plan, and did not offer any opportunity for early contributions from all interested parties that would have offered consensus and essential buy-
ins from both sides of the political isle. Without an overt personal involvement in the creation of the plan, the president was also placed at a dis-
advantage when delivering his almost daily addresses to the nation on why the federal legislature-produced plan was the one singular omnibus
plan that the country needed and deserved. President Obama was not able to comment on specific details of the different plans being offered by
the Senate and the House and forced to speak in generalities and platitudes about the “framework” of “our plan” without any specific endorse-
ment of a particular plan, which could not and did not really answer the specific questions that the American people demanded to know and un-
derstand. There were also inconsistencies. Rhetoric was changed from, “You can keep your present insurance” to “You will not be required to
change your present insurance” and the number of uninsured was changed from 47 million to 30 million.

The second error was that the Obama administration-directed plan was again an omnibus plan, an all or nothing plan and a one size fits all plan.
Being all-inclusive, the omnibus legislation is forced to address all aspects of healthcare decision-making that could reasonably and potentially
present to the American people in the future. Omnibus healthcare reform plans are, therefore by their defined nature, not able to adequately ad-
dress extremely strong feelings and persistent differing fundamental beliefs among the American people — which do not necessarily follow along
any political lines or owe to any political loyalties. Rather than let sleeping dogs lie, an omnibus plan awakens deep rooted feelings and beliefs
to debate.

Let’s explore a few of these hotly debated beliefs:

Ever since 1976, Americans have generally agreed that public funds should not pay for elective abortions. Cases of rape or where there would be
serious health consequences to the mother are, of course, exceptions to that general rule. AB 3200 made no mention of abortion until the Deb
amendment specified that funds could be put aside for abortions. SB Hatch also made no mention of abortion, and in not doing so, opened the
door for a future judicial decision that would possibly decree that public funds could be used for abortion. The yearly proposed Hyde amendment
which states that no public funds will ever be used for abortion has not been accepted by the authors of the SB Hatch omnibus legislation. As
one can readily see and understand, these extremely strong and differing beliefs will be very difficult to reconcile.

Another issue that has divided the states and baffled the feds for years is the turmoil in America over involving healthcare decision-makers pre-
scribing the right to die versus the right to live. It has become generally accepted that this is a matter of states rights. Incorporating any part of
this issue in a federal healthcare reform bill transforms the question to national rights because although state constitutions stand-alone and are
unique, they can be superseded by federal legislation. Again, there is no “right” or ‘wrong” belief here. An ecology of beliefs determines cul-
tural mores; an ecology of cultural mores determines ethics; and an ecology of ethics determines economic priorities. We can look to one set of
ethics and say that we accept autonomy in patient decision-making, a justice that requires us to treat all cases alike, with compassion and open-
ness of decision-making. From this set of values, we might perhaps determine that competent, terminally ill patients are allowed to hasten death
by treatment refusal.

Moving one step further along, the state of Oregon has formally accepted and is officially pro on the issue of physician-assisted suicide.
Neighboring Washington State argued the concepts of physician-assisted suicide and a “death over life” argument went down to defeat in spite of
efforts from Dr. Robert Pearlman, the notorious author of a 52 page pamphlet, “Your Life, Your Choices” which became known as the “VA
Death Book.” Dr. Derek Humphry, one of the founders of the “Companion and Care” or the “Hemlock Society” wrote in his book, Final Exit:
“what can those of us who sympathize with a justified suicide by a handicapped person do to help?” Then in chapter 20, he went a bit further: “
Some couples choose to die together regardless of whether both are in poor health or only one...That the couple would wish to die together is a
tribute to the strength of a loving relationship.”

Those possessing and advocating for the con belief in physician-assisted suicide quickly cite the sanctity of humanity and life, the potential for
abuse because of the vague ties in determining passive versus active distinctions, the propensity for mental coercion, and the fallibility of profes-
sional integrity or the integrity of any man who is not God. In New York State, Dr. Timothy Quill and three terminally ill patients sued for the
right to have physician-assisted suicide under the 14™ Amendment to the United States Constitution. “Vacco versus Quill” resulted in a land-
mark decision, 9-0 against Quill and for “Life Over Death.” So it is quite easy to see and understand that when AB 3200 suggested that physi-
cians must be paid at regular intervals to offer end of life alternatives to the elderly, the emotions and beliefs of so many Americans were
aroused.

