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The lifetime prevalence of spinal pain 
has been reported as 65% to 80% in the neck 
and low back.  In the US each year, 500,000 
– 1,000,000 spine surgeries and 2 to 5 million 
interventional procedures are estimated to 
be performed.  The burden created by chron-
ic pain is enormous on the patient and soci-
ety. Thus, the somatic, psychological, and 
physical manifestations of pain must be ad-
dressed in the overall assessment and treat-
ment of these patients.  

A myriad of treatment options exist for 
patients in pain however, with none of the 
modalities providing conclusive evidence in 
their effectiveness.  The optimal course of 
care requires an integrated delivery system 
involving a variety of specialists.  Due to the 
complexities of diagnosis and management, 
patients are best managed utilizing a multi-
disciplinary approach under an umbrella of 
services offered by a spinal diagnostic and 
interdisciplinary pain center.  

This review identifies various pain syn-
dromes and conditions and provides a model 
for the establishment of an interdisciplinary 
pain center as well as the resources, guide-
lines, and infrastructure required for operat-
ing a successful pain center in any setting; 
free-standing, hospital-based, or academic.

Keywords:  Spinal diagnostic pain cen-
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In a Gallup Survey of “Pain in Amer-
ica” more than 4 out of 10 adults (42%) 
reported they experienced pain on a daily 
basis.  Pain and pain syndromes originat-
ing in and involving the spine are com-
mon. The lifetime prevalence of spinal 
pain has been reported as 65% to 80% in 
the neck and low back (1-9).  

The burden created by spinal pain is 
enormous extending beyond the patient’s 
physical, emotional, social and financial 
impact.  Demand continues to increase 
high quality, cost-effective, evidence-
based methods for medical or conserva-
tive management of spinal conditions.

A myriad of treatment options exist 
for patients in pain, however, the best op-
tions for rehabilitation are rendered under 
the umbrella of an integrated delivery sys-
tem involving a variety of specialists.  An 
interventional pain center must offer ser-
vices that have documented clinical effica-
cy with minimal risk, documented by out-
comes that demonstrate improved quality 
of care, patient access, efficiency, effective-
ness, and cost containment by improving 
the cost to benefit ratio.

Chronic spinal pain is considered as a 
multifactorial disorder.  Modern diagnos-

tic techniques, including interventional 
techniques, are able to demonstrate a 
structural basis in at least 50% and as high 
as 90% of patients (9).  Even then, due to 
the complexities of diagnosis and man-
agement, patients are best managed utiliz-
ing a comprehensive multidisciplinary ap-
proach under the umbrella of services of-
fered by a spinal interventional pain cen-
ter.  This review summarizes the planning, 
benefits, infrastructure, and resources re-
quired to establish an interventional pain 
center.  In addition, an outline of guide-
lines for managing, marketing, and oper-
ating a successful interventional pain cen-
ter is provided whether it is free-standing, 
hospital-based, or an institutional facility.

IMPACT OF CHRONIC PAIN

More than 40 million people in the 
United States are affected with musculo-
skeletal pain.  In the United States each 
year, 500,000 – 1,000,000 spine surgeries 
and 2 to 5 million interventional proce-
dures are estimated to be performed (9).

Over 400 million workdays are lost 
each year.  In the United States, the num-
ber of persons reporting disabling condi-
tions increased from 49 million during 
1991 to 1992 to 54 million during 1994 
to 1995 (10).  Spine and musculoskeletal 
disorders account for nearly 70 million 
physician office visits in the United States 
each year, and an estimated 130 million 
outpatient, hospital and emergency room 

visits.  In 1999, nearly 1 million people 
took time away from work to be treated 
and recover from work-related musculo-
skeletal pain or impairment of function in 
the lower back or upper extremities.  Con-
servative estimates of the economic bur-
den imposed by these disorders, as mea-
sured by compensation costs, lost wag-
es and lost productivity, are between $45 
and $54 billion annually.  Moreover, sta-
tistics reveal that a person who remains 
out of the work force for up to six months 
due to a back injury has less than a 50% 
probability rate of ever returning to work; 
after twelve months, the rate drops to less 
than 12%; and after two or more years, 
the rate decreases to less than 1%.  It has 
also been found that in a large percent-
age of persons who have undergone mul-
tiple surgeries, performed by one or more 
spine surgeons, there is a greater degree of 
Failed Back Surgery Syndrome and long-
term disability.  This particular diagnosis 
prevails as the leading condition for work-
related injuries (11). 

