
In the face of the progressive implementation of the Affordable Care Act (ACA), a significant 
regulatory regime, and the Merit-Based Incentive Payment System (MIPS), the Centers for 
Medicare and Medicaid Services (CMS) released its proposed 2017 hospital outpatient 
department (HOPD) and ambulatory surgery center (ASC) payment rules on July 14, 2016, 
and the physician payment schedule was released July 15, 2016. U.S. health care costs 
continue to increase, occupying 17.5% of the gross domestic product (GDP) in 2014 and 
surpassing $3 trillion in overall health care expenditure. Solo and independent practices face 
unique challenges and many are being acquired by hospitals or larger groups. This transfer 
of services to hospital settings is indisputably leading to an increase in the net cost to the 
system. 

Comparison of facility payments for interventional techniques in HOPD, ASC, and in-office 
settings shows wide variation for multiple interventional techniques. Major discrepancies in 
payment schedules are related to higher payments for hospitals than comparable treatments 
in in-office settings and ASCs. In-office procedures, which have been converted to ASC 
procedures, are reimbursed at as high as 1,366% higher than ASCs and 2,156% higher 
than in-office settings. The Medicare Payment Advisory Commission (MedPAC) has made 
recommendations on avoiding the discrepancies and site-of-service differentials in in-office 
settings, hospital outpatient settings, and ASCs. These have not been implemented by CMS. 
In addition, there have been slow reductions in reimbursements over the recent years, which 
continue to accumulate, leading to significant reductions in payments

In conclusion, equalization of site-of-service differentials will simultaneously improve 
reimbursement patterns for interventional pain management procedures, increase access 
and quality of care, and finally, reduce costs for CMS, extending Medicare solvency.
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U .S. health care costs represented 17.5% of 
the gross domestic product (GDP) in 2014, 
with a $3 trillion health care expenditure and 

individual expenses, increasing to $9,523 (1-3). The 

Affordable Care Act (ACA) has increased the number 
of insured Americans without a clear improvement in 
quality of care. In quality ratings among 11 developed 
countries, the United States went from fifth in 2004 to 
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recommendation is that Medicare should base payment 
rates on the resources needed to treat patients in the 
most efficient setting, adjusting for differences in pa-
tient severity, to the extent severity differences affect 
costs. The OIG of Health and Human Services (HHS) also 
made similar recommendations as MedPAC (35-37). 
Several of the authors of this review outlined a simi-
lar approach for interventional pain management (51). 
However, payment rates are set in different manners 
for HOPDs, ASCs, and physician offices. 

The Centers for Medicare and Medicaid Services 
(CMS) sets payment rates for physicians and other prac-
titioner services in the Medicare physician fee schedule, 
also known as the PFS, based on American Medical As-
sociation (AMA) Current Procedural Terminology (CPT) 
coding and Specialty Society Relative Value Update 
Committee (RUC) systems (35-42,52-54). In contrast, 
payment rates for most HOPD services are based on the 
outpatient prospective payment system (OPPS), deter-
mined by Medicare (38,42). ASC rates are also deter-
mined by Medicare based on prospective payment sys-
tem as a percentage of OPPS (40,42). Consequently, for 
services provided in HOPDs and ASCs, Medicare makes 
2 payments that involve physicians’ professional fees 
and a PFS and a facility fee for the HOPD or ASC under 
the OPPS or ASC payment system. This applies for all 
types of surgical and non-surgical services. To further 
complicate matters, an outpatient facility that has pro-
vider-based status is considered part of the hospital and 
provider-based status is available for hospital-owned 
entities that meet criteria rules, such as being located 
on the hospital campus or off campus but within 3 to 
5 miles. Recently, the administration has proposed this 
facility designation be available to only those services 
provided within the hospital campus (41,42). In general, 
the non-facility rate is higher than the facility rate in 
the PFS because physicians’ practice costs are higher 
when physicians provide care in their offices due to di-
rect costs such as equipment, supplies, and staff result-
ing in higher overhead costs. Thus, when a physician 
provides a service in an office setting, Medicare makes a 
single payment for all the services provided in an office, 
including the facility or overhead expenses and physi-
cian fee.

MedPAC has explored the differences between 
payments for evaluation and management (E/M) and 
multiple other services provided in a freestanding phy-
sician office and an HOPD. They noted an over 50% 
higher payment in an HOPD than in an office setting 
for E/M services and 141% more for certain echocardio-

eleventh in 2014 in overall rating (4). Along with overall 
health care spending, Medicare spending continues to 
increase. The ACA and subsequent regulations (1-24), 
while seemingly bending the cost curve, has not led 
to actual reductions in cost (1-4,11,12,25-34). Multiple 
services are provided in various settings including 
inpatient settings, outpatient hospital settings, 
ambulatory surgical centers (ASCs), physician offices, 
and other outpatient settings. The Medicare Payment 
Advisory Commission (MedPAC) and the Office of 
Inspector General (OIG) report have focused on 
equalizing the payment differences across ambulatory 
settings to attain significant savings (35,36,37). 

In 2014, Medicare fee-for-service (FFS) paid 4,700 
hospitals a total of $173 billion for 9.7 million Medicare 
inpatient admissions, 193 million outpatient services, 
and $9.4 billion of uncompensated care costs, repre-
senting a 4% increase in hospital spending from 2013 
(38). Medicare also paid $69.2 billion for physician and 
other health professional services, accounting for 16% 
of FFS Medicare spending (39). Approximately 892,000 
clinicians billed Medicare, of which 576,000 were phy-
sicians and 315,000 were nurse practitioners, physician 
assistants, therapists, chiropractors, and other practitio-
ners (39). Medicare also paid $3.8 billion to ASCs for 
3.4 million FFS Medicare beneficiaries treated in 5,400 
ASCs (40).

On July 14 and July 15, 2016, Medicare released its 
proposed fee schedule for physician and clinical services 
(41) and for hospital outpatient departments (HOPDs) 
and ASCs (42). Almost all interventional techniques are 
performed in outpatient settings (43-50). This review is 
undertaken to assess the new proposed payment rules 
for 2017 and compare them in multiple settings for in-
terventional pain management (41,42).

Interaction of Ambulatory Health Care 
Payment Systems 

Medicare payment rates continue to vary for the 
same ambulatory services provided to similar patients 
in different settings, such as physician’s offices, HOPDs, 
and ASCs (2,35-51). In 2012, MedPAC recommended 
that if the same service can be safely provided in differ-
ent settings, a prudent purchaser should not pay more 
for that service in one setting than in another (35,36). 
MedPAC was also concerned that payment variations 
across settings may encourage arrangements among 
providers that result in care being provided in high 
paid settings, thereby increasing total Medicare spend-
ing and beneficiary cost sharing. Thus, the MedPAC’s 
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gram services. In a recent report to the Congress, Med-
PAC once again expressed concern about the growth 
in outpatient hospital services which in part reflected 
incentives to shift patients to higher cost sites of care 
(38). From 2000 to 2014, the use of outpatient services 
increased by 3.7% per Medicare Part B beneficiary. Fur-
ther, over the past 8 years, the cumulative increase was 
44%. They also showed that approximately one quarter 
of the growth in outpatient volume in 2014 was due to 
an increase in the number of E/M visits billed as outpa-
tient services. This growth in part reflects hospitals pur-
chasing freestanding physician practices and convert-
ing the billing from the PFS to the higher paying HOPD 
visits. From 2012 to 2014, hospital-based E/M visits per 
beneficiary grew by 16%, compared with a 1% decline 
in visits to physician’s offices. Other categories of ser-
vices, such as echocardiograms and nuclear cardiology, 
are also shifting to hospital-based billing. Hospitals are 
also performing a large number of outpatient surgical 
services.

Thus, MedPAC and OIG explored a policy that 
would equalize payment rates for certain ambulatory 
surgical procedures between HOPDs and ASCs includ-
ing interventional pain management procedures. It has 
been shown that HOPDs are reimbursed at 85% to 90% 
more than ASCs for multiple interventional techniques 
(35-42), and as high as 2,156% more than in-office set-
tings (35-37,41,42,51).

The migration of these services is not only increas-
ing costs, but are also leading to the diminution of 
independent practices (32). Solo physician practices 
have declined from 54% in 1980 to 17% in 2014 and 
independent practices have declined from 62% in 2008 
to 35% in 2014 (Fig. 1) (55). With the implementation 
of meaningful use (MU), Physician Quality Reporting 
System (PQRS), Merit-Based Incentive Payment System 
(MIPS), ACA, Accountable Care Organizations (ACOs), 
and International Classification of Diseases, 10th Revi-
sion, Clinical Modification (ICD-10-CM), independent 
practices are coming under even greater pressure (4-
34,56-75). The percentage of workers with employer-
based single coverage without an annual limit on out-
of-pocket spending and the rate of change in real per 
enrollee spending by payer have declined significantly, 
a combination which dictates that provider payments 
are declining rapidly (6-10). Historically, HOPD pay-
ments were low in early 2000s and at the time ASIPP 
presented a classification to preserve the hospital prac-
tice of interventional pain management. This classifi-
cation included multiple nerve block groups as shown 
in Table 1 based on complexity, facility, personnel, and 
equipment requirements (43,76,77). CMS changed 
some components of this classification over the ensu-
ing years. Overall, HOPD payments skyrocketed based 
on the payment classification from $165 to $181 in 2001 
to $573 to $1,557 in 2017 with significant decreases in 

Survey of 20,000 U.S. Physicians Shows 80% of Doctors are Over-Extended or at Full Capacity, Demonst
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Fig. 1. Solo and independent practices. 

Source: The Physicians Foundation. 2014 Survey of America’s Physicians. Practice Patterns & Perspectives. September 2014. www.physicians-
foundation.org/uploads/default/2014_Physicians_Foundation_Biennial_Physician_Survey_Report.pdf (55)
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ASC and in-office payments.
Despite recommendations from MedPAC to equal-

ize payments across various settings (35,36), in 2016, 
they have recommended against updating ASC pay-
ments (38-42). Despite the differences in payments, sur-
gical services have been moving from inpatient to hos-

pital outpatient with a significant proportion of services 
provided by ASCs and physician offices (44-47,50,78). A 
survey of the ASC industry showed that 70% of growth 
in ASCs from 2000 to 2017 is the result of moving pro-
cedures from HOPDs into the less expensive ASC setting 
(78); however, the trend may be reversed in 2017 and 
2018 with significantly more practices moving out of in-
dependent practices or being integrated into hospital 
systems (4-15,32,57-62). In a report describing 2011 ASC 
financial and operational research (50), interventional 
pain management was the third most frequent catego-
ry of services performed behind gastroenterology and 
orthopedics with ophthalmology a close fourth. How-
ever, payment per case was approximately 20% to 30% 
of other specialties for pain management. This report 
also showed the proportion of outpatient surgery con-
tinues to increase compared to inpatient surgery even 
though a significant proportion of them are performed 
in HOPDs as shown in Fig. 2 (50). Similarly, there has 
been shift in interventional pain management services 
from facility/HOPD to office settings over the years and 
the majority of the cases moving from HOPD to oth-
er settings, even though expenses seem to be high in 
HOPD settings (44-49). Figure 3 shows the shifting of 
epidural services from HOPDs to ASCs and offices (48). 
In addition, Tables 2 and 3 show the variable costs in 
different settings for interventional pain management 
procedures (35-37,44,47,79). Recent data looking at 3 
interventional pain management categories showed a 
decline in overall services in the past 3 years (Table 4) 
(45,46).

Hospital Outpatient Department 
Payment System 

The Medicare FFS program paid acute care hospitals 
$54 billion for outpatient care with an average annual 
increase of 8% from 2006 to 2013 and 11% increase 
from 2013 to 2014 (38). Similarly, outpatient spending 
per FFS beneficiary grew by 11%, driving a 4% increase 
in overall Medicare inpatient and outpatient payments 
in 2014. Figure 4 shows Medicare inpatient discharges 
per beneficiary continue to decline, whereas outpatient 
visits per beneficiary continue to increase. MedPAC in-
dicated that the growth in outpatient hospital services 
in part reflects incentives to shift patients to higher cost 
sites of care. Table 5 shows the proposed 2017 HOPD 
rates for commonly used interventional techniques. 
The fee schedule ranges from approximately 300% to 
2,156% higher than office facility payments except for 
augmentation procedures which are higher in office 

Table 1. Ambulatory payment classification for interventional 
techniques in HOPD settings as proposed by ASIPP and 
accepted by CMS.

Source(s): Manchikanti L, Boswell MV. Interventional techniques 
in ambulatory surgical centers: A look at the new payment system. 
Pain Physician 2007; 10:627-650 (43); Department of Health and Hu-
man Services, Health Care Financing Administration. 42 CFR Part 
419. Medicare Program; Prospective Payment System for Hospital 
Outpatient Services; Interim Final Rule. November 13, 2000 (76); and 
Manchikanti L. Interventional pain medicine: A specialty in the new 
millennium. Pain Physician 2001; 4:296-304 (77).
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settings, but lower in ASC settings as show in Tables 5-8. 
The payments are 85% higher for most commonly per-
formed ASC procedures and as high as 1,366% higher 
for the procedures which were considered as office pro-
cedures and now allowed to be performed in HOPDs 
and ASCs (i.e., CPT 20526 to 20610, 64450, and other 

procedures). Even though hospitals provide services in 
the majority of the cases, similar to offices and infe-
rior to ASCs, they are reimbursed at much higher levels. 
Further, payments for ASCs are derived from ambula-
tory payment classification (APC) systems, which are 
based on hospital expenses, which are derived in the 

Fig. 2. ASC industry trends.
Source: Intellimarker Multi-Specialty ASC Study: Ambulatory Surgical Centers Financial & Operational Benchmarking Study, Sixth Ed. 
VMG Health, November 2011. http://www.vmghealth.com/Downloads/VMG_Intellimarker11.pdf

Fig. 3. Geographic display of  pattern of  epidural services provided by place of  services for Medicare Beneficiaries from 2002 to 
2014. 
Source(s):Manchikanti L, Pampati V, Falco FJE, Hirsch JA. Growth of spinal interventional pain management techniques: Analysis of utilization trends 
and Medicare expenditures 2000 to 2008. Spine (Phila Pa 1976) 2013; 38:157-168 (44); Manchikanti L, Pampati V, Hirsch JA. Utilization of interventional 
techniques in managing chronic pain in Medicare population from 2000 to 2014: An analysis of patterns of utilization. Pain Physician 2016; 19:E531-E546 
(45); Manchikanti L, Pampati V, Falco FJE, Hirsch JA. An updated assessment of utilization of interventional pain management techniques in the Medicare 
population: 2000 – 2013. Pain Physician 2015; 18:E115-E127 (46); and Manchikanti L, Pampati V, Hirsch JA. A retrospective cohort study of utilization 
patterns of epidural injections for spinal pain in U.S. fee-for-service Medicare population from 2000 to 2014. BMJ 2016; in press (48). 
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Table 2. Characteristics of  spinal interventional techniques by place of  service.