Making physician-assisted suicide impersonal may ease the psyche, but does not truly relieve responsibility or justify the act in any way. Pa-
tients will most certainly share drugs with loved ones and quite possibly with friends or others who are near death. Proposed laws avoid answer-
(Continued on Page 8)
]
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The Increased Cost (Damage) of a HIPAA Breach

The information presented in this article is for your information and are the views of TBG Fraud Solutions and are not
necessarily those of COA. Nor does including this article in the COA Report infer that COA endorses TBG Fraud Solutions.

While costs in healthcare trend strongly up and to the right, the same is now true for having patient data lost or stolen. The year 2009
has seen new legislation that for the first time is requiring notification of breached patient health information (PHI). For the first time an
information breach will require notification to both the California Department of Public Health (CDPH) and the Federal Department of
Health and Human Services (HHS). Worse yet is the requirement that includes notification to the individuals and in some cases the
local media in an effort to “get the word out” to those who could be impacted. Getting the word out that a specific healthcare organiza-
tion has not protected the privacy of it’s patients is the greatest penalty of all. This is especially true in light of studies that have shown
the healthcare industry has one of the highest percentages of customer loss, after reported breaches, when compared against other indus-
tries.

California AB 1298 - SB 541- AB 211

In January 2008, AB 1298 took effect and updated the original data breach notification requirement of individuals to include health in-
formation. It was in January 2009 that SB 541 and companion legislation AB 211 came into existence. On the heels of some high pro-
file breaches the State of California did not see sufficient penalties in HIPAA and decided it would step into that void. SB 541 gave the
CDPH the power to investigate and fine organizations for data breaches, while AB 211 created the California Office of Health Informa-
tion Integrity (COHII) and gave the office power to fine individuals and refer them to professional licensing boards. Under these laws,
fines from can be levied for negligent disclosure, can be levied against both the organization and the individual, and can range from
$2500 to $250,000 per violation. Within 5 days of a detected breach, notification must be provided to both the individuals and COHII.
Every day late in reporting will carry a fine of $100 per day. COHII recently reported it was overwhelmed in the first six months this
year with over 800 reported breaches. While most of these breaches are still being investigated and are under review, Kaiser Perma-
nente recently received the first fine under this law. A fine of $250,000 was imposed for not sufficiently locking down “Octomom”
Nadya Suleman’s medical records allowing 23 different Kaiser employees access. When her PHI found its way to the media it created a
high profile example of a breach and of CDPH’s ability to levy fines.

HITECH ACT

The Health Information Technology for Economic and Clinical Health Act passed as part of the stimulus bill in early 2009 and became
effective September 23, 2009. Now annual reporting to HHS of all breaches is required, and reporting to individuals is required within
60 days of a detected breach. For breaches of greater than 500 individuals, HHS must be notified within 60 days and notification to the
local media of the breach is required. While the California laws make no distinction in the potential harm to the individuals, the Hitech
Act makes allowances for a determination if there is no significant risk of financial, reputational, or other harm to an individual, then
notification may not be required. This determination must be clearly substantiated from an understanding of the type of information that
was breached, as well as all forms of identity theft fraud that can be perpetrated, not just the financial aspects.

No One is Immune

While increased regulation is nearly always greeted with new frustrations, these consumer oriented requirements are nearly unanimously
appreciated when our personal information is involved. This was evident again in August when an employee of Anthem Blue Shield
downloaded over 850,000 doctor’s information onto an unencrypted laptop for the purpose of working from home. That laptop was
stolen putting hundreds of thousands of doctors at risk of identity theft and other types of fraud. This scenario is like most data
breaches, completely preventable! In fact over 60% of breaches are caused by employee error, while less than 5% are caused by hack-
ing attempts, according to Computerworld. The workplace continues to be the #1 source of information for identity thieves, and far too
often employees make it easy for them. There exists far too little awareness among employees of the cost of breaches for individuals as
well as the organization. With these new requirements as part of the landscape, employers need to be more aware of the risks.

Action Points

Risk assessments need to be done on a consistent basis as well as reviewing and updating information security policies and procedures.
There is a tremendous need to increase employees understanding of these issues in the medical community. Forbes magazine recently

reported that, “it is the human element that is often overlooked in data protection schemes.” Studies show that even with solid existing
procedures, employees are the weakest link in data protection because they do not have a strong understanding of the “why” behind the
procedures.

