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O&P Visionary

Jeffrey Brandt, CPO
CEO of Ability Prosthetics & Orthotics 
shares his thoughts on the ideal O&P 
environment

It’s hard to believe, but it’s been 
25 years since I first volunteered 
in an O&P patient-care facility, 

launching my career. I could never 
have dreamt that I’d have the opportu-
nity to “rule O&P for a day” a quarter 
century later. 

A quick note on my background for 
context because I strongly feel you are 
a product of your experiences: I began 
my career as a technician, became a 
CPO, and founded a patient-care com-
pany. I have transitioned from clinician 
to executive. I am currently working 
diligently to continue that evolution. 
My current position has afforded me 
the opportunity to view and lead my 
company through a different lens, 
interact with other health-care execu-
tives, and become increasingly politi-
cally active.  

In no particular order, there are a 
handful of topics that I believe rightly 
dominate our conversations and that if 
I ruled O&P for a day, I would change. 
So it’s 12:01 a.m.—let’s get started.  

Reconsidering K Levels
If I were in charge of all of O&P, 

K levels ultimately would be sunset 
or, at minimum, would be drastically 
altered. Our profession, along with 
payors, rehab physicians, and thera-
pists, would adopt universally accepted 
activity measures that include psycho-
social measures, including quality of 
life by which to “rate” or “categorize” 
an amputee or brace wearer’s activity 
level on a continuum. 

K levels have become part of the 
problem, not the solution. O&P has 
concentrated too much on talking 
about high-performance amputees, 
with athletic talents on their legs. We 
have overlooked the much more typ-
ical patients—ones who may be a low 
K3 (or very high K2), who are some-
what frail in their surroundings and 
at risk of falls and the serious injuries 
that accompany them. These patients 
would benefit from a microprocessor 
knee (MPK) or other K3 technology, 
keeping them safer and greatly reducing 



19O&P News  |  January 2018

O&P Visionary

associated risks. Wouldn’t it be nice if we 
could provide patients with the devices 
and components that work best for 
them as determined by a personalized 
outcome plan—devices that would keep 
them safest?

Technology advancements and 
growing bodies of research have 
overtaken the K-level categorization 
approach. Our profession, like all of 
health care, has become more patient-
centric, providing us a pathway and 
demand in which to deliver more per-
sonalized care. Technology has afforded 
us the opportunity to become more 
granular in defining our patients’ activity 
level needs—resulting in perhaps a more 
widespread application and subsequent 
impact of technological advances to 
those lower-functioning patients. K 
levels and the science behind O&P have 
intersected in the past decade, and the 
resulting growing divergence further 
illustrates the one-dimensional nature of 
the K levels. 

Modernizing Medical Policies
Next, payors would advance their 

O&P medical policies to actually foster 
the provisioning of a brace or limb with 
quantitative measures in place (those 
universally accepted above) to effectively 
match component selection to activity 
levels and reimburse on a level consistent 
with the entire episode of care related 
to that amputation or disability, rather 
than take a position of least expensive 
device after investing significant dollars 
into the patient’s care prior to the ampu-
tation or disability. Furthermore, payors 
would reset their perception of O&P as 
they move to a fee-for-value proposi-
tion where they understand and value 
the patient care that goes alongside the 
device. In other words, they would rec-
ognize and quantify the fact that there 
are costs associated with providing care 
over and above that of the componentry.

With the correct assessment mea-
sures and categorization model, I would 
be open to a diagnosis-related group 

(DRG)-type approach, where Medicare 
fairly determines a percentage of who 
gets different activity-level limbs and 
normalizes that average into a standard 
fee for every prosthesis. As long as the 
reimbursements were adequate, this 
would give the provider more latitude 
than waiting for the payor to passively 
direct our patient care via denials and 
nonclinical methodologies. 

Pursuing Payor Accountability
Going hand-in-hand with mod-

ernizing medical policies would be 
increasing payor accountability and 
providing easier access to gaining autho-
rization for both patients and providers. 
Payors need to be held more account-
able by laws for a patient population 
that has virtually no difficulty demon-
strating medical necessity.  Too many of 
the plans currently offered by insurance 
companies to employers are not pre-
sided over by state insurance institutes, 
leaving few options for a patient to take 
a grievance to. 

Of course, the fight is really not 
about medical necessity. The patient is 
an amputee and needs a replacement 
limb. Which level limb does the payor 
have to pay for if the patient has a 
chronic condition with a bracing need, 
and depends on that brace to maintain 
his or her mobility and independence?

Payors look at costs and their new 
models. Maybe they want our manu-
facturers’ invoices and want to see a 
$15,000 prosthesis. They want to be 
able to pay us $1,200 to switch out 
knees and renew them (after two years). 
They need to be taught to understand 
the adjustments—and understand a 
patient may come back 30 times over 
the next six months.

So, payors think that an add-on of 
$6,000 on top of manufacturer cost is 
grievous. They think a profit on $1,500 
is still low margin. Obviously, we have a 
long way to go in educating payors.