During 1996, direct medical costs for 
persons with disabilities were $260 billion 
(12, 13).  A 1999 US report of prevalence 
or disabilities and associated health con-
ditions among adults reported 44 million 
of 22% of the adults as having a disabili-
ty (14).  The cost of medical care for a dis-
abled older person averages 3 times that 
for a non-disabled senior (15).  Of the 
total percentage of disabilities, 63% oc-
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curred among working adults; of these 
27.8 million (16.5%) had a disability and 
17.7 million (10.5%) had a limitation in 
their ability to work at a job or business.  
Of all the adults with disabilities, 17.5% 
had arthritis and rheumatism, 16.5% had 
back or spine problems, and only 7% had 
cardiac or vascular problems (9).

The majority of costs caused by 
chronic pain are due to disability com-
pensation, reduced productivity, and lost 
tax revenue.  The annual health care cost 
incurred by a chronic pain patient, ex-
cluding fees for surgical procedures, may 
range from $500 to as high as $35,400, 
with the average ranging from $12,900 to 
$18,833 annually (16-19).

Further, contrary to popular belief, 
the vast majority of chronic pain patients 
are managed with medication.  For exam-
ple in 1999, more than 3 million prescrip-
tions were written for OxyContin® (19) 
whose cost alone would exceed $4,500 per 
year, not including related physician visits 
for laboratory work (20).  Further, there 
has been growing support for the use of 
other prescriptive preparations including 
anti-convulsants, anti-depressants, and 
topical preparations for neuropathic pain 
syndromes (19, 21).

INTERDISCIPLINARY SPINE CENTER

Rationale
The burden created by spinal pain 

and societal impact extends beyond the 
patient’s physical, emotional, and finan-
cial suffering.  Employers continue to de-
mand cost-effective, alternative, innova-
tive, and effective methods for manage-
ment of spinal conditions due to the soar-
ing costs of managing work-related inju-
ries, particularly those involving the mus-
culoskeletal sysyem. 

Chronic spinal pain is a multifacto-
rial disorder with many possible etiolo-
gies. The biopsychosocial model, which 
emerged in the 1980s, viewed chron-
ic spinal pain as a biopsychosocial phe-
nomenon, in which biological, psycho-
logical, and social factors dynamically in-
teract with each other.  The biopsychoso-
cial model described here includes the bio 
part also along with the psychosocial and 
functional approaches.  Modern technol-
ogy, including magnetic resonance imag-
ing (MRI), computed tomographic axi-
al scanning (CT), neurophysiologic test-
ing, and comprehensive physical exam-
ination with psychological evaluation, 

can identify the cause of low back pain in 
only 15% of patients in the absence of disc 
herniation and neurological deficit.  Fur-
ther, overall inaccurate or incomplete di-
agnosis in patients referred to pain treat-
ment centers has been described as rang-
ing from 40% to 67%, and the incidence 
of psychogenic pain has been shown to be 
present only in 1 of 3,000 patients, with 
the presence of pain of organic origin 
mistakenly branded as psychosomatic in 
98% of the cases (9).  It has been identi-
fied that facet joints, intervertebral discs, 
ligaments, fascia, muscles, and nerve root 
dura are the tissues capable of transmit-
ting pain in the low back.  Using appropri-
ate interventional techniques, a structur-
al diagnosis may be established in 50% or 
as many as 80% of the patients suffering 
with chronic spinal pain in conjunction 
with other diagnostic techniques.

Interventional techniques include 
diagnostic, as well as therapeutic.  The 
rationale has been established for facet 
joint blocks, discography, transforam-
inal epidural injections, and sacroiliac 
joint injections in the diagnosis of spi-
nal pain.  The rationale is based on the 
facts that these structures have nerve 
supply, the structures are capable of 
causing pain similar to that seen clini-
cally in normal volunteers, the struc-
tures are susceptible to disease and/or 
injuries that are known to be painful, 
and, these structures have been shown 
to be a source of pain in patients, using 
diagnostic techniques of known reliabil-
ity and validity (9).  

