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“Every profession is a conspiracy against the laity,”
the famous playwright George Bernard Shaw once said.
His observation, though fitting for some professions, does
not describe the field of interventional pain medicine.  In
the last issue of Pain Physician, I explored various issues
related to interventional pain medicine and interventional
pain physicians (1).  Despite a growing number of so-
called “pain clinics” in the United States, organizations
representing pain physicians and practitioners, and pain
management journals, interventional pain medicine con-
tinues to suffer from a lack of proper recognition, as well
as from misconceptions and malaise among interventional
pain physicians.  Of course, this is true for all specialties,
as physicians are known to be reactive rather than proac-
tive.  Winston Churchill said, “True genius resides in the
capacity for evaluation of uncertain and conflicting in-
formation.”  Interventional pain medicine is full of con-
flicting and uncertain information; however, the question
remains: is there a true genius out there to sort out all
these questions?  This is not said with arrogance or with
disrespect to pain specialists.  However, pain medicine
has been largely dominated and essentially taken over by
physicians who believe in the biopsychosocial model, uti-
lizing predominantly psychosocial approaches.  While the
biopsychosocial model is generally accepted and should
be accepted by all interventional pain medicine special-
ists, we must also realize that the psychosocial approach
is not the only way of managing these patients; interven-
tions are an integral part of such an approach.  Further, it
has been stated by rulemakers in pain management that
interventional pain medicine is a procedural specialty,
rather than a field of pain medicine that is primarily a
non-procedural specialty, and pain is always subjective
and always a psychological state (1,2).  Of course, there

is plenty of criticism of interventional pain medicine for
excessive use and abuse of the interventions, lack of dem-
onstration of medical necessity, lack of outcomes, and lack
of cost effectiveness.  This mostly anecdotal criticism, fair
or unfair, not only stems from non-physicians, but also
from physicians.  More interestingly, much controversy
stems from the inability of shortsighted pain specialists
with differing philosophies and understanding of econom-
ics and medicine to assimilate facts and from overaggres-
sive attitudes.  This is not to say interventionalists are
always above board.  Thus, practice guidelines and the
practice of conservative interventional medicine will go a
long way in the new era of documentation and compli-
ance.

It is beyond any question that neither pain management
nor interventional pain medicine has specific recognition.
While I was not surprised to find that interventional pain
medicine has no recognition, I was somewhat taken aback
to learn that pain management is generally not recog-
nized as a specialty.  Above all, I was shocked to see that
specialists providing interventional pain medicine fall into
33 separate groups, as listed in Tables 1 and 2, though
neither interventional pain medicine nor pain manage-
ment makes the list.  Pain management as a subspecialty
is recognized by the American Board of Medical Special-
ties, which designates specialists from the three special-
ties of anesthesiology, physical medicine and rehabilita-
tion, and neurology to qualify for subspecialty of pain
management.  Yet there is no subspecialty recognition for
either pain management or interventional pain medicine
by either public or private health care programs, such as
Medicare, Medicaid, Blue Cross Blue Shield, AETNA,
or United Health Care.   In contrast, there is no shortage
of subspecialty recognition by HCFA and others for mul-
titude of others (Table 1).  Thus, neurology and psychia-
try have separate identities with psychiatrists having a
subspecialty of neuropsychiatry.  In radiology there are
four specialty recognitions: diagnostic radiology,
interventional radiology, radiation oncology, and nuclear
medicine.  In addition, recognition is offered to critical
care medicine, preventive medicine, and emergency medi-
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cine.  Further, general practice can be identified as gen-
eral practice, family practice, internal medicine, and os-
teopathy.  Of course, multiple internal medicine
subspecialties include geriatric medicine, nephrology,
infectious diseases, endocrinology, cardiology,
pulmonology, rheumatology, preventive medicine, hema-
tology, hematology/oncology, addiction medicine and criti-
cal care medicine.  In addition, numerous surgical spe-
cialties include a multitude of subspecialties.  This shows
the gravity of the situation with regards to the non-recog-
nition of pain management in general and interventional
pain medicine in particular, especially in the face of the
recognition of addiction medicine, critical care medicine,
neuropsychiatry, and various radiological subspecialties.