Since limited time is allowed for notification and that too often far greater damage is done by mishandling the response, HHS has said
practices need to have training and a breach incident response plan in place prior to ever experiencing a breach. It is especially impor-
tant considering the state and federal laws require different actions on different timelines. Make sure a plan has been put into place with
the help of your counsel prior to ever needing it.

About the Author:

Matt J. Morris, is a Certified ID theft Risk Management Specialist, and is a managing partner with TBG-Fraud Solutions. He has worked for over a decade
helping organizations prevent issues of data breaches and identity theft, and provided training for hundreds of organizations. He is currently providing
training and data breach response plans to his clients, most often at no cost to the practice.
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News of Interest

2009 National Health Insurer Report Card

The American Medical Association (AMA) National Health Insurer Report Card
(NHIRC) provides physicians and the general public a source of critical metrics concern-
ing the timeliness, transparency, and accuracy of claims processing by health insurance
companies.

Payers included in the 2009 NHIRC include:
Aetna
CIGNA Corp.
Coventry Health Care
Health Net, Inc.
Humana, Inc.
Medicare
United Healthcare

The 2009 Report Care can be found at:
http://www.ama-assn.org/amal/pub/upload/mm/368/2009-nhirc-long.pdf

Important Timelines For
ABOS Recertification

Many COA members continue to complain that it is difficult to be aware of the time-
lines for your board recertification by the American Board of Orthopaedic Surgeons
(ABOS). COA’s Board of Directors recently voted to begin a new COA Member Ser-
vice to help its members be aware of the ABOS deadlines and requirements. COA will
start to collect information from its members to enable us to send reminders to you as
key deadlines are approaching for your recertification. Below is listed the timelines
currently available on the ABOS website: www.abos.org

Part I Application

The application for the 2010 Part I Exam is now available online. Applicants
must create a username and password to get to the Application link. Deadline for
the 2010 application is December 15, 2009. The Exam will be given on July 8,
2010.

Part II Application

THE APPLICATION FOR THE 2010 WILL BE AVAILABLE APRIL 1,
2009. THE CASE COLLECTION PERIOD FOR THE 2010 PART II EXAMI-
NATION IS APRIL 1 - SEPTEMBER 30, 2009, WITH A SUBMISSION
DEADLINE OF OCTOBER 31, 2009 FOR THE CASE LIST AND APPLICA-
TION.

The deadline to apply AND submit your case lists is October 31, 2009. The
absolute late deadline with an additional $350.00 late fee is November 15,
2009. You will either need to enter your current Username and Password OR
create a new Username and Password to access the application and Scribe.

MOC for Diplomates with Certificates Expiring in 2011,

2012, & 2013

who wish to take the 2011 Examination, may enter their CME's and case lists
starting February 1, 2009 thru December 15, 2009 by going to the log in box
on the right, creating a user name and password and logging in, then clicking on
the MOC tab.

For further information, contact the ABOS—Phone: (919) 929-7103.

Coding Corner

Below is listed several coding articles cover-
ing topics of interest to orthopaedic practices.
Please fax a request to the COA office to
obtain a copy of the article(s).

Fax: 916-454-9882.

Prevention Efforts Gain Impetus from
New “Never Events” Codes

E— Codes

Medical Group Management Connexion,
September, 2009

Evaluation and Management:

New vs. Established Patient, Decision
Tree Explanation

AMA CPT Assistant, August, 2009

Revisions to Prolonged Service
(Codes 99354-99357)
AMA CPT Assistant, July 2009

Hammering Out Coding Challenges
Four Steps to Accurate Coding for Hammer
Toes and Bunion Procedures

AAOS Now, June, 2009

Removal of Orthopaedic Fixation
(Codes 20670 and 20680)
AMA CPT Assistant, June, 2009

Reporting Ultrasounds
AMA CPT Assistant, May, 2009

Ins and Outs of Modifier 58
AAOS Now, May, 2009

Anterior/Posterior Cruciate Ligament
Reconstruction Q&A
CPT Assistant, April, 2009

Lateral Malleolus Fracture Nonunion
CPT Assistant, April, 2009

Obtaining Platelets for Injection
CPT Assistant, April, 2009


http://www.abos.org/�

Page 8

Fall, 2009—COA Report

Understanding the Health Reform Debate
(continued from Page 5)

ing the question; “How near to death is death? There is already a reported case in Oregon
where a patient was mistakenly given a less than lethal dose of a supposedly fatal drug and
awoke to cry out that he was glad that the drug did not work because he really did not want
to die after all sorts of familial and societal coercion was said and done. Could a proposed
preposterous passive prescription practice be the slimy start of a slippery slope slide that
might someday see 30 year olds sacrificing themselves on a Logan’s Run carrousel to avoid
over-population and the future societal expense of an aged population?

