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Honorable Tommy Thompson, HHS Secretary

October 6, 2001 - ASIPP Third Annual Meeting

On Designation of Interventional Pain
Management. “ - - - The reasons we
haven't yet recognized Interventional
Pain Management has to do with tech-
nical rules under user Health Insurance
Accountability Act of 1996.

Do not lose heart! - - -You have to

keep pushing. You have to keep making
your case ... “

Thank you very much for inviting meto behere, | believeit
is the first time you have had the Secretary of Health to
come to your organization and speak and | thank you for
that. | have several very closefriendsin thisorganization.
| have had several of you comeinto my office and talk to
me and had a chance to meet with you to discuss some of
your goalsand objectivesand al | would liketo say at this
point and time, thank you so very much for your vision
and for what you are doing to relieve painin Americans. |
want to thank Dr. Manchikanti who is here and who also
has been to my office. | appreciatethat and | believe heis
the head of the organization. | also have some very good
friends from Wisconsin, a very close friend of mineisDr.
Saini. Dr. Patel isaso from my home state of Wisconsin.

| am very pleased to see so many of you here. | mean that
fromthe bottom of my heart. Let methank youfor coming,
for not being deterred by the terrible events of the recent
weeks.

Your pride in our country is evident by your presence
here this weekend. As the President has reminded us, we
cannot let the terrorists intimidate us from conducting
the business of America and we will not. In your case, that
means meeting to discuss how you can assist people in
pain. I applaud you for meeting to share your knowledge
and learn about the latest advances in this field.

Pain is a critical national health problem. It is the most
common reason for medical appointments. Pain costs its
victims and the healthcare system as a whole more than
$100 billion each year in health care and lost productivity.

Pain has a profound impact on the quality of human life.

You know it better than anybody. In addition to often de-
structive effects on the immune system, pain can cause
disruptions in sleep, eating, mobility and a person’s over-
all ability to function.

Now, let me highlight some good news that I know you’ve
been anticipating for a long time. On September 21, the
Centers for Medicare and Medicaid Services announced a
specialty designation for pain management. It’s called
“Specialty Code 72,” and becomes effective on January 1,
2002.

The code can be used in studies to determine procedure
costs and practice expenses for pain management. It’s
adoption signals Medicare’s recognition of the importance
of “pain management” as an emerging medical sub-spe-
cialty. As time goes on, this will be useful in distinguish-
ing between your specialty and other specialties in fields
such as anesthesiology, neurology or physical medicine.

I know how important that is to you and I actively sup-
ported this initiative after your Board of Directors came
in to see me. But I also know this is not everything you
wanted. “Pain Management” is not the same as “Inter-
ventional Pain Management.” The reason we haven’t yet
recognized Interventional Pain Management has to do with
technical rules under the Health Insurance Portability
and Accountability Act of 1996, or “HIPAA.”

Under HIPAA, the only specialties that Medicare can rec-
ognize are those recognized by the National Uniform Claim
Committee, also called the NUCC.

But, I wanted to tell you today and that’s why I wanted to
come out here. Do not lose heart. The NUCC uses an
industry-led, consensus driven process to establish what
specialties can be on its list.

In other words, you have to keep pushing. You have to
keep making your case. IfI could, I would simply instruct
the NUCC to act, but the rules prevent me from doing that.
But I have taken action I believe will help your organiza-
tion and your profession significantly.



| have instructed the people at CMS to work with your
organization to help move your applications through the
NUCC forinclusioninitslist.

It's important that Medicare recognize emerging medical
technol ogies and practicesthat yield measurableimprove-
mentsin patient care —in other words, specialtiesjust like
yours.

We are committed to regul atory relief that will enable phy-
sicians, nurses and other caregivers to spend more time
with patients. | have instructed CMS to hold listening
sessionsinthefield to better understand what both physi-
ciansandtheir patientsarethinking. Infact, CMSofficials
have already held some sessions and many moreare being
planned for coming months.

We are going to be working to make the practice of medi-
cineless bureaucratic and more effective for you. We will
work and provide you with the knowledge you need to
serve your patients more effectively. Aswe work to pro-
vide you with that knowledge, we are always mindful that
weareworking not just for today but for tomorrow, aswell.
One of my great heroes is Abraham Lincoln, who once
said, “The struggle of today is not altogether for today —
itisfor avast future also.” In your work to heal and bring
release from pain, you are serving patients today and you
arebuilding avast, stronger and healthier futurefor every-
one. Thank youfor all you aredoingfor your patientsand
for America and for yourselves and your families. God
bless you and God bless America.

For full text of Secretary’s Speech please visit www.asipp.org




Congressman Ed Whitfield
October 6, 2001 - ASIPP Third Annual Meeting

| want to thank you all for giving me the opportunity to be
withyou. | guessthisisthethird annual meeting that you
have had, and | spoke at all of them.

As the Secretary said, HCFA is just a bureaucratic mess
even though they changed the name, it isstill amess. We
can’t solveall the problemsunlesswe have help and input
fromthe peopleout thereon thefront linesthat are deliver-
ing thehealth care. Wesit around all thetime, wecomplain
about CMS, HCFA: whatever youwant to call it - and, yet,
when we try to think up a solution or an alternative, we
havelotsof problems. So, | alsowould just liketo encour-
age you to come to the Hill, talk to us, make phone calls,
because we need that i nput and when some people say; oh
well they don’t havetimetolisten; or ‘ they’ retoo busy on
this or that’, well you are also very busy and we want to
hear from you, because we can’t solve these problemsin
health care without input of people like you.

I know you all are frustrated very much with the govern-
ment and the way it interferes with your practice and how
it is not responsive to your needs and those of us in gov-
ernment are also frustrated many times. As was discussed
earlier last year when you all came and we talked about a
specialty designation for interventional pain management.

I’m the guy who got off in Savannah because we didn’t get
what we wanted on this interventional pain management at
this time. But, we are going to continue our efforts on that
and know that the designation is pain management and
not interventional pain management.

We want to find out because we heard some people say
that there was no existing medicare designation, there could
not be adesignationif it wasnot in the American Board of
Medical Specialty and so there is no American Board of

Medical Specialty for interventional pain management. But,
yet wedo know that there are some specialty designations
for surgical oncol ogy, addiction medicine and other things.
Then other peoplewe hear say, ‘well thereare not enough
interventional pain management professionals to make a
specialty designation,” eventhough | guessthereareover
5000 or so and we know that there are some specialty des-
ignations with only 1200 professionals.

All of this just sort of cometo ahead recently and we need
to spend the next three to four monthsreally looking into
this and finding out really what the answer. Even though
wefeel like the guy that got thrown off the trainin Savan-
nah we have got to keep working on this and not give up
and keep making our point for this, and that iswhat | in-
tend to do with others on this issue. | know that your
organization was trying to get additional services for the
ambulatory surgery center approved list and we were able
to add 9 last year but those were all old procedures and
there have not been any new procedures added to the
ambulatory surgery center approved listinyearsdespitea
statutory requirement that this should be undertaken. So
that isaproblem!

So let me just close by simply reiterating once again that
we don’t always get what we want, but if we are committed
and we are going to continue our activities and continue
our efforts to get an interventional pain management des-
ignation then I think we can accomplish that and we have
accomplished quite a bit so far. We are not where we want
to be, but we are on the road and so I hope that we can stay
in touch and on all of these issues, not only interventional
pain management as a specialty designation, but other
issues in Medicare and Medicaid and in health care in
general.

For full text of Whitfield’s Speech please visit www.asipp.org




Congressman Ernie Fletecher, M.D.

October 6, 2001 - ASIPP Third Annual Meeting

Thank you al very much. Itisgreat to be here. Let metalk
now about the Patient’s Bill of Rights just in a sense of
what it does.