Adapted with permission from Manchikanti L, Pampati V, Falco FJE, Hirsch JA. Growth of spinal interventional pain management tech-
niques: Analysis of utilization trends and Medicare expenditures 2000 to 2008. Spine (Phila Pa 1976) 2013; 38:157-168 (44).
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Table 3. Characteristics of  average charges per patient, per visit, and per procedure code by place of  service.

Adapted with permission from Manchikanti L, Pampati V, Falco FJE, Hirsch JA. Growth of spinal interventional pain manage-
ment techniques: Analysis of utilization trends and Medicare expenditures 2000 to 2008. Spine (Phila Pa 1976) 2013; 38:157-168 
(44).
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majority of the cases based on these procedures being 
performed in nonoperative surgery suites. While this 
reduces the costs of HOPDs, it also significantly reduces 
the reimbursement patterns for ASCs. 

The majority of the interventional pain manage-
ment procedures in HOPDs are performed outside the 
surgical suite, whereas the majority of the ASC proce-
dures are performed in surgical suites. Despite these 
differences, hospitals are reimbursed over 85% more 

Table 4. Utilization/frequency of  interventional techniques in the fee-for-service Medicare population from 2000 to 2014.

Epidural and 
adhesiolysis 
procedures

Facet joint 
interventions and SI 

joint blocks

Disc Procedures 
and other types of  

nerve blocks
Utilization of  all interventional techniques*

Services
(Facility %)

Rate
Services

(Facility %)
Rate

Services
(Facility %)

Rate
Services

(Facility %)
% of  Change 

in services
Rate

% of  Change 
in Rate

2000 860,787
(79%) 2,172 424,796

(67%) 1,072 183,912
(87%) 464 1,469,495

(72%) 3,708

2001 1,013,552
(78%) 2,531 543,509

(62%) 1,357 203,395
(87%) 508 1,760,456

(69%) 19.8% 4,396 18.6%

2002 1,199,324
(74%) 2,961 708,186

(58%) 1,748 275,542
(81%) 680 2,183,052

(64%) 24.0% 5,390 22.6%

2003 1,370,862
(71%) 3,333 884,035

(53%) 2,150 304,426
(80%) 740 2,559,323

(60%) 17.2% 6,223 15.5%

2004 1,637,494
(65%) 3,924 1,354,242

(46%) 3,245 343,311
(79%) 823 3,335,047

(54%) 30.3% 7,992 28.4%

2005 1,776,153
(65%) 4,180 1,501,222

(47%) 3,533 383,324
(78%) 902 3,660,699

(54%) 9.8% 8,614 7.8%

2006 1,870,440
(63%) 4,316 1,896,688

(40%) 4,376 378,996
(75%) 874 4,146,124

(49%) 13.3% 9,567 11.1%

2007 1,940,454
(62%) 4,384 1,820,695

(46%) 4,113 349,978
(73%) 791 4,111,127

(52%) -0.8% 9,288 -2.9%

2008 2,041,155
(61%) 4,495 1,974,999

(46%) 4,349 417,257
(70% 919 4,433,411

(51%) 7.8% 9,763 5.1%

2009 2,136,035
(59%) 4,664 2,111,700

(46%) 4,611 397,944
(69%) 869 4,645,679

(49%) 4.8% 10,143 3.9%

2010 2,226,486
(57%) 4,746 1,937,582

(48%) 4,130 414,909
(62%) 884 4,578,977

(52%) -1.4% 9,760 -3.8%

2011 2,309,906
(58%) 4,782 2,064,227

(50%) 4,274 441,540
(61%) 914 4,815,673

(48%) 5.2% 9,970 2.2%

2012 2,324,563
(58%) 4,621 2,159,057

(50%) 4,292 464,354
(57%) 923 4,947,974

(53%) 2.7% 9,837 -1.3%

2013 2,278,790
(58%) 4,391 2,197,766

(51%) 4,235 456,394
(51%) 879 4,932,950

(53%) -0.3% 9,505 -3.4%

2014 2,273,104
(57%) 4,249 2,370,000

(50%) 4,430 382,800
(47%) 716 5,025,904

(52%) 1.9% 9,394 -1.2%

Change 165% 96% 458% 313% 108% 54% 242% 153%

Average 7.2% 4.9% 13.1% 10.7% 5.4% 3.1% 9.2% 6.9%
Rate - IPM services per 100,000 Medicare Beneficiaries
*(Excluding continuous epidurals, intraarticular injections, trigger point and ligament injections, peripheral nerve blocks, vertebral augmentation 
procedures, and implantables)

than ASCs for the procedures which are approved for 
ASCs and as high as 1,366% more for the procedures 
which are based on the physician payment schedule, 
except in a few circumstances. In addition, payments to 
HOPDs are 400% to 2,156% higher than to offices. 

A significant reduction has been proposed for ky-
phoplasty (26.4%), with a minor increase of 1.2% for 
vertebroplasty. There are significant differences among 
the fee schedules also. Ironically, the reimbursements 
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Fig. 4. Medicare inpatient discharges per beneficiary continued to decline as outpatient visits per beneficiary continued to increase. 

are higher in office settings over HOPD and ASC. Since 
ASC reimbursements are based on a percentage of 
HOPD payment, ASCs also suffer with these CPT codes.

It is ironic that if a procedure is performed at one 
level in an HOPD setting for thoracic or lumbar kypho-
plasty ($5,199.03), offices are reimbursed ($6,658.82) at 
$1,459.79 higher, or 28% more, than hospital settings. 
Further, offices are also reimbursed for add-on codes, 
which is not so for HOPDs. This translates into the dif-
ference for office overhead of $4135.60 or a 107.6% 
higher reimbursement for a 2-level procedure in an 
office setting. ASIPP believes that hospital payments 
should be increased for these procedures.

In 2016, percutaneous epidural adhesiolysis CPT 
codes 62263 and 62264 were transferred from the 
original nerve block classification group in which it 
was classified along with radiofrequency neurotomy 
and other major procedures to a lower intensity group. 
Consequently, the reimbursement rates for HOPDs have 
declined 13.5% from 2016 to 2017, similar to epidural 
injections in 2017. There is moderate to good evidence 

for clinical and cost-effectiveness of percutaneous ad-
hesiolysis (47,80-85) 

ASIPP requested that CMS reconsider this rate struc-
ture and utilize the original nerve block classifications 
in which percutaneous adhesiolysis is classified along 
with radiofrequency neurotomy procedures which are 
reimbursed in 2017 at $1,557, an increase of 11.8%. 
Based on this, physician in-office reimbursement as well 
as ASC reimbursement also may be adjusted. 

Ambulatory Surgical Center Payment 
System 

An ASC is a distinct entity that primarily provides 
all patient procedures to patients who do not require 
an overnight stay after the procedure. Medicare has 
covered and paid for surgical procedures provided in 
ASCs since 1982 (40). Now, Medicare covers about 3,400 
procedures under the ASC payment system. To receive 
payments from Medicare, ASCs must meet Medicare’s 
conditions of coverage, which specify standards for ad-
ministration of anesthesia, quality evaluation, operat-
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Table 5. 2017 HOPD proposed payment rates. 

CPT Description 2007 2016 2017P
% of Change from

2016 2007

20526 Injection, therapeutic, carpal tunnel $139.00 $223.76 $231.04 -3.15% -39.84%

20550 tendon sheath, ligament injection $139.00 $223.76 $231.04 -3.15% -39.84%

20551 Tendon origin/insertion injection $139.00 $223.76 $231.04 -3.15% -39.84%

20552 Single or multiple trigger point(s), one or two muscle group(s) $139.00 $223.76 $231.04 -3.15% -39.84%

20553 Single or multiple trigger point(s), three or more muscle groups $139.00 $223.76 $231.04 -3.15% -39.84%

20600 Small joint injection $139.00 $223.76 $231.04 -3.15% -39.84%

20605 Intermediate joint injection $139.00 $223.76 $231.04 -3.15% -39.84%

20610 Major joint injection $139.00 $223.76 $231.04 -3.15% -39.84%

22510 Vertebroplasty (Cervicothoracic) $1,544.67 $2,395.59 $2,424.86 -1.21% -36.30%

22511 Vertebroplasty (Lumbosacral) $1,544.67 $2,395.59 $2,424.86 -1.21% -36.30%

22513 Kyphoplasty, thoracic $4,092.54 $7,064.07 $5,199.03 35.87% -21.28%

22514 Kyphoplasty, lumbar $4,092.54 $7,064.07 $5,199.03 35.87% -21.28%

62263 Percutaneous epidural adhesiolysis - 2 or 3 days $748.08 $822.10 $711.01 15.62% 5.21%

62264 Percutaneous epidural adhesiolysis – 1 day $748.08 $822.10 $711.01 15.62% 5.21%

62270 Spinal puncture, diagnostic $139.00 $585.17 $572.60 2.20% -75.72%

62272 Spinal puncture, therapeutic $139.00 $585.17 $572.60 2.20% -75.72%

62273 Epidural, blood patch $351.92 $585.17 $572.60 2.20% -38.54%

62287 Disc decompression $2,037.79 $3,396.78 $4,104.85 -17.25% -50.36%

62350 Tunneled intrathecal or epidural catheter for long-term medication $1,895.64 $3,396.78 $4,104.85 -17.25% -53.82%

62355 Removal or previously implanted intrathecal or epidural catheter $748.08 $1,392.56 $1,556.99 -10.56% -51.95%

62360 Implant or replacement; subcutaneous reservoir $6,923.28 $15,350.22 $15,507.38 -1.01% -55.35%

62361 Implantation or replacement of non-programmable pump $10,720.36 $15,350.22 $15,507.38 -1.01% -30.87%

62362 Implant spine infusion pump; programmable pump, including prepa-
ration of pump, with or without programming $10,720.36 $15,350.22 $15,507.38 -1.01% -30.87%

62365 Remove spine infusion device; programmable pump, including prepa-
ration of pump, with or without programming $2,037.79 $3,396.78 $4,104.85 -17.25% -50.36%

62367 Electronic analysis of programmable pump $177.90 $241.18 $255.38 -5.56% -30.34%

62368 Electronic analysis of programmable pump with reprogramming $177.90 $241.18 $255.38 -5.56% -30.34%

623X5 Cervical or Thoracic interlaminar epidural injection(s); without 
fluoro $572.60

623X6 Cervical or Thoracic interlaminar epidural injection(s); with fluoro $572.60

623X7 Lumbar or caudal epidural injection(s); without fluoro $572.60

623X8 Lumbar or caudal interlaminar epidural injection(s); with fluoro $572.60

623X9 Cervical or thoracic continuous epidural Injection(s),; without fluoro $711.01

62X10 Cervical or thoracic continuous epidural Injection(s),; with fluoro $711.01

62X11 Lumbar or caudal continuous epidural Injection(s); without fluoro $711.01

62X12 Lumbar or caudal continuous epidural Injection(s); with fluoro $711.01

630X1 Endoscopic decompression of lumbar spine $5,199.03

63650 Implant neuroelectrodes $3,477.28 $5,244.37 $5,839.83 -10.20% -40.46%

63655 Implant neuroelectrodes $5,175.40 $17,359.37 $17,533.66 -0.99% -70.48%

63661 Remove spine eltrd perq aray $1,392.56 $1,556.99 -10.56%

63662 Remove spine eltrd plate $2,188.64 $2,665.24 -17.88%

63663 Remove spine eltrd perq aray $5,244.37 $5,839.83 -10.20%

63664 Remove spine eltrd plate $17,533.66
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63685 Implant neuroreceiver $11,164.12 $26,728.39 $26,701.46 0.10% -58.19%

63688 Revise/remove neuroreceiver $2,186.43 $2,188.64 $2,665.24 -17.88% -17.96%

64400 Injection, Trigeminal nerve block $139.00 $223.76 $231.04 -3.15% -39.84%

64402 Facial nerve block $139.00 $91.18 $265.56 -65.67% -47.66%

64405 Greater occipital nerve block $139.00 $223.76 $231.04 -3.15% -39.84%

64408 Vagus nerve block $139.00 $223.76 $231.04 -3.15% -39.84%

64410 Phrenic nerve block $351.92 $585.17 $572.60 2.20% -38.54%

64413 Cervical plexus block $139.00 $585.17 $572.60 2.20% -75.72%

64415 Brachial plexus block $139.00 $822.10 $711.01 15.62% -80.45%

64417 Axillary nerve block $139.00 $585.17 $572.60 2.20% -75.72%

64418 Suprascapular nerve block $139.00 $585.17 $572.60 2.20% -75.72%

64420 Intercostal, single block $139.00 $585.17 $572.60 2.20% -75.72%

64421 Intercostal, multiple, regional nerve block $351.92 $585.17 $572.60 2.20% -38.54%

64425 Ilioinguinal, Iliohypogastric nerve block $139.00 $585.17 $572.60 2.20% -75.72%

64445 Sciatic nerve block $139.00 $585.17 $572.60 2.20% -75.72%

64450 Other peripheral nerve or branch block $139.00 $223.76 $572.60 -60.92% -75.72%

64479 Cervical transforaminal epidural injections $390.95 $585.17 $572.60 2.20% -31.72%

64483 Lumbar/sacral transforaminal epidural injections $390.95 $585.17 $711.01 -17.70% -45.01%

64490 Cervical and thoracic facet joint injections, 1st Level $390.95 $822.10 $711.01 15.62% -45.01%

64493 Paravertebral facet joint or facet joint nerve; lumbar/sacral, 1st Level $390.95 $822.10 $711.01 15.62% -45.01%

64505 Injection, sphenopalatine ganglion $139.00 $223.76 $231.04 -3.15% -39.84%

64510 Injection, Stellate ganglion (cervical sympathetic) $390.95 $585.17 $572.60 2.20% -31.72%

64520 Injection, lumbar or thoracic (paravertebral sympathetic) $390.95 $585.17 $711.01 -17.70% -45.01%

64530 Celiac plexus block, with or without radiologic monitoring $390.95 $822.10 $711.01 15.62% -45.01%

64600 Destruction by neurolytic agent, trigeminal nerve $748.08 $822.10 $711.01 15.62% 5.21%

64605 Destruction by neurolytic agent, trigeminal nerve; second and third 
division branches at foramen ovale $748.08 $1,392.56 $1,556.99 -10.56% -51.95%

