ASIPP®

Interventional Pain Physicians
THE YOICE OF INTERVENTIONAL

PAIN MANAGEMENT SINCE 4998

81 Lakeview Drive, Paducah, KY 42001
Phone: 270.554.8412 | Fax: 270.554-53¢4
E-Mail: asipp@asipp.org

‘Web Site: www.asipp.org

CHAIRMAN OF THE BOARD AND
CHIEF EXECUTIVE OFFICER
Laxmaiah Manchikanti, MD— Paducah, KY

OFFICERS

PRESIDENT
Peter . Staats, MD— Shrewsbury, NJ

IMMEDIATE FAST PRESIDENT

Ramsin M. Benyamin, MD— Bloomington, IL
PRESIDENT-ELECT

Aaron K. Calodney, MD— Tyler, TX

FIRST EXECUTIVE VICE PRESIDENT
Francis Riegler, MD— Palmdale, CA

SECOND EXECUTIVE VICE PRESIDENT
David Bryce, MD— Madisen, Wi

VICE PRESIDENT STRATEGIC PLANNING
Sudhir Diwan, MD— New York, NY

SECRETARY
Farold Cordnar, MD— Sebastian, FL

TREASURER
Frank J.E. Falco, MD— Newark, DE

LIFETIME DIRECTORS

Cyrus E. Bakhit, MD— Roancke, VA
Laxmaiah Manchikanti, MD— Paduc ah, KY
Vijay Singh, MD— Niagara, \¥I

DIRECTORS AT LARGE

Salahadin Abdi, MD, PhD— Houston, TX
Steve Aydin, DO— Mahwah, N.J

Sanjay Bakshi, MD— New York, NY

Mark V. Boswell, MD, PhD— Louisville, KY
Kaylea Boutwsll, MD— Cheslerfield, MO
Kenncth Candida, MD— Chicago, IL
Christopher Gharibo, MD— Franklin Lakes, NJ
Joshua A. Hirsch, MD— Boston, MA

Alan Kaye, MD, PhD— New Orlaans, LA
Dharam Mann, k'D— Whiting, NJ

Devi Nampiaparimpil, MD— New York, NY
Sandford Silverman, MD— Pompano Beach, FL
Amol Sain, MD— Centsnville, OH

DIRECTORS EMERITUS
Hans C. Hansen, MD— Conaver, NC
Standiford Hzlm Il, MD— Laguna Hills, CA

RESIDENT/FELLOW BOARD MEMBERS
Sunny Jha, MD— Chicago, IL
Mikiko Murakami, DO— Weehawken, NJ

PAIN PHYSICIAN ERITQR-N-CHIEF
Alan D. Kaye, MD, PhD— Neyw. Crleans, LA

AMA DELEGATES
Lee Snook, MD— Sacremente, CA
David A. Bryce, MD— Madi.on, Wi (alternato)

AMA RUC
Kenneth Candido, MO— Chit-ago, IL
Hans Hansen, MD—GCongcuar, NC (Alte rnats)

AMA CPT ADVISORY COMMITTEE
Frank J.E. Falco, MD— Newerk, DE
Sachin “Sunny” Jha, MD— Chicago, 1L {(Altemate)

STAFF

Melinda F3artin, Director of Operations

Ray Lane, Director of Public Relations

Helly Long, Coordinator of Editorial Sarvices
Vidy=sacar Pampati, Stafistician and Programmar
Tom Prigge, Multimediu Specialist

Cindy Rogars, Administrotive Assistant

Summir Moffitt, Admini-trative A+ sistant

GOVERNMENT AFFAIRS COUNSEL

Senator Tim Hutchinson,

Cenior Director (US House 92 76;US Sen. 37-03)
Greenbzrg Traurig, LLP, 2101 L St. N\W., Ste 1000
Washingien, D.C. 20037

Jeff Mortier, Lenislati-e Partner

Ryzn, Mackinnon, \'asapoli and Berzok, LLP
1634 Eye Street NW, Suiz 1200
Weshing.en, DC 20006