Most states have some type of Patient’s Bill of Rights,
some of them substantial, otherslessthan substantial. First
we feel it is very important as we move to managed care
and it was Federal Regulation that allowed usto moveit to
managed care, open the door to managed care and thought
it wasgoing to bean answer to therising costsof healthcare
that were increasing at double digit rate. We had alot of
things ushered in with managed care and alot of folks call

it mangled care and a few other things because it didn’t

provide the kind of care that most of us wanted to see
patientsget. And not only that, it came between the phy-
sician and the patient and had a tremendous impact on
patient/physician relationship. There was another indi-

vidual, another entity that become an arbitrator of that
negotiation that takes place or that recommendation that
takesplace. Thereare somefolksthat think we don’t need
a Patient’ s Bill of Rights but most people feel like we do
and we want to get one done. There was one passed out
of the Senate, very similar to the one passed out of the
House, the only differenceswereliability. Let metalk just
briefly onthat. Whenyou look at accessto the specialists
both the House and the Senate version have good access
to specialists. We provide a point of service option that
every business, actually every insurance, aproduct hasto
offer which meansthat they have to offer aplan that says
if youwant to get a plan with POS so that you could go to
aprovider that is not in the network, that you could. We
alsotried tolook and make sure the network of physicians
is adequate and if it is not, they would have to give you,
evenif you didn't have the POS plan, accessto the proper
specialists that were needed. | think that would have a
direct effect on you profession and your area of specialty
and subspecialty. Additionally, aswe look at emergency
room care, it' smuch covered that on alay person’ s defini-

tion you can get to the emergency room and be assured
that the insurance company will pay for it and make sure
women get direct access to OB/GY N, children can get di-

rect accessto the pediatrician and designate either of those
asaprimary care physician, basicaly an HMO plan. We
also made surethat there are no gag clauses. | don’t think
thereare many of thosedirectly that have beenincludedin

contracts and most of them have been taken out but there
is several ways of doing gag clauses. This prevents any

such gag clauses so that you can fully disclose treatment
options to your patients, regardless of whether it is cov-
ered by a particular insurance company that covers that
patient or not. We also provide some redress.

As the president has said, and Tommy Thompson said
very clear, that wearevery interested in moving forwardin
healthcare. There has been some informal discussions
with Kennedy and the White House so far. Daschle, the
magjority leader in the Senate, seemsto haveindicated that
he wants to see something done. Will it get done? Itis
going to be very difficult. It is actualy in the Senate’'s
court andthey’ Il haveto decidewhether they want to come
back and really move the Patient’s Bill of Rights now or
want to call aConference Committee and began towork on
this. I think we have an excellent opportunity. Thereisan
unprecedented biparti sanship not only within both Houses
but between them and | think it gives us a great opportu-
nity to get some of these things done.

One of thethings | want to make sureisdoneinthebill is
there is something called Association Health Planswhich
would even alow for example, this organization to self in-
sure, provide you all and all of your different practicesto
buy into aself insured national plan, probably reducerates
anywherefrom 50 to 35% and it givesyou that opportunity
to pull nationally, which you do not have at this time and
that isinthebill that we passed out of theHouse. It wasan
amendment that | worked very hardon. Sothoseare some
of the things that we are looking at. The president isvery
interested in healthcare moving on, Tommy Thompson,
againis.

For full text of Fletecher’s Speech please visit www.asipp.org




Saga of Speciality Designation

ASA’s Rdein Himingtion of “INTERVENTIONAL”

“ ... Pain management is not the same asinterventional pain management. The reason why we haven't yet recognized
interventional pain management has to do with technical rules under Health Insurance Portability and Accountability
Act of 1996 or HIPAA.. . . but, | wanted to tell you today that that iswhy | wanted to come out here. Do not lose heart.
.. In other words, you have to keep pushing. Y ou have to keep making your case.

.... Specialty code-72 can be used in studiesto determine procedure costs and practice expensesfor pain management.
Its adoption signals Medicare’' s recognition of the importance of “pain management’ as an emerging medical subspe-
ciaty....

Tommy Thompson, Secretary of Health and Human Services, October 6, 2001

“...Wedidn't get what we wanted on interventional pain management at this time but, we are going to continue our
effortsonthat . ...”
Congressman Ed Whitfield, October 6, 2001

“ ... Weprefer abroader ‘pain medicine’ subspecialty not the narrower interventional pain management. The organiza-
tion | represent (Pain Care Coalition — PCC) doesn’t think it is the appropriate fix. Instead, the PCC islobbying for a
M edicare pain medicine category that would include physiatrists, chiropractors, and other non-anesthesiology practi-
tioners. If interventional pain medicine physiciansreceiveaspecial recognition from HCFA, it would only help anesthe-
siologists. Payors would pay for procedures done by anesthesiologists but not by a neurologist, even though that
doctor would be as specialized. Thishbill will not have any influence on physician reimbursement because pain special -
ists do not bill based on the time and units as anesthesiol ogists do. PCC is not aggressively lobbying for Medicare's
recognition for pain medicine as opposed to interventional pain management. PCC will not try to affect the pending
Medicare bill but will renew its lobbying efforts next year through members of Congressand HCFA. . .”

Robert Saner, Lobbyist for Pain Care Coalition, October 2000

“. .. .We are very concerned, though, by reports that the agency is being urged to revoke or amend the Program
Memorandum and to narrow the designation to ‘interventional pain management’, as advocated by some pain physi-
cianswho limit their practice or concentrate on that modality. Such a step would leavein limbo alarge number of pain
practitioners who do not focus primarily on interventional techniques — including among others, anesthesiologists,
neurol ogists, surgeons, physiatrists, and psychiatrists. . . Thereasons suggested in support of the narrow designation
(increased practice expense rel ative values; correction of under-representation on the Carrier Advisor Committees) do
not make sense to us analyticaly. . . In view of the potential adverse impact of asingle— modality pain management
designation —the full extent of which is not currently understood . . .”

Neil Swissman, MD, President of ASA, October 1, 2001

The saga of specialty designation started with non-co-  SONS associated with ASA were pressing for dissolution
operation and ended with non-cooperation; at least for of ASIPP. Following this, we contacted the Pain Care
now. Theideaof specialty designation was born approxi- Caalition (PCC), which isagroup of societies, namely the

mately ayear after the American Society of Interventional ~Merican Academy of Pain Medicine, the American Pain
Pain Physicians, then known as the Association of Pain Society, and the American Headache Society. We asked

Management Anesthesiol ogists, was established. At the for. their support. .They i“ndicated to usth'ro'ugh arepresen-
time, we reached out to a number of pain management tative that they did not “want to do a... joint approach to
organizationsto see f we could work together, to secure  HCFA onthis”.

specialty designation for “pain management”. We hoped
to gain the support of the American Academy of Pain
Medicine, American Pain Society, and others. During this
same time, we were trying to improve relations with the
American Society of Anesthesiologists, but some per-

At that time, for afew weeks, theideaof specialty designa-
tion for pain management was dead but not bereaved.
Following consultations with Honorable Ed Whitfield (R-
KY), the idea of asking for “interventional pain manage-
ment” wasborn. Immediately, the board of ASIPP and our



advisors started to shape legislation to be introduced for
interventional pain management designation, as we had
received no encouragement about obtaining it administra-
tively fromthen Healthcare Financing Administration (now
CMS).

Following the 2" ASIPP annual meetingin November 2000,

ahill was introduced for specialty designation by Honor-

able Ed Whitfield (R-KY') and Honorabl e Frank Pellone (D-

NJ). The bill unanimously passed the Energy and Com-

merce Committee. Subsequently in Waysand MeansHouse
Committee, then Chairman of Health Subcommittee, Hon-
orable Bill Thomas (R-CA), now chairman of Ways and

Means Committee, changed the bill to convert it into a
study for Med-PA Cto assessaccesstointerventional pain

management in all settings.

Following this, as expected, criticism was forwarded:

In an interview focused on what isworking in “Pain Prac-
tice Management: success strategies to build your pain
practice”, Bob Saner, an attorney representing the Pain
Care Coalition (PCC), a lobbying group made up of pain
associations, stated, “the organization | represent doesn’t
think it isthe appropriatefix. Instead, the PCCislobbying
for aMedicare pain medicine category that would include
physiatrists, chiropractors, and other non-anesthesiology
practitioners”. Saner believes that if interventional pain
medicine physicians receive a special recognition from
HCFA, it would only help anesthesiologists. He says
payors would pay for procedures done by an anesthesi-
ologist but not by a neurologist, even though that doctor
would beasspecialized. Saner also stated that most of the
procedures done under interventional pain management
are performed by anesthesiologists, which might trigger
payors to decide to recognize only anesthesiologists for
reimbursement purposes. It appears that, at the moment,
the PCC is not aggressively lobbying for Medicare' s rec-
ognition of pain medicine as opposed to interventional
pain management, the reporter added. In addition, Saner
also stated that his group is not trying to affect the pend-
ing Medicare bill but will renew its lobbying efforts next
year through members of Congressand HCFA. It wasalso
reported that Mr. Saner stated, “ Thisbill will not have any
influence on physician reimbursement because pain spe-
cialistsdo not bill based on the time and units as anesthe-
siologists do.” The Secretary of Health and Human Ser-
vices does not agree with that conclusion.