Recognition of a specialty is an extremely important as-
pect of the practice of medicine for reimbursement pur-
poses as practice relative values are developed separately
for each recognized specialty.  Practice expense values
for most interventional procedures are derived from an-
esthesiology, even though a large proportion of the proce-
dures is performed by other specialists.  In fact, hourly
practice expense data for all physicians is $68, dermatol-
ogy is $115, pathology is $47, neurology is $59, physical
medicine rehabilitation is $88, in contrast ti aneshestology
practice expense per hour of $27 as per physician fee
schedule.  Lack of subspecialty recognition also results in
lack of representation on Medicare carrier committees.
At the present time, the three specialties — anesthesiol-
ogy, physical medicine and rehabilitation — and neurol-
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Table 1.  Provider specialty designations assigned by HCFA for multiple medical and sur-
gical specialties
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ogy are represented, in many cases, on local Medicare
carrier review committee with issues of interventional pain
medicine being represented by the anesthesiology repre-
sentative.  In approximately 90% of the cases, the anes-
thesiologist, who is also a representative of the State So-

ciety of Anesthesiologists, practices anesthesiology, and
at best, practices pain management on an occasional or
part-time basis.  Thus, interventional pain medicine ba-
sically has no representation as anesthesiology represen-
tatives are mostly concerned with operating room anes-

Table 2.  Frequency of utilization of lumbar epidural injections (CPT 62311) by various
specialties for 1998, in Medicare population
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thesia and, specifically in recent years, with the issue of
nurse anesthetists and supervision by anesthesiologists.
This should not underrate any of the issues represented
by these professionals, but the fact remains that
interventional pain medicine basically does not have any
representation.

The next issue is who is practicing interventional pain
medicine?  A recent review of utilization statistics for 1998
provided by HCFA for all types of services also includes
specific involvement of the specialties in providing
interventional pain procedures.  For the purpose of this
review, I considered anesthesiologists, physical medicine
rehabilitation specialists, and neurologists practicing pain
management as interventional pain practitioners.  The
remaining groups were considered as non-pain practitio-
ners, even though orthopedic surgeons, neurosurgeons,
interventional radiologists, and diagnostic radiologists
performed a number of interventional pain procedures.
As per the American Board of Medical Specialties, these
specialties are not recognized for subspecialty in pain
management.  Similarly, these physicians are not practic-
ing pain as their primary subspecialty and their interests
mainly revolve, not only around their specialty, but also
around the diagnostic aspects of pain rather than total
interventions related to pain.  One of the surprising re-
sults of the 1998 utilization of procedures on Medicare
recipients showed that HCFA has decided to utilize 2000
codes for 1998, codes which were not available at the
time or even proposed by extrapolating or cross-walking
some of the procedures actually performed in 1998.  Thus,
while many of the epidural codes are grouped together

into one epidural code, statistics are also available, whether
they accurately represent the prevalence of these proce-
dures or not, for epidural lysis of adhesions (CPT 62263),
cervical and thoracic facet joint nerve blocks (CPT 64470
and CPT 64472), cervical and thoracic facet neurolysis
(CPT 64626 and CPT 64627), cervical/thoracic
transforaminal epidurals (CPT 64479 and CPT 64480),
lumbosacral transforaminal epidural injections (CPT
64483 and CPT 64484), and sacroiliac joint injections.
As shown in Table 2, lumbar epidural injections are per-
formed mainly by 33 specialties, with anesthesiologists
doing the procedures most frequently, followed by ortho-
pedic surgeons, physical medicine and rehabilitation phy-
sicians, diagnostic radiologists, certified registered nurse
anesthetists, procedures performed in a clinic or other
group practices, neurosurgery, and neurology.  As shown
in Table 2, a substantial number of procedures are also
performed by physicians practicing internal medicine,
general practice, family practice, and rheumatology.  Sur-
prisingly, epidural injections were performed by emer-
gency room physicians, psychiatrists, osteopaths, thoracic
surgeons, allergy/immunology physicians, critical care
medicine physicians, nephrologists, preventive medicine
physicians, dentists practicing oral surgery, cardiologists,
urologists, and nurse practitioners.

