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Dear Interventional Pain Specidists:

We are bringing you alot of newsthistime. It may beinterpreted as
good news or bad news but, no doubt, it is news and we just have to
live with it. Meanwhile, we continue in our struggle to preserve
interventional pain management.

PROSPECTIVE PAYMENT FOR
HOSPITAL OUTPATIENT SERVICES

Hedlth Care Financing Administration (HCFA) officialy released
the Hospital Outpatient Department (HOPD) rule Friday, April 7,
2000. The printed version isavailable from HCFA, or online at hitp:/
/www.access.gpo.gov. The implementation datefor the hospital out-
patient department ruleis July 1, 2000.

Commentators contended that there are no similarities among the
procedures in the proposed APC groups 601 and 602 encompassing
nervous system injections.

HCFA responded as follows. The range of servicesincluded in an
APC group aregeneraly consistent from aclinical perspective. And,
even though an injection into the subarachnoid space may be amore
complex injection than some of the othersin the group, no ingitution
islikely to speciadize soldly on onekind of injection. Becausedl the
services within an APC group are offered by most hospitals, the
impact of the variation in resource consumption among the different
codes should average out at the hospital level.

---Additionally, HCFA will determine whether the implantable
neurostimulator system is eligible for treatment as a “ pass through”
device under Section 201(b) of the BBRA 1999.

As expected, HCFA deleted interventiona pain management codes
which were deleted from CPT 2000. These are listed in Current
Procedural Terminology: CPT 2000; as well as CPT 2000:
Interventional Pain Management Coding inthe New Millennium, Pain
Physician, Volume 3, Number 1, pages 73-85 on page 74 Table 1.
Various new CPT codes for the year 2000 for multiple types of
injections, as wdll as radiologica applications have been included.
These arelisted in Tables 2 and 3 of the above mentioned article, as
well asin the CPT 2000.



Table 1. Illustration of physician fee schedule for year 2000 and facility payments for hospital outpatient
settings for epidural and facet joint procedures.*

T e
3 $ Paymen
62263  Percutaneous epidurd adhesiolysis 332 89 176
62310 Cervicd/thoracic epidura 93 105 176
62311  Lumbar/caudal epidura 78 122 176
64479  Trandforamind cervicd/thoracic - Sngle 106 115 161
64480  Transforamind cervica/thoracic - additional 74 126 161
64483  Trandforamind lumbar/sacrd - Sngle 90 114 161
64484  Trandforamind lumbar/sacra - additiona 64 125 161
62318  Continuous epidurd - cervicd/thoracic 101 106 176
62319  Continuous epidurd - lumbar/sacra 92 110 176
62281  Cervicd/thoracic epidurd - neurolytic 131 54 176
62282  Lumbar/sacrd epidurd - neurolytic 134 87 176
62270  Spind puncture 67 57 145
72275  Epidurography - radiologica supervison and interpretation 27%* 84# 234
76005  Fluoroscopic guidance 20** 50# 121
64470  Facet injection - cervicd/thoracic - single 89 115 161
64472  Facet injection - cervica/thoracic - additiona 63 107 161
64475  Facet injection - lumbar/sacra - single 68 114 161
64476  Facet injection - lumbar/sacral - additional 47 124 161
64622  Facet neurolyss - lumbar/sacrd - Sngle 166 62 161
64623  Facet neurolysis - lumbar/sacral - additional 60 58 161
64626  Facet neurolyss - cervicd/thoracic - Sngle 162 98 161
64627  Facet neurolysis - cervical/thoracic - additiona 58 98 161
27096  Sl-joint injection 57 351 NA-N.
73542 Sl-joint arthrography - radiological supervison and okk 8ot 133

interpretation

Adapted and modified from Federal Regiders.

*=payments are for participating physicians, nationd, unadjusted for locdity. N: Incidentd services, packaged into APC
rate. **=professiona component; #=technica component; N/A=not available; 1=physicians fees — shows out of office
payments — dso defined as facility totd — totd payments for the service when performed in a fadility setting.  2=office
expense differentid — payment differences between total payment under the 2000 Medicare physician fee schedule for the
service when performed in a nonfacility setting. A service performed in a nonfacility setting may be attained by adding the
amount in the "physician fees' column with the amount in the "Office Expensg" column; 3=payment for procedure when
performed in hospital outpatient department based on HOPD final rule (4/7/200).