GENERAL COUNSEL

Erin Brisbay McMahon, JD
Whyatt, Tarrant & Cumbs, LLP,
250 West Main Street, Suite 1600
Lexington, KY 40607

Membership open to alf
Interventional Pain Physicians

June 15, 2015

RagAnn Capehart, MD

Contractor Medical Director

Novitas Solutions, Inc

2020 Technology Park West
Mechanicsburg, PA 17050
raeann.capehart@novitassolutions.com

Re: Certified registered nurse anesthetist (CRNA) Scope of Practice and AANA letier date
March 24, 2015 to Dr. Capehart

Dear Dr. Capehart:

On behalf of the Board of Directors of the American Society of Interventional Pain
Physicians (ASIPP), 50 state societies, and the Puerto Rico Society of Interventional Pain
Physicians, we would like to comment on certified registered nurse anesthetists (CRNAs)
claim that they have the ability to perform interventional pain procedures. These procedures
are often extremely complex and involve a high amount of risk.

ASIPP is a not-for-profit professional organization founded in 1998 which now comprises
over 4,500 interventional pain physicians and other practitioners who are dedicated to
ensuring safe, appropriate and equal access to essential pain management services for
patients across the country suffering with chronic and acute pain. There are approximately
8,500 appropriately trained and qualified physicians practicing interventional pain
management in the United States. ASIPP also has affiliated state societies in all 50 states and
Puerto Rico.

Interventional pain management is defined as the discipline of medicine devoted to the
diagnosis and treatment of pain-related disorders principally with the application of
interventional techniques in managing subacute, chronic, persistent, and intractable pain,
independently or in conjunction with other modalities of treatment.’

Interventional pain management techniques are minimally invasive procedures, including
percutaneous precision needle placement, with placement of drugs in targeted arcas or
ablation of targeted nerves; and some surgical techniques such as laser or endoscopic
diskectomy, intrathecal infusion pumps, and spinal cord stimulators, for the diagnosis and
management of chronic, persistent or intractable pain.?

ASIPP has strongly opposed and continues to oppose allowing CRNAs to perform chronic
pain management services. This expansion of services is deleterious to the American health
care system and its survival, resulting in unnecessary procedures, duplication of services,
and potentially major disasters.

! The National Uniform Claims Committee. Specialty Designation for
Interventional Pain Management- 09,

http.//www.cms. hhs.gov/transmittals/Downloads/r1 779b3.pdf

? Medicare Payment Advisory Commission. 2001. Report to the Congress: Paying
for interventional pain services in ambulatory settings. Washington, DC: MedPAC.
December, 2001,

http://www.medpac. gov/documents/reports/december-200 | -report-to-the-congress-

paving-for-interventional-pain-services-in-ambulatory-settings.pdf?sfvrsn=0




In fact, we have requested a survey by the US Government Accountability Office (GAO) through Congressman
Ed Whitfield and Senators David Vitter and Richard Colburn requesting a study on “the training and
qualification of nurse anesthetists to perform interventional pain management procedures.” Instead, GAQ
sidestepped the issue and performed a study on how nurse anesthetists billed for a few chronic pain procedures,
which was extremely disappointing. The GAO report was based on inaccurate information from the Institute of
Medicine (IOM)’ which had conducted a flawed analysis of chronic pain data. The data were based on the JOM
report and an article by Gaskin and Richard* from Johns Hopkins who estimated the cost of chronic pain to be
$560 to $630 billion; however, unfortunately they defined chronic pain, not only as those who experienced pain,
but also those who were diagnosed with joint pain or arthritis and had a disability that limited their ability to
work, including functional disability from stroke and other ailments. In reality, moderate and severe pain
constitutes approximately 44 million individuals instead of 100 million as reported. Joint pain, arthritis, and
functional disability are not related to chronic noncancer pain and the expenses involved are totally different,
sometimes exceeding $30,000 per case. Even spinal surgery is not included in chronic pain generally; even then,
including surgical interventions, etc, chronic spinal care costs have been estimated to be $100 billion.’

