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Connecting the Dots: 









HealthCare Innovation and COVID:



‘Shark Tank’s' Barbara Corcoran Says Now’s the ‘Perfect Time’ To Launch 
a Business: ‘The World Belongs To the New’





Using Telehealth to Expand Access to Essential 
Health Services during the COVID-19 Pandemic









• Changes effective January 1, 2021

• CMS is aligning their Evaluation and Management (E/M) guidelines with 
the American Medical Association Current Procedural Terminology (CPT)

• Most significant changes to E/M coding since 1997 

2021 Medicare Physician Fee Schedule 



Key Highlights
This alignment will: 
• Retain the 5 levels of service for established office/outpatient visits, 99211-99215
• Reduce new patient services to 4 levels of office/outpatient visits, 99202-99205
• Coding will no longer be based on extent of history and physical exam documentation
• Providers can choose their level of service either by time spent in visit (both before, during 

and after on day of encounter) or complexity of medical decision making (MDM)
• Teaching Physician rules have not changed, at this time, but CMS may address the guidelines 

in the future

• All other E/M services that are defined by the 3 components (History, Exam, and MDM) will continue to use 1995 and/or 1997 
Documentation Guidelines until further review has been completed



Medical Decision Making
Medical Decision Making requires two of three elements:

1. Number and complexity of problems addressed at the encounter

2. Amount and/or complexity of data to be reviewed and analyzed

3. Risk of complications and/or morbidity or mortality of patient management



Time Based Coding

Prolonged E/M 
Visit - 99417  
wRVU = 0.61
• Used when 

total time 
exceeds level 5 
visit by 15 min



Impact of 2021 Changes: CMS Estimates



• Several states recently passed legislation for the 
independent practice of Nurse Practioners

• Non specific re: specialty
• ? Training programs/”diploma mills”/ “Epidural Schools”
• Severe threat to IPM
• Large supporters of these legislations include hospital 

associations and large academic medical center conglomerates
o At times physician leadership at individual hospitals support





Our Current realities as pain practitioners

Dahlhamer J, Lucas J, Zelaya, C, et al. Prevalence of Chronic Pain and High-Impact Chronic Pain Among Adults — United States, 2016. MMWR Morb Mortal Wkly Rep 2018;67:1001–1006
Pitcher MH, Von Korff M, Bushnell MC, Porter L. Prevalence and profile of high impact chronic pain in the United States. Journal of Pain. August 8, 2018. (NIH Report).
Relieving Pain in America: A Blueprint for Transforming Prevention, Care, Education, and Research. Washington, DC: The National Academies Press. https://doi.org/10.17226/13172.
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40-50M daily pain, 19M high impact pain
Costs >500 billion

Rising Overhead, decreasing 
reimbursement

Most CHIPs have never see a pain specialist 



Key current challenges:
Faced by the interventional pain field

Pain patients are not aware 
of their treatment options 
and neither are their PCPs

01 02
Regulators and policymakers 
are out of touch with the IPM 
communities and current 
data  

03

Awareness Crisis CMS and Payer Denials Dark Forces against IPM 

Those who get in to Pain 
Clinics face preauthorization 
and payment chal;langes



CDC options are Ineffective
HHS Best practices report is a sensible approach  

“ Several guidelines agree that first- and second-line drugs for 
neuropathic pain include anticonvulsants  tricyclic antidepressants, 
and SNRIs.”....CDC 2016

Early referral, every Chronic high impact pain patients, ideally before 
starting opioids, modified from 2019 HHS Best Practices Report

Why: Because we offer accurate diagnosis and multiple options  

• Dowell D, Haegerich TM, Chou R. CDC Guideline for Prescribing Opioids for Chronic Pain — United States, 2016. MMWR Recomm Rep 2016;65:1–49. 
• file:///C:/Users/mpat0/Desktop/pain-mgmt-best-practices-draft-final-report-05062019.pdf



HHS best practices report has a sensible approach 

Best Practices Task Force Recommendation 1b:

“Develop effective educational resources for primary care providers to 
improve the current understanding and knowledge of pain treatment 
modalities, initially available treatments, and early referral to pain specialists”

file:///C:/Users/mpat0/Desktop/pain-mgmt-best-practices-draft-final-report-05062019.pdf



New literature based algorithm
Decreases pain, suffering and delays in care, ensure access to every patient 

Primary Care with in three months Interventional Pain 

1st Line
4-6 week trial

01

2nd Line
Exacerbation or 
inadequate response
4-6 week trial

02

3rd Line
Inadequate response 
to above

03

4th Line
Inadequate response 
to above, VAS ≥5/10, 
and 6 month of  pain
>50% pain relief with 
trial prior to implant

04

5th Line
Inadequate response 
to above
4-6 week trial
Regular 3 month 
review

05

6th Line
Inadequate response 
to above, VAS ≥5/10, 6 
month of NP

06

COMBO RCT AND METZGER 
REAL-WORLD DATA

Gabapantenoids

SNRI’s

TCA’s

Topicals (Focal NP)

Combination 1st line 
Therapies

Tramadol
Tapentadol

Multidisciplinary evaluation, Early 
accurate Diagnosis

Epidurals, minimally invasive 
decompression, Spacers, Basivertebral 

and Joint denervation 

SSRIs / Anticonvulsants NMDA 
Antagonists

Pain Specialist Referral

Neuromodulation
Spinal, Peripheral,  Restorative

Low Dose Opioid
(below 90 mg Morphine 

equivalent)
Open spinal surgery

Targeted Drug Delivery

Adapted from HHS Best Practices report and Bates Det al A 
Comprehensive Algorithm for Management of Neuropathic Pain. Pain 
Medicine 2019:20,S2-12



Finnerup et al. Pharmacotherapy for Neuropathic Pain in Adults: A Systematic Review and Meta-Analysis. Lancet 2015:14,162-73 
Cook RJ, Sackett DL. The number needed to treat: A clinically useful measure of treatment effect. BMJ 1995;310:452–4.
Engel A et al.  The Effectiveness and Risks of Fluoroscopically-Guided Cervical Medial Branch Thermal Radiofrequency Neurotomy: A Systematic Review with Comprehensive Analysis of the 
Published Data.  Pain Medicine 2016; 17: 658-669
Patel N et al. A Randomized, Placebo-Controlled Study to Assess the Efficacy of Lateral Branch Neurotomy for Chronic Sacroiliac Joint Pain.  Pain Medicine 2012;13:383-398
Van Zundert eta la. Diagnostic medial Branch Block before lumbar radiofrequency Zygapophyseal (Facet) Joint Denervation.  Anesthesiology 2010:113;276-286

Commonly prescribed medications  
NNT= Numbers needed to treat

Interventional Pain Procedures
Low NNTs for highly effective therapies 
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Primary Care Doctors Are Ill-equipped
We have made significant progress 

Shah et al, Number Needed to 
Treat (NNT): An Effective 
Metric for Demonstrating the 
Value of Interventional Pain 
Management , in press, Pain 
Physician



No one said the future will be easy
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