Intimidating and onerous language from both sides of the issue hit the press, television, and
the Internet. The American public bombarded itself with reports of government-run
“Death Panels”, administrators playing God, lack of a moral code, and government officials
declaring that they were “God’s Partners.” From the other side came charges of selfish
discrimination, distortion of the truth, organized disruption, anarchy, and mob rule. All of
the above were actually expected reactions to any interference with deep moral and ethical
beliefs. Natural or somewhat engineered evolution of a public mind-set induced a state of
turmoil because there was no consensus on “Principles for Allocation of Scarce Medical
Interventions” as advocated by presidential advisor, Dr. Ezekiel Emanuel. Any discussion
of “Quality Adjusted Life Years” or “Disability Adjusted Life Years” was also totally unac-
cepted by a significant percentage of the American public. Therefore, Public Options, Pub-
lic Plans, Public buy-in Programs, Government Sponsored plans, and Purchasing Co-Ops
became demonized and horrific elements of fear in any Omnibus healthcare reform plan.

There is universal bipartisan agreement that rescissions by insurance carriers should be
disallowed while pre-existing conditions should be allowed in insurance coverage. Like-
wise, there is little argument about selling insurance across state lines and eliminating a cap
on coverage. Both the Democrats and the Republicans want small businesses to be able to
buy insurance at the same rate as large businesses, hold insurance companies accountable
for what they do, and possibly eliminate the doughnut hole on Medicare. Both also now at
least admit that tort reform would drastically reduce costs.

Everyone agrees that there is a cash crisis in healthcare delivery that is breaking the govern-
ment’s bank; most everyone agrees that there is some moral obligation to pay for the
healthcare of those who truly cannot afford the price; many can agree that everyone must
share some burden; and some can agree to accept the possibility of increased personal cost
without increased personal benefits or even decreased personal benefits for the common
good; but the devil is always in the details and an omnibus reform system offends many
personal beliefs.

The majority of Americans conclude that new-age progressive reasoning may have gone
too far. Individual states now complain that they do not have the funds to match federally
mandated increased enrollment in Medicaid programs. Through marches on Washington,
Town Hall Meetings, letters, faxes, and e-mails, the majority of Americans have petitioned
their elective representatives to answer a few simple questions: “Why not just fix, one well
thought out step at a time, the healthcare delivery system that we already have running in a
cash-poor state of financing rather than scrap what seems to work well for a new and yet
unproven system?” and “If a new system can indeed be financed by bringing to an end the
spending of billions of dollars in excesses from within the present system, why not immedi-
ately correct for those excesses and use that money to pay for fixing our present system
right now” ...

What have you “GUYS AND GALS OF OUR LEGISLATURE” been waiting for and why
are you still waiting right now?”

ASSURING THAT EVERYONE CAN GET TO SEE A DOCTOR BY
MANDATING EVERYONE TO BUY HEALTH INSURANCE IS
THE SAME AS ASSURING RELIEF FROM WORLD HUNGER BY
MANDATING THAT EVERYONE BUY FOOD STAMPS.

DWC Intends to Move
Forward with Workers’

Compensation Changes in
2010

The Division of Workers’ Compensation has
been touting initiatives to streamline and
improve the state’s Workers’ Compensation
system, centered around a plan that includes
several moves to control payments to medi-
cal providers. Building on regulations imple-
mented from 2005-2008, DWC hopes to do
even more to rein in medical costs in 2010.

Their 12-point plan includes:

1. Tightening treatment guidelines—
updating medical treatment utilization
rules on compounded drugs and low
back injuries.

2. Reducing fees for Health Care Organiza-
tions (HCOs) to make HCOs more on
par with medical provider networks
(MPN).

3. Updating the MPN rules to simplify and
reduce the notice requirements.

4. Converting the current physician fee

schedule to Medicare’s Resource Based

Relative Value Scale (RBRVS).

Implementing electronic billing.

Creating pharmacy networks.

Streamlining utilization review.

® =N

Streamlining requests for medical

authorization.