These procedures have seen an explosive increase. Access is not an issue. Even considering ASIPP members
only, which probably constitutes 60% of qualified interventional pain physicians, there is a physician located at
least every 40 to 50 miles.

Anesthesia and Related Care

1. “Anesthesia services and related care” does not include interventional pain management. Where and
under what circumstances does it state this?} It would be a major stretch to include chronic pain
management as related care. Chronic pain management is not just an epidural injection. It requires skills
beyond anesthesia, physical medicine and rehabilitation, and neurology. That is why interventional pain
physicians have fellowship training.

2. In the early years, pain management was performed by anesthesiologists utilizing blind spinal
injections. However, since then, much has changed. The surveys from the Office of the Inspector
General (QIG) of the Centers for Medicare and Medicaid Services (CMS) have reported that fraud and
abuse issues related to interventional pain management mainly come from untrained physicians and
other health practitioners, including nurse anesthetists.

3. The opioid epidemic continues to worsen. Evaluations show that prescriptions written by nurse
practitioners, physician assistants (PA’s), and nurse anesthetists are increasing. Consequently, for all
practical purposes, multiple states have enacted pill mill legislation. Neither education nor certification
is available for CRNAs to perform E/M services and prescribe drugs. There are no outcomes in
reference to CRNAs managing chronic pain patients. Some argue that [PM procedures should not even
be performed by well-trained physicians due to an alleged lack of effectiveness (Chou and Huffman,
Carragee).

4, The Louisiana State Supreme Court ruled that IPM is the practice of medicine and that CRNAs should
not be practicing interventional pain management. Other states have imposed many restrictions. In fact,
in Tennessee, no physicians other than anesthesiologists, physiatrists, and neurologists can perform
these procedures unless they have fellowship training. They are also not entitled to supervise nurse
anesthetists.

3 Institute of Medicine (IOM). Relieving Pain in America: A Blueprint for Transforming Prevention, Care, Education, and
Research. The National Academies Press, Washington, DC, June 29, 2011.
hitp://www.iom.edu/~/media/Files/Report%20Files/2011/Relieving-Pain-in-America-A-Blueprint-for-Transforming-
Prevention-Care-Education-Research/Pain%20Research%202011%20Report%%20Brief pdf

* Gaskin DJ, Richard P. The economic costs of pain in the United States, J Pain 2012; 13:715-724,

> Martin BI, Turner JA, Mirza SK, Lee MJ, Comstock BA, Deyo RA. Trends in health care expenditures, utilization, and
health status among US aduits with spine problems, 1997-2006. Spine (Phila Pa 1976) 2009; 34:2077-2084.




5. The nurse anesthetists’ standards for accreditation do not support an assertion that chronic pain is
related to anesthesia. The full scope of practice includes preparation of graduates who can administer
anesthesia and anesthesia-related care in 4 general categories:

Preanesthetic preparation and evaluation
Anesthetic injection, maintenance and emergence
Postanesthesia care

Perianesthetic and clinical support functions.

Consequently, none of these provide any information on training for evaluation and management services,
assessment of the patient, and performance of chronic pain management procedures, which are different from
managing acute pain.

IPM is a specialized field of medicine, included within the broader medical field of chronic pain management
that involves a clinically based approach to improve function and quality of life for a patient who suffers from a
chronic disease state. IPM is not the delivery of anesthetics. Most IPM practices are referral based, i.e., patients
are sent for specialist consultation by other physicians for care that is beyond the scope of the referring
physician's medical practice. A consultation requires a thorough musculoskeletal, neurclogical, physiological,
and psychological examination and evaluation. Diagnostic studies must be ordered and interpreted when
determined to be medically necessary. The treating physician often must prescribe complex medication
management and coordinate long-term physical therapy, oncology, rehabilitation, surgical consultations and
psychology services. Complex procedures and surgeries are often performed. Complication management and
follow-up care are required. All of these services must be provided and represent the quintessential definition of
the practice of medicine. All aspects of this care lie fully outside the scope of perioperative "anesthesia-related
care" as defined in the Social Security Act and as acknowledged by the society representing CRNAs.