Table 2. Illustration of physician fee schedule for year 2000 and facility payments for hospital
outpatient settings for other invasive procedures*

Physician Office Pl_:g_f;f;d
Fees ! Expense 2 Payment
$ $
62287 Decompression of nucleus pulposus 546 0 677
62290 Lumbar diskography 173 59 NA-N.
62291  Cervical/thoracic diskography 160 64 NA-N.
20550 Trigger-point injection 41 32 102
20600  Small-joint injection 36 21 102
20605 Intermediate-joint injection 36 26 102
20610 Large-joint injection 41 32 102
62350 Implantation of catheter 406 0 307
62355 Removal of catheter 335 0 307
62360 Implantation or replacement of drug infusion reservoir 163 0 1235
62361 Implant of non-programmable pump 326 0 1235
62362 Implant of programmable pump 419 0 1235
62365 Removal of reservoir 333 0 773
63650 Implantation of neurostimulator 464 0 773
63660 Removal of neurostimulator 454 0 773
63685 Implantation of pulse generator 514 0 773
63688 Removal of pulse generator 402 0 773
64400 Trigeminal nerve block 53 39 161
64405  Greater occipital nerve block 64 42 161
64420 Intercostal nerve block - single 63 36 161
64421 Intercostal nerve block - multiple 88 41 161
64425 Ilioinguinal nerve block 87 33 161
64450 Peripheral nerve block 61 28 161
64505  Sphenopalatine ganglion block 66 38 161
64510  Stellate ganglion block 66 37 161
64520 Lumbar or thoracic sympathetic block 72 57 161
64530  Celiac plexus block 91 44 161
64600 Neurolytic - trigeminal - small branches 207 20 161
64605 Neurolytic - trigeminal - 2/3 division 296 20 161
64610 Neurolytic - trigeminal - at foramen ovale 528 0 161
64620 Intercostal neurolysis 142 42 161

Adapted and modified from Federal Registers.

*=payments are for participating physicians, national, unadjusted for locality. N: Incidental services, packaged into
APC rate. **=professional component; #=technical component; N/A=not available; 1=physicians fees — shows out
of office payments — also defined as facility total — total payments for the service when performed in a facility setting.
2=office expense differential — payment differences between total payment under the 2000 Medicare physician fee
schedule for the service when performed in a nonfacility setting. A service performed in a nonfacility setting may be
attained by adding the amount in the ""physician fees"" column with the amount in the ""Office Expense"" column;

3=payment for procedure when performed in hospital outpatient department based on HOPD final rule (4/7/2000).



The facility fee for various interventional pain medicine procedures ranging from trigger point injections
CPT 20550 with $102.31 to most injection procedures falling into the group with reimbursement of
$176.49 to decompression of nucleus pulposus CPT 62287 with payment rate of $676.88 and for
implantables of $1235.45. The final payment rules for physician fees, office expense, and fina hospital
payment are shown in Tables 1 and 2.

Thefuture of interventional pain medicinein ahospital setting definitely appears to be unstable during the
interim. Hospitals are gauging the feasibility of keeping their interventional pain centers open. This is
largely based at the present time on Medicare patient mix.

AMBULATORY SURGERY CENTER RULE

HCFA has recently stated that the finad ASC rule will be published by November 2000 with implementa-
tion in April 2001.

That really puts pain management in alimbo. Hence, AOPMA has been actively pursuing the extension
of use of the old codes through the year 2001 or until the new ASC rules are finalized and implemented.
Thisisthe only aternative as Medicare isnot willing to accept the use of new codes.