On the basis of developments in 
interventional pain management, with 
precision diagnostic techniques, a struc-
tural cause of pain may be identified in 
70% to 80% of the patients with chronic 
spinal pain.  In patients without neuro-
logical symptoms, disc herniation, and 
positive nerve conduction studies, di-
agnostic interventional techniques have 
shown that facet joints are the source of 
chronic spinal pain in 15% to 45% of 
the heterogeneous groups of patients 
with chronic low back pain, 48% of the 
patients with thoracic pain, and 54% to 
67% of the patients with chronic neck 
pain, utilizing controlled local anes-
thetic blocks, incorporating IASP cri-
teria; internal disc disruption in 39% 
of the patients suffering with chronic 
low back pain, and primary discogenic 
pain in 26% of patients suffering with 
chronic low back pain demonstrated by 

provocative discography following IASP 
criteria; and sacroiliac joint pain with 
controlled local anesthetic blocks in as 
low as 2% and as high as 30% of the pa-
tients (9).

The rationale for therapeutic 
interventional techniques in the spine is 
based upon several considerations.  First, 
cardinal source(s) of chronic spinal pain, 
namely discs and joints, are accessible to 
neural blockade.  Second, removal or cor-
rection of structural abnormalities of the 
spine may fail to cure and may even wors-
en painful conditions.  Third, degener-
ative process of the spine and origin of 
spinal pain are complex.  Fourth, the ef-
fectiveness of a large variety of therapeu-
tic interventions in managing chronic spi-
nal pain has not been demonstrated con-
clusively.

Interventional techniques in the 
management of chronic spinal pain 
include neural blockade and mini-
mally invasive surgical procedures 
ranging from epidural injections, fac-
et joint injections, and neuroabla-
tion techniques, to intradiscal thermal 
therapy, disc decompression, mor-
phine pump implantation, and spinal 
cord stimulation.  

Definition of Multidisciplinary Care
Under a multidisciplinary care 

model, patients are evaluated by special-
ty-trained interventional pain special-
ists and ancillary providers.  The terms 
multidisciplinary or comprehensive elic-
it significant confusion.  The terms re-
late to a pain physician’s primary special-
ty.  Thus, an interventionalist perceives 
a multidisciplinary or comprehensive 
program as the one with interventional 
techniques as the primary modality with 
physical and psychological modalities 
as secondary components.  In contrast, 
a psychiatrist, rehabilitation specialist, 
or a surgeon might tend to emphasize 
psychology/psychiatry, physical therapy/
functional rehabilitation and surgery, 
with multidisciplinary management 
achieved by secondary application of 
other modalities such as interventional 
techniques.  For purposes of this review, 
multidisciplinary care is provided in an 
interventional pain management set-
ting.  The National Uniform Claim Com-
mittee (NUCC) and the American So-
ciety of Interventional Pain Physicians 
(ASIPP) define interventional pain man-
agement as:
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“The discipline of medicine de-
voted to the diagnosis and treatment 
of pain and related disorders with 
the application of interventional 
techniques in managing subacute, 
chronic, persistent, and intractable 
pain, independently or in conjunc-
tion with other modalities of treat-
ments.”

Benefits
In the multidisciplinary care mod-

el, well-defined clinical algorithms and 
guidelines are used to ensure standard-
ization of care. Rigid documentation and 
outcomes analyses are performed to sub-
stantiate treatment decisions and dem-
onstrate superior effectiveness to payers, 
claims administrators, and employers. A 
practice continuum is used where patients 
must demonstrate failure at each level of 
care, beginning with conservative modali-
ties, in order to progress to the next level 
of intervention. Ongoing patient satisfac-
tion surveys are performed during the en-
tire process and for a period of up to two 
years post- surgery or care. Clinical and 
administrative management is orchestrat-
ed to increase efficiency, coordinate care 
delivery, and improve timely reporting to 
claims managers and adjusters.

Non-operative and operative mo-
dalities are employed in the delivery of 
patient care and may include: Therapeu-
tic and diagnostic interventional injec-
tions, implantable devices, radio frequen-
cy lesioning, intradiscal electrocoagula-
tion, state-of-the-art materials and devic-
es, functional restoration, and behavioral 
medicine.

A multidisciplinary system of care 
offers an innovative, cost-effective, and 
comprehensive approach for the treat-
ment of malignant and non-malignant 
pain. Further, it provides a coordinated 
interaction of interventional pain tech-
niques and other modalities. A disease-
based model is utilized to provide glob-
al management of the disease or inju-
ry, spanning from diagnosis to return to 
function. Other benefits include: An or-
ganized, coordinated approach to diag-
nosis and treatment; specialty-focused, 
outcome driven care with well-defined 
critical pathways; decreased utilization 
of medical services and medications; in-
creased patient satisfaction; reduced cost 
of care and disability; quicker return to 
work; and decreased length of treatment 
(Figs. 1-4).