MedPAC has defined interventional pain management techniques as including percutaneous precision needle
placement, with placement of drugs in targeted areas or destruction of targeted nerves; and also surgical
techniques, such as laser or endoscopic discectomy, percutaneous lumbar decompression, and surgically
implanted devices such as intrathecal infusion pumps and spinal cord stimulators, for the diagnosis and
management of chronic, persistent, or intractable pain. Interventional pain management is a minimally invasive
specialty with maximum risks, even when practiced by qualified and experienced hands.

CRNAs are now seeking an unprecedented expansion of their scope of practice to diagnose complex medical
conditions, independently order and interpret expensive diagnostic studies, provide unsupervised treatments, and
perform complicated and dangerous procedures and surgeries for which they have had no formal training or
certification.

Assessing the Need: Fallacy of Access and Cost Savings

The CRNA groups requesting independent medical privileges to diagnose and treat these complex disease states
frame their argument in terms of patient access and reduction in costs. Both arguments are patently specious.
Payers, including Medicare and Medicaid, pay CRNAs in most practice settings precisely the same amount as
doctors. No cost savings are possible and overutilization in this group of providers appears to be rampant.
Further, well-trained, certified physicians are abundant.

CRNA advocacy groups quote recent findings of the IOM to support access issues. This is a gross misstatement
of the findings and inconsistent with all available data. While chronic pain is a pervasive and costly societal
burden, access to spinal injections and complex interventional procedures is not lacking. The need, as articulated
by the IOM, is for patient education and conservative managemen’c.3 The report states:



The plan should:

. heighten awareness about pain and its health consequences;

. emphasize the prevention of pain;

. improve pain assessment and management in the delivery of health care and financing programs of the
federal government,

. use public health communication strategies to inform patients on how to manage their own pain; and

. address disparities in the experience of pain among subgroups of Americans.

We agree with this approach, In fact, while CRNA's have no training in clinically based medicine, other
advanced nurse practitioners do and we support their earnest and admirable efforts to relieve suffering consistent
with the fundamental and historical goals of nursing. Primary care education for practitioners to identify and
refer patients to tertiary centers for complex procedures is a well-studied and effective model of health care
delivery. Proliferation of procedure-driven centers does not accomplish this goal and exacerbates the problems
of overutilization. Moreover, the opportunity to provide clinically based evaluative and management care to
suffering patients by nurse practitioners is already an acknowledged and covered service and is reimbursed
identically as for physicians within most payer systems and practice arrangements.

Education, Certification and Outcomes: Privileges by Legislation without Education
CRNA curricula do not include training in chronic pain management. In fact, unlike other fields of advanced
nurse training, clinically based chronic patient care is not required or even offered.

The AANA’s own “Standards for Accreditation of Nurse Anesthesia Education Programs® specifically states
that no clinical experience with “pain management (acute/chronic)” is required as part of nurse anesthesia
training ®

Some CRNAs receive instruction in "blind" regional anesthetic techniques such as obstetric epidurals. This is
unrelated to procedures for chronic pain. CRNAs receive no training on indications, pathophysiology,
physical examination, psychological and medical management, rehabilitation, vocational management,
anatomical and radiographic diagnosis, MRI interpretation, CT, ultrasound and fluoroscopic guidance - all of
which are required to practice Chronic Pain Medicine and are an integral part of all interventional pain
fellowships and board examinations.

Unlike physicians, there are no required board certifications or accreditation programs in IPM for nurse
anesthetists and other non-physicians. Many boards of nursing have taken the position that if a CRNA wants to
start practicing IPM and perform these procedures, then it is OK to do so and it is the responsibility of the
CRNA to determine his or her own competency. Virtually all experience and documentation of competency is
gained through participation in for-profit workshops and on-the-job observation and proctoring.

