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January 9-11, 2015 ▪ EAU Palm Beach Resort & Spa ▪ Palm Beach, Florida 

 
 

Breakout Session Summaries 
Sunday, January 11, 2015 

 
 
Tier I Breakouts—The Threats 

1. The Audit Age (Discussion Leader Ralph Nobbe, CPO)  
2. Competitive Bidding/Commoditization (Discussion Leader Thomas Kirk, PhD)  
3. Hospital and Institutional Networks (Discussion Leader Andrew Meyers, CPO)  
4. Poaching by other Providers (Discussion Leader Rick Riley)  
5. Technological Advancements – Threat or Opportunity? (Discussion Leader David Boone, PhD)  

 
Tier II Breakouts—The Opportunities 

1. Disease Trends, Diabetes, Pediatrics (Discussion Leader Thomas DiBello, CO)  
2. Consolidation, Vertical Integration (Discussion Leader Pam Lupo, CO)  
3. Research Priorities (Discussion Leader Jason Highsmith, PhD, CPT, CPO) 
4. Boutique & Niche O/P Services (Discussion Leader Jon Naft, CPO)  
5. Broadening Our Scope, Inclusion of Ancillary Services (Discussion Leader Ivan Sabel, CPO)   

 
 
 
 

Tier I Breakouts—The Threats 
 

 
The Audit Age (Discussion Leader Ralph Nobbe, CPO) 

a. Are you aware of any unique strategies for compliance/receiving payment? 

b. Where are the most dangerous points for similar audit activity in orthotics? 

c. CMS’ criteria for who can be audited and how frequently – are they fair? 

d. What about changing the applicable LCD’s, legislation to recognize the prosthetist’s notes, and 
reforms to the process/timing to get to the ALJ (Medical record must recognize both orthotist 
and prosthetist notes)' 

Future areas of concern are all high frequency codes and high dollar value codes. As referral patterns 
changes i.e., K3 > K2 that then become the next high dollar target. 

State Medicaid audits seem to be the next big area of risk to the industry and provider. Potential for 
fragmentation/splintering of audit targets as various agencies target differing providers and services. 
Multistate providers may have differing risk exposures in each state. Develop strategies to share info, 
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how to create limits to audit scope in 50 states, what will the appeals processes be or become at the 
state level?  

When will Medicare/Medicaid Managed Care audit authority be extended to them? AOPA and state 
associations will need to be proactive in both the Medicaid and pending Managed care audits. States 
with weak or no association will be at risk.  

Extensive discussion regarding change in focus of administrative burden from back end (collections) to 
front end compliance related. Requirement/need to delay patient care pending receipt of MD 
documentation. AOPA should focus upon getting CPO notes recognized as part of the medical record. 
Some providers have used MD pre-service attestation and CPO note affirmation as part of the medical 
record. 

There is a need by the individual provider to address negative connotation at the individual provider 
level when audited. Need to be cognizant of fact that patients are being notified when their claim is 
being audited. How should the provider notify MD and patient? 

 

 
Competitive Bidding/Commoditization (Discussion Leader Thomas Kirk, PhD)    

1. Are the split codes aiding or retarding competitive bidding/commodization? Why? What can we do 
to benefit from this trend? 

2. What can the profession do to reinforce the importance of the phrase “minimal self-adjustment”? 
3. If competitive bidding for OTS Orthotics cannot be stopped, what can the profession do to optimize 

the situation? 

Notes: 
All three of the questions are relevant to the discussion of this topic. 
The business of providing OTS items under competitive bidding is very different from our traditional 
custom business. Competitive bidding in other areas such as oxygen, DME, wheel chairs, diabetic 
supplies resulted in a 50 – 70% decrease in reimbursement. We cannot pursue this without a careful 
study of the required business model and how it can fit with each company. It is going to happen, we 
need to move from denial to action. 
A. Must perform an economic analysis 

a. Can AOPA develop a template to help with the analysis? 
on a company by company basis. 

b. Can our costs be decreased enough – do you go to an internet model. Bid pricing => low/no 
touch service. 

c. Must account for confusion and brand issues in moving from a full orthotic supplier to only 
custom. May impact patients and referral source relationships? 

d. Is there a relationship with a supplier available to gain leverage? Can we use our O&P 
facilities as a network of outlets? 