Apparently, HCFA has agreed to the extension of the time period to use 1999 codes in ASC’ s following
significant correspondence from congressional representatives, aswell as AOPMA membership and our
lega and lobbying firm. The program memorandum, indicating the extension of the use of 1999 pain
management codes, of course is not ready for release yet. Initialy, we were told that this document
required only one more signature to finalize it, however, later on we were informed that the document is
still in the hands of superiors at HCFA. However, this delay is related to a“ systems issue” in that the
individual who must make the changesto the system to accept the codesisout ill. We are hoping that this
document will be ready early next week. We expressed our distress over the delay because ASC's are
canceling cases out of concern that they will not be paid for these services. However, HCFA stated that
cases should not be cancel ed because the services will be covered. However, HCFA & so recommended
that ASC's smply hold the claims until the memorandum isreleased. Alternatively, it is stated that the
claims could be submitted but that they likely would be kicked out of the system or denied so it seems
eader just to hold the claims. Wewill befollowing thisissue on adaily basis until aresolution isachieved.

Thisis probably ablessing in disguise.

It also appears that now HCFA will be using data from its 1999 Medicare ambulatory surgery center
survey into the forthcoming ASC payment rule. Hence, the aternate proposal of a phase-in of the APC
system’s new ASC rates over a period of at least three years most likely will not be utilized.

EVALUATION AND MANAGEMENT DOCUMENTATION GUIDELINES

It appears that even with the devel opments that have taken place over the last two years, there are still
severd steps HCFA must take before it launches and completes pilot testing of the new guidelines. At
thistime it appears that HCFA is not committed to atimeline as pilot testswill take awhile. Hence, new
evauation and management documentation guidelines may not be implemented until late year 2000 or
early 2001.

Meanwhile, physicians should continue to use, either 1997 or 1995 guidelines.



OIG SPECIAL FRAUD ALERT

On February 23, the HHS-OIG issued a specid fraud alert, warning physicians that rental amounts for
office space must reflect fair market value for the space actually used. In particular, the OIG cautioned
that physician landlords who rent space to medica suppliers and/or providers should be aware of the
significant anti-kickback statute risk if the rental events are greater than fair market value. The OIG
listed the factorsit believes are important in evaluating the legality of such arrangements. These factors
are:

The appropriateness of the existence of arenta relationship
The rental amounts
Time and space considerations

The OIG strongly recommended that suppliers and landlord physicians comply with the office space
rental safe/harbor to the anti-kickback statute.

COMPLIANCE GUIDANCE FOR PHYSICIANS

Interventional physician practices and other small physician practices are bracing for a soon-to-be re-
leased document from the Office of the Inspector General for the Department of Health and Human
Services that will provide guidance to physician practices interested in devel oping compliance programs
for their practices.

The AOPMA submitted written recommendations to the OIG, emphasizing the need for flexibility, as
well as recognition of the large variety of size and specidities among physician practices. Among the
many points raised, the AOPMA urged the OIG to keep in mind that: smaller providers have vastly
different compliance program needs and capabilitiesthan other, larger providers. Inaddition, the AOPMA
recommended that the OIG adapt a user-friendly and practical document, so that physicians or practice
administration would actually be able to use the document as a convenient and comprehensible refer-
ence.

The AOPMA further urged the OIG to adapt a flexible approach in proffering guidance to physicians
and small practices, because smaller practices and individua physi cians must have compliance programs
designed to meet their particular needs. Among the suggestions offered by the AOPMA:

HOTLINE: The AOPMA suggested the OIG approve the use a suggestion/concern box where notes
may be placed anonymoudly.

TRAINING: The AOPMA recommended to the OIG that it should not state a specific training stan-
dard, but rather should articulate a standard that would permit practices to establish training levels appro-
priate to their resources and needs. In particular, the AOPMA stated its belief that for most small
practices, written training materials or perhaps audio visua training materials, should be sufficient.

RELIANCE ON OIG OR GOVERNMENT ADVICE/GUIDANCE: AOPMA proposed that the
OIG permit reasonable reliance on such advice, if appropriately documented in written communication
from or the government agency or agent.

An encouraging note isthat the model compliance plan for pain management custom devel oped by Arent
Fox for AOPMA membership isacomprehensive, up to date, pain management specific, step-by-step



easy to follow manual meets the regulations expected to be released. We will also have workshops at
our annua mesting congisting of hilling, coding, and compliance in interventiond pain management.