In this context, it is useful to examine a typical interventional pain procedure such as spinal cord stimulation
(SCS). This is a procedure that involves almost exactly the same level of diagnostic skills, medical judgment,
and surgical acumen as exercised by an interventional cardiologist or cardiovascular surgeon performing
pacemaker implantation. First, the physician must diagnose the condition based on careful history taking and
physical examination. Complex diagnostic studies must be performed and interpreted. Alternative therapies
must be investigated and offered. Medication trials are usually pursued and evaluated for efficacy prior to
moving towards surgery. Psychological factors are evaluated and treated. Once surgical implantation has been
decided, the patient is brought to an operating room and placed under anesthesia by an anesthesia provider.
Leads are placed directly into the spinal column through a surgical incision and introducer under fluoroscopic
guidance to avoid severe neurological damage of the spinal cord. Just as a cardiovascular surgeon would place
cardiac leads, precise positioning is critical. Likewise, testing is performed similar to testing a pacemaker’s
function. Subsequently, a surgical pocket is fashioned in the operating room under an anesthetic then leads are

6 Standard for Accreditation of Nurse Anesthesia Educational Programs, Council on Accreditation of Nurse Anesthesia
Educational Programs, Revised 2012, Page 23.



tunneled from one part of the body to another and connected to a generator and retested. Hemostasis is achieved
using electrocautery, incisions are then closed surgically, and the patient is managed postoperatively for
complications.

There is no aspect of the above vignette, although typical in daily practice for an IPM doctor that is consistent
with a CRNA’s scope of practice - any more than is placing a pacemaker or defibrillator.

The art of medicine is defined by two pillars of clinical practice:

L. Diagnosis; figuring out what is wrong with the patient, and
2. Treatment: deciding what to do for the patient, and then carrying out the plan.

Medical school curriculum and nurse anesthesia curriculums are very different and not transferable. Medical
school involves 4 years of post graduate training in gross anatomy cadaver dissection, patho-physiology,
pharmacology, etc. For credentialing in pain management, primary residencies upon completion of medical
school in Anesthesiology, PM&R and neurology require further fellowship training for sub certification by the
ABMS with 10 year required re-certification exams. Further training in interventional pain medicine is also
offered by the ABIPP. The purpose of this extensive certification is demonstrate as a benchmark to the public -
that extensive training with certification has been undertaken to ensure public safety and to ensure the integrity
of the Medicare program. Along these lines we continue to implore MC to credential based on training and not
politics. The desire of the nurse anesthetist to shortcut this training pathway for economic benefit is dangerous
and destabilizes medical education.

Bachelor of Nursing curriculum followed by two years of vocational anesthesia operating room training has no
exposure to the evaluation and treatment of complex pain and medical disorders. Blind-guided spinal block for
surgical purposes or blind epidural injections for labor is not akin to performing complex neuro-axial
interventions under fluoroscopic guidance in complex spine disease. The analogy is this: No federal agency
would allow an individual with only a private pilot license to fly commercial jets- for this same reason, no one
should let a nurse anesthetist perform complex spine interventions without extensive medical training and
certification.

While legal definitions vary somewhat from state to state, correctly diagnosing what is wrong with a given
patient then providing only necessary and appropriate treatment is the sine qua non of practicing medicine. The
Federation of State Medical Boards (FSMB) recommends that every state’s Medical Practice Act provide a
definition of the “Practice of Medicine” and that the definition includes “rendering a determination of medical
necessity or appropriateness of proposed treatment.”

The American Medical Association rightly introduced at the November 2006 House of Delegates meeting
language included in Resolution 902 that, "state medical boards have full authority to regulate the practice of
medicine by all persons within a state, notwithstanding claims to the contrary by boards of nursing, mid-level
practitioners or other entities."

Public safety requires that interventional pain management in statute and regulation is clearly recognized as the
practice of medicine and that the interventional treatment of pain is provided only by well-qualified and well-
trained physicians. Due to the complexities involved in the treatment of pain, pain medicine is recognized as a
separate medical subspecialty by the American Board of Medical Specialties.