Even more surprising than the performance of epidural
injections is the evidence demonstrated for trigger point
and various types of joint injections (Table 3).  Approxi-
mately 75% of trigger point injections were performed by
non-pain physicians.  Understandably, intraarticular in-
jections are performed mainly by non-pain physicians.
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Table 3.  Frequency of utilization of trigger point injections and intraarticular injections by
pain management and other specialties for year 1998, in Medicare population
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As shown in Table 4, a substantial number of procedures
— 76,517, or 9% of 816,417, epidural injections, sub-
arachnoid injections, epidural lysis of adhesions, and dis-
cography — were performed by non-pain physicians.
However, the statistics become blurry as we proceed to
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Table 4.  Frequency of utilization of various types epidural spinal and disc injection proce-
dures in Medicare population for 1998, by pain management and other special-
ties

facet joint blocks and facet joint neurolysis, of which
62,057, or 23% of 270,437, were performed by non-pain
physicians (Table 5).  Since a substantial number of these
procedures are performed by physicians with no training
in pain management and in office settings, the issue of
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Table 5.  Frequency of utilization of facet joint injections and neurolytic blocks in
Medicare population for 1998, by pain management and other speciali-
ties
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correct coding will justifiably show its ugly head in this
case.  Subsequently, in Table 6, which shows the number
of various nerve blocks (other than the ones described
above), performed on Medicare recipients during 1998
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it is shown that 211,282, or 50% of 423,942, procedures
were performed by non-pain physicians and many of them
in the offices and by physicians with no formal or infor-
mal training in interventional pain medicine.  Finally, Table

Table 6.  Frequency of utilization of various types of nerve blocks excluding epidurals, disc
injections, and facet joint blocks in Medicare population for 1998, by pain man-
agement and other specialists
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7 shows the summary of epidural, spinal, and disc injec-
tions; facet joint blocks, including neurolysis; and all other
types of nerve blocks, obviously excluding trigger-point
injections and joint injections that 376,181, or 25% of
1,510,786, were performed by non-pain physicians with
a substantial number in office setting, once again raising
the questions of legitimacy and accuracy of these proce-
dures.

These facts demonstrate the sad reality of present and
proposed coverage for interventional pain medicine if
practiced on a legitimate basis with appropriate perfor-
mance.  HCFA, in its ambulatory surgery center proposed
rule, eliminated all interventional pain medicine proce-
dures, except for epidural and subarachnoid injections.
Subsequently, HCFA also agreed to incorporate multiple
new CPT codes into the fee schedule of physicians, as
well as hospital outpatients for interventional pain proce-
dures (3-6).  Unfortunately, these codes were not extended
to ambulatory surgery centers.  In a program memoran-
dum it issued, HCFA delineated certain services with re-
placement codes for pain management procedures but
refused to include new procedures based on various tech-
nical limitations.  We have been told that these services,
which include percutaneous lysis of adhesions,
transforaminal epidural injections, cervical facet joint
nerve blocks, and neurolytic blocks, simply are not avail-
able to ambulatory surgery center patients, pending the
final implementation of the ASC final rule in April 2001.
However, even if HCFA does approve these new proce-
dures and incorporate them into ambulatory surgery cen-
ter approved procedure listing at a later date, the process
would, we fear, take about three years.  If HCFA pub-
lishes a new rule for ASCs in 2000, with an implementa-
tion date of April 2001, the next publication for a pro-
posed rule would likely be in the year 2002, with final
publication and its implementation sometime in 2002 or

Table 7.  Summary of frequency of utilizations of various categories interventions in Medi-
care population for 1998, by pain management and other specialists

even 2003.  It is the responsibility of all concerned to
address the issue of fairness of these proposals, not only
to ambulatory surgery centers, but, more importantly, to
Medicare beneficiaries.

Now the question is are these so-called new codes really
new?  As literature dictates, a number of CPT 2000 pain
management codes are just replacement codes for the other
codes (ex. epidural injection codes) (3).  It is surprising
to note the definitions of new, replacement, revised, and
substitution in Webster’s Dictionary of the English Lan-
guage.  New is defined as “made, discovered, known,
heard or seen for the first time.”  Replacement is defined
as “replacing or being replaced.”  Revised is defined as
“to reexamine, especially in order to discover and amend
errors.”  Finally, substitute is defined as “a person or
thing taking the place of another person or thing.”  In
addition, synonyms for new include: modern, late, re-
cent, contemporary, fresh, current, original, imaginative,
creative, unique, authentic, unexampled, unfamiliar,
strange, unusual, unheard of, extraordinary, unused,
unhandled, untouched, unexplored, untested, unknown,
untried, and experimental.  Further, these synonyms also
include: refreshed, renewed, restored, reinvigorated, re-
vivified, reborn, regenerated, changed, rebuilt, recreated,
reconstructed, and modernized.  Thus, the family of codes,
which are branded as new codes by American Medical
Association and Health Care Financing Administration,
essentially do not fit the description of new; rather, they
fit the definitions of replacement, revised, and substi-
tute.  The emphasis should be laid on the fact that these
procedures were, even though recorded for the first time,
not discovered for the first time, not heard of for the first
time, not seen for the first time, not known for the first
time, and definitely not created for the first time; rather,
a numerical number was awarded for these procedures
for the first time.
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Lumbar Transforaminal Epidural Injections (CPT
Codes 64483 and 64484)