64610 Destruction by neurolytic agent, trigeminal nerve; second and third 
division branches at foramen ovale under radiologic monitoring $748.08 $1,392.56 $1,556.99 -10.56% -51.95%

64612 Chemodenervation of muscle(s); muscle(s) innervated $139.00 $223.76 $231.04 -3.15% -39.84%

64620 Intercostal nerve - neurolysis $748.08 $822.10 $711.01 15.62% 5.21%

64630 Pudendal nerve - neurolysis $351.92 $822.10 $711.01 15.62% -50.50%

64633 Paravertebral facet joint nerve; C/T, single level - - neurolysis $748.08 $1,392.56 $1,556.99 -10.56% -51.95%

64635 Paravertebral facet joint nerve; L/S, single level - - neurolysis $748.08 $1,392.56 $1,556.99 -10.56% -51.95%

64640 Other peripheral nerve or branch - - neurolysis $351.92 $822.10 $711.01 15.62% -50.50%

64680 Celiac plexus - - neurolysis $390.95 $822.10 $711.01 15.62% -45.01%

72265 Contrast x-ray, lower spine $157.01 $667.93 $440.92 51.49% -64.39%

72270 Contrast x-ray of spine $157.01 $667.93 $440.92 51.49% -64.39%

72285 Discography C/T Radiological supervision and interpretation $982.00 $2,718.83 $1,556.99 74.62% -36.93%

72295 Discography lumbar radiological supervision and interpretation $982.00 $2,718.83 $1,556.99 74.62% -36.93%

73525 Hip, arthrography, radiological supervision and interpretation $226.91 $351.71 $440.92 -20.23% -48.54%

76000 Fluoroscopic examination $79.34 $191.97 $218.74 -12.24% -63.73%

G0260 Sacroiliac joint, arthrography $351.92 $585.17 $572.60 2.20% -38.54%

Table 5. (cont) 2017 HOPD proposed payment rates. 
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Table 6. 2017 ASC proposed payment rates. 

CPT Description 2007 2016 2017P
% of  Change from

2016 2007

20526 Injection, therapeutic, carpal tunnel $39.76 $39.38 -0.96%

20550 tendon sheath, ligament injection $30.09 $23.63 -21.47%

20551 Tendon origin/insertion injection $31.52 $31.87 1.11%

20552 Single or multiple trigger point(s), one or two muscle group(s) $30.09 $30.08 -0.03%

20553 Single or multiple trigger point(s), three or more muscle groups $35.10 $35.09 -0.03%

20600 Small joint injection $22.57 $22.56 -0.04%

20605 Intermediate joint injection $24.00 $23.63 -1.54%

20610 Major joint injection $29.01 $28.64 -1.28%

22510 Vertebroplasty (Cervicothoracic) $1,339.00 $1,339.58 $1,213.15 -9.44% -9.40%

22511 Vertebroplasty (Lumbosacral) $1,339.00 $1,339.58 $1,213.15 -9.44% -9.40%

22513 Kyphoplasty, thoracic $3,532.70 $2,681.86 -24.08%

22514 Kyphoplasty, lumbar $3,532.70 $2,681.86 -24.08%

62263 Percutaneous epidural adhesiolysis - 2 or 3 days $333.00 $459.71 $382.99 -16.69% 15.01%

62264 Percutaneous epidural adhesiolysis – 1 day $333.00 $459.71 $382.99 -16.69% 15.01%

62270 Spinal puncture, diagnostic $139.00 $327.22 $308.43 -5.74% 121.89%

62272 Spinal puncture, therapeutic $139.00 $327.22 $308.43 -5.74% 121.89%

62273 Epidural, blood patch $333.00 $327.22 $308.43 -5.74% -7.38%

62287 Disc decompression $1,339.00 $1,899.43 $1,882.09 -0.91% 40.56%

62350 Tunneled intrathecal or epidural catheter for long-term medication $446.00 $1,899.43 $1,882.09 -0.91% 321.99%

62355 Removal or previously implanted intrathecal or epidural catheter $446.00 $778.70 $783.40 0.60% 75.65%

62360 Implant or replacement; subcutaneous reservoir $446.00 $12,887.49 $12,039.46 -6.58% 2599.43%

62361 Implantation or replacement of non-programmable pump $446.00 $12,887.49 $12,774.99 -0.87% 2764.35%

62362 Implant spine infusion pump; programmable pump, including prepa-
ration of pump, with or without programming $446.00 $12,887.49 $12,829.26 -0.45% 2776.52%

62365 Remove spine infusion device; programmable pump, including 
preparation of pump, with or without programming $446.00 $1,899.43 $1,882.09 -0.91% 321.99%

62367 Electronic analysis of programmable pump $23.28 $22.56 -3.09%

62368 Electronic analysis of programmable pump with reprogramming $31.88 $30.79 -3.42%

623X5 Cervical/thoracic interlaminar epidural injection(s); without fluoro $0.00 $308.43

623X6 Cervical/thoracic interlaminar epidural injection(s); with fluoro $0.00 $308.43

623X7 Lumbar or caudal epidural injection(s); without fluoro $0.00 $308.43

623X8 Lumbar or caudal interlaminar epidural injection(s); with fluoro $0.00 $308.43

623X9 Cervical or thoracic continuous epidural Injection(s),; without fluoro $0.00 $382.99

62X10 Cervical or thoracic continuous epidural Injection(s),; with fluoro $0.00 $382.99

62X11 Lumbar or caudal continuous epidural Injection(s),; Without fluoro $0.00 $382.99

62X12 Lumbar or caudal continuous epidural Injection(s),; With fluoro $0.00 $382.99

630X1 Endoscopic Decompression of Lumbar Spine $3,623.63

63650 Implant neuroelectrodes $446.00 $3,993.90 $4,534.35 13.53% 916.67%

63655 Implant neuroelectrodes $14,797.32 $14,069.64 -4.92%

63661 Remove spine eltrd perq aray $778.70 $783.40 0.60%

63662 Remove spine eltrd plate $1,223.86 $1,435.63 17.30%

63663 Remove spine eltrd perq aray $3,993.90 $4,643.16 16.26%

63664 Remove spine eltrd plate $3,993.90 $12,923.68 223.59%

63685 Implant neuroreceiver $446.00 $21,258.56 $21,540.41 1.33% 4729.69%
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63688 Revise/remove neuroreceiver $333.00 $1,223.86 $1,435.63 17.30% 331.12%

64400 Trigeminal nerve, any division or branch block $82.75 $81.28 -1.78%

64405 Greater occipital nerve block $63.04 $61.58 -2.32%

64408 Vagus nerve block $52.30 $63.73 21.85%

64410 Phrenic nerve block $333.00 $327.22 $308.43 -5.74% -7.38%

64413 Cervical plexus block $73.07 $71.97 -1.51%

64415 Brachial plexus block $139.00 $459.71 $382.99 -16.69% 175.53%

64417 Axillary nerve block $139.00 $327.22 $308.43 -5.74% 121.89%

64418 Suprascapular nerve block $97.07 $94.52 -2.63%

64420 Intercostal, single block $139.00 $327.22 $308.43 -5.74% 121.89%

64421 Intercostal, multiple, regional nerve block $333.00 $327.22 $308.43 -5.74% -7.38%

64425 Ilioinguinal, Iliohypogastric nerve block $67.34 $64.81 -3.76%

64445 Sciatic nerve block $82.03 $78.77 -3.97%

64450 Other peripheral nerve or branch block $52.30 $51.56 -1.41%

64479 Cervical transforaminal epidural injections $333.00 $327.22 $308.43 -5.74% -7.38%

64483 Lumbar/sacral transforaminal epidural injections $333.00 $327.22 $382.99 17.04% 15.01%

64490 Cervical/thoracic facet joint injections, 1st Level $333.00 $459.71 $382.99 -16.69% 15.01%

64493 Paravertebral facet joint or facet joint nerve; lumbar/sacral, 1st Level $333.00 $459.71 $382.99 -16.69% 15.01%

64505 Injection, sphenopalatine ganglion $53.01 $52.63 -0.72%

64510 Injection, Stellate ganglion (cervical sympathetic) $333.00 $327.22 $308.43 -5.74% -7.38%

64520 Injection, lumbar or thoracic (paravertebral sympathetic) $333.00 $327.22 $382.99 17.04% 15.01%

64530 Celiac plexus block, with or without radiologic monitoring $333.00 $459.71 $382.99 -16.69% 15.01%

64600 Destruction by neurolytic agent, trigeminal nerve $333.00 $459.71 $382.99 -16.69% 15.01%

64605 Destruction by neurolytic agent, trigeminal nerve; second and third 
division branches at foramen ovale $333.00 $778.70 $783.40 0.60% 135.26%

64610 Destruction by neurolytic agent, trigeminal nerve; second and third 
division branches at foramen ovale under radiologic monitoring $333.00 $778.70 $783.40 0.60% 135.26%

64612 Chemodenervation of muscle(s); muscle(s) innervated $73.43 $72.32 -1.51%

64620 Intercostal nerve - neurolysis $333.00 $459.71 $382.99 -16.69% 15.01%

64630 Pudendal nerve - neurolysis $351.92 $459.71 $382.99 -16.69% 8.83%

64633 Paravertebral facet joint nerve; cervical/thoracic, single level 
- - neurolysis $333.00 $778.70 $783.40 0.60% 135.26%

64635 Paravertebral facet joint nerve; lumbar/sacral, single level 
- - neurolysis $333.00 $778.70 $783.40 0.60% 135.26%

64640 Other peripheral nerve or branch - - neurolysis $88.48 $86.29 -2.48%

64680 Celiac plexus - - neurolysis $390.95 $459.71 $382.99 -16.69% -2.04%

G0260 (27096) Sacroiliac joint, arthrography $333.00 $327.22 $308.43 -5.74% -7.38%

Table 6 (cont.). 2017 ASC proposed payment rates. 

ing and recovery rooms, medical staff, nursing services, 
and other aspects of care (38,40,41). Facility payment 
for ASCs is similar to HOPDs which bundles nursing, re-
covery care, anesthetics, and supplies, through a system 
that is primarily linked to the OPPS, which Medicare 
uses to set payment rates for most services provided in 

HOPDs (38,40,41). The ASC payment system is also partly 
linked to the PFS (38,39,41). The ASC system underwent 
substantial revisions in 2008 (86). The most significant 
changes included a substantial increase in the number 
of surgical procedures covered, allowing ASCs to bill 
separately for certain ancillary services, and making 
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Table 7. Proposed physician payment schedule for top codes for interventional procedures.

CPT Description
2016 2017 Proposed

% of  change
 from 2016

Non-
Facility

Facility
Non-

Facility
Facility

Non-
Facility

Facility

20526 Injection, therapeutic, carpal tunnel $79.18 $59.47 $79.06 $59.74 -0.15% 0.45%

20550 Tendon sheath, ligament injection $60.19 $42.99 $54.02 $40.78 -10.25% -5.14%

20551 Tendon origin/insertion injection $61.98 $44.07 $61.18 $43.29 -1.30% -1.77%

20552 Single or multiple trigger point(s), one or two muscle group(s) $56.25 $39.05 $56.17 $38.99 -0.15% -0.15%

20553 Single or multiple trigger point(s), three or more muscle groups $64.85 $44.43 $64.40 $44.00 -0.70% -0.95%

20600 Small joint injection $48.73 $36.54 $48.65 $36.49 -0.15% -0.15%

20605 Intermediate joint injection $51.23 $38.34 $50.44 $37.92 -1.54% -1.08%

20610 Major joint injection $61.62 $47.65 $61.18 $47.58 -0.73% -0.15%

22510 Vertebroplasty (Cervicothoracic) $1,803.93 $469.35 $1,684.65 $450.05 -6.61% -4.11%

22511 Vertebroplasty (Lumbosacral) $1,786.02 $440.68 $1,669.27 $422.50 -6.54% -4.13%

22512 Vertebroplasty - Additional $1,001.03 $218.19 $960.20 $215.72 -4.08% -1.13%

22513 Kyphoplasty, thoracic $7,504.15 $560.71 $7,198.31 $539.49 -4.08% -3.78%

22514 Kyphoplasty, lumbar $7,495.91 $522.73 $7,160.03 $501.21 -4.48% -4.12%

22515 Kyphoplasty, Additional $4,541.90 $236.82 $4,369.21 $233.61 -3.80% -1.36%

27093 Injection procedure for HIP arthrography – without anesthesia $191.32 $72.73 $188.18 $71.91 -1.64% -1.13%

27095 Injection procedure for HIP arthrography – with anesthesia $247.21 $85.63 $245.42 $85.86 -0.73% 0.27%

27096 Sacroiliac joint, arthrography $165.52 $87.42 $160.99 $85.86 -2.74% -1.78%

62263 Percutaneous epidural adhesiolysis - 2 or 3 days $669.98 $351.47 $613.54 $333.07 -8.42% -5.24%

62264 Percutaneous epidural adhesiolysis – 1 day $437.10 $248.65 $425.37 $244.70 -2.68% -1.59%

62268 Percutaneous aspiration, spinal cord cyst or syrinx $269.07 $266.17 -1.08%

62269 Biopsy of spinal cord, percutaneous needle $280.17 $274.75 -1.94%

62270 Spinal puncture, diagnostic $162.30 $80.61 $159.91 $80.49 -1.47% -0.15%

62272 Spinal puncture, therapeutic $207.44 $87.06 $203.20 $86.58 -2.04% -0.56%

62273 Epidural, blood patch $179.14 $118.59 $174.58 $116.98 -2.54% -1.35%

62287 Disc decompression $589.01 $588.86 -0.03%

62290 Discography each level: lumbar $343.23 $179.14 $333.07 $175.30 -2.96% -2.14%

62291 Discography each level: C/T $339.65 $176.99 $334.50 $174.22 -1.52% -1.56%

62350 Tunneled intrathecal or epidural catheter for long-term 
medication 

$419.19 $411.41 -1.85%

62355 Removal or previously implanted intrathecal or epidural catheter $275.52 $275.11 -0.15%

62360 Implant or replacement; subcutaneous reservoir $327.11 $318.76 -2.55%

62361 Implantation or replacement of device for epidural drug infu-
sion; non-programmable pump

$377.63 $439.32 16.34%

62362 Implant spine infusion pump; programmable pump, including 
preparation of pump, with or without programming

$405.21 $396.75 -2.09%

62365 Remove spine infusion device; programmable pump, including 
preparation of pump, with or without programming

$310.27 $306.95 -1.07%

62367 Electronic analysis of programmable pump $42.64 $26.51 $41.14 $25.76 -3.50% -2.85%

62368 Electronic analysis of programmable pump with reprogramming $58.40 $36.54 $57.24 $36.49 -1.99% -0.15%

623X5 Cervical or Thoracic interlaminar epidural injection(s); without 
fluoro

$155.98 $104.82

623X6 Cervical or Thoracic interlaminar epidural injection(s); with 
fluoro

$238.26 $113.41
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623X7 Lumbar or caudal epidural injection(s); without fluoro $145.25 $90.87