In fact, we oppose many untrained physicians performing interventional pain management or practicing pain
medicine.

Further, as promulgated in multiple LCDs at the present time which was initiated by Noridian, CRNAs do not
meet the definition of required training to perform any interventional procedures.

7 Federation of State Medical Boards of the United States. 4 Guide to the Essentials of a Modern Medical



Provider Qualifications
The CMS Manual System, Pub. 100-8, Program Integrity Manual, Chapter 13, Section 5.1

(http://www.cms.hhs.gov/manuals/downloads/pim83¢13.pdf) states that "reasonable and necessary" services are
"ordered and/or furnished by qualified personnel." Services will be considered medically reasonable and

necessary only if performed by appropriately trained providers.

Patient safety and quality of care mandate that healthcare professionals who perform epidural steroid injections
are appropriately trained and/or credentialed by a formal residency/fellowship program and/or are certified by
either an accredited and nationally recognized organization or by a post-graduate training course accredited by
an established national accrediting body or accredited professional training program. If the practitioner works in
a hospital facility at any time and/or is credentialed by a hospital for any procedure, the practitioner must be
credentialed to perform the same procedure in the outpatient setting. (At a minimum, training must cover and
develop an understanding of anatomy and drug pharmacodynamics and kinetics as well as proficiency in
diagnosis and management of disease, the technical performance of the procedure and utilization of the required
associated imaging modalities).

Creation of Profit Centers
This approach will facilitate creation of profit centers for orthopedic surgeons, neurosurgeons, and even other

types of physicians rather than providing comprehensive care. This technique is already used by chiropractors.

The regulations from Ohio, Kentucky, Florida, and multiple other states clearly show that even to provide
opioids, physicians must be board certified in pain medicine or interventional pain management. Whereas for
doing interventional procedures, which are associated with high risk, CMS is proposing that nurse anesthetists,
who lack basic training (the only training they have is blind epidural injections in obstetrics sometimes) be
permitted to perform these complex procedures.

Case Precedence

The inclusion of interventional pain management procedures in CRNAs’ scope of practice was successfully
challenged in Louisiana and affirmed by the courts. The appellate court affirmed the trial court’s grant of a
permanent injunction that limited the scope of practice for CRNAs by restricting them from performing IPM
procedures.® During the lengthy process these issues were fully examined after numerous national experts
testified at trial and amicus briefs were filed by several entities from across the nation.

After reviewing all the evidence, the Louisiana Supreme Court upheld the trial court’s decision that ensured pain
management patients in Louisiana would receive the highest quality of care from licensed medical physicians.
The ruling shows that the scope of practice issue and public health and welfare issues are inseparable.

Additionally, Noridian Administrative Services, the Medicare Contractor for most of the Western United States,
issued an opinion on March 17, 201 1,7 that CRNAs cannot practice IPM. Noridian determined that CRNAs are
not trained in curricula that teach assessment skills for evaluation of chronic pain states and thus do not have the
skills to manage such patients. Wisconsin Physician Services (WPS) came to the same conclusion.”

Position of ASIPP and State Organizations

The paramount responsibility of medical regulation is to ensure safety and efficacy for patients who seck care
but may not understand the vast differences in training and skill among health care providers and medical
treatments. The US medical education system and credentialing process seeks to ensure that even the least of
physician providers possesses an acceptable level of competency and safety through an arduous course of
extensive medical training, broad-based patient care responsibilities, mentored specialty training, critical oral,

. Spine Diagnostic Center of Baton Rouge, Inc. versus Louisiana State Board of Nursing, Appellate Court Decision (2008).
Page 16.
*http;//bbnor.noridian.com/Bulletins/Medicare Part B/Medicare B News/Medicare B News_Issue 273_October_6_2011

/CRNA_ Practice_and Chronic_Pain Management - Revised  .htm

http://www. wpsmedicare.com/j8macparta/resources/provider_types/crna-practice-chronic-pain-management.shtml




written and hands-on specialty board certification, as well as ongoing medical education and specialty re-
certification.