These statements were detrimental to the specialty of in-
terventional pain medicine. In fact, specialty designation
for interventional pain management could increasethe prac-
tice expense for interventional procedures for ALL types
of providers performing the procedures, as much as 8% to

10%, depending on whether a significant number of
interventionalists, redesignate themselves . However, this
will not have any effect on the practice management ex-
pensesfor general anesthesiology. Inaddition, the Ameri-
can Society of Interventional Pain Physicians represents
ALL types of physicians, not just anesthesiol ogists.

Even though we were successfully ableto get the bill for
the Med-PAC study, we continued our efforts with then
HCFA, now CMS, for specialty designation for interven-
tional pain management. Fortunately, we had substantial
support from Congress, which included Congressman Ed
Whitfield (R-KY), Congressman Sherrod Brown (D-OH),
Congressman Frank Pallone (D-NJ), Congressman Bart
Stupak (D-M1), Congresswoman Anne Northup (R-KY),
Congressman Ron Lewis (R-KY), Congressman Jerry
Klecza(D-WI), Congressman Ken Lucas (D-KY'), Senator
Don Nickles (R-OK), and Senator Mitch McConnell (R-
KY). They have made substantial efforts on our behalf
for specialty designation. Following the appointment of
Honorable Secretary Tommy Thompson as Secretary of
Health and Human Services, we contacted him personally
and he al so has extended his strong support for specialty
designation. Subsequently, wereceived assurancesfrom
Centersfor Medicareand Medicaid inwriting that an ‘ In-
terventional Pain Management’ specialty designation
would be awarded soon. This was communicated to
congressional offices.

During this period, ASIPP was attempting to better rela-
tionshipswith the American Society of Anesthesiologists.
The president of the American Society of Anesthesiolo-
gists, Neil Swissman, cameto our semi-annual meeting in
LasVegasandtold ASIPPthat hecamewith anolivebranch
in his hand. He stated, “I believe that for the years that
have passed, we have, with both organizations, become
divisivewith mixed messagesand mixed purposesthat have
not served my specialty or your subspecialty well, and |
would hopethat by the end of the day we can ook to each
other as colleagues and friends and then we will be ableto
help each other, represent each other, and know that we
will not agree on everything, but that those things we do
agreeonwill far outnumber thethingsthat we didn’t agree
on and that we must recognize that my society and your
society are not single purpose societies.p--" Thiswason
April 7,2001 in Las Vegas.

OnJuly 22,2001, Barry M. Glazer, MD, then president elect
and now president of ASA, wrote a letter to me which
stated, “Please allow me to assure you that it is not my
intent, nor that of the American Society of Anesthesiolo-
gists, to oppose the efforts of interventional pain medi-
cine. Infact, | would hopethat ASA and ASIPP will have
acooperative relationship to the greatest extent practical.



In areas in which we agree, it would be best worked in
concert and with open communication whenever possible.
In areas in which we disagree, such open communication
should also be the order of the day, in order to better un-
derstand our differencesand | would hopethat most of our
disagreements would be sufficiently mild that we would
not work against each other.”

On September 21, 2001, Neil Swissman, MD, then presi-
dent and now past president of the American Society of
Anesthesiol ogists, when | had requested support on vari-
ous pain management procedures to be included to the
ASC list, including discography, spinal endoscopy,
intradiscal electrothermal annuloplasty, replied, “We are
working with acoalition of other specialists, aswell asthe
Federated Ambulatory Surgery Association and the Ameri-
can Association of Ambulatory Surgery Centers to pur-
sue CMSto updatethe ASClist. -- Weal so know that you
have been instrumental in CMS's likely abandonment of
the proposal to delete. On behalf of al of our members
performing these important procedures, we thank you for
your contribution to the effort.—-" Finally, he closed the
letter stating that, “It is clear to us that there are many
areas in which we can support each other’ s efforts.”

That very same day (September 21, 2001), the Centers for
Medicare and Medicaid released a program memorandum
establishing a new specialty code for pain management,
rather than interventional pain management. Obviously,
to al the membersof ASIPP, board members, our advisors,
and congressional members who worked so hard on this
issue, it was shocking.

Therefore, CM Sand the Secretary of HHS were contacted
by ASIPP aswell as by members of Congress.

What we found out was more than shocking.

On October 1, 2001, aletter signed by Neil Swissman, MD,
then president of the ASA, was delivered to Tim Hill, Di-
rector, Program Integrity Group, CMS. Dr. Swissman, inhis
capacity aspresident of the ASA, supported the designa-
tion of pain management, rather than “interventional pain
management.” He admitted that ASA was opposing our
efforts of interventional pain management. Dr. Swissman
stated that ASA learned of the proposal to create a new
specialty codeduring thefinal stagesof discussionwithin
the agency, through another organization. However, ASA
wasinformed of thisissuein December of 2000, again per-
sonally on April 6, 2001 and repeatedly thereafter. Follow-
ing are excerpts of Dr. Swissman's letter to CMS dated

October 1, 2001.

ASA represents more than 9,000 anesthesiolo-
gists who report that they are engaged in whole
or in part in the practice of pain medicine. The
new Medicare specialty designation will be very
helpful to these physiciansintheir effortsto edu-
cate various private and workmen’'s compensa-
tion payersthat anesthesiol ogists may indeed be
pain medicine physicians.

Thus, ASA is very pleased that CMS has for-
mally recognized the specialty of pain medicine
(aterm that is somewhat more accurate and ac-
cepted than pain “management”). We are very
concerned, though by reportsthat the agency is
being urged to revoke or amend the Program
Memorandum and to narrow the designation to
“interventional pain management,” asadvocated
by some pain physicians who limit their practice
or concentrate on that modality. Such astep would
leaveinlimbo alarge number of pain practitioners
who do not focusprimarily oninterventional tech-
nigues — including, among others, anesthesiol o-
gists, neurologists, surgeons, physiatrists and
psychiatrists. For purposesof tracking utilization
and avoiding inappropriate suspensions of Medi-
care claims, the new designation should apply to
thebroader spectrum of pain medicine physicians.

We are aware that upon implementation of provi-
sionsof the Health Insurance and Portability Act
of 1996 (HIPAA) next October, a new provider
taxonomy currently in the final stages of devel-
opment by the National Uniform Claims Commit-
teewill replaceexisting CM S specialty codes. The
NUCC provider taxonomy recognizes the
subspecialtiesof “ pain medicine/anesthesia” and
pain medicine without other specialty associa-
tion; it doesnot list “interventional pain manage-
ment.” It appearsasthough anew Program Memo-
randum changing the new designation to “inter-
ventional pain management” would becomemean-
ingless upon HIPAA implementation. During its
short existence, however, it could create consid-
erable confusion.

We understand the urgency that drove the publi-
cation of the Program Memorandum on Septem-
ber 21%, as well as the urgency of making any
changes. We learned of the proposal to create a
new specialty code only during the final stages of
discussion within the agency, through another
organization. That was when we urged the adop-
tion of a broader designation. The reasons sug-
gested in support of the narrow designation (in-



creased practice expenses relative values; cor-
rection of under-representation on the Carrier
Advisory Committees) do not make sense to us
analytically. As you can see, we are very inter-
ested in the entire issue, and we sincerely hope
to be a part of any discussion concerning pain

finds support for the broader term in the fact that
pain medicine, in al its manifestions, is recog-
nized by the American Board of Medical Special-
ties. Wehave also drawn CM S’ sattention to the
fact that the National Uniform Claims Committee,
co-chaired by the American Medical Association
(AMA), recognizes the provider taxonomy of
“pain medicine/anesthesia’ and “ pain medicine”.