9. Considering creation of a drug
formulary.

10. Improving medical cost reporting.

11. Saving costs on services rendered in
ambulatory surgery centers by adopting
Medicare’s 2008 ASC fee schedule.

12. Eliminate spinal hardware pass-through

which allows hospitals to charge for the

full costs of implants, plus handling
charges on top of the facility fees billed
for the procedure.

COA will be involved in all of these issues as
they are proposed by DWC.
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Department of Managed Health Care
Tool to Help Physicians With Claims Payment Problems

The DMHC asked for COA’s help in informing our members about their Provider Complaint Unit. As the below letter indicates,
the Provider Complaint Unit was created to give non-contracted providers of EMTALA-required emergency hospital and physician
services a means to resolve claim payment disputes with the health care service plans without going to court.

State of California DEPARTMENT OF
Business, Transportation and Housing Agency M ana ged

Department of Managed Health Care H ed lth

Need Help Getting Paid What You’re Owed?
By Cindy Ehnes, Director
California Department of Managed Health Care

Did you know that the State of California has a quick, easy and free way for doctors and
hospitals to get help with claims payment problems? The Department of Managed Health Care’s
(DMHC) Provider Complaint Unit has recovered more than $16 million in additional payments
owed by health plans to doctors and hospitals since it was created in 2005.

The DMHC’s Provider Complaint Unit (PCU) was created as an alternative way for doctors and
hospitals to resolve claims payment issues without having to go to court. We developed an
online Provider Complaint System to evaluate claim reimbursement disputes such as timely
submission and payment of claims, failure to pay according to contracts, coding disputes,
enforcement of the provider bill of rights, and problems with post-emergency stabilization care.

We’ve also established an Independent Dispute Resolution Process (IDRP) to give non-
contracted providers of EMTALA-required emergency hospital and physician services a fast, fair
and cost effective way to resolve claim payment disputes with health care service plans and their
capitated provider groups. The IDRP is voluntary for both non-contracted providers and payers.
Disputes are decided by an independent third-party review organization,

If you didn’t know about this free service, you are not alone. While we don’t directly oversee
physician practices, the DMHC is the State agency that regulates all California HMOs, and
Anthem Blue Cross and Blue Shield PPOs. We make sure that health plans follow the law and
that health plan members receive the right care at the right time. We recognize that health care
providers are a crucial part of California's health care delivery system and we want to learn about
the particular issues facing the provider community, including helping California physicians,
hospitals and other licensed health care providers resolve disputed claim issues with payers,

If you are a provider and would like to report a problem regarding claims payment or learn more
about the Independent Dispute resolution process, please contact us at 1-877-525-1295, or go to
www healthheip.ca.gov .
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Legislative Wrap-up
2009 Session

Of the hundreds of bills introduced in 2009, COA was actively following
41 measures. Included were:

Scope of Practice:

AB 721 (Nava) was another attempt by the California Physical Therapy
Association to allow physical therapists to have direct access to patients
without a physician referral. As was the case last year, the sponsor offered
last-minute amendments in order to secure passage of the bill, but the bill failed in the Assembly Business and Professions
Committee. In addition to COA’s opposition, the bill was opposed by the CMA and the California Chiropractic Association.

AB 1152 (Anderson) was sponsored by the California Podiatric Association and supported by COA. It would clarify that a
podiatric professional association and a medical corporation can employ physical therapists. Even though COA and CMA
believe this is already the law, the Physical Therapy Association was vehemently opposed and launched an all-out grassroots
effort to kill the bill. It did so successfully, and the bill failed in Senate Business and Professions Committee. Reconsideration
was granted and the bill will be reconsidered in 2010.

AB 356 (Fletcher) allows a physician assistant to take and pass the fluoroscopic certification test and once certified to operate
any type of fluoroscopic equipment in any setting. The PA must be supervised by a physician who is also certified to operate
fluoroscopic equipment. COA supported this bill. It addresses a problem that has been identified in San Diego regarding chil-
dren’s access to timely fluoroscopy. The bill was signed into law. This issue is also the subject of a 2-year bill, AB 445
(Salas).

Workers Compensation:

AB 933 (Fong) is a reintroduction of a COA-supported bill that the Governor vetoed last year. It would provide that a physi-
cian doing utilization review for an employer must have a California license. The bill is supported by labor and opposed by
employers. It is in the Senate Labor Committee and is a 2-year bill.