Current requests by CRNAs to enter into the practice of medicine, specifically the complex field of chronic pain
medicine, without any formal education, training, or certification, circumvents the goal of medical education and
the responsibility of regulatory agencies such as CMS to provide for the safe and effective delivery of health
care services,

CRNAs are not, in fact, requesting that advanced practice nurses be allowed to provide independent medical
management of chronic pain; that role of primary care - as advocated by the IOM - is currently reimbursed by
CMS for advanced nurse practitioners. The requested coverage language is specifically crafted to allow payment
for complex procedures in facility and non-facility settings.

ASIPP, our Puerto Rican society, and all state societies strongly object to any consideration of CRNAs’ request
to practice outside the field of anesthesia services, specifically in the specialized field of interventional pain
management,

Thank you again. 1f you need further information, please contact us.

Sincerely,

Laxmaiah Manchikanti, MD

Chairman of the Board and Chief Executive Officer, ASIPP and SIPMS
Medical Director, Pain Management Center of Paducah

Clinical Professor, Anesthesiology and Perioperative Medicine
University of Louisville, Kentucky

2831 Lone Oak Road

Paducah, KY 42003

270-554-8373 ext. 101

drm{@asipp.or

Peter S. Staats, MD

President, ASIPP

Managing Partner, Premier Pain Centers

Adjunct Associate Professor, Department of Anesthesiology and Critical Care Medicine
Department of Oncology at Johns Hopkins University School of Medicine

160 Avenue at the Common, Suite 1

Shrewsbury, NJ 07702

732-380-0200

peterstaats(@hotmail.com

Aaron K. Calodney, MD
President-Elect, ASIPP
NeuroCareNetwork

PO Box 130459

Tyler TX 75713-0459
903-531-2500
aaroncalodney(@me.com




Ramsin M. Benyamin, MD

Immediate Past President, ASIPP

Medical Director, Millennium Pain Center
1015 South Mercer

Bloomington, IL 61701

Phone: (309) 662-4321

Fax: (309) 661-4532
ramsinbenyamin@yahoo.com

Francis Riegler, MD

First Executive Vice-President, ASIPP
Universal Pain Management

819 Auto Center Drive

Palmdale, CA 93551

Phone: (661) 267-6876

Fax: (661) 538-9483
friegler@upmgt.com

David A. Bryce, MD

Second Executive Vice-President, ASIPP
Advanced Pain Management

34 Schroeder Court.

Madison, Wisconsin, 53711

tonys09@gmail.com

Sudhir Diwan, MD

Vice President Strategic Planning
Executive Director

Manhattan Spine and Pain Medicine, PC
115 East 57th Street

New York, NY 10022

sudhir.diwan63@gmail.com

Harold Cordner, MD

Secretary, ASIPP

Florida Pain Management Associates
13825 U.S. Hwy 1

Sebastian, FLL 32958
gassdoc@aol.com

Frank J.E. Falco, MD

Treasurer, ASIPP

Medical Director, Midatlantic Spine
139 East Chestnut Hill Road
Newark, DE 19713

Clinical Assistant Professor

Temple University Medical School
Philadelphia, PA

Phone: (302) 369-1700

Fax: (302) 369-1717

cssm{1({@aol.com



Mark V. Boswell, MD, PhD
Academic Director, ASIPP
Louisville, KY

Kenneth D. Candido, MD
Academic Director, ASIPP
Chicago, IL

Joshua A, Hirsch, MD
Academic Director, ASTPP
Boston, MA

Alan D, Kaye, MD, PhD
Academic Director, ASIPP
New Orleans, LA

Steve Aydin, DO
Young Physician Director, ASIPP
Mahwah, NJ

Kaylea Boutwell, MD
Young Physician Director, ASTPP
Chesterfield, MO

Devi E. Nampiaparimpil, MD
Young Physician Director, ASIPP
New York, NY

Amol Soin, MD
Young Physician Director, ASIPP
Centerville, OH

Salahadin Abdi, MD, PhD
Director-at-Large, ASIPP
Houston, TX

Sanjay Bakshi, MD
Director-at-Large, ASIPP
New York, NY

Christopher Gharibo, MD
Director-at-Large, ASIPP
Franklin Lakes, NJ

Dharam Mann, MD
Director-at-Large, ASIPP
Whiting, NJ



Sanford Silverman, MD
Director-at-Large, ASIPP
Pompano Beach, FL.