ASA also claimed that they were joined in its support for

CMS'saction by the AMA, the American College of Sur-
geons, the Pain Care Coalition, and several medical spe-
ciaty organizations. Thus, the following are the facts on
specialty designation for pain management starting Sep-
tember 21, aswe see them.

medicine now and in the future. 1 CMS slack of aMedicare*” specialty designation”
forinterventional pain management may continue
In view of the potential adverse impact of a single- to present a series of problems for effective and
modality pain management designation- the full efficient accessto interventional paintechniques.
extent of which is not currently understood —we
believe that the more equitable and conservative 2, “Pain management” may open theflood gatesfor
course of CM Sactionwould beto | et the broader medical services that do not fall within the pur-
specialty designation established in the Program view of complicated interventional pain manage-
Memorandum stand. The only modification should ment procedures that are designed to reduce the
be to substitute the word “medicine” for “man- chronic debilitating pain experienced by millions
agement.” “Pain medicine” has the added virtue of Americans across the country.
of paralleling the specialty and subspecialty struc-
ture recognized by the American Board of Medi- 3. Interventional pain management is not a single
cal Specialties. Recognition of this subspecialty modality pain management. Thefull extentisfully
is greatly appreciated. understood and proven, as much as any other
modality. Inaddition, almost all anesthesiol ogists
It was still not enough! ASA, in a memo from Dr. Nell practice predominantly interventional pain man-
Swissman, then president, on October 5, sent amemo dated agement.
October 6, 2001, to members of the 107" Congress. Con-
tents of the memo are asfollows: 4. ASIPPstrongly feelsthat interventional pain man-
agement needs a code of its own to:
Several Members of both the Senate and House * help ascertain appropriate payment rates for
of Representatives have, at the apparent request interventional pain physician services, such
of the American Society of Interventional Pain asrecognizing the substantial capital and op-
Practitioners (ASIPP), contacted the Centers for erating costs (for sterile rooms, drugs, sup-
Medicare and Medicaid Services (CMS) to object plies, fluoroscopy units, nursing personnel,
toitsrecent decisionto create anew medical spe- and many other items), of providing inter-
cialty designation for pain management. The ob- ventional pain management services;
jection has centered on the fact the designation alow focused utilization datato be collected
isbroader than that supported by ASIPP, that is, for better policy making;
interventional pain management. A significant torecognizethedistinctive nature of interven-
number of our membersare also A SIPP members. tional pain management, and to be repre-
sented on Carrier Advisory Committees of
ASA has advised CMS that it supports the Medicare to assist with formation of local
broader specialty designation, out of a concern Medicare Review Policies for interventional
that the narrower term effectively disenfranchises pain management.
those thousands of pain practitioners who treat
patients by non-interventional means. ASA also 5. CM Sbased oninformation provided by ASA and

AMA has given three reasons for its decision
not to provide what it promised; none of these
reasons appear valid in our opinion.

i. CMS contends that there are not enough
interventional pain physicians, but we have
an active list of 5,000 involved in interven-
tional pain (which is many more than a num-
ber of already existing designations, such as
peripheral vascular disease, neuropsychia-
try and others have — in some cases several



timesasmany). Thereare morethan 1.5 mil-
lion interventional pain procedures donein
the Medicare program alone each year.

CMScontendsthat it can not give aspecialty
code unlessthedescriptor for thecodeisthe
same asan ABM S-approved board certifica-
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now be delayed for many monthsfor another
year) applications are still being taken for
codes, and CMS has graciously agreed to
support our request for an “interventional”
code. We are confident, then, that this will
not create any impediment.

tion, but we have presented alist of five or
more existing specialty codes that do not  Sincetheissuance of the memo on pain management des-
have any approved board or that are not in  ignation, ASIPP has had several contacts with approxi-
the same name as an approved board. Inter- mately 85 congressional members, many administrative
ventional painisboarded asthemost signifi-  officials, and finaly, Honorable Secretary of Health and
cant part of an ABM S-approved board. Human Services, Tommy Thompson, and Honorable Con-
iii. CMSsaysthat it should not recognizeaspe- gressman Ed Whitfield also spoke extensively about this
cialty designation that does not have the issueintheir speeches at the 39 annual ASIPP meeting.
same precise working asaHIPAA code, but
CMS “pain management” designation does We are encouraging al interventional pain physicians to
not match the“ anesthesia/pain medicine” or  enroll in this specialty designation. Despite comments
“painmedicine” HIPAA codes. Inany event, madeby othersto the contrary, we do not oppose adesig-
those HIPAA codes are not yet in use, (re- nation for non-interventional practitioners.
cent indications are that HIPAA codes will

American Society of Interventional Pain Physicians
Call for Manuscripts and Communications

Pain Physician is a quarterly journad which is the officid publication of the American Society of
Interventiona Pain Physicians. It isdevoted entirdly to the practice and devel opment of interventiond
pan medicine. Pain Physcian publishes newsworthy items and ideas dong with origind articles,
clinica reports, review articles, and correspondence thet are relevant to interventional pain medicine.

At thistime, Pain Physician is encouraging the submission of materials for publication.

The subjects may include:
" Interventional Pain Management

Manuscripts may be submitted in the
following categories:

Psychology Original Contributions
Education Reviews
Economics Case Reports

Practice Management Lettersto the Editor

Please check Information for Authorsinthe back of any issue of Pain Physician or goto our web-siteat www.asipp.org.
Submitted manuscripts must follow the guidelines found in Information for Authors to be considered.

For more information call or write:
Bert Fellows, MA, Editor. Pain Physician,
2831 Lone Oak Road, Paducah, Kentucky 42003
Telephone#: (270) 554-8373 Ext.111  Fax#: (270) 554-8987 E-mail: editor@aopma.org

-

Mark your calendar for the 4" Annual ASIPP Meeting and Interventional Pain\
Medicine Symposium  September 21-23, 2002, Washington, D.C.,
Followed by Capitol Hill Visits on September 24, 2002.
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Reply to ASA Newsletter

Interventional Pain Management is the Current Medical Speciality

Inthe June 2001, issue of ASA newsletter, Dr. Lemawrote
a“so-called” explosivearticleentitled: Algology, thenext
medical specialty?intheVentilation section. Hecriticized
ASIPP as a mushrooming organization without focus.

Dr. Lema refused to publish the response from ASIPP
Board, soweare publishing itinthisnewsletter. Theorigi-
nal letter to ASA Newsletter was written and submitted for
publication in July, 2001.

To the Editor,

To say we are a society of different philosophies, but
continue to preach only your way of doing is to say listen
to what I say, but only do what I do!

Interventional pain physiciansacrossthe country read with
interest the ventilations by Dr.Lemain his article: Algol-
ogy —the next medical specialty?, inthe June 2001, issue
of ASA newsletter. While this ventilation, as it is titled,
reflects problems of anesthesi ol ogists doing part time pain
management, it does not reflect the current state of inter-
ventional pain management. The American Society of In-
terventional Pain Physicians (A SIPP), an organization con-
sisting of interventional pain physicianswasdistressed to
find that Dr.Lemanot only compared the American Society
of Interventional Pain Physicians with various organiza-
tions but also described it as part of the mushrooming of
pain societies. We are sure that Dr.Lemaunderstands the
difference between the American Academy of Pain Man-
agement, The American Pain Society, and The American
Academy of Pain Medicine. The American Society of In-
terventional Pain Physicians, in fact was started as the
Association of Pain Management Anesthesiologists.

The second issue is what, in our opinion appears to be
inconsistent information ASA officials. Manuel Bonilla
wrote in the May issue of ASA Newsletter that it was
necessary to spend funds on lobbying related to Man-
aged Care Reform, and Pain Related L egislation. However,
inanother letter that ASIPP received from Mike Scott, who
isthe Director of Governmental Affairs, he stated, perhaps
accurately, that ASA wasinvolved only in the nurse anes-
thetists' supervision issue.

Thirdly, some of the members of ASA in powerful posi-
tions have continuously in our opinion, denigrated the
American Society of Interventional Pain Physicians. ASIPP

initslessthanthreeyear history has cultivated amember-
ship of over 1000 (now over 1200), had significant legisla-
tive achievements and finally, for the first timein history,
has been able to create a specialty designation for pain
management ( Dr.Lemanotes, most of them are anesthesi-
ologists). ASIPP also was able to obtain congressional
legislation to study accessto interventional pain manage-
ment. Further, ASIPP has achieved various other victo-
riesincluding the addition of various codesto ambulatory
surgery centers, increased reimbursement for hospital out-
patient departmentsfor interventional proceduresand has
been instrumental in fighting for various procedures in
multiplestates. For further information visitwww.asipp.org.
We do agree that introducing independent pain practice
bills requires a concerted effort by established groups.
However, we do not agree that representations and lob-
byists of ASA arerespected by congressional legislative
aides more than ASIPP representatives or lobbyists.

Wealso disagree with Dr. Lema s statement that “fraction-
ating efforts may become inefficient and counterproduc-
tive as evidenced by acertain pain society (in what seems
to have been areference to ASIPP), which has spent over
$100,000 in Political Action Committee monies to lobby
against the Healthcare Financing Administration ruling from
a pain specialists perspective’. ASIPP has spent much
more than $100,000 in Political Action Committee monies,
inindividual fundraisingsand personal sacrificesby many
members. Thereis no “fractionating” because there was
nobody else doing it; the whole effort to our knowledge
washby ASIPP. Besides, it hasbeen repeatedly proven that
the efforts of smaller, more focused organizations are,
oftentimes more effective and superior tolarger, more com-
plex organizations because of their flexibility, rapid con-
sensus, decision making and action; qualitiesessential for
adapting to unreasonable deadlines and the fast - paced
environment of political policy making.