e. Do you create a new legal entity to pursue this business? Do you combine with several other 
O&P companies in the same geographic region to gain share? 

f. Must check for any liability issues in just selling a device. 
B. Competition 

a. How to confront potential big box competitors – Walgreen, Wal-Mart 
b. Is there any type of valued added no cost (using excess labor hours) service, e.g. skin check, 

blood pressure check, foot check we could offer to differentiate ourselves from the big box 
guys.  
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c. How to stop hospitals that decide to move into this area. They can compete without a 
contract in an emergency? 

d. Are states with licensure excluded from competitive bidding? (AJ Filippis question) 
C. Clinical consideration on the bid business 

a. Do you need to line up a doctor or get one on staff to get a script for the patient that 
purchased on line or on the phone? 

b. Can we perform clinical tests/literature reviews/anecdotal cases/etc. to demonstrate the 
harm that will happen to the patient if higher sophisticated devices are included in the 
“minimal self- adjustment” definition.  

D. Existing regulations 
a. What can we do with split codes, is there a way to push the prices lower for mail order “no 

touch” suppliers? 
b. How can we use our lobbying effort to go beyond the Grassley-Harkin letter on minimal self-

adjustment?  
c. Can ABC get something stated to reinforce the certified fitter concept as a blocker? 
d. How can we use documentation to our advantage to impact the big box sellers? 

 

 
Hospital and Institutional Networks  (Discussion Leader Andrew Meyers, CPO) 

• We should be thinking of hospitals as our partner in delivering healthcare services 
o They are looking for value – value is not only price but care. 
o Have them view you as a trusted partner.  They want to know that you are looking to be 

price efficient and not deliver high cost without reason 
o Need to deliver care in a timely manner.  Time is money to the hospital 

• Try to find the right person to talk with in the Hospital 
o Purchasing agent will typically view everything in $$.  Look to Dir of Rehab or Dir of 

Discharge Planning 
• Hospitals will be one of the gatekeepers of $$ 

o O&P will not be a major cost in a bundle package or to an ACO  
 Create the relationships with Hospitals and Institutional Networks so they will 

look to you to satisfy their O&P needs when required 
• Healthcare model is changing; payors are trying to find ways to reduce cost;  

o Hospitals will play a critical role in the pathway of care.  Work with them.  Find the right 
person who recognizes your value 

 
Be Part of the Solution NOT the Problem 

 
 

 
Poaching by Other Providers (Discussion Leader Rick Riley)  

Retrospectively, 20 or more years ago, some working in the O&P industry may have thought they were a 
protected class. But over the last two decades there has been encroachment by other providers who 
deliver  some of the services and dispense some of the products that may have previously been the turf 
of O&P practitioners. But is this poaching? 
 
Among those who have diverted patients (and the associated revenues for their care), there may be two 
classifications: Qualified Providers and Less Qualified Providers. 
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In terms of orthotics, manufacturers and their independent reps and/or DME distributors have changed 
the landscape. Initially, it  was through stock and bill closets and offering to fit patients in their homes or 
in the orthopedic physician's office for the convenience of the patient. In more recent years, it is 
suppliers and others that are assisting physician clinics with revenue enhancement and revenue 
diversification strategies. There are software tools and systems that help the clinics efficiently purchase, 
inventory, dispense and bill DME.  
 
As statistics show, physician clinics in most markets are dispensing as many or more braces and supports 
as O&P providers. Chiropractors, podiatrists, therapists, home health, DME, and pharmacies are among 
the other specialties and business venues where patients can seek services that were traditionally the 
domain of O&P. 
 
Manufacturer reps and DME are among the providers with less education and training than O&P. 
Physicians and physical therapists are examples of qualified providers with a lot of education, but not 
the same level of training in terms of orthotic and prosthetic care. 
 
Due these other providers deserve to be labeled as poachers? Have patients been harmed? Or do they 
have more choices and greater access to a wider range of providers? For some complex patients and 
more complicated technology, some would argue the quality of care is not as good -- with more risk to 
the patient or at least a higher potential for a less optimum outcome than if the care was provided by a 
certified O&P professional. But is there data to specifically show the quality of care is better if an 
orthotist fits a brace than a nurse, therapist or rep? Payers don't seem to care so long as patients are 
satisfied. 
 