OTHER MATTERS OF IMPORTANCE
Asyou see, we continue to struggle to preserve interventiona pain management.

Once again we are actively attempting to address Medicare carrier payment restrictions and to set up a
meeting with HCFA to discuss physician fee schedules which will be amgor priority for usthis year.

Cadaver workshop in Boston for May 6" and 7" iswell on itsway. If you would like to attend, please
fed free to do so since there are afew more openings available, however, attendance is strictly limited.
Y ou may register by mail, fax, or online.

Preparations for the annual meeting continue. The program is taking shape with didactic lectures, after-
noon didactic workshops, as well as cadaver workshops.

If you are aready not amember, please join the association as soon as possible and support it. We need
you and you need the association. The organization has alot to offer for $200.00 membership dues. |
personaly believe we have achieved tremendous progress in interventional pain management in avery
short amount of time with atiny specidity. The advantages of membership include:

Updates of issues of interventional pain management by way of the interventional Pain Physi-
cian Newdletter.

The officia journal (Pain Physician) with clinical research as well as practice management articles.
We have gpplied for Index Medicus listing for this journal.

A dynamic web site with the latest information on interventional pain management

Lobbying for the cause of interventional pain management by one of the best health care lobbying
groups in Washington.

Discounted cadaver workshops and annual mestings.

The opportunity to link your web site to the AOPMA web site.

Ability to publish quality interventional pain management and practice management articles in the
Pain Physician Journd.

Ability to join the I nter ventional Pain Physician PAC after becoming a member to establish our
role in the political process affecting our specidty of interventiona pain medicine, and protecting
interests of our patients and al interventiona pain physicians.

The process of name change has been set into motion. All active members have received |etters from
our law firm Jeff Peters from Arent Fox. The members were desirous of changing the name. Please
respond immediately.

To al the members, please complete member solicitation form as soon as possible.

For non-members, we prefer that you join the organization, however, you can ill play arole in the
continued success of this organization. While you won't be ableto participatein |PP PAC or other major
activities, we dill invite you to submit manuscriptsto Pain Physician.



Since the release of the millennial issue of Pain Physician, we have been receiving an inordinate number
of calls with comments about the issue in general and various articles, specificaly Practice Guidelines.
While we appreciate al the support, the comments and suggestions can be best incorporated if they are
sent in the form of Letter(s) to the Editor. In addition, your participation can aso be guaranteed if you
complete one of the enclosed member solicitation form.

Finally, | would like to thank the board members and officers, specifically Ken Varley and Vijay Singh for
their unwavering support, Bill Sarraille, Allison Shuren, and Jeff Peters our counsel at Arent Fox, and
Mike McNamara, IPP PAC advisor. | aso would like to thank the tireless efforts of Bert Fellows and
the staff of the Pain Management Center of Paducah for making this organization as successful as it
aready is. Thank you.

Sincerdly,

Laxmaiah Manchikanti, M.D.
President and Executive Director

CALL FOR MANUSCRIPTS

Manuscripts related to interventional pain management are solicited for Pain Physician. This
quarterly publication, the officid journad of the Association of Pain Management Anesthesologidisis de-
voted entirdy to interventiona pain management and various aspects of practice of interventiona pan
management. Manuscripts are solicited for the following departments:

Original Contributions
Descriptions of origind research of interest to interventiona pain physicians.
Review Articles

Stae-of-the-art reviews entailing a survey of the literature, highlighting the most recent develop-
mentsin agiven area of the focusin interventiond pain medicine,
Correspondence

L etters to the editor in response to issues of professiond practice or in response to articles
published in Pain Physician.

Information for Authorswill befoundin thejournd, or will be mailed upon request. All articleswill
be peer-reviewed prior to final acceptance. Review coments will be shared with authors on a blinded
basis.

SUBMISSION

Please mail your manuscriptsto: Bert Fellows, MA, Editor
Pain Physician
2831 Lone Oak Road
Paducah, Kentucky 42003
Phone#: (270) 554-9412 Fax #. (270) 554-8987

Pleasefollow information for authors which can be found in thePain Physician journal or at our web-site www.aopma.org