In one of the newsletters it was questioned if we need
AMA? We can pose the same question and ask; “do we
need ASA?" It isthe opinion of the Board of ASIPP that
we do need ASA and we want to work together coopera-
tively. However, wewant to stop the pirating of and send-
ing out information that hurts interventional pain physi-
cians. We encourage all anesthesiologists who are mem-
bers of ASIPP to also join ASA if they are not already
members. We continue to work with ASA on multiple
issues.
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AVAILABLE FROM ASIPP

D)

MODEL
COMPLIANCE
PLAN
FOR

PAIN
MANAGEMENT

fComprehensive, up to date manuals which meet JCAHO h
accreditation criteria are available from ASIPP

Specifically designed for Pain
Management Centers and Ambu-
latory Surgery Centers with com-
plete packages. Two volumes
with over 650 pages each. Avail-
able on Disk or hard copy or
both. Easily modifiable to your
organizational needs. When done
just print out and you are ready
to go. This will save you hundreds
of hours and thousands of dollars.

Manual Includes:
Organizational Functions
Patient Focused Functions
Human Resources
Surgical Services

Medicd Staff Bylaws
and much more ...

Comprehensive, up to date, pain management
specific, step-by-step easy to follow manual.

Protect Yourself from Fraud & Abuse
This is the first of such manuals available

Prepared by attorneys at Arent Fox,
Counsel for ASIPP.

Gll proceeds will go to ASIPD

For order information, see the Order Form in the back of this issue
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Goming Soon

“ NEW SOURCES OF INFORMATION FOR INTERVENTIONAL PAIN MEDICINE

MOST COMPREHENSIVE TOOL IN PRACTICE
MANAGEMENT SPECIFICALLY DESIGNED FOR
INTERVENTIONAL PAIN PHYSICIANS BY
INTERVENTIONAL PAIN PHYSICIANS

Edited By: Laxmaiah Manchikanti, MD.

DOCUMENTATION, SAMPLE TOPICS:
CODING. & BIL1LING Fraud and Abuse in Interventional Pain Medicine
—_ e Diagnostic Coding Systems
Coding Compliance
Evaluation and Management Services
Correct Coding Policies
A Proctical Gidde far ¢ ovef ASEY Coding for ASC Facility
ERXEIN TS HIPAA Regulations
Needle Stick Safety
Compliance

e e ()
O |

COMPREHENSIVE AND PRACTICAL
HAND BOOK, WITH UP TO DATE LITERATURE

Edited By: Laxmaiah Manchikanti, Curtis Slipman, Bert Fellows.

SAMPLE TOPICS:

Epidemiology and Risk Factors

Pathophysiology

Lumbar Facet Joint Injections and Neurolysis

Lumbar Discography

Percutaneous Adhesiolysis

Minimally Invasive Surgery

Intrathecal Implantables

Managing Discogenic Pain

Role of endoscopic adhesiolysisin chronic low back pain

AVAILABLE MARCH 2002
ORDER TODAY

(Al proceeds will go to ASIPP )

For order information, see the Order Form in the back of this issue
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ASIPP Capitol Hill Visits and Legislative Agenda

Preservation of interventional pain medicine, communica-
tion with legislators, legislative agenda, and the American
Society of Interventional Pain Physicians—PAC havebeen
cornerstonesof ASIPP. Legislativevisitswere started fol-
lowing the annual meeting in the year 2000 with our mem-
bership visiting 74 congressional representatives. The
board of ASIPP aso has visited the Secretary of Health
and Human Services and amultitude of legislatorsin Feb-
ruary and June 2001. ASIPP alsois continuously focused
on promoting our legisl ative agendathrough Congress to
preserve interventional pain management in all settings.

Following the annual meeting on October 6-8, 2001, sev-
eral membersof ASIPP once again made numerous Capitol
Hill visitsin spite of negative publicity. ASIPP members
visited 80 members of Congress.

Legislative Agenda

ASIPP hasabroad | egislative agendawhich includesthree
issues per year as suggested by Secretary of Health and
Human Services. Theseissuesinclude, but are not limited
to:

1. Preservation of interventional pain medicineinambu-

latory surgery settings where al interventional pain
procedures are facing cuts of over 50% for facility fee
reimbursement. In addition, our agenda includes the
addition of multiple other procedures including dis-
cography, spinal endoscopy, intradiscal electrother-
mal annuloplasty and percutaneous disc decompres-
sion.

2. National Reporting System for controlled substances.

3. Toimproveaccessfor patientsfor spinal cord stimu-
lation and intrathecal delivery systems by permitting
these proceduresto be performed on a cost effective
outpatient basis in hospital outpatient settings and
ambulatory surgery center settings.

While all legislators and administrative officials are ex-
tremely important, key legislative importance liesin three
committees, two inthe House and onein the Senate, namely
Energy and Commerce and Ways and Means Committees
in the House and Finance Committee in the Senate. Each
committee also has health subcommittees, thus it is ex-
tremely important for our legislative agenda to establish
contacts with the members of the health subcommittees
and committeesin general to gain their support

SENATE FINANCE COMMITTEE

Max Baucus (D-MT)
Chairman

John Rockefdler IV (D-WV)
Thomas Daschle (D-SD)
John Breaux (D-LA)

Kent Conrad (D-ND)

Bob Graham (D-FL)

Jeff Bingaman (D-NM)
John Kerry (D-MA)
Robert Torricelli (D-NJ)
Blanche Lincoln (D-AR)

Phil Gramm (R-TX)

Charles Grassley (R-1A) Trent Lott (R-MS)

Orrin Hatch (R-UT) Fred Thompson (R-TN)
Ranking Member Olympia Snowe (R-ME)
Frank Murkowski (R-AK) Jon Kyl (R-AZ)

Don Nickles (R-OK) Craig Thomas (R-WY)

James Jeffords (1-VT)

HOUSE ENERGY AND COMMERCE COMMITTEE

Mary Bono (R-CA)

W.J. Tauzin (R-LA)
Chairman

Richard M. Burr (R-NC)
Vice Chairman

Michad Bilirakis (R-FL)
Joe Barton (R-TX)

Fred Upton (R-MI)

Cliff Stearns (R-FL)

Paul E. Gillmor (R-OH)
Jm Greenwood (R-PA)
Christopher Cox (R-CA)
Nathan Deal (R-GA)
Steve Largent (R-OK)
Edward Whitfield (R-KY)
Greg Ganske (R-1A)

Charles Norwood (R-GA)
Barbara Cubin (R-WY)
John Shimkus (R-IL)
Heather Wilson (R-NM)
John Shadegg (R-AZ)

Charles Pickering, Jr. (R-MS)

Vito Fossdlla (R-NY)

Roy Blunt (R-MO)

Thomas Davis |l (R-VA)
Ed Bryant (R-TN)

Robert Ehrlich, Jr. (R-MD)
Steve Buyer (R-IN)

George Radanovich (R-CA)
Charles Bass (R-NH)
Joseph Pitts (R-PA)

Greg Waden (R-OR)
LeeTerry (R-NE)

John Dingell (D-MI)
Ranking Member
Henry Waxman (D-CA)
Edward Markey (D-MA)
Ralph Hall (D-TX)

Rick Boucher (D-VA)
Edolphus Towns (D-NY)
Frank Pallone, Jr. (D-NJ)
Sherrod Brown (D-OH)
Bart Gordon (D-TN)
Peter Deutsch (D-FL)
Bobby Rush (D-IL)

AnnaEshoo (D-CA)
Bart Stupak (D-MI)
Eliot Engdl (D-NY)
Thomas Sawyer (D-OH)
Albert Wynn (D-MD)
Gene Green (D-TX)
Karen McCarthy (D-MO)
Ted Strickland (D-OH)
Diana DeGette (D-CO)
Thomas Barrett (D-WI)
Bill Luther (D-MN)
Lois Capps (D-CA)
Mike Doyle (D-PA)
Chris John (D-LA)

Jane Harman (D-CA)



William Thomas (R-CA)
Chairman

Philip Crane (R-IL)

E. Clay Shaw, J. (R-FL)
Nancy Johnson (R-CT)

Amory Houghton, Jr. (R-NY) Wes Watkins (R-OK)

Wally Herger (R-CA)
JmMcCrery (R-LA)
Dave Camp (R-MI)
Jm Ramstad (R-MN)
Jim Nussle (R-1A)

HOUSE WAYS AND MEANS COMMITTEE
Sam Johnson (R-TX) Mark Foley (R-FL)

Jennifer Dunn (R-WA) Kevin Brady (R-TX)
Michagl Callins (R-GA) Paul Ryan (R-WI)

Rob Portman (R-OH) CharlesRangel (D-NY)
Philip English (R-PA) Ranking Member

Fortney Stark (D-CA)
Robert Matsui (R-CA)
William Coyne (D-PA)
Sander Levin (D-MI)
Benjamin Cardin (D-MD)
Jim McDermott (D-WA)