But rather than look in the rearview mirror and point a finger at other medical providers, and 
manufacturers (and their reps) who are both suppliers and competitors, the discussion focused on what 
O&P providers need to do moving forward. These other providers are not likely to stop what they are 
doing unless new legislation or other factors like audits cause them to rethink their existing revenue 
producing strategies. Orthopedic clinics have a growing reliance on DME revenues, as do some other 
physician specialties. Manufacturers, manufacturer reps, and DME distributors are also not going away. 
 
O&P providers need to focus on core competences, high level technology and services that are less likely 
to be replicated by other providers. Some feel it is not worth continuing the fight over who is qualified 
to dispense low end OTS products. For example, it was suggested that certified practitioners would be 
better off focusing on high end technology that requires a greater level of education than fitting a wrist, 
ankle or knee brace. Yet many O&P providers still rely on some soft goods and lower tech products for 
supplemental revenues to help cover general operating costs.  
 
Concern was raised about the lack of a level playing field, and that Medicare and private payers don't 
adequately differentiate between providers. Payers don't seem to care that they pay the same amount 
of reimbursement regardless of the training of the provider, and in some cases they are paying for 
services that are not being rendered (some providers ship the device to the patient and there is no 
fitting or adjustment). 
 
Another concern, O&P businesses are dependent on the physician to provide the documentation and 
clinical assessment needed for the O&P to get paid. Physicians have no financial motivation to 
personally go to great lengths to provide information, or tie up staff time. Yet when their own clinic is 
dispensing DME, they are of course motivated to make sure the documentation is adequate for the 
clinic to be paid. 
 
Another concern, physical therapists can bill for the evaluations and patient visit, and bill for a device, 
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while O&P can only bill for the device and the service is included in the reimbursement for the code, 
 
Another concern, are physician clinics even giving the patient a choice? Are they notifying them they 
have rights to get their DME from and O&P? Or are they just fitting the patient in house, or having the 
patient call the manufacturer rep for DME services?   
 
There were also questions and concerns about the potential for increased utilization by physician clinics 
that can self refer and financially benefit from DME revenues. Who is monitoring this? And could it 
negatively impact O&P if it increases Medicare spending and leads to new regulations or reductions in 
reimbursements? The conclusion was it is the responsibility of the government and payers to monitor 
utilization and determine if DME dispensing by doctors has led to an increase of device prescriptions. 
 
There was conversation about legislation that includes qualified provider language, and state licensure. 
In general, there was not consensus that licensure has had any significant restrictions on the activities of 
other providers, and in some cases, licensure has increased the burdens on O&P businesses. It was also 
stated that licensure was pursued for the wrong reasons, to protect the turf of the O&P and not 
necessarily to protect the interests of the patient. 
 
There were comments about physician clinics and integrated delivery networks that have in house O&P. 
Is this a good or bad thing for the O&P industry? Are these potentially new employment opportunities 
for O&P professionals? Some in the discussion didn't think this was a positive evolution, while others 
seemed to think it was better to have a certified practitioner within a physician clinic treating the 
patient then a nurse or tech. One comment was strongly supportive of the benefits of a vascular surgery 
clinic employing a certified prosthetist. He said the dialog and collaboration that occurred between the 
doctors and in house prosthetists was more substantial and led to improvements in the surgeries and 
post surgical care of amputees. As physician clinics share best practices and their revenue generation 
results, and as more vertical integration occurs, there will likely be more orthotists and prosthetists who 
will be hired and/or O&P businesses may be purchased, to consolidate services and create efficiencies. 
 
It was mentioned that O&P is not represented on the American Academy of Orthopedic Surgeons' allied 
health services committee -- while other ancillary providers are engaged with a seat at the table. The 
people in the room were surprised that O&P was not part of this forum, and it was unknown if O&P had 
been invited and chose not to participate or was not invited to have a representative on this AAOS 
committee. 

 

 
 
In summary, O&P providers don't have any entitlement, they are not specifically recognized by payers or 
physicians as offering a higher level of care than other DME providers. There needs to be more focus on 
differentiation via education and the promotion of high tech services. There probably needs to be 
acceptance that the dispensing of lower tech DME by less qualified providers is not causing substantial 
harm to patients or costing payers more, so it will likely continue and really can't be defined as 
poaching. 
 