623X8 Lumbar or caudal interlaminar epidural injection(s); with fluoro $233.61 $103.75

623X9 Cervical or thoracic continuous epidural Injection(s),; without 
fluoro

$137.02 $95.52

62X10 Cervical or thoracic continuous epidural Injection(s),; with 
fluoro

$211.43 $110.19

62X11 Lumbar or caudal continuous epidural Injection(s),; Without 
fluoro

$143.82 $94.09

62X12 Lumbar or caudal continuous epidural Injection(s),; With fluoro $214.65 $99.81

630X1 Endoscopic decompression of lumbar spine $688.31

63650 Implant neuroelectrodes $1,370.42 $429.93 $1,325.83 $422.50 -3.25% -1.73%

63655 Implant neuroelectrodes $859.87 $858.96 -0.11%

63661 Remove spine eltrd perq aray $596.18 $333.20 $589.57 $331.64 -1.11% -0.47%

63662 Remove spine eltrd plate $872.05 $867.19 -0.56%

63663 Remove spine eltrd perq aray $818.31 $471.85 $797.07 $464.00 -2.60% -1.66%

63664 Remove spine eltrd plate $896.41 $894.74 -0.19%

63685 Implant neuroreceiver $381.21 $376.71 -1.18%

63688 Revise/remove neuroreceiver $383.36 $382.44 -0.24%

64400 Trigeminal nerve, any division or branch block $130.77 $73.45 $128.79 $72.98 -1.52% -0.63%

64402 Facial nerve block $133.64 $81.33 $135.95 $83.00 1.73% 2.05%

64405 Greater occipital nerve block $103.54 $65.21 $102.32 $65.11 -1.18% -0.15%

64408 Vagus nerve block $107.48 $78.46 $121.28 $89.44 12.83% 13.99%

64410 Phrenic nerve block $128.98 $73.09 $137.73 $77.99 6.79% 6.71%

64412 Spinal accessory nerve block

64413 Cervical plexus block $130.41 $83.84 $129.51 $83.71 -0.70% -0.15%

64415 Brachial plexus block $124.68 $68.07 $118.06 $66.54 -5.31% -2.25%

64417 Axillary nerve block $136.50 $74.52 $129.15 $71.91 -5.39% -3.51%

64418 Suprascapular nerve block $149.04 $79.18 $146.32 $77.99 -1.83% -1.50%

64420 Intercostal, single block $115.72 $70.58 $111.98 $69.40 -3.24% -1.67%

64421 Intercostal, multiple, nerve block $155.13 $95.30 $151.33 $93.73 -2.45% -1.65%

64425 Ilioinguinal, Iliohypogastric nerve block $136.50 $97.09 $133.80 $96.24 -1.98% -0.88%

64430 Pudendal nerve block $141.88 $84.91 $138.09 $83.00 -2.67% -2.25%

64445 Sciatic nerve block $140.80 $75.24 $137.38 $74.41 -2.43% -1.10%

64450 Other peripheral nerve or branch block $81.69 $47.29 $80.85 $46.51 -1.02% -1.66%

64479 Cervical transforaminal epidural injections $242.20 $137.22 $237.55 $135.95 -1.92% -0.93%

64480 Cervical transforaminal epidural injections add-on $116.08 $65.57 $114.12 $65.11 -1.69% -0.69%

64483 Lumbar/sacral transforaminal epidural injections $225.36 $116.80 $220.37 $115.91 -2.21% -0.76%

64484 Lumbar/sacral transforaminal epidural injections add-on $90.29 $54.10 $88.01 $52.95 -2.52% -2.13%

64490 Cervical/thoracic facet joint injections, 1st Level $195.62 $110.71 $191.40 $109.47 -2.16% -1.12%

64491 Cervical/thoracic facet joint injections, 2nd Level $96.38 $62.70 $94.45 $61.89 -2.00% -1.29%

64492 Cervical/thoracic facet joint injections, 3rd Level $97.09 $63.42 $95.16 $62.61 -1.99% -1.28%

64493 Paravertebral facet joint or facet joint nerve; Lumbar/sacral, 1st 
Level

$177.71 $94.94 $173.15 $93.02 -2.56% -2.03%

Table 7 (cont.). Proposed physician payment schedule for top codes for interventional procedures.
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64494 Paravertebral facet joint or facet joint nerve; Lumbar/sacral, 2nd 
Level

$89.21 $54.10 $87.65 $53.66 -1.75% -0.81%

64495 Paravertebral facet joint or facet joint nerve; Lumbar/sacral, 3rd 
Level

$89.57 $54.82 $88.01 $54.38 -1.75% -0.80%

64505 Injection, anesthetic agent; sphenopalatine ganglion $107.13 $89.93 $107.68 $90.51 0.52% 0.65%

64510 Injection, anesthetic agent; Stellate ganglion (cervical sympathetic) $131.49 $76.67 $128.07 $75.13 -2.60% -2.01%

64520 Injection, anesthetic agent; lumbar or thoracic (paravertebral 
sympathetic)

$192.04 $84.20 $187.10 $83.00 -2.57% -1.42%

64530 Celiac plexus block, with or without radiologic monitoring $196.70 $96.02 $190.68 $93.73 -3.06% -2.38%

64600 Destruction by neurolytic agent, trigeminal nerve; supraorbital, 
infraorbital, mental, or inferior alveolar branch

$403.78 $228.58 $399.25 $227.17 -1.12% -0.62%

64605 Destruction by neurolytic agent, trigeminal nerve; second and 
third division branches at foramen ovale

$773.17 $429.93 $619.98 $357.75 -19.81% -16.79%

64610 Destruction by neurolytic agent, trigeminal nerve; second and third 
division branches at foramen ovale under radiologic monitoring

$769.94 $512.34 $758.79 $507.65 -1.45% -0.92%

64612 Chemodenervation of muscle(s); muscle(s) innervated by facial 
nerve (eg, for blepharospasm, hemifacial spasm)

$135.07 $121.10 $133.08 $119.49 -1.47% -1.33%

64620 Destruction by neurolytic agent, intercostal nerve $211.03 $178.42 $207.50 $176.01 -1.67% -1.35%

64630 Destruction by neurolytic agent; pudendal nerve $238.97 $199.56 $235.04 $196.76 -1.64% -1.40%

64633 Paravertebral facet joint nerve; cervical/thoracic, single level 
- neurolysis

$434.95 $235.39 $422.86 $231.11 -2.78% -1.82%

64634 Paravertebral facet joint nerve; cervical/thoracic, single level - addl $195.62 $71.30 $189.97 $70.12 -2.89% -1.65%

64635 Paravertebral facet joint nerve; Lumbar/sacral, single level 
-  neurolysis

$429.93 $232.16 $418.57 $228.25 -2.64% -1.69%

64636 Paravertebral facet joint nerve; Lumbar/sacral, single level - addl $177.71 $62.34 $172.79 $61.89 -2.76% -0.72%

64640 Destruction by neurolytic agent; other peripheral nerve or branch $136.15 $96.02 $133.80 $95.16 -1.72% -0.89%

64680 Destruction by neurolytic agent, with or without radiologic 
monitoring; celiac plexus

$317.79 $171.97 $308.74 $168.50 -2.85% -2.02%

72285 Diskography cervical/thoracic radiological supervision and 
interpretation

$115.72 $113.41 -2.00%

72295 Diskography lumbar radiological supervision and interpretation $99.96 $98.02 -1.94%

73525 Hip, arthrography, radiological supervision and interpretation $102.47 $101.60 -0.85%

76000 Fluoroscopic examination $47.65 $47.58 -0.15%

76942 Ultrasonic guidance for needle placement $61.98 $61.53 -0.72%

77002 Needle localization by xray $93.87 $85.14 -9.3%

99201 Office/outpatient visit new $44.43 $27.23 $43.65 $26.83 -1.76% -1.46%

99202 Office/outpatient visit new $75.60 $50.88 $75.13 $50.80 -0.62% -0.15%

99203 Office/outpatient visit new $109.28 $77.75 $109.11 $77.99 -0.15% 0.31%

99204 Office/outpatient visit new $166.24 $131.49 $165.28 $130.94 -0.58% -0.42%

99205 Office/outpatient visit new $208.52 $170.90 $208.21 $171.01 -0.15% 0.06%

99211 Office/outpatient visit established $20.06 $9.32 $20.03 $9.30 -0.15% -0.15%

99212 Office/outpatient visit established $44.07 $25.80 $43.65 $25.76 -0.96% -0.15%

99213 Office/outpatient visit established $73.45 $51.59 $73.34 $51.52 -0.15% -0.15%

99214 Office/outpatient visit established $108.20 $79.18 $108.40 $79.42 0.18% 0.30%

99215 Office/outpatient visit established $145.82 $111.78 $145.96 $112.69 0.10% 0.81%

Table 7 (cont.). Proposed physician payment schedule for top codes for interventional procedures.
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Table 8. 2017 proposed payment rates in various settings.

CPT Description
Physician 
Payment

Office 
Overhead

ASC 
Payment

HOPD
Payment

HOPD 
paid more 
than ASC 

(%)

HOPD 
paid more 
than Office 
Overhead 

(%)

20526 Injection, therapeutic, carpal tunnel $59.74 $19.32 $39.38 $231.04 486.69% 1095.95%

20550 Tendon sheath, ligament injection $40.78 $13.24 $23.63 $231.04 877.74% 1645.44%

20551 Tendon origin/insertion injection $43.29 $17.89 $31.87 $231.04 624.95% 1191.63%

20552 Single or multiple trigger point(s), one or two 
muscle group(s) $38.99 $17.17 $30.08 $231.04 668.09% 1245.45%

20553 Single or multiple trigger point(s), three or 
more muscle groups $44.00 $20.39 $35.09 $231.04 558.42% 1033.00%

20600 Small joint injection $36.49 $12.16 $22.56 $231.04 924.11% 1799.45%

20605 Intermediate joint injection $37.92 $12.52 $23.63 $231.04 877.74% 1745.18%

20610 Major joint injection $47.58 $13.59 $28.64 $231.04 706.70% 1599.51%

22510 Vertebroplasty (Cervicothoracic) $450.05 $1,234.60 $1,213.15 $2,424.86 99.88% 96.41%

22511 Vertebroplasty (Lumbosacral) $422.50 $1,246.76 $1,213.15 $2,424.86 99.88% 94.49%

22513 Kyphoplasty, thoracic $539.49 $6,658.82 $2,681.86 $5,199.03 93.86% -21.92%

22514 Kyphoplasty, lumbar $501.21 $6,658.82 $2,681.86 $5,199.03 93.86% -21.92%

G0260 (27096) Sacroiliac joint, arthrography $85.86 $75.13 $308.43 $572.60 85.65% 662.17%

62263 Percutaneous epidural adhesiolysis - 2 or 3 
days $333.07 $280.48 $382.99 $711.01 85.65% 153.50%

62264 Percutaneous epidural adhesiolysis – 1 day $244.70 $180.66 $382.99 $711.01 85.65% 293.55%

62270 Spinal puncture, diagnostic $80.49 $79.42 $308.43 $572.60 85.65% 620.97%

62272 Spinal puncture, therapeutic $86.58 $116.63 $308.43 $572.60 85.65% 390.97%

62273 Epidural, blood patch $116.98 $57.60 $308.43 $572.60 85.65% 894.13%

62287 Disc decompression $588.86 $1,882.09 $4,104.85 118.10%

62350 Tunneled intrathecal or epidural catheter for 
long-term medication $411.41 $1,882.09 $4,104.85 118.10%

62355 Removal of previously implanted intrathecal 
or epidural catheter $275.11 $783.40 $1,556.99 98.75%

62360 Implant or replacement, subcutaneous 
reservoir $318.76 $12,039.46 $15,507.38 28.80%

62361 Implantation or replacement of non-program-
mable pump $439.32 $12,774.99 $15,507.38 21.39%

62362 Implant spine infusion pump, ; programmable 
pump, including preparation of pump, with or 
without programming

$396.75 $12,829.26 $15,507.38 20.88%

62365 Remove spine infusion device; programmable 
pump, including preparation of pump, with or 
without programming

$306.95 $1,882.09 $4,104.85 118.10%

62367 Electronic analysis of programmable pump $25.76 $15.38 $22.56 $255.38 1032.00% 1560.11%

62368 Electronic analysis of programmable pump 
with reprogramming $36.49 $20.75 $30.79 $255.38 729.43% 1130.77%

623X5 Cervical or Thoracic interlaminar epidural 
injection(s); without fluoro $104.82 $51.16 $308.43 $572.60 85.65% 1019.27%

623X6 Cervical or Thoracic interlaminar epidural 
injection(s); with fluoro $113.41 $124.86 $308.43 $572.60 85.65% 358.61%

623X7 Lumbar or caudal epidural injection(s); 
without fluoro $90.87 $54.38 $308.43 $572.60 85.65% 953.00%