J.D. Hayworth (R-AZ)
Jerry Weller (R-IL)
Kenny Hulshof (R-MO)
Scott Mclnnis (R-CO)
Ron Lewis (R-KY)

Jerry Kleczka (D-WI)
John Lewis (D-GA)
Richard Neal (D-MA)
Michael McNulty (D-NY)
William Jefferson (D-LA)
John Tanner (D-TN)
Xavier Becerra(D-CA)
Karen Thurman (D-FL)
Lloyd Doggett (D-TX)
Earl Pomeroy (D-ND)
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i. Senate Finance

John Rockefeller (D-WV)
Chairman

Thomas Daschle (D-SD)
Jeff Bingaman (D-NM)
John Kerry (D-MA)
Robert Torricelli (D-NJ)
Blanche Lincoln (D-AR)
John Breaux (D-LA)
Bob Graham (D-FL)
Olympia Snowe (R-ME)
Phil Gramm (R-TX)
Charles Grassley (R-1A)
Jon Kyl (R-AZ)

Orrin Hatch (R-UT)

Don Nickles (R-OK)
Fred Thompson (R-TN)
Craig Thomas (R-WY)
James Jeffords (1-VT)

MEMBERSHIP OF HEALTH SUBCOMMITTEES

ii. House Energy and Commerce
Michadl Bilirakis (R-FL)
Chairman

Charles Norwood (R-GA)
Vice Chairman

Joe Barton (R-TX)

Fred Upton (R-MI)

Jim Greenwood (R-PA)
Nathan Deal (R-GA)
Richard Burr (R-NC)

Ed Whitfield (R-KY)
Greg Ganske (R-1A)
Barbara Cubin (R-WY)
Heather Wilson (R-NM)
John Shadegg (R-AZ)
Charles Pickering (R-MS)
Ed Bryant (R-TN)

Robert Ehrlich, Jr. (R-MD)
Steve Buyer (R-IN)
Joseph Pitts (R-PA)
Sherrod Brown (D-OH)
Henry Waxman (D-CA)
Ted Strickland (D-OH)
Thomas Barrett (D-WI)
Lois Capps (D-CA)
Ralph Hdl (D-TX)
Edolphus Towns (D-NY)
Frank Pallone, Jr. (D-NJ)
Peter Deutsch (D-FL)
AnnaEshoo (D-CA)

Bart Stupak (D-MI)

Eliot Engd (D-NY)
Albert Wynn (D-MD)

iii. House Ways and Means
Nancy Johnson (R-CT)
Chairwoman

Jm McCrery (R-LA)
Philip Crane (R-IL)

Sam Johnson (R-TX)
Dave Camp (R-MI)

Jm Ramstad (R-MN)
Philip English (R-PA)
Jennifer Dunn (R-WA)
Fortney Stark (D-CA)
Jerry Kleczka (D-WI1)
John Lewis (D-GA)

Jim McDermott (D-WA)
Karen Thurman (D-FL)

All ASTPP members are requested to establish connections with their Congressional representatives and have direct
contacts with all the members of the committee members listed above in the respective committees is extremely

crucial.
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ASIPP FACT SHEET

Mission Statement

To promote the development and practice of safe, high
quality, cost-effective interventional pain medicine tech-
niquesfor the diagnosis and treatment of pain and related
disorders, and to ensure patient access to these interven-

tions.

Goals

1

2.

7.
8.
9.

To preserve coveragefor interventional pain medi-
cine

To advance patient safety, cost effectiveness, and
accountability

To provide state of theart and interventional pain
medicine services

To communicate with legislators, patients, pub-
lic, CMS (HCFA), & third party payors

To uphold high principles, policies, and practices
To pursue excellence in education in interven-
tional pain medicine

To improve practice management

To improve compliance

To eliminate fraud and abuse

10. To providetotal pain care

Major Achievements

1. Speciaty Designation for “Pain Management”

2. Inclusion of nine(9) new or replacement codesin
ASC approved list

3. Approval of new classification for interventional
techniques, with higher reimbursement in Hospi-
tal Out Patient Settings, including Intrathecal
Pumps.

4. CPT codingfor Interventional Pain Management:

Levd |11 CPT codefor Spinal Endoscopy.
A new code for one day Percutaneous
Adhesiolysis.

5. Restoration of reimbursement at ahigher level for
multiple procedures.

6. Approval of lysis of adhesions by Florida M edi-
care, which had been classified as experimental

7. Passage of Bill delaying the implementation of
the Prospective Payment System (PPS) until Janu-
ary 1, 2002, extending phase-in to 4 yearsin 25%
incrementsin conjunction with FASA.

8. Instrumental in the passage of the MedPAC Study
Bill which examinesbarriersto coverage and pay-
ments for outpatient interventional pain proce-
dures.

9. Campaign for Interventional Pain Medicine

Letter campaign on multiple issues-
ASIPP has sent over 18,000 letters to
HCFA, aswell asto legislators
Almost 30 letters of congressional sup-
port on various issues
Meeting with Secretary of HHS, Hon.
Tommy Thompson
ASIPP members met with over 150 con-
gressional members during Capitol Hill
days
Multiple meetings with KEY Congres-
sional contacts and with CMS

10. MedPAC study on accessto Interventional Pain

Management

Multiple presentations revealing barri-
ers to coverage and payment for inter-
ventional pain proceduresto MedPAC

OFFICERS

Laxmaiah Manchikanti, M.D.
President, Executive Director
David S. Kloth, M.D.
Executive Vice President

W. Stephen Minore, M.D.
Vice President - Financial affairs
Bhupinder S. Saini, M.D.

Vice President - Planning
Standiford Helm IT, M.D.
Treasurer

Jose Rivera, M.D.

Secretary

BOARD OF DIRECTORS

Cyrus E. Bakhit, M.D.

Craig Robert DuBois, M.D.
Thomas Dominic Falasca, D.O.
Joseph Fortin, D.O.

Kunnathu P. Geevarghese, M.D.
Kendall E. Hansen, M.D.
Laxmaiah Manchikanti, M.D.
Bentley Akobundu Ogoke, M.D.
Gabor Racz, MD

Vijay Singh, M..D.

Andrea Trescot, M.D.

Kenneth G. Varley, M.D.

Bert Fellows, ML.A.
Coordinator ASIPP

William A. Sarraille, Esq.

Legal Counsel, Arent Fox
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2002 Medicare Fee Schedule

Table. 2002 Medicare Fee Schedule for Physicians, Ambulatory Surgery Centers (Based on 2001), and 2002

Hospital Outpatient Payment for Interventional pain procedures.