If providers what to be successful, they need to build the platform for efficiently delivering patient 
centered care, fight for a level playing field, and do a better job of making physicians and payers aware 
of their specialized training and core competences. O&P providers also need to be willing to reinvent 
their business model and be open to collaborating with other providers like therapists, podiatrists, DME 
providers, etc., as market consolidation and integration will continue and likely accelerate. 
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Technological  Advancements – Threat or Opportunity?  (Discussion Leader 
David Boone, PhD) 

Overall there was concurrence that O+P is not separated from the rest of the fast changing world of 
advanced technology such as connected smart devices.  We perhaps shouldn’t ask whether advanced 
technology poses a threat or opportunity as much as it is vital that we consider how to best use the 
technology that is coming.  
 
Technology can get in the way of personal delivery of patient care, we must not lose sight of providing 
good care. Technology should augment the up-to-date clinician, not replace them. 
 
Advanced technology has many forms – components, materials, information, practice systems.  We 
included all of these in the discussion about potential threats and opportunities. In no particular order: 
 

Threats Opportunities 
acceptance of “good enough” care improved clinical efficiencies 
uncertain reimbursement improved communications 
higher costs and outlay at risk quantified, objective, validated outcomes data 
disconnect of popular exposure from reality of 
state of tech, e.g. 3D Printing 

improved clinical documentation 

lack of validation individualized functional goal setting and 
tracking 

draws attention to practice from utilization of 
something not familiar to payers 

augment the capabilities of the clinician 

failure to use properly   
 
AOPA’s efforts to support research priorities and reimbursement are recognized and should be 
continued.  These kinds of efforts are vital to promote improvement in the field.  
 

 



7 
 

Tier II Breakouts—The Opportunities 
 

 
Disease Trends, Diabetes, Pediatrics (Discussion Leader Thomas DiBello, CO)  

Should we care? 
Yes 

- Tells you how to and where to focus your business and your resources 
- Trends create opportunity – wound care, Rehab Hospital changed focus of care by anticipating 

impact of trends 
- We should as a field be looking at trends where we believe our interventions can provide the 

best solution for the patient 
- These are diseases where there is significant data, so need to mine that data and to create 

studies that can affect the O&P industry and treatment practices, outcomes, etc. 
o Can create awareness, educate 
o Just as important to understand overall cost of episode as it is to understand prevalence 

and incidence of disease so that we can recognize how our costs compare to overall 
medical treatments 

- Should consider forming alliances with appropriate 3rd

- if you don’t know what’s going on around you, how do you run your business  
 party groups 

- Should be asking ourselves what do we want to do when we grow up? 
- Diabetes e.g. – wound care centers – big opportunities – should we talk about gait improvement 

instead of limb salvage  
o Diabetes – amputation rates are dropping – peaked in 1996 
o Contradictory data saying it’s increasing 
o People with Diabetes that are getting amputations are sicker 

- Wound care centers – is the focus on the patient? – Does not appear to be the case 
o There is an opportunity for O&P with these patients 
o Emerging trend for discussion with hospitals that amputation is better for the patient 
o O&P – leverage your patients to build case with physicians and patients to educate 

regarding quality of life comparing 18 months in wound care facility vs. amputation 
- Serial casting – no good alternative solutions developed orthoticly.  Can you make a difference 

by offering better alternative? Challenge current processes 
- Idiopathic Toe Walking– occurrence has significantly increased – why are there more toe 

walkers? Should we be defining why?  
- Stem Cells – perception yes, reality no 
- In-Utero Surgery – should we care? 
- $33,000 cost to treat a stroke 

o Cost of OTS AFO vs. custom AFO – few hundred dollars out of $33k…small margin 
- Trade association should be involved 

o What diseases should trends should they track? 
 Diabetes 
 Gait salvage vs. limb salvage 
 Stroke 
 CP 
 Osseo integration and limb transplants 
 Osteoarthritis 
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Consolidation, Vertical Integration (Discussion Leader Pam Lupo, CO)  