AB 361 (Lowenthal), sponsored by the Chiropractic Association, would preclude an employer from refusing to pay for work-
ers’ compensation medical treatment services if the employer had approved those services prior to treatment. The bill was
signed into law.

SB 145 (DeSaulnier) is the reintroduction of another measure that was vetoed last session. It would provide that no workers
compensation claim can be denied because the injury or death was related to the employee’s race, creed, color, national origin,
age, gender, marital status, sex, sexual orientation, or genetic characteristics. The bill is on the Assembly Inactive File.

SB 186 (DeSaulnier) would delete the December 31, 2009 repeal date for the law that allows an employee’s predesignation of
a personal physician. The bill was signed into law.

Other:

AB 542 (Feuer) “Never events”—opposed by COA, this bill would require the state to adopt the list of “hospital acquired
conditions” adopted by federal CMS. If these conditions occur—including post-operative complications such as infection and
blood clots in certain orthopaedic procedures—the state would develop policies for nonpayment of the facility. The bill is a 2-
year bill.

AB 366 (Ruskin) as introduced and supported by COA, would require CMAC to negotiate separate reimbursement to hospi-
tals and physicians for the full cost of orthopaedic implants in bone cancer patients. Because of fiscal concerns, the sponsor
was forced to take weakening amendments and the bill is on the Senate Inactive File.

AB 646 (Swanson), AB 648 (Chesbro), SB 726 (Ashburn)—hospital employment of physicians. Each of these measures
would allow district hospitals in rural areas to employ physicians. All were strongly opposed by the CMA and are 2-year bills.
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AB 832 (Jones) As introduced, this bill would have re-defined “surgical
clinic” to remove the exemption for physician’s offices, thus requiring
those offices to get a license. The bill was heavily opposed and was
amended down to requiring the Department of Public Health to convene a
workgroup to study the issue. The bill is pending in the Assembly Appro-
priations Committee.

Federal Issues:

Federal Health Reform COA worked to promote its principles on
health reform and to impact federal health reforms proposed by members
of Congress by meeting with members of the California Congressional
Delegation, sending several Legislative Alerts to all COA members and
orthopaedic practice managers urging them to contact their Representa-
tives regarding the reforms, and by meeting with Representatives in their
district offices.

COA testified before the U.S. House Judiciary Subcommittee on Courts
and Competition Policy that anti-trust protections be extended to physi-
cians and that the monopoly formed by group health carriers be broken up.

Urged the AAOS to change their policy on federal tort reform to support
enactment of MICRA on the national level.

AAOS Standard of Professionalism Opposed the AAOS Standard of
Professionalism on Emergency Room On-Call Services which sought to
declare it the moral responsibility for an Academy Fellow to take call.
While COA did not disagree that its members should work to resolve on-
call problems in their communities, we opposed a mandate on orthopaedic
surgeons which would have effectively shifted the on-call responsibility
from the hospital to orthopaedic surgeons. AAOS has not pursued the
SOP, but continues to discuss the Academy’s role in resolving on-call
problems.

State Rejects Regulations that Would Have Expanded

Scope of Practice for Nonphysicians

The California Office of Administrative Law has rejected regulations pro-
posed by the California Department of Public Health that would have ex-
panded the scope of practice of psychologists and potentially all other
health care practitioners working in licensed health care facilities.

The regulations which were intended to clarify state law as it applies to
medical staff membership and privileges for psychologists, would have
weakened medical staff self-governance rights and could have been
broadly interpreted to allow unqualified health care professionals to carry
out the duties of a physician or surgeon. Medicine opposed these regula-
tions and they were rejected.

OIG to Review Radiology Payments and Appropriateness
The U.S. Office of Inspector General (OIG) will open new studies regard-
ing Medicare Part B imaging payment and the appropriateness of many
emergency department scans according to the recently released OIG 2010
Work Plan. The Work Plan is OIG’s annual “playbook” of upcoming in-
vestigations, audits, and reports. OIG plans to examine the practice ex-
pense components of selected imaging services, including the controver-
sial equipment utilization rate—does it reflect “currently industry prac-
tice?” Physicians should not expect an immediate knock on their office
door from the OIG, however, it could happen. Physicians and their staff
need to properly document the medical necessity for the radiology services
they are billing.

Important Survey—1Joint Surgeons
California Joint Registry

If you perform at least 10 joint replacement proce-
dures a year, we would like your input on a pro-
posed California Joint Registry. The California
Orthopaedic Association is working with other
healthcare stakeholders to explore the feasibility
of developing a joint registry in California.