Office Setting ASC Hospital Outpatient
CPT Abbreviated Description of Professional Office Total J Professional | Facility | Professional | Facility
Code Procedure or or or or or or
Physician Overhead Physician ASC Physician Hospital
Fee (3) Fee (3) (%) Fee ($) $) Fee (3) $)
20550 | Tendon sheath, ligament, Inj 43.44 20.63 64.07 64.07 -0- 43.44 114.02
20551 | Tendon origin/insertion Inj 47.42 14.11 61.53 61.53 -0- 47.42 114.02
20552 | Single or multiple T.P. Inj 47.42 14.11 61.53 61.53 -0- 47.42 114.02
20553 | Singleor multiple T.P. Inj 47.42 14.11 61.53 61.53 -0- 47.42 114.02
20600 | Smdl-joint injection 39.46 10.86 50.32 50.32 -0- 39.46 114.02
20605 | Intermediate-joint 40.54 14.48 55.02 55.02 -0- 40.54 114.02
20610 | Large-jointinjection 47.42 18.82 66.24 66.24 -0- 47.42 125.73
27096 | S-jointinjection 66.24 308.06 374.30 374.30 -0- 66.24 -0-*
62263 | Epidura adhesiolysis 312.40 111.49 423.89 312.40 323.00 312.40 803.77
62270 | Spina puncture 60.45 130.32 190.77 60.45 323.00 60.45 182.75
62273 | Epidura blood patch 128.87 10.86 139.73 128.87 323.00 128.87 182.75
62280 | Neurolytic subarachnoid 126.70 111.85 238.55 126.70 323.00 126.70 182.75
62281 | Cervical / epi neurolytic 124.53 140.45 264.98 264.98 -0- 124.53 272.85
62282 | Lumbar / epi neurolytic 111.86 179.18 291.04 111.86 323.00 111.86 272.85
62287 | Decompression of nucleus pulposus 499.19 NA NA 499.19 -0- 499.19 692.29
62290 | Lumbar diskography 162.90 158.55 321.45 321.45 -0- 162.90 -0-
62291 | Cervical/thoracic diskography 154.93 182.45 337.38 337.38 -0- 154.93 -0-
62310 | Cervical/thoracic epidural 88.69 118.73 207.42 88.69 323.00 88.69 182.75
62311 | Lumbar/caudal epidural 72.40 139.37 211.77 72.40 323.00 72.40 182.75
62318 | Continuous C/T epi 94.12 122.71 216.83 94.12 323.00 94.12 182.75
62319 | Continuous epi lumbar 86.15 118.38 204.53 86.15 323.00 86.15 182.75
62350 | Implant of catheter 409.05 NA NA 409.05 433.00 409.05 3837.65
62355 | Removal of catheter 323.62 NA NA 323.62 -0- 323.62 751.34
62361 | Implant of non-programmable pump 347.15 NA NA 347.15 433.00 347.15 7103.65
62365 | Removal of reservoir 361.63 NA NA 361.63 433.00 361.63 751.34
63650 | Implant of neurostimulator 368.87 NA NA 368.87 433.00 368.87 13619.87
63660 | Removal of neurostimulator 379.37 NA NA 379.37 323.00 379.37 2155.28
63685 | Implant of pulse generator 439.82 NA NA 439.82 433.00 439.82 15399.99
63688 | Removal of pulse generator 354.03 NA NA 354.03 323.00 354.03 7394.82
64400 | Trigemina nerve block 52.85 87.24 140.09 140.09 -0- 52.85 114.02
64402 | Facia nerve block 64.07 142.27 206.34 206.34 -0- 64.07 114.02
64405 | Greater occipital nerve block 64.07 35.12 99.19 99.19 -0- 64.07 114.02
64413 | Cervica plexus blocks 66.24 90.41 156.65 156.65 -0- 66.24 114.02
64415 | Brachial plexus block 68.05 84.35 152.40 68.05 323.00 68.05 114.02
64417 | Axillary nerve block 69.14 102.44 171.58 69.14 323.00 69.14 114.02
64418 | Suprascapular N.B. 60.81 79.64 140.45 140.45 -0- 60.81 114.02

*Reimbursed to Hospital Outpatient Department for supervision and interpretation of radiology codes
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Office Setting ASC Hospital Outpatient
CPT Abbrevi . Professional Office Total Professional Facility Professional Facility
reviated Description of or or or or or
Code Procedure Physician | Overhead Physician ASOCr ) Physician Hospital
Fee (8) Fee (3) (&) Fee ($) Fee ($) ()]
64420 | Intercostal N.B. single 55.02 76.02 131.04 55.02 323.00 55.02 272.85
64421 | Intercosta N.B. multiple 78.19 91.58 160.77 78.19 323.00 78.19 272.85
64425 | Ilicinguind N.B. 82.17 69.50 151.67 151.67 0 82.17 114.02
64445 | Sciatic nerve block 71.67 42.72 114.39 114.39 Ny 7167 114.02
64450 | Peripheral nerve block 60.81 52.86 113.67 113.67 0 60.81 114.02
64470 | Facet injection-C/T -single 88.69 12814 | 216.83 88.69 323.00 88.60 272.85
64472 | Facet injection-C/T/-addi. 61.90 12923 | 191.13 61.90 323.00 61.90 272.85
64475 | Facet injection-lumbar/sacral-single 68.42 12416 | 19258 68.42 323.00 68.42 272.85
64476 | Facet injection-L/S addi. 47.06 13032 | 177.38 47.06 323.00 47.06 272.85
64479 | CIT Transforamind-single 107.87 13611 | 24398 107.87 323.00 107.87 272.85
64480 | C/T Transforaminal -addi. 77.10 12924 | 206.34 77.10 323.00 77.10 272.85
64483 | L/S Transforamind single 93.39 14046 | 23385 93.39 323.00 93.39 272.85
64484 | L/S Transforaminal addi. 65.52 13213 | 19765 65.52 323.00 65.52 272.85
64505 | Sphenopalatine ganglion block 64.80 7457 139.37 139.37 -0- 64.80 114.02
64510 | Stellate ganglion block 56.11 82.17 138.28 56.11 323.00 56.11 272.85
64520 | L/T sympathetic block 62.99 11511 | 17810 62.99 323.00 62.99 272.85
64530 | Celiac plexus block 73.85 97.73 171.58 73.85 323.00 73.85 272.85
64600 ’G'&L‘;'gic'”ige“i rdl-small 209.59 3331 | 24200 | 209550 323.00 209.59 803.77
64605 | Neurolytic-trigemina-2/3 division 327.24 26.06 353.30 327.24 323.00 327.24 803.77
64610 ';‘V?LO' ytic-trigeminal-at foramen 451.04 NA NA 451.04 323.00 451.04 803.77
64612 r':';?/;o' ytic block-muscles of facial 133.94 48.87 182.81 182.81 -0- 133.94 114.02
64613 I’)r']eu‘ifg“c block-cervical spinal 128.15 12.30 140.45 140.45 -0- 128.15 114.02
64620 | Intercostal neurolysis 13321 83.62 216.83 13321 323.00 13321 803.77
64622 | L/S Facet neurolysis-single 14154 14588 | 287.42 14154 323.00 14154 803.77
64623 | L/S Facet neurolysis-addi. 46.70 13068 | 177.38 46.70 323.00 46.70 803.77
64626 | CIT/ Facet neurolysis-sngle 155.66 12814 | 28380 155.66 323.00 155.66 803.77
64627 | CIT Facet neurolysis- addi 55.38 12480 | 180.27 55.38 323.00 55.38 803.77
64630 | Pudendal nerve neurolysis 146.24 100.64 | 246.88 146.24 433.00 146.24 272.85
64640 | Peripheral neurolysis 166.15 70.59 236.74 236.74 -0- 166.15 272.85
64680 | Celiac plexus neurolysis 127.78 77.11 204.89 127.78 433.00 127.78 803.77
72275 | Epidurography radiological S&I 36.20 78.55 114.75 114.75 0- 36.20 266.74
72285 | CIT Diskography, radiologica S& | 58.28 30118 | 350.46 359.46 -0 58.28 266.74
72295 | L/S Diskography, radiological S& | 41.99 28235 | 324.34 324.34 0 41.99 266.74
73542 | SO arthrography — rediologica 28.60 7565 | 10425 | 10425 -0 28.60 131.84
76005 | Fluoroscopic guidance 28.96 47.06 76.02 28.96 -0- 28.96 -0-

NA — Not approved
Not applicable

*Reimbursed to Hospital Outpatient Department for supervision and interpretation of radiology codes
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Positions Available

PAIN MANAGEMENT OPPORTU-
NITY, PADUCAH, KENTUCKY: BEx-
cellent opportunity for an Interven-
tional Pain Specialist in an accredited
multidisciplinary pain management and
ambul atory surgery practice. Position
includes pain management at two clin-
ics and outpatient anesthesia with
clinical research. No Anesthesia Call.
Medium size city with advanced medi-
cal community. Excellent recreational
opportunities and lifestyle. Excellent
benefit packagewith early partnership
or immediate partnership for a quali-
fied candidate.Send your current CV
to:Laxmaiah Manchikanti, M.D.
2831 Lone Oak Road Paducah, Ken-
tucky, 42003 E-Mail: drm@asipp.org

INTERVENTIONAL PAIN PHYSI-
CIAN: Join our thriving regional cen-
ter of excellence in pain management,
spinal diagnostics and muscul oskel-
etal health. Thisstate of theart facility
which features onsite fluoro-scopy
suite, CT, MRI and electro-diagnos-
ticsisunder thedirection of Joseph D.
Fortin, D.O., Medicd Director of STAR,
and Clinical Professor of PM&R at In-
diana University. Perform all image-
guided procedures (discography,
epidurals, facet and sacroiliac blocks),
implantable pumps and stimulation
units, aswell as peripheral jointinjec-
tions / arthrography. Participate as a
faculty member in workshopsand semi-
nars. Become an author/contributor in
our numerous publications and excit-
ing national and international research
endeavors. CandidatesBoard Certified
in Anesthesia or Physiatry can look
forward to an area with a booming
economy, agreat placeto raise afam-
ily, excellent public and private school
systems, universities and community
colleges. Send CV to: Dr. Joseph
Fortin, Medical Director, 7230 Engle
Road Ste 210, Fort Wayne, IN 46804
Phone: (219) 459-7313.