Pain Physician: September/October 2016; 19:E957-E984

E974 	 www.painphysicianjournal.com

CPT Description
Physician 
Payment

Office 
Overhead

ASC 
Payment

HOPD
Payment

HOPD 
paid more 
than ASC 

(%)

HOPD 
paid more 
than Office 
Overhead 

(%)

623X8 Lumbar or caudal interlaminar epidural 
injection(s); with fluoro $103.75 $129.86 $308.43 $572.60 85.65% 340.92%

623X9 Cervical or thoracic continuous epidural 
Injection(s),; without fluoro $95.52 $41.50 $382.99 $711.01 85.65% 1613.31%

62X10 Cervical or thoracic continuous interlaminar 
epidural Injection(s),; with fluoro $110.19 $101.24 $382.99 $711.01 85.65% 602.28%

62X11 Lumbar or caudal continuous epidural 
Injection(s); Without fluoro $94.09 $49.73 $382.99 $711.01 85.65% 1329.82%

62X12 Lumbar or caudal continuous epidural 
Injection(s); With fluoro $99.81 $114.84 $382.99 $711.01 85.65% 519.14%

630X1 Endoscopic decompression of lumbar spine $688.31 $3,623.63 $5,199.03 43.48%

63650 Percutaneous for implantation of 
neuroelectrodes $422.50 $903.32 $4,534.35 $5,839.83 28.79% 546.48%

63655 Laminectomy for implantation of 
neuroelectrodes $858.96 $14,069.64 $17,533.66 24.62%

63661 Remove spine eltrd perq aray $331.64 $257.94 $783.40 $1,556.99 98.75% 503.63%

63662 Remove spine eltrd plate $867.19 $1,435.63 $2,665.24 85.65%

63663 Remove spine eltrd perq aray $464.00 $333.07 $4,643.16 $5,839.83 25.77% 1653.35%

63664 Remove spine eltrd plate $894.74 $12,923.68 $17,533.66 35.67%

63685 Implant neuroreceiver $376.71 $21,540.41 $26,701.46 23.96%

63688 Revise/remove neuroreceiver $382.44 $1,435.63 $2,665.24 85.65%

64400 Injection, Trigeminal nerve block $72.98 $55.81 $81.28 $231.04 184.25% 313.98%

64405 Greater occipital nerve block $65.11 $37.21 $61.58 $231.04 275.19% 520.97%

64408 Vagus nerve block $89.44 $31.84 $63.73 $231.04 262.53% 625.63%

64410 Phrenic nerve block $77.99 $59.74 $308.43 $572.60 85.65% 858.42%

64413 Cervical plexus block $83.71 $45.79 $71.97 $572.60 695.61% 1150.43%

64415 Brachial plexus block $66.54 $51.52 $382.99 $711.01 85.65% 1280.17%

64417 Axillary nerve block $71.91 $57.24 $308.43 $572.60 85.65% 900.35%

64418 Suprascapular nerve block $77.99 $68.33 $94.52 $572.60 505.80% 737.99%

64420 Intercostal, single block $69.40 $42.57 $308.43 $572.60 85.65% 1245.00%

64421 Intercostal, multiple, nerve block $93.73 $57.60 $308.43 $572.60 85.65% 894.13%

64425 Ilioinguinal, Iliohypogastric nerve block $96.24 $37.56 $64.81 $572.60 783.51% 1424.34%

64430 Pudendal nerve block $83.00 $55.09 $308.43 $572.60 85.65% 939.32%

64445 Sciatic nerve block $74.41 $62.96 $78.77 $572.60 626.93% 809.41%

64450 Other peripheral nerve or branch block $46.51 $34.34 $51.56 $572.60 1010.55% 1567.24%

64479 Cervical transforaminal epidural injections $135.95 $101.60 $308.43 $572.60 85.65% 463.58%

64483 Lumbar/sacral transforaminal epidural injections $115.91 $104.46 $382.99 $711.01 85.65% 580.63%

64490 Cervical and thoracic facet joint injections, 
1st Level $109.47 $81.93 $382.99 $711.01 85.65% 767.88%

64493 Paravertebral facet joint or facet joint nerve; 
lumbar/sacral, 1st Level $93.02 $80.14 $382.99 $711.01 85.65% 787.25%

64505 Injection, sphenopalatine ganglion $90.51 $17.17 $52.63 $231.04 338.99% 1245.44%

64510 Injection, Stellate ganglion (cervical sympathetic) $75.13 $52.95 $308.43 $572.60 85.65% 981.45%

Table 8. (cont) 2017 proposed payment rates in various settings.



www.painphysicianjournal.com 	 E975

Facility Payments for Interventional Pain Procedures 

large changes in payment rates for many procedures. 
Even though ASC payment rates are linked to the OPPS, 
payment rates for all services covered under both sys-
tems are lower in ASCs (42,86,87). The relative weights 
have been lower in the ASC system compared to HOPD 
system. CMS also makes proportional adjustments with 
the relative weights from the OPPS to maintain bud-
get neutrality in the ASC system. In 2016 and 2017, 
this adjustment has reduced the ASC relative weights 
by over 6% below the relative weights in the OPPS 
(42,87). In addition, for most procedures covered under 
the ASC system, the payment rate is the product of its 
relative weight and a conversion factor, set at $44.190 
for 2016 and $43.801 for 2017, lower than the OPPS 
conversion factor of $73.73 for 2016 and $74.909 for 
2017 (38,40,42,86,87). MedPAC also has recommended 
increases for HOPD services, but recommended no in-
crease for ASC services (2). In addition, CMS also uses 
a different method than the one described above to 
determine payment rates for procedures that are pre-
dominantly performed in physician’s offices and were 
first covered under the ASC payment system in 2008 or 

later (86). Payments for these office-based procedures 
are the lesser of the amount derived from the standard 
ASC method or the practice expense portion of the PFS 
rate that applies when the service is provided in a physi-
cian’s office. CMS sets this limit on the rate for office-
based procedures to prevent migration of these services 
from physician’s offices to ASCs for financial reasons. 
However, there is no such mechanism to prevent the 
migration to hospitals. In fact, hospital rates are higher 
for these services (Tables 5-8). 

The total number of ASCs in 2014 was 5,446, a 
1.9% increase from 2013. Overall, the average annual 
percentage change in the growth of Medicare certified 
ASCs was 5.8% from 2000 to 2009, 1.5% from 2009 to 
2013, and 1.9% from 2013 to 2014. This lack of signifi-
cant growth since 2009 largely coincides with the pas-
sage and implementation of the ACA, which also coin-
cided with moving surgical services to hospital settings 
(38,40). Further, hospitals have been expanding their 
outpatient surgery capacity by acquiring and integrat-
ing ASCs into their hospitals or developing new surgery 
centers, which obviously limits the market for new free-

Table 8. (cont) 2017 proposed payment rates in various settings.

CPT Description
Physician 
Payment

Office 
Overhead

ASC 
Payment

HOPD
Payment

HOPD 
paid more 
than ASC 

(%)

HOPD 
paid more 
than Office 
Overhead 

(%)

64520 Injection, lumbar or thoracic (paravertebral 
sympathetic) $83.00 $104.11 $382.99 $711.01 85.65% 582.97%

64530 Celiac plexus block, with or without radio-
logic monitoring $93.73 $96.95 $382.99 $711.01 85.65% 633.37%

64600 Destruction by neurolytic agent, trigeminal 
nerve $227.17 $172.08 $382.99 $711.01 85.65% 313.19%

64605 Destruction by neurolytic agent, trigeminal 
nerve; second and third division branches at 
foramen ovale

$357.75 $262.23 $783.40 $1,556.99 98.75% 493.75%

64610 Destruction by neurolytic agent, trigeminal 
nerve; second and third division branches at 
foramen ovale under radiologic monitoring

$507.65 $251.14 $783.40 $1,556.99 98.75% 519.97%

64620 Intercostal nerve - neurolysis $176.01 $31.48 $382.99 $711.01 85.65% 2158.46%

64630 Pudendal nerve - neurolysis $196.76 $38.28 $382.99 $711.01 85.65% 1757.43%

64633 Paravertebral facet joint nerve; C/T, single 
level - - neurolysis $231.11 $191.75 $783.40 $1,556.99 98.75% 711.97%

64635 Paravertebral facet joint nerve; L/S, single 
level - - neurolysis $228.25 $190.32 $783.40 $1,556.99 98.75% 718.08%

64640 Other peripheral nerve or branch 
- - neurolysis $95.16 $38.64 $86.29 $711.01 723.98% 1740.23%

64680 Celiac plexus - - neurolysis $168.50 $140.24 $382.99 $711.01 85.65% 407.00%

G0260 (27096) Sacroiliac joint, arthrography $0.00 $308.43 $572.60 85.65%



Pain Physician: September/October 2016; 19:E957-E984

E976 	 www.painphysicianjournal.com

standing ASCs and also reduces the volume in existing 
ASCs (38,40,57-62,87-90). It is also obvious that hospi-
tals’ decision to increase their outpatient surgery capac-
ity is influenced by the higher rates Medicare pays for 
ambulatory surgical services provided in HOPDs relative 
to ASCs. In fact, in 2016 and 2017, the Medicare rates 
are 85% higher in HOPDs than in ASCs. For some proce-
dures, they are over 800% to 2,156% higher in HOPDs. 

In addition, physicians are increasingly choosing to 
be employed by hospitals rather than work in an inde-
pendent practice (2,32,36,39,57-62,91,92). These shifts 
may not be voluntary or by desire, but to avoid stress, 
burnout, and survive into the future. 

Despite all the issues of migration of physicians, 
MedPAC (40) has described that ASC growth has been 
influenced by the following: 
•	 Changes in clinical practice and health care tech-

nology have expanded the provision of surgical 
procedures in ambulatory settings. 

•	 ASCs may offer patients greater convenience than 
HOPDs, such as the ability to schedule surgery more 
quickly.

•	 For most procedures covered under the ASC pay-
ment system, beneficiaries’ co-insurance is lower in 
ASCs than in HOPDs.

•	 Physicians have greater autonomy in ASCs than 
HOPDs, which enables them to design and cus-
tomize surgical environments and hire specialized 
staff.

•	 Physicians who invest in ASCs and perform surgery 
there can increase their revenue by receiving a 
share of ASC facility payments. 

•	 The federal Stark law does not apply to ASC 
services.

•	 Because physicians are able to perform more pro-
cedures in ASCs than in HOPDs in the same amount 
of time, they can earn more revenue from profes-

sional fees with better utilization of their time and 
greater satisfaction. 

Overall, the number of beneficiaries treated in vol-
ume of services grew from 2009 to 2013 but decreased 
in 2014. It appears that these services may see even fur-
ther decline in future years. Table 9 shows the volume 
of ASC services for FFS beneficiary, which declined in 
2013 and further in 2014. However, the services that 
have historically contributed the most to overall vol-
ume continue to constitute a large share of the total in 
2014, which included ophthalmic services, gastroenter-
ologic services, pain management services, and ortho-
pedics. However, recently, many of the gastroenterol-
ogy services and orthopedic services continue to move 
to HOPD settings. 

In 2014 outpatient surgical procedures grew faster 
in HOPDs than in ASCs showing the potential increase 
of HOPD share and also the reduction in ASC volumes, 
increasing costs and reducing the efficiency. MedPAC 
also postulates that higher growth in HOPDs could be 
due to the shift of surgical services from freestanding 
physician offices to HOPDs, rather than ASCs. At pres-
ent, sufficient data are not available to reach any con-
clusions. Finally, Medicare recommends that it is desir-
able to maintain beneficiaries’ access to ASCs because 
services provided in this setting are less costly to Medi-
care and beneficiaries than services delivered in HOPDs. 
Table 10 shows Medicare payments to ASCs which have 
grown from 2009 to 2014. In 2014, ASCs received over 
$3.8 billion in Medicare payments and beneficiaries’ 
cost sharing. Spending for FFS beneficiary increased by 
an average of 2.6% per year from 2009 through 2013 
and by 3.1% in 2014. Medicare payments per FFS ben-
eficiary increased in 2014, despite a 0.8% decline in the 
volume of ASC services per beneficiary and 0.4% de-
crease in payments because of the sequester. Table 6 

Table 9. Volume of  ASC services per FFS beneficiary declined slightly in 2014.
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shows ASC proposed payment rates for commonly used 
interventional techniques. Comparative analysis of the 
payments in HOPDs, ASCs, in-office settings, and overall 
comparison are shown in Tables 5-8.

An overwhelming majority of the interventional 
techniques are performed in outpatient settings, either 
in physician’s offices, HOPDs, or ASCs (43-49). HOPDs are 
ineffective at cost control and they provide the same 
level of quality as physician offices and are probably 
somewhat inferior because of the setup to ASCs when 
performed outside operating rooms. The majority of 
the interventional pain management procedures in 
HOPDs are performed outside the surgical suite, where-
as the majority of the interventional pain management 
procedures in ASCs are performed in surgical suites. De-
spite these differences, hospitals are reimbursed over 
85% more than ASCs for the procedures which are ap-
proved for ASCs and as high as 1,366% more for the 
procedures which are based on the physician payment 
schedule, except in a few circumstances (42). Table 8 
shows these differences. 

For vertebral augmentation procedures, the re-
imbursement rates are facing a 9.4% to 24.1% cut 
with reimbursement of $2,681.86 for kyphoplasty and 
$1,213.15 for vertebroplasty procedures. Thus, it is not 
cost efficient to perform the procedures in ASC settings. 
Offices are reimbursed 148% higher than ASCs for over-
head expenses. HOPDs are reimbursed 94% to 100% 
more than ASCs. In fact, as an example, kyphoplasty, 
which harbors higher global reimbursement than ver-
tebroplasty in all settings across the board, specifically 
in office setting, is reimbursed for multiple procedures. 
In HOPD and ASC settings, it is reimbursed for only 
one procedure without reimbursement for additional 
codes. Consequently, an office may receive a reimburse-
ment of $10,794.42, 302% higher, for one patient for 
2 levels in contrast to an ASC receiving $2,681.86. CMS 
data indicates that these procedures are predominant-

ly performed either in office settings or HOPDs, both 
of which are more expensive than ASC settings. At 
minimum, ASCs should be reimbursed the same as the 
offices.