The earliest use of epidural steroids was surprisingly by a
transforaminal route (7-17).  This involved transforaminal
passage of a needle through first dorsal sacral foramen in
order to gain access to the first sacral nerve roots.  The
procedure was popularized in the 1950s by various au-
thors (7, 8).  Following this, lumbar transforaminal epi-
dural steroid injections were developed.  Three approaches
available to access the epidural space in the lumbar area
are lumbar interlaminar, caudal, and transforaminal.  The
perceived disadvantages of interlaminar epidural injec-
tions include:

♦ Extradural placement or placement of the needle
outside the epidural space goes unrecognized
without fluoroscopic guidance and occurs in as
many as 35% of patients (18-23).

♦ The erroneous missing of the targeted interspace
by one or two levels without fluoroscopic guid-
ance, specifically in the thoracic or lumbar re-
gions (19, 23, 24).

♦ The possible necessity to position the needle one
level below the site of suspected pathology due
to preferential cranial flow of solutions in the
epidural space (19, 24, 25).

♦ The possible deviation of the needle toward the
nondependent side.  Difficulty may be encoun-
tered with the placement or delivery of the in-
jection or medication below L5 for S1 nerve root
involvement, an issue with nearly half of all disc
herniations (19, 22, 26-28).

♦ The potential trauma of the needle to the spinal
cord may become a major issue in the upper lum-
bar regions (29-31).

♦ The potential risks of dural puncture and
postdural puncture, headache, as well as total
spinal block are significant with interlaminar
epidural injections (19, 20).

Similar to the interlaminar entry, there are significant
complications and risks associated with a caudal epidu-
ral injection approach through sacral hiatus:

♦ There is a need to inject high volumes of fluid
into the epidural space, creating the potential for
serious complications (19-21, 32).

♦ Similar to interlaminar lumbar epidural injec-
tions, unrecognized placement of the needle out-
side the epidural space is seen in a substantial

number of cases, in perhaps as many as 35% of
patients (18-20, 22, 23, 32-36).

All of these disadvantages are essentially elimi-
nated with a transforaminal epidural injection (18-20, 37-
44).  Transforaminal epidurals are considered to be the
precise and preferred route of delivery of the medication
to the target site for the following reasons:

♦ The other two approaches of lumbar interlaminar
or caudal epidural steroids do not guarantee that
whatever drug is injected will reach the perceived
or involved target site.

♦ Once a drug is injected into the epidural space,
the operator has no control over its dispersal,
which is governed by the pressure of the injec-
tion, the amount or volume of the injection, and
the anatomy of the epidural space.

♦ Normal epidural ligaments and epidural scarring
may obstruct the passage of medication from
reaching the desired site.

♦ The main or cardinal site of inflammation or
pathology is the interface between the back of
an intervertebral disc and the front of the dural
sac or a nerve root sleeve.  It is extremely un-
usual and difficult to reach this point with
interlaminar or caudal epidural injections.

♦ The appropriate injection is, by contrast, deliv-
ered exactly to this location with a transforaminal
epidural approach.

♦ With other approaches, the physician is totally
at the mercy of the epidural anatomy and the
resistance to spread that will determine whether
or not the medication will pass around to the
front of the dural sac and produce the desired
effect.

Lumbar and sacral transforaminal epidural injections have
long been performed by physicians practicing
interventional pain techniques.  However, these proce-
dures have been coded utilizing the lumbar epidural in-
jection codes, with or without steroids, CPT codes 62278
or 62289.  The statistics HCFA has derived from ambula-
tory surgery centers, hospitals, and offices showing the
number of epidural injections performed in these settings
includes transforaminal injections.  Essentially, the
transforaminal epidural injection is just another approach
similar to interlaminar lumbar and caudal epidural ste-
roid injections, procedures that HCFA concedes it must
offer in an ASC setting.  The idea that transforaminal in-
jections are not covered, when other approaches to the
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same epidural space are covered is, in our view, indefen-
sible.