PAIN PHYSICIAN WANTED CEN-
TRAL OHIO: Fellowshiptrained pain
management physician BC, BE, needed
tojoin ahighly trained group of Ohio
Physicians. Offering multimode treat-
ment for all types of chronic and can-
cer pain. Excellent compensation and
benefits commensurate with experi-
ence. knowledge of advancetherapies
needed. Please contact: 740-375-
0200.

PAIN PHYSICIAN WANTED, SAN
DIEGO: Seeking full time BE/BC pain
management specialist to join mature,
growing state-of-the-art pain manage-
ment group. Partnership Opportunity
Excellent Benefits & Compensation
Program. Fax cover letter and CV to:
760-934-6494

INTERVENTIONAL PAIN MAN-
AGEMENT PHYSICIAN WANTED:
Growing private Pain Management
practice specializing in the diagnosis
and treatment of back and spinal pain,
has animmediate opening for an anes-
thesiologist whoisBE/BCin pain man-
agement. Medical director of clinicis
nationally known educator ininterven-
tional pain management and minimally
invasive spinal medicine and surgery,
and will train candidate in | atest diag-
nostic and therapeutic procedures. Ex-
cellent career opportunity with busy
practicein central Indianawith strong
referral base. Indianapolis is the 12t
largest metropolitan areain U.S. with
high quality of lifeand family-oriented
community. The areahasawide vari-
ety of sports, arts, and cultural activi-
ties, with a stable and diverse
economy. Send CV to:
Midwest Pain Institute, 13431
Old Meridian St., #190, Carmel, IN
46032, phone: (866) 815-8950 Attn:
Michael Ryan. E-mail:mryan@mid
westpain.net.

PAIN PHYSICIAN WANTED : Inter-
ventional Pain Management Asso-
ciates EImira, NY / Finger Lakes Re-
gion Busy Progressive Private Pain
Practice / Expanding, Excellent Re-
ferral Source Base, Multi-Discipline
Setting, 2 Flouroscopic Procedure
Suites, Competitivesalary & Benefit
Package, Partnership opportunity
offered. Must betrained in most ad-
vanced inter-ventional procedures.
Board certification in pain manage-
ment required for partnership.Send
CV: Interventional Pain Manage-
ment Associates, 11 Prospect Ridge,
Horseheads, NY-14845.

LOUISVILLE, KENTUCKY: Position
openfor Aggressive/Board Certified/
Board Eligible Anesthesia/Pain Man-
agement M.D.In thriving pain
mangement practice. Attractive
Finnacial Package Including: Mal-
practice Insurance, Health Insur-
ance, Retirement Plan with no vest-
ing period. To inquire about this
wonderful career opportunity call:
(502) 897-3500 Ext.11 OR

Fax Resume to (502) 721-7991.

ANESTHESIA / PAIN MANAGE-
MENT CENTRAL CONNECTICUT:
Immediate full-time/part-time oppor-
tunity exists for a BC/BE pain man-
agement specialist. This outstand-
ing opportunity will allow you to
become part of thegrowinginter dis-
ciplinary, hospital based, CARF Ac-
credited, pain management center
whose services include a full spec-
trum of anesthesiology based pain
management techniques, psychol-
ogy and physical rehab. Competi-
tive salary and benefits package. We
encourage you to call us at:
800-892-3846, or fax your CV to
(860)585-3086.
Email:cbourbeau@brishosp.chime.org

For more information about CLASSIFIED ADVERTISING in PAIN PHYSICIAN
cal BERT FELLOWS (270) 554-9412 OR e-mail to editor@.asipp.org
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American Society of
Interventional Pain Physicians
3| Since 1998

2831 Lone Oak Road Professional Membership Application

Paducah, Kentucky 42003
(270) 554-9412, fax: (270) 554-8987

The Voice of www.asipp.org
Interventional
Pain Medicine

Please type or print

1. Name
Last First Mi

Organization Home Address:

Address: City: State: Zip

City: State: Zip: Phone: Fax:

Phone: Fax: Email:

Email: Preferred Mailing Address: Organization [ ] Home| |
2. Personal Data: (for statistical purposes only) Date of Birth / / [ 1 Male [ ]Female

Medical Degree: [ 1MD [ 1DO [ ] other (specify)

3. lam currently certified by the following board(s)

[ 1 American Board of Anesthesiology [ 1 American Board of PMR
[ 1 American Board of Psychiatry and Neurology [ 1 ABA Subspecialty in Pain Management
[ ]1Other ABMS Primary Board(s)

4. Member of American Medical Association [ 1]

5. What percentage of your clinical practice is in the field of Interventional Pain Management: [ ] 0% [ ] 1-49% [ ] 50-100%

6. Primary professional practice setting (please check all that apply): [ ] Ambulatory surgery [ 1 Hospital [ ] Office practice

7. | hereby make application for

O Active Membership — Must be a physician specializing in Pain Management, Spinal Injections or Neural Blockade.

Life Membership dues $5,000.00 or $500.00 each month for 1 year

Annual Membership dues $ 200.00

Fellows and Residents $ 100.00

Additional contribution $ 100.00 $250.00 $500.00 $1000.00 Other
Total - Dues and/or contributions $

O Associate Membership—Non-Pain Management Physicians, Scientists, Nurses, Physician Assistants, Nurse Practitioners,
Administrators, Pharmacists, Physical Therapists and Psychologists, etc. (associated with active practice of Pain Management)

Annual Associate Membership dues $ 100.00
8. State Society Information
[ 1 lam a member of State Association(s)
[ 1 laminterested in joining State Association(s)

[ 1 lam notinterested in joining or working with the State Association(s)

9. METHOD OF PAYMENT

Check # (Payable to ASIPP)

Billmy: [ ] Mastercard [ ] Visa [ 1 Discover [ 1 American Express

Credit Card # Exp. Date

Authorized Signature (Required on all credit card orders)
10. Signature of Applicant Date Sponsoring Member:

(Not Required - For Statistical Purposes Only)
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For your convenience, please photocopy thisform

Mail to: American Society of Interventional Pain Physicians
2831 Lone Oak Road
Paducah, Kentucky 42003
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FOR OFFICE USE ONLY

Phone: (270) 554-9412
Fax: (270) 554-8987

See our on-line ordering form at www.asipp.org

Description Product Code Quantity U]vl[lietmpgiec: Unilt\/[l’erni.cbeeljon- Total
Model Compliance Plan M CP $250.00 $450.00
Subscription to Pain Physician Journal and News- One Y ear SUB-1 Free $100.00
Pain Management Policy & Procedure Manual - Hard Copy PM-HC $400.00 $600.00
Pain Management Policy & Procedure Manual - Computer Disk PM-CD $400.00 $600.00
Pain Management Policy & Procedure Manual - Both Hard Copy & Computer Disk PM-B $500.00 $700.00
Ambulatory Surgery Policy & Procedure Manual - Hard Copy ASC-HC $400.00 $600.00
Ambulatory Surgery Policy & Procedure Manual - Computer Disk ASC-CD $400.00 $600.00
éirglkzulatory Surgery Policy & Procedure Manual - Both Hard Copy & Computer ASC-B $500.00 $700.00
Membership Dues (Fill out Membership Application Form) Fellogl%rofeoegident A;fggigtg $’;8‘$Y§0
Back Issues Pain Physician Journal Per Issue (Postage Included ) BIPP-J $20.00 $40.00
2001 "Real" New Millennial Guidelines Issue of Pain Physician BIPP-JG $20.00 $40.00
ASIPP Guidelines on CD-ROM AG-CD $20.00 $40.00
Back Issues Pain Physician News (Newsletter) Per Issue BIPP-N $10.00 $20.00
Pain Management Evaluation Report ® PMER® $2,000 $2,500
Interventional Pain Medicine: Documentation, Coding, & Billing: Book DCB- Book $200.00 $250.00
Interventional Pain Medicine: Documentation, Coding, & Billing : Book and CD DCB-BCD $225.00 $275.00
Low Back Pain: Diagnosis and Treatment an Interventional Approach : Book LBP- Book $150.00 $200.00
Low Back Pain: Diagnosis and Treatment an Interventional Approach: Book and CD LBP- BCD $175.00 $225.00
Subtotal
Bill my: [1 Master Card T Visa KY Residents add 6% Sales Tax
") Discover ) American Express Postage & Handling”
Grand Total
Acct. #
Month Year
DD DD Please M ake ChecksPayableto ASIPP
Expiration Date Signature

(required on all credit card orders)

For Policy and Procedure Manuals (Hard Copy), you will receive the entire two (2) volume set together with instructions

* Add: $20.00 shipping and handling for each policy and procedure manual & $10.00 for each model compliance program

Add: $5.00 shipping and handling for each computer disk order

Ship to:

Name:

Street Address

Daytime Phone:

City State Zip

Area Code Number
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