By and large, my experience has 
been that there is a very broad range of 

capabilities of the payor reps with whom 
we interact. We are always open to 
educate, and to help them understand. 
Obviously, there are some who consider 
themselves “too smart for school,” but 
there’s nothing lost in trying.

A lot of these patients have crystallized 
over the past year. We are here to try to 
diminish, if not eliminate, the noise, and 
zero in on the patient, his or her needs, 
and his or her hopes and fears.

Ensuring Patients’ Needs  
Are Met

If I could run O&P for a day, I would 
change things like gaps in care and pay-
ments that we have allowed to exist long 
enough. The concerns are pretty perva-
sive, including manufacturers, as well 
as medical policy. Is it all so complex as 
to justify multiple denials? The range 
of medical conditions associated with 
being an amputee is reasonably well 
understood—trying to interpret Medi-
care laws shouldn’t be rocket science. For 
example, this patient is an amputee, he 
or she clearly has a medical necessity for 
a replacement limb—but we get caught 
up on the type of limb that best meets 
the patient’s needs.

We find ourselves working with 
more quantitative care. Here are the 
three or four—or five or six—validated 
rationales for this amputee, and it boils 
down to receiving this leg. We ought not 
“afford” to have it take four to six weeks, 
or even months, to get that leg autho-
rized. But we live amidst change, with 
excellent benchmarks in the pipeline, 
and with cultural change in health care 
and, therefore, insurance. 

I would change things that inter-
fere with what patients need; we have 
allowed problems to exist long enough. 
I have concerns as I think of manufac-
turers, as well as the current medical 
policy. I know they are trying to ensure 
care is offered and used that advances 
their products. But they don’t seem to 
finish the job—be that getting a reli-
ability about the codes, doing really 
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good clinical research, and conducting 
product follow-up. It would be so much 
better if they could really help foster 
ruling on people today. 

Should it take us more than 10 days 
to determine whether a patient is eli-
gible for a leg?

With acute cases, many payors don’t 
understand urgency, and don’t under-
stand the care that goes along with pro-
viding a device as we move more toward 
science and thinking to better solve 
patients’ problems. We need to spend 
more time figuring out ways to examine 
“value” of private care.

Some of that could overlap to an 
episode of care and would encourage 
providers to act with care collectively 
with continuity of care. Insurance com-
panies should take care to place the right 
people who understand the care levels 
to deal with our cases. All O&P profes-
sionals really want payors to do is to tell 
us what they’re looking for and, instead 
of fighting, to bring us solutions. Write 

the manual for us.
I am always worried about what 

patients are thinking. The health-care 
market has affected patients. Patients 
want to talk about money/policy 
insurers.  We often are too quick to say, 
“My patient won’t appreciate that,” but 
you can’t be afraid to talk to them about 
cost and what’s involved, and what they 
can expect from you. 

Adopting an Evidence-Based 
Approach

Next, providers would become evi-
dence-based and would utilize some type 
of electronic medical records system. 
Outcome measures administered spe-
cific to the device should be the basis for 
every single O&P appointment.

Having outcomes information is 
paramount in justifying patient care and 
reimbursement, and as such, it is where 
we are heading and will be extremely 
important in the long term. Practi-
tioners have to realize that gathering 

this information is not a headache or 
aggravation, but is fundamental to pro-
tecting clinicians, patients, and facilities. 
I understand there may be some more 
experienced O&P professionals who say, 
“I’m winding down, and I don’t need 
this,” but if you were to be audited, or 
even worse, sued, the fact that you col-
lect, retain, and manage outcomes data 
may be the best protection for you, your 
business, your retirement nest egg, and 
your family. 

Finally, just before my 24 hours as 
king of O&P ends, I would turn the 
focus on manufacturers to sponsor 
more clinical research, to result in more 
clinical evidence to result in payors 
eliminating the use of the words “inves-
tigational” and “experimental,” and to 
drive all of the wishful changes above. 
I am OK with assisting manufacturers 
with regard to bench-testing products 
with patients. This feedback should be 
prior to the final design phase and not 
solicited as the product is being released 
for widespread sale. Manufacturers need 
to invest more in clinical research and 
then, upon release of the product, there 
would be ample evidence to reduce the 
challenges of education, reimbursement, 
and ultimately adoption.

We have seen examples where addi-
tional features built into existing devices 
or advancements in products have proven 
not to be worth it to the patients—costs 
can outstrip value. Manufacturers will 
need to watch closely and budget their 
innovation as payors might be showing 
signs of capping what they are willing to 
reimburse for a patient’s mobility. 

Wow! Rethinking K levels, the 
medical policies, payor accountability, 
patients’ needs, and outcomes-based 
care is a lot of work to complete in 24 
hours! Time to get back to work. 

Best wishes for a productive 2018.  

Jeffrey Brandt, CPO, is chief executive officer of 
Ability Prosthetics & Orthotics and a member 
of the AOPA Board of Directors. 