Significantly, the codes at issue were cross-walked to lum-
bar facet injection codes, 64442 and 64443.  These are
precisely the codes that HCFA acknowledged in the pro-
gram memorandum that are covered, of course, with re-
placement codes 64475 and 64476.  In assigning the rela-
tive values for these codes, RUC and HCFA used the re-
imbursement values for lumbar epidural injections.

Above all, review of 1998 utilization data showed that a
significant number of procedures were performed utiliz-
ing CPT code 64483 and CPT code 64484.  We are not
sure how this data was derived.  We suspect that the de-
leted codes for lumbar paravertebral nerve blocks 64440
single, and 64441 multiple, were used to convert these.
Apparently this conversion does not reflect either the
crosswalk used by AMA, RUC, and HCFA, or the defini-
tion and description of transforaminal epidural codes,
which is a great disservice.  In addition, CPT code 64483
is described as a transforaminal lumbar or sacral epidu-
ral, which always requires x-ray visualization for accu-
racy (accuracy will be less than 1% without x-ray).  The
same description applies for CPT 64484 with the same
limitations.  HCFA’s 1998 statistics show, rather unfortu-
nately, that the procedure has been mislabeled, with sta-
tistics yielding a large number of procedures.  These sta-
tistics should not be utilized for transforaminal injections.
These staggering numbers show that of 45,395 procedures
for CPT 64480, only 47%, or 21,280, were performed by
interventional pain specialists with subspecialty recogni-
tion, namely, anesthesiology, physical medicine rehabili-
tation, and neurology; whereas 24,115 were performed
by non-pain management specialists.  Surprisingly, a great
number were performed by general practitioners, family
practitioners, internists, and rheumatologists in their of-
fices. Unfortunately, the same statistics are true for CPT
64484.  However, this essentially indicates HCFA’s will-
ingness to accept the so-called “new coding” to incorpo-
rate the old coding, even though it is inaccurate.  Still,
this does not explain HCFA’s reluctance to do the right
thing and include these codes in the program memoran-
dum as approved procedures for ambulatory surgical cen-
ters.

Cervical Transforaminal Epidural Injections (CPT
Codes 64479 and 64480)

The information provided for lumbar/sacral transfora-
minal epidural injections also applies to cervical

transforaminal epidural injections.  Cervical transfor-
aminal epidural injections have long been employed.
Because the complication rate is much higher for
interlaminar cervical epidural injections, with or without
fluoroscopy, than it is for transforaminal epidural injec-
tions, it is a disservice to Medicare beneficiaries to not
provide coverage for this service, which has a lower risk
for complications (18, 45-48).

Cervical transforaminal epidural injections are not a new
procedure and have long been billed, based on guidance
from various carriers, under cervical epidural injection
using CPT code 62275; this code has been substituted by
CPT 62310.  In addition, HCFA was also liberal in pro-
viding approval for an ASC code for ambulatory surgery
center setting, 62318, which is a continuous cervical epi-
dural with catheter placement, a code that was not present
in the previous surgical center approved listing.  Once
again, the statistics HCFA has derived from ambulatory
surgical centers, hospitals, and offices showing the num-
ber of epidural injections performed in these settings in-
cludes transforaminal injections.  Essentially, the
transforaminal epidural injection is just another approach
that is similar to interlaminar cervical epidural injections,
procedures that HCFA considers it must offer in an ASC
setting.  Once again, the idea that transforaminal injec-
tions will not be covered while other approaches to the
same epidural space are covered is indefensible.

Significantly, the codes at issue were cross-walked to lum-
bar facet injection codes, 64442 and 64443.  These are
precisely the codes that HCFA acknowledged in the pro-
gram memorandum that are covered, of course, with re-
placement codes 64475 and 64476.  In assigning the rela-
tive values for these codes, RUC and HCFA used the re-
imbursement values for lumbar epidural injections.

Above all, review of 1998 utilization data showed a sig-
nificant number of procedures were performed utilizing
CPT code 64479 and CPT code 64480.  Unfortunately,
the misconceptions of CPT 64483 and 64484 were car-
ried to CPT 64479 and 64480.