Hans C. Hansen, MD
Director Emeritus, ASIPP
Conover, NC

Standiford Helm, I1, MD
Director Emeritus, ASIPP
Laguna Hills, CA

Kenneth Varley, MD
President and CEQO, Alabama Society of Interventional Pain Physicians

Nancy Cross, MD
President and CEO, Alaska Society of Interventional Pain Physicians

Patrick W. Hogan, D.Q.
President and CEQ, Arizona Society of Interventional Pain Physicians

John Swicegood, MD
President, Arkansas Society of Interventional Pain Physicians

Ray d'Amours, M.D.
Executive Director and President, California Society of Interventional Pain Physicians

Kenneth C. Lewis, MD
President and CEQO, Colorado Society of Interventional Pain Physicians

Dean Mariano, MID
President, Connecticut Society of Interventional Pain Physicians

Alan Gonzalez-Cota, MLD.
Executive Director and President, Delaware Society of Interventional Pain Physicians

Harold L Dalton, DO
President, Florida Society of Interventional Pain Physicians

David W. Gale, MD
President, Georgia Society of Interventional Pain Physicians

Rudolph Puana, MD
President, Hawaii Society of Interventional Pain Physicians

Holly Zoe, MD
President, Idaho Society of Interventional Pain Physicians

Kenneth Candido, MD
President, Illinois Society of Interventional Pain Physicians

Mahendra Sanapati, MD
President, Indiana Society of Interventional Pain Physicians
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Bradley W. Wargo, DO, DABIFPP
President and CEO, Iowa Society of Interventional Pain Physicians

Mayank Gupta, MD
President and CEQ, Kansas Society of Interventional Pain Physicians

Ramarao Pasupuleti, MD
President, Kentucky Society of Interventional Pain Physicians

Paul Hubbell, MD
President, Louisiana Society of Interventional Pain Physicians

Stephen Bamberger, MD
President, Maine Society of Interventional Pain Physicians

Akil Benjamin, MD
President, Maryland Society of Interventional Pain Physicians

Thomas Simopoulos, MD
President and Executive Director, Massachusetts Society of Interventional Pain Physicians

Dennis Dobritt, DO
President and CEQ, Michigan Society of Interventional Pain Physicians

Andrew Will, M.D.
President and CEQ, Minnesota Society of Interventional Pain Physicians

Timothy Beacham, MD
President, Mississippi Society of Interventional Pain Physicians

Kevin Coleman, MD
President, Missouri Society of Interventional Pain Physicians

Scott Jahnke, DO
President and CEO, Montana Society of Interventional Pain Physicians

Daniel Wik, MD
President, Nebraska Society of Interventional Pain Physicians

Daniel Fabito, MD
President, Nevada Society of Interventional Pain Physicians

George Lantz, DO
President, New Hampshire Society of Interventional Pain Physicians

Pamela O. Black, MD
President and Executive Director, New Mexico Society of Interventional Pain Physicians

Christopher Gharibo, M.D.
President, New York Society of Interventional Pain Physicians
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Mark Hines, MD
President, North Carolina Society of Interventional Pain Physicians

Rup K Nagala, MD
President and CEO, North Dakota Society of Interventional Pain Physicians

Amol Soin, MD
President and CEO, Ohio Society of Interventional Pain Physicians

Rico Guerra, MD
President and CEQ, Oklahoma Society of Interventional Pain Physicians

Peter Kosek, MD
President, Oregon Society of Interventional Pain Physicians

Vahid Grami, MD, MPH
President and CEO, Pennsylvania Society of Interventional Pain Physicians

Dr. Renier Mendez
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