In reference to percutaneous epidural adhesiolysis, 
CPT codes 62264 and 62263, one-day or multiple day 
procedures (47,80-85), the reimbursement has gradually 
declined from 2014 for 62263 and was, in our opinion, 
miscalculated for 62264. Further, the required supplies, 
personnel, and facility setting is more than for an epi-
dural injection. The reimbursement is $382.99, a 16.7% 
reduction, which is similar to continuous epidural injec-
tions and facet joint nerve blocks. This procedure has 
been classified in the nerve block category in APC clas-
sification with radiofrequency neurotomy procedures 
which are proposed to be reimbursed at $1,557 in 2017.

Consequently, CMS should reconsider their assess-
ment criteria and transfer 62264 and 62263 into the ap-
propriate APC classification category rather than down-
grading them. Further, 62263 is performed in only rare 
settings, whereas 62264 is commonly performed.

The proposal related to new codes for epidural in-
jections is problematic. 

In HOPDs, continuous epidurals, with or without 
fluoroscopy, are reimbursed at a much higher level of 
$572.60 versus $711, similar to complicated procedures 
such as percutaneous adhesiolysis 62264. This appears 
to be without logic and rationale. It is surprising that 
we are seeing these unnecessary procedures covered 
and there is no payment for surgery centers for utiliz-
ing fluoroscopy. Thus, there is no advantage to doing 
these procedures under fluoroscopy for surgery centers.  

CMS should determine an appropriate payment of 
$382.99 for fluoroscopic epidural injections, which can 
be eliminated or reduced to $280 for procedures with-
out fluoroscopy. The same rates can be applied to the 
use of fluoroscopy for all 4 epidural codes. 

Multiple nerve blocks, including peripheral nerve 

Table 10. Medicare payments to ASCs have grown, 2009-2014.
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blocks, seem to be misclassified with different pay-
ments. These include CPT codes 64413 to 64450. Ironi-
cally, other peripheral nerve branch blocks are per-
formed on multiple nerves, yet are only reimbursed for 
one procedure at $51.56 for surgery centers, which is 
not cost effective.

Radiofrequency of the peripheral nerve branch, 
64640, has a reimbursement rate of $86.29 in ASC 
settings and $711.00 HOPD settings (774% higher in 
HOPDs than ASCs), which is inappropriate and not cost 
effective. The disposable equipment itself costs over 
$250, thus, the neurolytic procedure with 64640 should 
be reimbursed the same as neurolytic blocks of facet 
joints.

ASIPP requested that CMS reconsider the pricing on 
these procedures and revise the reimbursement rates.

CMS also has classified multiple procedures which 
are performed overwhelmingly with fluoroscopy such 
as sympathetic blocks (CPT 64510, 64520, 64530, 64420, 
64421, 60260, and G0260) as if they are performed 
without fluoroscopy eliminating the payment differen-
tial for fluoroscopy.

ASIPP requested that CMS reassess these proce-
dures with additional reimbursement to include fluo-
roscopy similar to epidural injections and facet joint 
injections.

Payments For Procedures Performed In 
In-Office Setting 

Offices may provide many services including some 
surgical procedures. In 2014, the Medicare program paid 
$69.2 billion for physician and other health professional 
services or 16% of benefit spending in Medicare’s tradi-
tional FFS program for 576,000 physicians and 315,000 
other providers. Medicare uses a fee schedule to pay for 
physician and other health professional services based 
on a list of 7,000 services and their payment rates. In de-
termining payment rates for each service, CMS consid-
ers the amount of work required to provide a service, 
expenses related to maintaining a practice, and profes-
sional liability insurance. These 3 factors are adjusted 
by variation in the input prices in different markets and 
the sum is multiplied by the fee schedules conversion 
factor. The calculations are, to a great extent, based on 
AMA, CPT, and drug committees (34,35). The conver-
sion factor was $35.9335 in 2015 and $35.8279 in 2016, 
and will be $35.7751 in the 2017 proposed schedule. 

Overall, hospitals are reimbursed for facility costs 
as shown in Table 8, sometimes as high as 2,156% more 
than office overhead expenses. For interventional tech-

niques, numerous discrepancies continue with site of 
service differentials in office, HOPD and ASC settings. 
The majority of the procedures performed in an in-
office setting are synonymous to HOPD procedures. 
For interventional pain management procedures per-
formed in hospital settings, hospitals do not utilize op-
erating rooms.

As Table 8 shows, multiple procedures from CPT 
20526 to 20610 involving injections into ligaments, 
joints, and trigger points are expected to be reimbursed 
for HOPDs at $231, a 3.3% increase compared to 2016 
and 66% increase compared to 2007. Unfortunately, 
the same procedures provided in an in-office setting 
are reimbursed at a rate of $13 to $20, a reduction from 
2016 as high as 10.3%. These rates are inadequate for 
these procedures which must be performed in a sterile 
fashion following the guidance set by the CDC.

CPT codes 62263 and 62264 have been the sub-
ject of comments in the past on multiple occasions. 
CPT 62263, involving multiple percutaneous epidural 
adhesiolysis sessions on 2 or 3 days, is performed very 
infrequently or rarely; whereas, CPT 62264 is commonly 
performed (47,80-84). There is a reduction of 1.6% in 
the fee schedule for physicians. In reference to in-office 
procedures, there is a significant difference in payment 
rates for 3-day procedures versus one-day procedures, 
$613.54 versus $425.37 whereas for physicians, it is 
$333.07 versus $244.70. Consequently, this does not 
represent the actual work involved. A second day injec-
tion is performed in an office setting without fluoros-
copy, contrast injection, etc.; however, the first proce-
dure with catheterization and repeat injections is the 
most extensive one. The payment rates are significantly 
different considering that there is not much work. This 
is in contrast to HOPPS and ASC payment rates. Further, 
$181 reimbursed for a one-day procedure in an in-of-
fice facility is inadequate considering the extensive sup-
plies required for this procedure. This procedure was 
described similar to radiofrequency neurotomy proce-
dures (CPT 64622, 64623, 64626, 64627), which should 
have very similar reimbursement (43,76,77). Once 
again, the discrepancy is substantial compared to hos-
pital payments which are reimbursed at $711 and ASC 
settings which are reimbursed at $382.99. 

The approval of a new code and its coverage for en-
doscopic disc decompression (CPT 630X1) is encourag-
ing. However, the proposed reimbursement is $688.31 
with relative value units (RVUs) of 9.09. There are mul-
tiple discrepancies surrounding this assessment related 
to microdiscectomy RVUs and recommended values by 



www.painphysicianjournal.com 	 E979

Facility Payments for Interventional Pain Procedures 

RUC. The current valuation for lumbar microdisectomy 
is 13.18 RVUs for physician services; whereas, for lum-
bar endoscopic microdiscectomy the recommended 
RVUs were 10.47 which has been reduced to 9.09 by 
CMS. Microdiscetomy is a more complex procedure for 
physicians to perform with a steep learning curve. Con-
sequently, we request that RVUs should be at least the 
same as microdisectomy (i.e., 13.18 RVUs rather than 
proposed 9.09 RVUs). 

There is also significant variation in reimbursement 
for peripheral nerve blocks and neurolytic blocks of pe-
ripheral nerves. This is extremely important as CMS no 
longer reimburses for multiple procedures or peripheral 
nerves and also multiple developments with genicular 
nerve blocks, as well as nerve supply of the hip show-
ing moderate evidence of effectiveness to value these 
procedures appropriately to maintain access to the pa-
tient care. CPT 64450 is reimbursed in an office setting 
at a total of $80.85 with a physician payment of $46.51 
and office overhead of $34.34. However, in a hospital 
setting it is reimbursed at $572.60, a 1,567% increase 
from the prior year and 1,567% higher than the office 
procedure and 1,010% higher than the ASC reimburse-
ment of $51.56.

ASIPP has requested that CMS look at this issue 
and revise it adequately to reimburse for these proce-
dures. Once again, multiple procedures are considered 
as only one procedure when performed on a single 
patient in a single setting. The same applies to other 
nerve block codes considered peripheral nerve blocks 
(CPT 64400-64445). 

Another important code is CPT 64640 which de-
scribes neurolytic block of a peripheral nerve or branch. 
Once again the same philosophy is applied here. There 
blocks are performed on multiple nerves, yet they are 
considered as one. The reimbursement for this in an of-
fice setting is $133.80, $95.16 for physicians and $38.64 
for office expenses. This is an expensive procedure simi-
lar to radiofrequency neurotomy of facet joints (CPT 
64633, 64634, 64636, 64637). Also it is performed very 
frequently because of multiple issues related to knee 
and hip pain with emerging evidence. These proce-
dures involve utilization of fluoroscopy, radiofrequency 
needles, and contrast injection. These are time consum-
ing and labor intensive, and multiple supplies are uti-
lized which approximate to over $100 in a sterile set-
ting. Thus, offices are reimbursed at one-third of the 
cost of supplies. In contrast, HOPDs are reimbursed for 
the same $711, a 13.5% reduction from 2016, but an 

increase of 102% from 2007. Unfortunately these pro-
cedures are also not feasible in an ASC setting since sur-
gery centers are proposed to be reimbursed at $86.29 
which is way below the expenses incurred.

The other codes with similar issues are neurolytic 
block of the pudendal nerves (CPT 64630) reimbursed at 
$235.04, a physician payment of $191.75 and an office 
overhead cost of $38.28. Once again, the equipment, 
personnel, and supplies way exceed this reimbursement 
level. Hospitals are reimbursed for the same at $711, a 
decrease of 13.5% from 2016 but an increase of 102% 
from 2007, providing 1,757% more payment for hos-
pitals. Further, ASCs are reimbursed at $382.99, a de-
crease of 16.7% from the previous year, and only a 9% 
increase since 2007.

ASIPP has requested that CMS look at this issue 
and revise it adequately to reimburse for CPT 64400 
to 64450 and neurolytic blocks CPT 64640 and 64630. 
Facet joint interventions, including nerve blocks and 
radiofrequency neurotomy (CPT 64490-64495 and CPT 
64622, 64623, 64626, 64627) also have seen decreases 
for in-office procedures and physician payment which 
can be cumulative over the years.

Finally, E/M services are one of the major sources 
of discrepancies and site-of-service differentials with 
hospitals reimbursed $98, which is $80.00 higher than 
in-office visits for Level 1 follow-ups and $60.00 – 70.00 
higher than in-office visits for complex visits.  

Conclusion

Facility payments for IPM services continue to pro-
vide multiple challenges. This leads to 85% to 2,156% 
higher reimbursement for hospital settings than ASCs 
and in-office settings, even though the quality and 
the settings are very similar. These findings are in line 
with findings of MedPAC and OIG; however, CMS has 
not heeded the recommendations of MedPAC and OIG 
to eliminate the discrepancies and site of service dif-
ferentials for in-office, hospital, outpatient, and ASC 
services. Further, there have been slow reductions in re-
imbursements each year accumulating to a larger num-
ber of significant cuts overall. Thus, we recommend 
equalization of site of service differentials, appropri-
ate utilization of cost indices and, finally, logical and 
fair application of the regulations for all settings. For 
IPM practices, it is important to understand physician 
payment regulations and facility payments which may 
influence practice patterns, overall reimbursement, and 
expenses.



Pain Physician: September/October 2016; 19:E957-E984

E980 	 www.painphysicianjournal.com

Acknowledgments

The authors wish to thank Vidyasagar Pampati, 
MSc, for statistical assistance, Laurie Swick, BS for 
manuscript review, and Tonie M. Hatton and Diane E. 
Neihoff, transcriptionists, for their assistance in prepa-

ration of this manuscript. We would like to thank the 
editorial board of Pain Physician for review and criti-
cism in improving the manuscript.

References

1.	 Centers for Medicare and Medicaid Ser-
vices. National Health Expenditures 2014 
Highlights. 

	 www.cms.gov/research-statistics-data-
and-systems/statistics-trends-and-re-
ports/nationalhealthexpenddata/down-
loads/highlights.pdf

2.	 Medicare Payment Advisory Commission. 
Report to the Congress. Medicare Pay-
ment Policy. Washington, DC: MedPAC. 
March 2016.

	 www.medpac.gov/documents/reports/
march-2016-report-to-the-congress-
medicare-payment-policy.pdf

3.	 Keehan SP, Cuckler GA, Sisko AM, Mad-
ison AJ, Smith SD, Stone DA, Poisal JA, 
Wolfe CJ, Lizonitz JM. National health ex-
penditure projections, 2014-24: Spending 
growth faster than recent trends. Health 
Aff (Millwood) 2015; 34:1407-1417.

4.	 Public Law No: 111-148: H.R. 3590. Pa-
tient Protection and Affordable Care Act. 
March 23, 2010.

5.	 Manchikanti L, Hirsch JA. Patient Protec-
tion and Affordable Care Act of 2010: A 
primer for neurointerventionalists. J Neu-
rointervent Surg 2012; 4:141-146.

6.	 Obama B. United States health care re-
form: Progress to date and next steps. 
JAMA 2016; 316:525-532.

7.	 Bauchner H. The Affordable Care Act and 
the future of US heath care. JAMA 2016; 
316:492-493.

8.	 Orszag PR. US health care reform: Cost 
containment and improvement in quality. 
JAMA 2016; 316:493-495.

9.	 Butler SM. The future of the Affordable 
Care Act: Reassessment and revision. 
JAMA 2016; 316:495-497.

10.	 Skinner J, Chandra A. The past and future 
of the Affordable Care Act. JAMA 2016; 
316:497-499.

11.	 Kocher B. How I was wrong about Obam-
aCare. Wall Street Journal, July 21, 2016. 

	 www.wsj.com/articles/i-was-wrong-
about-obamacare-1469997311

12.	 Haugen J, Rosenfeld J. Obamacare re-
ceives a big, fat ‘F’ from physicians. Medi-

cal Economics, July 25, 2016. 
	 http://medicaleconomics.modern-

medicine.com/medical-economics/
news/obamacare-receives-big-fat-f-
physicians?page=0,0

13.	 Davis K, Stremikis K, Squires D, Schoen C. 
Mirror, mirror on the wall. How the per-
formance of the U.S. health care system 
compares internationally. The Common-
wealth Fund, June 2014.

	 www.commonwealthfund.org/~/me-
dia/files/publications/fund-report/2014/
jun/1755_davis_mirror_mirror_2014.pdf

14.	 Manchikanti L, Benyamin RM, Falco FJE, 
Hirsch JA. Metamorphosis of medicine in 
the United States: Is information technol-
ogy a white knight or killer whale? Pain 
Physician 2014; 17:E663-E670.