Cervical Facet Joint Nerve Blocks and Cervical Facet
Joint Neurolysis (CPT Codes, 64470, 64472, 64626, and
64627)

Like lumbar facet joint mediated pain with its approved
codes, cervical facet joint mediated pain and its treatments
have been used widely for several years.  Cervical pain
syndromes are some of the most common patient com-
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plaints.  They include neck pain, headaches, and arm pain
similar to low back and lower extremity pain (48).  The
first discussion of facet joint as a potential source of neck
pain, headache, or upper extremity pain emerged in 1986
and 1988, with facet joint injections themselves described
in the 1970s (48-51).

The rationale for diagnostic neural blockade in the man-
agement of neck pain stems from the following facts:

♦ No clinical features, imaging, or neurophysi-
ologic studies permit the accurate diagnosis of
causation of neck pain and referred pain.

♦ Structural and morphological changes do not
predict levels of pain or disability.

♦ The cervical facet joints have been shown ca-
pable of being a source of neck pain and referred
pain in the head or upper extremity and normal
volunteers.

♦ Controlled studies have shown that among pa-
tients with chronic neck pain after whiplash, for
which no other cause is evident, the prevalence
of cervical facet joint pain is significant.

♦ The existence of cervicogenic headache origi-
nating from various structures in the neck (49-
66).

Based on the present literature, facet joint mediated pain
may be the single most common source of chronic pain
and perhaps one of the most overlooked diagnoses in
medicine.

Similarly, the rationale for facet joint nerve blocks and
neurolysis for therapeutic purposes is based on a multi-
tude of considerations:

♦ The cardinal source of neck pain — namely facet
joints, atlanto-axial and atlanto-occipital joints
— are accessible to facet joint blocks and neu-
rolysis.

♦ Correction of structural abnormalities of the cer-
vical spine may fail to cure and, at times, may
even worsen painful conditions.

♦ Degenerative processes of the cervical spine and
the origin of the spinal pain are extremely com-
plex phenomenon.

♦ Failure of a multitude of interventions to show
effectiveness unequivocally.

Further, the rationale is also based on the philosophy that
if a particular joint is determined to be the source of pain

generation, long-term relief can be sought by directing
intervention or treatment at that joint.  In fact, long-term
improvement has been reported from the anesthetic and
corticosteroid injections into the facet joints, or by dener-
vation of the medial branches (18, 48, 51, 55-59).  Vari-
ous studies describing injections of facet joints, medial
branch blocks, and radio frequency neurotomy have been
very encouraging (18, 48, 51, 58-72).

Historically, cervical facet joint injections and cervical
facet joint neurolysis have been performed for as long as
lumbar facet joint injections and lumbar facet joint neu-
rolysis, if not longer.  The lumbar facet joint injection
and lumbar facet joint neurolysis codes were used to cover
injections in the cervical spine with a cervical spine diag-
nosis based upon guidance from Medicare carriers.

The 2000 codes are not “new codes.”  The AMA simply
expanded the existing definitions and provided a code
with a new number.  Cervical facet joint injections and
cervical facet neurotomy are significantly effective in man-
aging neck pain, as well as headaches and upper extrem-
ity pain.  They should not be denied to Medicare benefi-
ciaries.

Once again, the codes at issue are cross-walked to lumbar
facet joint injection codes 64442 and 64443 and lumbar
facet neurolysis codes 64475 and 64476.  These are pre-
cisely the codes that HCFA acknowledged in the program
memorandum as the codes that are covered, with, of
course, replacement codes 64475 and 64476 for lumbar
facet joint injections, whereas neurolytic codes remained
the same.  Assigning the relative values for these codes,
RUC and HCFA used the reimbursement values for lum-
bar facet joint injections and lumbar neurolysis proce-
dures.