The proposed goals are to:

¢ Build a registry that includes data on implant
type, operative technique, patient clinical factors,
and patient outcomes (including complications,
readmissions, and reoperations) for hip and knee
arthroplasties performed in California.

¢ Provide information to surgeons and hospitals
regarding the safety and effectiveness of the de-
vices and treatments used across different patient
populations. The information feedback could
include real-time safety alerts, annual reports ana-
lyzing effectiveness of treatment options and
trends, and confidential surgeon- and/or hospital-
specific benchmarking reports for surgeons who
participate.

The initial plans propose that the registry be or-
ganized as a not-for-profit statewide collaborative
based on voluntary participation by surgeons and/
or hospitals. In addition, the registry planners are
committed to establishing a registry that is based
on the collection of complete, accurate and timely
data. The Steering Committee of the registry will
be designed so that surgeons have a majority vote
on the Committee and are in control of the regis-
try design and the use of its data. The Committee
will also have representation from hospitals and
other stakeholders vital in the efficient collection
of this information. It will be designed so that it
complements the work of the AAOS-planned
American Joint Registry and can share data with
the national registry.

Prior to formulating more detailed plans,
we need your input!

Your response to the survey (see link below) will
allow us to:

- Gauge surgeon interest in participating in the
proposed joint registry, and

- Design the potential statewide registry in a way
that best meets the needs of surgeons.

This is your opportunity to shape the design of a

California registry. Please take 5-10 minutes to

complete the survey now by clicking below:
http://www.surveymonkey.com/s.aspx?
sm=RiWB6mGoXvfFsiZ67ToN3w 3d 3d
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Welcome to COA’s Classified Ad
Newest Members
MEDICAL OFFICE SPACE FOR RENT

Duke D. Ahn Los Alamitos . . . L

Jeffrey A Berman  Los Angeles Disability Evaluation Physician Group

Wilson Del Pizzo  Van Nuys has fully furnished office and exam room

Nathan _ [Ross |Ehmer Santa Rosa space in Stockton, Sacramento, Modesto,

Jonathan Robert Goff Larkspur C i1 d Clovis/F f

Eric R Hentzen  San Diego astroville an ovis/kFresno for rent.

Shyam Kishan Loma Linda

Sanjay Kumar  Fresno Flexible availability on a daily or weekly basis.

]SE.lly Il:aR.oque :ﬁn F ra“%s‘f For details contact Jeanne Lerner

imon avi erman QOaks

Kenny i - at (800) 245-7899, ext. 100.

Scott Mitchell Los Angeles

Matthew K. Paul Redding

John Jay Perry Mammoth Lakes

Stephen Pinney San Francisco — —

Alexandre Rasouli Newport Coast Transcription/Billing

Paul Shupe San Diego Transcriptionist specializing in Work Comp, chart notes, etc.

Erik Stark Oceanside One-day turnaround. You can use Dictaphone calling a toll-free

Daniel M.  Switlick  Roseville number, digital or tapes.

Eric Varley _ |San Diego Call Karen at 775-626-9604, 707-373-2187 or email at pow-

Christopher J. Wilson Sacramento ell0222@sbcglobal.net. References available.

Bojan Zoric Burbank
California Orthopaedic Association Presort Standard
5380 Elvas Ave., #221 U.S. Postage
Sacramento, CA 95819 P(Iid

Address Service Requested

[ wovmeo ]

Please notify COA promptly if you are moving.

Permit #2310
Sacramento, CA

Name: TO:

New
Address:

City/ST/Zip

Phone:

Fax:

E-Mail:

Mail to:  COA, 5380 Elvas Avenue #221
Sacramento, CA 95819
Fax: 916-454-9882




	Important Timelines For 

	ABOS Recertification

	Many COA members continue to complain that it is difficult to be aware of the timelines for your board recertification by the American Board of Orthopaedic Surgeons (ABOS).  COA’s Board of Directors recently voted to begin a new COA Member Service to help its members be aware of the ABOS deadlines and requirements.  COA will start to collect information from its members to enable us to send reminders to you as key deadlines are approaching for your recertification.  Below is listed the timelines currently available on the ABOS website:  www.abos.org

	Part I Application

	Part II Application

	MOC for Diplomates with Certificates Expiring in 2011, 2012, & 2013
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