15.	 Manchikanti L, Benyamin RM, Falco FJE, 
Hirsch JA. Metamorphosis of medicine in 
the United States: A carrot and stick policy 
of electronic medical records. Pain Physi-
cian 2014; 17:E671-E680.

16.	 Manchikanti L, Hirsch JA. Regulatory bur-
dens of the Affordable Care Act. Harvard 
Health Policy Rev 2012; 13:9-12.

17.	 Manchikanti L, Hammer M, Boswell MV, 
Kaye AD, Hirsch JA. A seamless naviga-
tion to ICD-10-CM for interventional pain 
physicians: Is a rude awakening avoid-
able? Pain Physician 2016; 19:E1-E14.

18.	 Manchikanti L, Hammer M, Benyamin 
RM, Hirsch JA. Physician Quality Report-
ing System (PQRS) for interventional pain 
management practices: Challenges and 
opportunities. Pain Physician 2016; 19:E15-
E32.

19.	 Hirsch JA, Leslie-Mazwi TM, Barr 
RM, McGinty G, Nicola GN, Patel AB, 
Manchikanti L. The Burwell roadmap. J 
Neurointerv Surg 2016; 8:544-546.

20.	 Manchikanti L, Staats PS, Boswell MV, 
Hirsch JA. Analysis of the carrot and stick 
policy of repeal of the sustainable growth 
rate formula: The good, the bad, and the 
ugly. Pain Physician 2015; 18:E273-E292.

21.	 Hirsch JA, Leslie-Mazwi TM, Patel AB, 
Rabinov JD, Gonzalex RG, Barr RM, Nic-
ola GN, Klucznik RP, Prestigiacomo CJ, 

Manchikanti L. MACRA: Background, 
opportunities and challenges for the 
neurointerventional specialist. J Neuroin-
terv Surg 2016; 8:868-874.

22.	 Hirsch JA, Harvey HB, Barr RM, Donovan 
WD, Duszak R Jr, Nicola GN, Schaefer 
PW, Manchikanti L. Sustainable growth 
rate repealed, MACRA revealed: Histori-
cal context and analysis of recent chang-
es in medicare physician payment meth-
odologies. AJNR Am J Neuroradiol 2016; 
37:210-214.

23.	 Department of Health and Human Ser-
vices, Centers for Medicare & Medicaid 
Services. 42 CFR Parts 414 and 495. Medi-
care Program; Merit-Based Incentive Pay-
ment System (MIPS) and Alternative Pay-
ment Model (APM) Incentive under the Phy-
sician Fee Schedule, and Criteria for Physi-
cian-Focused Payment Models. Proposed 
Rule. Federal Register, April 27, 2016.

24.	 Manchikanti L, Helm II S, Benyamin RM, 
Hirsch JA. Merit-Based Incentive Pay-
ment System (MIPS): Harsh choices for 
interventional pain management physi-
cians. Pain Physician 2016; 19:E917-E934.

25.	 Wolinsky H. With MACRA looming, doc-
tors can’t afford waiting to plumb its in-
tricacies. Modern Healthcare, July 23, 2016. 

	 www.modernhealthcare.com/arti-
cle/20160723/MAGAZINE/307239981

26.	 Cryts A. MACRA and EHRs: What practic-
es need to know. Physicians Practice, June 
13, 2016.

	 www.physicianspractice.com/ehr/macra-
and-ehrs-what-practices-need-know

27.	 Perna G. The docs have already tuned out 
on MACRA. Physicians Practice, May 11, 
2016.

	 www.physicianspractice.com/blog/docs-
have-already-tuned-out-macra 

28.	 Rice S. Medicare’s new quality program 
targets measurement fatigue. Modern 
Healthcare, April 30, 2016.

	 www.modernhealthcare.com/arti-
cle/20160430/MAGAZINE/304309989 

29.	 American Society of Interventional Pain 
Physicians and North American Neuro-
modulation Society. Comment letter to 
Andy Slavitt, Centers for Medicare and 



Facility Payments for Interventional Pain Procedures 

www.painphysicianjournal.com 	 E981

Medicaid Services, Merit-Based Incentive 
Payment System (MIPS) and Alternative 
Payment Model (APM) Incentive under 
the Physician Fee Schedule, and Crite-
ria for Physician-Focused Payment Mod-
els; Proposed Rule (CMS-5517-P). June 27, 
2016.

30.	 American Society of Interventional Pain 
Physicians and North American Neuro-
modulation Society. Comment letter to 
Congressional and Senate leadership, RE 
Merit-Based Incentive Payment System 
(MIPS) and Alternative Payment Model 
(APM) Incentive under the Physician Fee 
Schedule, and Criteria for Physician-Fo-
cused Payment Models; Proposed Rule 
(CMS-5517-P). June 28, 2016.

31.	 Manchikanti L, Kaye AD, Singh V, Boswell 
MV. The tragedy of the implementation 
of ICD-10-CM as ICD-10: Is the cart be-
fore the horse or is there a tragic paradox 
of misinformation and ignorance? Pain 
Physician 2015; 18:E485-E495.

32.	 Physician Foundation 2014 survey of 
America’s physicians: Practice patterns 
and perspectives.

	 www.physiciansfoundation.org
33.	 Kroll HR, Macaulay T, Jesse M. A pre-

liminary survey examining predictors of 
burnout in pain medicine physicians in 
the United States. Pain Physician 2016; 
19:E689-E696.

34.	 Perna G. Improving EHR usability is a 
possibility for physicians. Physicians Prac-
tice, June 13, 2016.

	 www.physicianspractice.com/ehr/im-
proving-ehr-usability-possibility-physi-
cians 

35.	 Manchikanti L, Benyamin RM, Falco 
FJE, Hirsch JA. Recommendations of the 
Medicare Payment Advisory Commission 
(MedPAC) on the health care delivery sys-
tem: The impact of interventional pain 
management in 2014 and beyond. Pain 
Physician 2013; 16:419-440.

36.	 Medicare Payment Advisory Commis-
sion. Report to the Congress. Medicare 
and the Health Care Delivery System. 
Washington, DC: MedPAC. June 2013. 
www.medpac.gov/documents/Jun13_En-
tireReport.pdf

37.	 Department of Health and Human Ser-
vices, Office of Inspector General. Incor-
rect Place-of-Service Claims Resulted in 
Potential Medicare Overpayment Cost-
ing Millions. May 2015. 

	 https://oig.hhs.gov/oas/reports/re-
gion1/11300506.pdf 

38.	 Chapter 3: Hospital inpatient and outpa-
tient services. In Medicare Payment Ad-

visory Commission. Report to the Con-
gress. Medicare Payment Policy. Wash-
ington, DC: MedPAC. March 2016, pp 55-
90. 

	 www.medpac.gov/documents/reports/
march-2016-report-to-the-congress-
medicare-payment-policy.pdf

39.	 Chapter 4: Physician and other health 
professional services. In Medicare Pay-
ment Advisory Commission. Report to 
the Congress. Medicare Payment Policy. 
Washington, DC: MedPAC. March 2016, 
pp 93-120.

	 www.medpac.gov/documents/reports/
march-2016-report-to-the-congress-
medicare-payment-policy.pdf

40.	 Chapter 5: Ambulatory surgical center 
services. In Medicare Payment Adviso-
ry Commission. Report to the Congress. 
Medicare Payment Policy. Washington, 
DC: MedPAC. March 2016, pp 123-143.

www.medpac.gov/documents/reports/march-
2016-report-to-the-congress-medicare-
payment-policy.pdf

41.	 Department of Health and Human Ser-
vices, Centers for Medicare & Medicaid 
Services.  42 CFR Parts 405, 410, 411, 414, 
417, 422, 423, 424, 425, and 460. [CMS-
1654-P] Medicare Program; Revisions to 
Payment Policies Under the Physician 
Fee Schedule and Other Revisions to Part 
B for CY 2017; Medicare Advantage Pric-
ing Data Release; Medicare Advantage 
and Part D Medical Low Ratio Data Re-
lease; Medicare Advantage Provider Net-
work Requirements; Expansion of Medi-
care Diabetes Prevention Program Mod-
el; Proposed Rules. Proposed Rule. July 
15, 2016.

42.	 Department of Health and Human Ser-
vices, Centers for Medicare & Medicaid 
Services. Hospital Outpatient Prospective 
Payment - Proposed Rule and Proposed 
CY2017 Payment Rates. Medicare Pro-
gram:   Hospital Outpatient Prospective 
Payment and Ambulatory Surgical Cen-
ter Payment Systems and Quality Report-
ing Programs; Organ Procurement Or-
ganization Reporting and Communica-
tion; Transplant Outcome Measures and 
Documentation Requirements; Electron-
ic Health Record (EHR) Incentive Pro-
grams; Payment to Certain Off-Campus 
Outpatient Departments of a Provider; 
Hospital Value-Based Purchasing (VBP) 
Program, July 14, 2016.

43.	 Manchikanti L, Boswell MV. Interven-
tional techniques in ambulatory surgical 
centers: A look at the new payment sys-
tem. Pain Physician 2007; 10:627-650.

44.	 Manchikanti L, Pampati V, Falco FJE, 

Hirsch JA. Growth of spinal intervention-
al pain management techniques: Analy-
sis of utilization trends and Medicare ex-
penditures 2000 to 2008. Spine (Phila Pa 
1976) 2013; 38:157-168.

45.	 Manchikanti L, Pampati V, Hirsch JA. Uti-
lization of interventional techniques in 
managing chronic pain in Medicare pop-
ulation from 2000 to 2014: An analysis 
of patterns of utilization. Pain Physician 
2016; 19:E531-E546.

46.	 Manchikanti L, Pampati V, Falco FJE, 
Hirsch JA. An updated assessment of uti-
lization of interventional pain manage-
ment techniques in the Medicare popu-
lation: 2000 – 2013. Pain Physician 2015; 
18:E115-E127.

47.	 Manchikanti L, Helm II S, Pampati V, 
Racz GB. Percutaneous adhesiolysis pro-
cedures in the medicare population: 
Analysis of utilization and growth pat-
terns from 2000 to 2011. Pain Physician 
2014; 17:E129-E139.

48.	 Manchikanti L, Pampati V, Hirsch JA. A 
retrospective cohort study of utilization 
patterns of epidural injections for spi-
nal pain in U.S. fee-for-service Medicare 
population from 2000 to 2014. BMJ 2016; 
in press. 

49.	 Manchikanti L, Hirsch JA, Pampati V, Bo-
swell MV. Utilization of facet joint and 
sacroiliac joint interventions in Medicare 
population from 2000 to 2014: Explosive 
growth continues! Curr Pain Headache 
Rep 2016; in press. 

50.	 Intellimarker Multi-Specialty ASC Study: 
Ambulatory Surgical Centers Financial & 
Operational Benchmarking Study, Sixth 
Ed. VMG Health, November 2011.

	 www.vmghealth.com/Downloads/VMG_
Intellimarker11.pdf

51.	 Manchikanti L, Kaye AD, Hirsch JA. Pro-
posed Medicare physician payment 
schedule for 2017: Impact on interven-
tional pain management practices. Pain 
Physician 2016; 19:E935-E955.

52.	 Leslie-Mazwi TM, Bello JA, Tu R, Nicola 
GN, Donovan WD, Barr RM, Hirsch JA. 
Current Procedural Terminology: Histo-
ry, Structure, and Relationship to Valua-
tion for the Neuroradiologist. AJNR Am 
J Neuroradiol 2016 Jul 14. [Epub ahead of 
print]

53.	 Hirsch JA, Leslie-Mazwi TM, Nicola GN, 
Barr RM, Bello JA, Donovan WD, Tu R, Al-
son MD, Manchikanti L. Current proce-
dural terminology; a primer. J Neurointerv 
Surg 2015; 7:309-312.

54.	 Hirsch JA, Silva E 3rd, Nicola GN, Barr 
RM, Bello JA, Manchikanti L, Donovan 



Pain Physician: September/October 2016; 19:E957-E984

E982 	 www.painphysicianjournal.com

WD. The RUC: A primer for neurointer-
ventionalists. J Neurointerv Surg 2014; 
6:61-64.

55.	 The Physicians Foundation. 2014 Survey 
of America’s Physicians. Practice Patterns 
& Perspectives. September 2014. 

	 www.physiciansfoundation.org/uploads/
default/2014_Physicians_Foundation_
Biennial_Physician_Survey_Report.pdf 

56.	 Glied S. Where the money goes: The 
evolving expenses of the US health 
care system. Health Aff (Millwood) 2016; 
35:1197-1203.

57.	 Goldsmith J, Kaufman N, Burns L. The 
tangled hospital-physician relationship. 
Health Aff Blog, May 9, 2016.

	 h t t p : / / t h e h e a l t h c a r e b l o g . c o m /
blog/2016/05/11/the-tangled-hospital-
physician-relationship/

58.	 Worth T. Hospital facility fees: Why cost 
may give independent physicians an 
edge. Medical Economics, August 6, 2014.

	 http://medicaleconomics.modernmed-
icine.com/medical-economics/con-
tent/tags/facility-fees/hospital-facility-
fees-why-cost-may-give-independent-
ph?page=full

59.	 Baltic S. Hospital consolidation trend 
leads to rise in facility fees. Medical Eco-
nomics, February 24, 2014.

	 http://medicaleconomics.modernmed-
icine.com/medical-economics/content/
tags/facility-fees/hospital-consolidation-
trend-leads-rise-facility-fees?page=full

60.	 Liaw WR, Jetty A, Petterson SM, Peter-
son LE, Bazemore AW. Solo and Small 
Practices: A Vital, Diverse Part of Primary 
Care. Ann Fam Med 2016; 14:8-15.

61.	 Kocher R, Sahni NR. Hospitals’ race to 
employ physicians – the logic behind a 
money-losing proposition. N Engl J Med 
2011; 364:1790-1793.

62.	 Shinkman R. Hospital payments for out-
patient services rise faster compared to 
ASCs. FierceHealthcare, October 11, 2015.

	 www.fiercehealthcare.com/finance/hos-
pital-payments-for-outpatient-services-
rise-faster-compared-to-ascs

63.	 Tseng EK, Hicks LK. Value based care 
and patient-centered care: divergent or 
complementary? Curr Hematol Malig Rep 
2016; 11:303-310. 