I. Categories 
a. O & P, combined with PT 
b. Hospitals buying O & P, DME facilities 
c. Physician Groups with Prosthetists 
d. Manufacturers working together 
e. Manufacturers working with O & P as provider, potentially under competitive bidding. 
f. O & P providers with one another 
g. O & P providers with companies that provide administrative support; i.e., Human 

resources, etc. 
h. Central fabrication 

i. Within room less than 50% using external central fab 
i. ACO’s 

i. Don’t believe will impact P & O for greater than 5 years. 
ii. P & O not on their radar 

j. ICO’s 
i. Example is Medicaid and Medicare Advantage plans combining care 

ii. Impact within next year. 
k. Private equity investment 

II. Impact 
a. Opportunities 

i. Decreased cost due to consolidation of redundancies 
ii. Expansion into different scopes of practices (i.e. Cped) 

iii. Better integration into the healthcare delivery services 
b. Threats 

i. Decreased points of access 
ii. Possible decreased quality care 

iii. Question the impact of private equity quality of care with required revenue for 
shareholders 

III. Future discussion 
a. What about consolidation of O & P alliances? 

 
 

 
Research Priorities  (Discussion Leader Jason Highsmith, PhD, CPT, CPO) 

Identify 3-5 sets of research topics they have gone to literature for or discussed with a colleague 
• Cranial Helmets 
• Hydraulic ankles versus non-hydraulic ankles 
• Scoliosis 
• Bariatrics  
• Dobson DaVanzo Comparative Effectiveness 
• Myoelectric orthotics and brachial plexus injury 
• Volume MST/Tissue containment 
• Gait with AFP Post Stroke 
• K-Level and Fit Bot 
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Research you would like to see funded 

• K level predictors 
• Knee stability 
• Economic studies of custom fit versus OTS- Validating value of custom fit 
• Value of different materials 
• Comparative analysis: microprocessor ankle vs. conventional ankle 
• KD vs. AKA clinical value  
• Clinical problems of OTS versus custom fit 
• Value of physical restoration 
• Longitudinal prospective studies 
• Vetting research projects 

 
 

 
Boutique & Niche O/P Services  (Discussion Leader Jon Naft, CPO)  

Niche and Boutique – the road ahead. 
 
1) Define your practice as a Niche or Boutique 
2) We listed the areas to focus on, we listed areas to be concerned about 
 

1) There was a time in the late 80’s when consolidation was occurring due to HMO’s and PPO’s. It was 
noted that the Nice O&P providers still exists. 

Areas of Focus  

2) Consider a private label relationship with a manufacturer – have them put your name on the device. 
3) Focus on providing less products. In other words, pick what items based on profitability, skill, 
market… etc. Do not provide products that are not on your list. 
4) Prosthetics can stand alone as a nice practice. 
5) Orthotics can stand alone as a nice practice. 
6) Reimbursement: 
 - local payers can be made aware of your practice 
 - Niche practices can talk with local employers in order to promote the services. In other words, 
when trying to authorize a device, the nice practice can work with the local patient’s employer in order 
to make an authorization happen. Payers want to make the employer happy in order to promote a 
renewal of the insurance premiums. 
7) Niche practices can turn on a dime. Decisions can be made quickly. 
8) Niche practices can manage care, not the device. 
9) Promote your service locally, then patients will drive referrals for you. In other words, a patient will 
go to their physician and let the physician know where they want to go for their O&P care. 
10) Maintain key and well educated staff. 
11) Make sure you understand your local environment and focus the niche on the needs of the 
community. 
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Broadening Our Scope, Inclusion of Ancillary Services  (Discussion Leader Ivan 
Sabel, CPO)   

How do we leverage our core competency and core asset (patient) 
Goal 
 
What other things can we leverage with patient base? 
 
 Partner or hire PT, Gait Training 
 
Wellness programs that could be developed around nutrition, exercise not only for revenue but for 
more effective patient outcomes 
 
How may amputees are comfortable going into gym – get athletic trainer to put on specific programs for 
amputees 
 
Wound care partnering 
 
Partnering with providers of transitioning homes for amputees 
 
Complex mobility challenges partnering 
 
Providing consulting services if O&P expertise for patient lifetime program 
 
Partnering with experts on mental health counseling for patients 
 
Creating better outcomes for patients 
 
 