Above all, review of 1998 utilization data showed a sig-
nificant number of procedures were performed utilizing
CPT codes 64470, 64472, 64626, and 64627.  The major-
ity of these were performed in facility settings.  While we
are not aware of the conversion criteria used by HCFA in
this utilization file, these numbers show that cervical facet
joint injections were performed using CPT codes 64470
and 64472 6,746 times, with 4,433 of these performed in
facility settings (66%) and the remainder in non-facility
settings.  Similarly, CPT codes 64626 and 64627 for cer-
vical facet neurolysis were used on 374 occasions, with
34 of these procedures performed in facility settings (91%)
and the remainder performed in non-facility settings
(Table 8).  This essentially indicates HCFA’s willingness
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to accept the so-called “new coding” to incorporate into
the old coding.  However, this does not explain HCFA’s
reluctance to include these codes in the program memo-
randum as approved procedures for ambulatory surgical
centers.  Once again, we would like to emphasize that
these do not reflect actual numbers, since the majority
probably are included or incorporated with CPT codes
64475, 64476, 64622, and 64623, which describe lumbar
facet injections and neurolytic blocks.

Percutaneous Lysis of Adhesions (CPT Code 62263)

Percutaneous lysis of epidural adhesions has been per-
formed since the early 1990s by pain management practi-
tioners.  Based on guidance from Medicare carriers, the
procedure was reimbursed under CPT code 62282, a lum-
bar neurolysis code or lumbar plexus neurolysis code.  The
procedure has been shown to be clinically effective, dem-
onstrating cost effectiveness with safety when performed
in an outpatient surgical setting (73-78).

Percutaneous lysis of adhesions has been performed since
the 1970s. Significantly, the code at issue was cross-walked
to 62282, which is the code that precisely continues to be
approved for ambulatory surgery centers.  In assigning
the relative value for this code, RUC and HCFA used the

reimbursement value for 62282, which is a lumbar neu-
rolytic code, even though the definition has been revised
for 2000.

Above all, review of 1998 utilization data showed a sig-
nificant number of procedures were performed utilizing
CPT code 62282.  The majority of these were performed
in a facility setting.  While we are not aware of the con-
version criteria utilized by HCFA in this utilization file,
these numbers show that the number of times percutane-
ous lysis of adhesions was performed utilizing CPT 62263
was 1,001, with 883 of these performed in facility set-
tings (88%) and the remainder in non-facility settings.
Similarly, CPT code 62282, the old code for lysis of ad-
hesions, was used on 9,473 occasions, with 5,534 of these
performed in facility settings and the remainder in non-
facility settings.  Once again this is an indication of
HCFA’s willingness to accept the so-called “new coding”
to incorporate the old coding.  Again, this does not ex-
plain HCFA’s reluctance to include this code in the pro-
gram memorandum as approved procedures for ambula-
tory surgical centers.

Surprisingly, though, the present list of approved ambu-
latory surgical center procedures includes some procedures
that are neither indicated nor utilized to a level to be re-
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Table 8.  The utilization statistics for proposed deleted procedures based on utilization data
on Medicare recipients by HCFA for 1998
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ported in the statistics, as some are performed infre-
quently.  These include phrenic nerve block (CPT 64410),
pudendal nerve block (CPT 64430), neurolysis of puden-
dal nerve (CPT 64630), axillary nerve block (CPT 64417),
brachial plexus block (CPT 64415), drainage of spinal
fluid (CPT 62272), cervical/thoracic continuous epidu-
ral (CPT 62318), cervical/sacral continuous epidural (CPT
62319), and lumbar epidural neurolytic injection (CPT
62282).

Further, 1998 utilization statistics also were in favor of
interventional pain medicine specialists to do these pro-
cedures in a facility setting.  This is not to say that these
should not be performed in an appropriate office setting,
but to reiterate that they should not be coded as such un-
less the procedure was performed appropriately with dem-
onstrated medical necessity.  As shown in Table 8, all the
procedures, except for intercostal nerve, single level (CPT
64420), were largely performed the in facility settings,
indicating that they should be retained as ASC-approved
procedures.

In summary, review of 1998 utilization data shows some
dangerous trends, with many of the procedures performed
nearly 50% of the time by non-pain specialists, including
general practice, family practice, internal medicine phy-
sicians; certified registered nurse anesthetists; and nurse
practitioners.  Thus, the dangers of either inappropriate
coding, as well as medical necessity and quality of care
provided in these situations, is of paramount concern.  This
will become much more apparent and prevalent since
paravertebral nerve block codes CPT 64440 and 64441
have been deleted from CPT coding 2000, thus leading
practitioners to code either deep trigger-point injections
or other types of injections as facet joint injections.  Thus,
interventional pain medicine is not only on an un-level
playing field, but also at a substantial disadvantage due
to unclear and, at best, ambiguous regulations that will
only take away from Paul to pay Peter.