64.	 Hofler RA, Ortiz J. Costs of accountable 
care organization participation for pri-
mary care providers: Early stage results. 
BMC Health Serv Res 2016; 16:315. 

65.	 Kocher R, Chigurupati A. The coming 
battle over shared savings--primary care 
physicians versus specialists. N Engl J 

Med 2016; 375:104-106. 
66.	 McWilliams JM, Hatfield LA, Chernew 

ME, Landon BE, Schwartz AL. Early per-
formance of accountable care organi-
zations in Medicare. N Engl J Med 2016; 
374:2357-2366. 

67.	 Manos D. ACOs doomed to fail? Heath-
care IT News, March 25, 2013. 

www.healthcareitnews.com/news/acos-are-
doomed-fail-without-systemic-change-
consultant-says 

68.	 Numerof RE. Why accountable care or-
ganizations won’t deliver better health 
care – and market innovation will. Back-
grounder, April 18, 2011. 

www.heritage.org/research/reports/2011/04/
why-accountable-care-organizations-
wont-deliver-better-health-care-and-
market-innovation-will 

69.	 Song Z, Fisher ES. The ACO experiment 
in infancy--looking back and looking for-
ward. JAMA 2016; 316:705-706.

70.	 McWilliams JM, Chernew ME, Land-
on BE, Schwartz AL. Performance differ-
ences in year 1 of pioneer accountable 
care organizations. N Engl J Med 2015; 
372:1927-1936.

71.	 Nyweide DJ, Lee W, Cuerdon TT, Pham 
HH, Cox M, Rajkumar R, Conway PH. 
Association of pioneer accountable care 
organizations vs traditional Medicare fee 
for service with spending, utilization, and 
patient experience. JAMA 2015; 313:2152-
2161.

72.	 Song Z, Rose S, Safran DG, Landon 
BE, Day MP, Chernew ME. Changes in 
health care spending and quality 4 years 
into global payment. N Engl J Med 2014; 
371:1704-1714.

73.	 Schulman KA, Richman BD. Reassess-
ing ACOs and health care reform. JAMA 
2016; 316:707-708. 

74.	 Richman BD, Schulman KA. A cautious 
path forward on accountable care orga-
nizations. JAMA 2011; 305:602-603.

75.	 Health Care Cost Institute. Out-of-Pock-
et Spending Trends (2013), Issue Brief #9. 
October 2014. 

www.healthcostinstitute.org/files/IB%209%20
10-28-14.pdf

76.	 Department of Health and Human Ser-
vices, Health Care Financing Administra-
tion. 42 CFR Part 419. Medicare Program; 
Prospective Payment System for Hospital 
Outpatient Services; Interim Final Rule. 
November 13, 2000.

77.	 Manchikanti L. Interventional pain medi-
cine: A specialty in the new millennium. 
Pain Physician 2001; 4:296-304.

78.	 Wainner M. Trends in the ambulatory 
surgery center industry. 

www.hira.org/fi les/pdfs/MarkWainner-
TrendsAmbulatory.pdf

79.	 Manchikanti L, Falco FJE, Pampati V, 
Cash KA, Benyamin RM, Hirsch JA. Cost 
utility analysis of caudal epidural injec-
tions in the treatment of lumbar disc 
herniation, axial or discogenic low back 
pain, central spinal stenosis, and post 
lumbar surgery syndrome. Pain Physician 
2013; 16:E129-E143.

80.	 Helm II S, Racz GB, Gerdesmeyer L, 
Justiz L, Hayek SM, Kaplan ED, El Tera-
ny MA, Knezevic NN. Percutaneous and 
endoscopic adhesiolysis in managing low 
back and lower extremity pain: A system-
atic review and meta-analysis. Pain Physi-
cian 2016; 19:E245-E282.

81.	 Manchikanti L, Manchikanti KN, Ghari-
bo CG, Kaye AD. Efficacy of percutaneous 
adhesiolysis in the treatment of lumbar 
post surgery syndrome. Anesth Pain Med 
2016; 6:e26172.

82.	 Manchikanti L, Cash KA, McManus CD, 
Pampati V. Assessment of effectiveness 
of percutaneous adhesiolysis in manag-
ing chronic low back pain secondary to 
lumbar central spinal canal stenosis. Int J 
Med Sci 2013; 10:50-59.

83.	 Manchikanti L, Singh V, Cash KA, Pam-
pati V, Datta S. Assessment of effective-
ness of percutaneous adhesiolysis and 
caudal epidural injections in managing 
lumbar post surgery syndrome: A 2-year 
follow-up of randomized, controlled trial. 
J Pain Res 2012; 5:597-608.

84.	 Gerdesmeyer L, Wagenpfeil S, Birken-
maier C, Veihelmann A, Hauschild M, 
Wagner K, Al Muderis M, Gollwitzer H, 
Diehl P, Toepfer A. Percutaneous epidural 
lysis of adhesions in chronic lumbar ra-
dicular pain: A randomized double-blind 
placebo controlled trial. Pain Physician 
2013; 16:185-196.

85.	 Manchikanti L, Helm S II, Pampati V, 
Racz GB. Cost utility analysis of percu-
taneous adhesiolysis in managing pain 
of post-lumbar surgery syndrome and 
lumbar central spinal stenosis. Pain Pract 
2015; 15:414-422.

86.	 Department of Health and Human Ser-
vices, Centers for Medicare & Medicaid 
Services. 42 CFR Parts 410, 411, 412, 413, 
414, 416, 419, 482, and 485. Medicare Pro-
gram: Changes to the Hospital Outpa-
tient Prospective Payment System and 
CY 2008 Payment Rates, the Ambulatory 
Surgical Center Payment System and CY 
2008 Payment Rates, the Hospital Inpa-



Facility Payments for Interventional Pain Procedures 

www.painphysicianjournal.com 	 E983

tient Prospective Payment System and FY 
2008 Payment Rates; and Payments for 
Graduate Medical Education for Affiliat-
ed Teaching Hospitals in Certain Emer-
gency Situations Medicare and Medicaid 
Programs: Hospital Conditions of Partic-
ipation; Necessary Provider Designations 
of Critical Access Hospitals; Interim and 
Final Rule. November 27, 2007.

87.	 Department of Health and Human Ser-
vices, Centers for Medicare & Medicaid 
Services. 42 CFR Parts 405, 410, 412, 413, 
416, and 419. Medicare Program: Hospi-
tal Outpatient Prospective Payment and 
Ambulatory Surgical Center Payment 
Systems and Quality Reporting Pro-
grams; Short Inpatient Hospital Stays; 
Transition for Certain Medicare-Depen-
dent, Small Rural Hospitals Under the 
Hospital Inpatient Prospective Payment 
System; Provider Administrative Appeals 
and Judicial Review; Final Rule. Novem-
ber 13, 2015.

88.	 Jacobson G. Tenet CEO Trevor Fetter sees 
big growth in outpatient centers. Dallas 
News, November 4, 2014. 

	 www.dallasnews.com/business/health-
care/20141104-tenet-ceo-trevor-fetter-
sees-big-growth-in-outpatient-centers.
ece

89.	 Sowa T. Providence Medical Center in 
Spokane Valley nearly ready for patients. 
The Spokesman-Review, April 12, 2014.

90.	 State of Connecticut, Department of 
Public Health, Office of Health Care Ac-
cess. Notice of final decision for an ap-
plication for a certificate of need filed by 
Hartford Hospital & Constitution Eye 
Surgery Center, LLC. Change of owner-
ship and control of Constitution Eye Sur-
gery Center, LLC to Hartford Hospital. 
January 20, 2011.

91.	 Berenson RA, Ginsburg PB, Christianson 
JB, Yee T. The growing power of some 
providers to win steep payment increas-
es from insurers suggests policy reme-
dies may be needed. Health Aff (Millwood) 
2012; 31:973-981.

92.	 Mathews AW. Same doctor visit, double 
the cost: Insurers say rates can surge af-
ter hospitals buy private physician prac-
tices; Medicare spending rises, too. Wall 
Street Journal, August 27, 2012. 

	 www.wsj.com/articles/SB1000087239639
0443713704577601113671007448

93.	 U.S. Food and Drug Administration. 
Drug Safety Communications. FDA Drug 
Safety Communication: FDA requires la-
bel changes to warn of rare but serious 
neurologic problems after epidural cor-

ticosteroid injections for pain, April 23, 
2014.

	 www.fda.gov/downloads/Drugs/Drug-
Safety/UCM394286.pdf

94.	 Food and Drug Administration. Anes-
thetic and Analgesic Drug Products Ad-
visory Committee Meeting. November 
24,-25, 2014. Epidural steroid injections 
(ESI) and the risk of serious neurologic 
adverse reactions. 

	 www.fda.gov/downloads/Advisory-
Committees/CommitteesMeetingMa-
terials/Drugs/AnestheticAndAnalge-
sicDrugProductsAdvisoryCommittee/
UCM422692.pdf

95.	 Manchikanti L, Hirsch JA. Neurological 
complications associated with epidur-
al steroid injections. Curr Pain Headache 
Rep 2015; 19:482.

96.	 Manchikanti L, Falco FJE. Safeguards to 
prevent neurologic complications after 
epidural steroid injections: Analysis of 
evidence and lack of applicability of con-
troversial policies. Pain Physician 2015; 18: 
E129-E138.

97.	 Benzon HT, Huntoon MA, Rathmell JP. 
Improving the safety of epidural steroid 
injections. JAMA 2015; 313:1713-1714.

98.	 Racoosin JA, Seymour SM, Cascio L, Gill 
R. Serious neurologic events after epi-
dural glucocorticoid injection--the FDA’s 
risk assessment. N Engl J Med 2015; 
373:2299-2301.

99.	 Letter to Margaret Hamburg, MD, 
Commissioner, and Salma Lemtouni, 
MD, MPH, Office of the Center Direc-
tor, Center for Drug Evaluation and Re-
search, U.S. Food and Drug Administra-
tion (FDA), RE: FDA Safe Use Initiative 
of Epidural Steroids Evaluation with As-
signment of Responsibility to Multisoci-
ety Pain Workgroup (MPW) from Amer-
ican Society of Interventional Pain Phy-
sicians (ASIPP) and 1,040 interventional 
pain physicians, June 26, 2014.

100.	 Letter to Laxmaiah Manchikanti, MD and 
Ramsin Benyamin, MD in response to 
FDA Safe Use Initiative of Epidural Ste-
roids Evaluation with Assignment of Re-
sponsibility to Multisociety Pain Work-
group (MPW) from American Society of 
Interventional Pain Physicians (ASIPP) 
and 1,040 interventional pain physi-
cians, from Janet Woodcock, MD, Direc-
tor, Center for Drug Evaluation and Re-
search, Food and Drug Administration 
(FDA) Docket No. FDA-2014-P-1343, Oc-
tober 5, 2015.

101.	 Manchikanti L, Falco FJE, Benyamin RM, 
Gharibo CG, Candido KD, Hirsch JA. Epi-

dural steroid injections safety recom-
mendations by the Multi-Society Pain 
Workgroup (MPW): More regulations 
without evidence or clarification. Pain 
Physician 2014; 17:E575-E588.

102.	 Candido KD, Knezevic NN, Chang-Chien 
GC, Deer TR. The Food and Drug Admin-
istration’s recent action on April 23, 2014 
failed to appropriately address safety 
concerns about epidural steroid use. Pain 
Physician 2014; 17:E549-E552.

103.	 Rathmell JP, Benzon HT, Dreyfuss P, 
Huntoon M, Wallace M, Baker R, Riew 
KD, Rosenquist RW, Aprill C, Rost NS, 
Buvanendran A, Kreiner DS, Bogduk N, 
Fourney DR, Fraifeld E, Horn S, Stone 
J, Vorenkamp K, Lawler G, Summers 
J, Kloth D, O’Brien D Jr, Tutton S. Safe-
guards to prevent neurologic complica-
tions after epidural steroid injections: 
Consensus opinions from a multidisci-
plinary working group and national or-
ganizations. Anesthesiology 2015; 122:974-
984.

104.	 Manchikanti L, Benyamin RM, Falco FJ, 
Kaye AD, Hirsch JA. Do epidural injec-
tions provide short- and long-term re-
lief for lumbar disc herniation? A system-
atic review. Clin Orthop Relat Res 2015; 
473:1940-1956.

105.	 Manchikanti L, Nampiaparampil DE, 
Manchikanti KN, Falco FJE, Singh V, Be-
nyamin RM, Kaye AD, Sehgal N, Soin A, 
Simopoulos TT, Bakshi S, Gharibo CG, 
Gilligan CJ, Hirsch JA. Comparison of the 
efficacy of saline, local anesthetics, and 
steroids in epidural and facet joint injec-
tions for the management of spinal pain: 
A systematic review of randomized con-
trolled trials. Surg Neurol Int 2015; 6:S194-
S235.

106.	 Manchikanti L, Singh V, Pampati V, Fal-
co FJE, Hirsch JA. Comparison of the effi-
cacy of caudal, interlaminar, and transfo-
raminal epidural injections in managing 
lumbar disc herniation: Is one method 
superior to the other? Korean J Pain 2015; 
28:11-21.

107.	 Manchikanti L, Nampiaparampil DE, 
Candido KD, Bakshi S, Grider JS, Falco 
FJE, Sehgal N, Hirsch JA. Do cervical epi-
dural injections provide long-term relief 
in neck and upper extremity pain? A sys-
tematic review. Pain Physician 2015; 18:39-
60.

108.	 Manchikanti L, Kaye AD, Manchikanti 
KN, Boswell MV, Pampati V, Hirsch JA. 
Efficacy of epidural injections in the 
treatment of lumbar central spinal steno-
sis: A systematic review. Anesth Pain Med 
2015; 5:e23139.



Pain Physician: September/October 2016; 19:E957-E984

E984 	 www.painphysicianjournal.com

109.	 Chou R, Hashimoto R, Friedly J, Fu R, 
Bougatsos C, Dana T, Sullivan SD, Jarvik 
J. Epidural corticosteroid injections for 

radiculopathy and spinal stenosis: A sys-
tematic review and meta-analysis. Ann In-
tern Med 2015; 163:373-381.