Further, the sad news does not stop here.  The deleterious
effects of the prospective payment for hospital outpatient
services are only beginning to surface.  The rule released
on April 7th, 2000, and which is expected to be imple-
mented August 1, 2000, is already showing its effect (6,
79).  As per this rule, hospital payments for many pain
management services have been drastically reduced.  This
ranges from $102 for trigger point injections, and vari-
ous types of joint injections to $161 for transforaminal
cervical, thoracic, lumbar and sacral epidurals, lumbar
and cervical facet injections, as well as facet neurolysis

and various other types of nerve blocks; $176 for percuta-
neous epidural adhesiolysis, cervical and thoracic, lum-
bar and caudal epidural injections; $245 for
epidurography; no reimbursement for SI joint injection,
cervical, thoracic or lumbar discography; $773 for im-
plantation of neurostimulator, pulse generator or removal
of these; and, finally $1235 for implantation or replace-
ment of drug infusion reservoir programmable or non-
programmable pump.  While implementation is not sched-
uled until August 1st, fireworks have already started.  In a
recent newsletter for anesthesiologists (80), the heading
read “OPPS:  No More Outpatient Pain Injections?”  It
went on to say:

Pain practitioners working in outpatient
clinics may find themselves opening
private pain clinics soon.  That was the
consensus of Anesthesia practice man-
agers at the AAA meeting.  Hospitals’
facility fees under the new OPPS will
be so low, some “will tell pain groups,
‘don’t bring your work here’.

In a “dear colleague” letter, Roberta L. Hines, Professor
and Chairman, J. Steven Naulty, Medical Director, Cen-
ter for Pain Management, Yale University School of Medi-
cine, Department of Anesthesiology, described the clo-
sure of the Center for Pain Management, effective June
30, 2000 (81).  They stated:

As you are aware, the present health
care environment is a challenging and
dynamic one.  Recent changes in the
fiscal aspects of pain management ser-
vices have forced the department to
close the Center for Pain Management,
effective June 30, 2000.  This has been
a difficult but necessary step.  I can as-
sure you that this move was not taken
without exploring all alternative options
for fiscal support.

Additionally, onerous medicare regulations are being
implemented at an exponential  rate.  Under these regu-
lations, physician autonomy is being lost.  These regula-
tions significantly limit or even curtail choices of
interventional pain procedures.  The most recent example
of such regulations is the classification of percutaneous
lysis of adhesions as an investigational procedure by many
medicare intermediaries .  This, in spite of the fact that
HCFA central’s review of the problem resulted in the as-
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signment of a new code and relative value.

It appears that we may be looking at more of these in the
near future once hospital outpatient department prospec-
tive payment rule and final ambulatory surgery rule hits
the interventional pain specialists and providers of hos-
pital and ambulatory surgical center services.

So what needs to be done, and how can it be achieved?
Following the precedent of AMA, which asks physicians:
“While you are looking out for your patients, who is look-
ing out for you?”  I would like to ask interventional pain
physicians: “While you are complaining and worried about
regulations and taking care of your patients, who is look-
ing out for your interests?”  It is the responsibility of each
and every interventional pain physician to not only rep-
resent the interests of interventional pain medicine, but
also promote these interests, as is done by almost every
other specialty, including behavioral pain specialists.  At
this time, all interventional pain specialist should ask
themselves what their societies are doing for them and
what they can do to improve the state of the affairs of
interventional pain medicine.  As executive director and
president of AOPMA, I believe that interventional pain
physicians are strong but fragmented, and therefore ap-
pear weak.  Interventional pain medicine specialists of-
ten forget their interests and loyalties, which leads to fac-
tions and fighting, mainly due to a lack of knowledge of
the present-day state of affairs and, in certain circum-
stance, inflated egos.  As a group, we interventional pain
medicine physicians must not only unite, but show a strong
force with the one and only goal of preserving the spe-
cialty of interventional pain medicine.  Of course, to
achieve this goal, we need recognition for interventional
pain medicine as a specialty, appropriate reimbursement
for practice expenses, preservation of the procedures to
be performed in ambulatory surgery centers, and clear
delineation and guidelines to incorporate interventional
pain procedures in the clinical management of patients
suffering with chronic pain.
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