Fig 2. Suggested algorithm for comprehensive evaluation and management 
of  chronic pain

History 
  Pain history
  Medical history 
  Psychosocial history

Assessment
  Physical
  Functional
  Psychosocial
  Diagnostic testing

Impression

Management plan

Diagnostic Interventions Therapetic interventional 
Management

Aletrnatives

Persistent pain
New pain
Woresening pain

Discharge or maintain

Reevaluation

Adequate pain relief and 
improvement in functional status

Repeate comprehensive evaluation

Evaluation and Management

Fig 1. Referral to Pain Center

Review Medical Records
Case (Nurse) Manager

Physical & Neurological Exam
Specialist Intervention

Diagnosis and/or Testing

Diagnostic Procedures
X-Ray, MRI, EMG, NCV, 

Discography, Myelography, etc.

Formulate Treatment Plan
Pain Management, 

Behavioral, Medication, 
Functional Restoration, etc.

Adapted from ref. (9)
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Chronic low back pain

Based on suspicion

Facet joint blocks Provocative discography SI joint injection

Positive Negative Positive Negative Positive Negative

Provocative 
discography

Facet joint 
blocks

Facet joint 
blocks

Positive Negative Positive Negative Positive Negative

Provocative 
Discography

Positive Negative

 Transforaminal 
Epidural injection

SI joint 

injection

Positive Negative

 Transforaminal 
Epidural injection

SI joint 

injection

Positive Negative

Fig 3.  An algorithmic approach to diagnosis of  chronic low back pain without disc herniation

Adapted from ref. (9)

Chronic neck pain

Based on suspicion

Facet joint blocks Epidural injections# Provocative discography*

Positive Negative Positive Negative

Epidural  
injections#

Facet joint 
blocks

Facet joint 
blocks

Positive Negative Positive Negative Positive Negative

Epidural          
injections#

Positive Negative

Stop      
process

Positive Negative

Provocative  
discography*

Stop      
process

Provocative  
discography*

OR
OR

Positive Negative

* Not based on evidence synthesis

# Transforaminal epidural injections have been associated with reports of risk

Fig 4.  An algorithmic approach to diagnosis of  chronic neck pain without disc herniation

Adapted from ref. (9)
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OPERATIONAL CONSIDERATIONS

Strategic Planning
Business is critical to the develop-

ment of a successful Pain Center.  A mar-
ket analysis, feasibility study and business 
plan should be developed to analyze the 
efficacy, both clinically and economically 
of the proposed Pain Center.  This plan-
ning will serve as a blueprint for the Cen-
ter as it relates to administrative, clinical, 
and economic issues.  In addition, the de-
velopment of the business plan allows all 
parties to project Center requirements 
based on the growth of the program, pos-
sible threats or competitive forces that 
may impact potential expansion of the 
Center and the resources required.  Tar-
geted marketing programs geared toward 
three segments of the market place must 
be implemented; high visibility market-
ing, public relations, and promotional ac-
tivities are required to build volume and 
sustain growth over time. 

Implementation is initiated by re-
cruiting a multidisciplinary team, begin-
ning with a core group of specialists. High 
profile, well-trained specialists help to cre-
ate market domination in the geographic 
region for the Center. Physician and special-
ist integration is critical to map out clinical 
outcomes, recruit a management team, se-
lect an outcomes data collection system, and 
identify resources for public relations, mar-
keting, and contracting (Fig. 5).

Clinical pathway algorithms coordi-
nate diagnostic and therapeutic interven-
tions, maximize clinical outcomes, im-
prove return to work results, and docu-
ment reduced cost of care.

Potential Structures of Ownership
There are many types of cooper-

ative ventures available depending on 
the Pain Center location and its own-
ership.  In some cases, the Center may 
represent a physician-owned spinal di-
agnostic and interventional pain ambu-
latory surgery center.  In other instanc-
es, the interventional pain center may 
be part of a hospital facility or large ac-
ademic institution.  Many factors impact 
the Center’s structure and physical loca-
tion; free-standing, hospital-based, or in-
stitutional facility.   It is important to an-
alyze all the options including capital re-
quirements for a bricks and mortar type 
center that focuses on outpatient care and 
procedures. 

Legal Issues
Some types of joint ventures between 

physicians and hospitals have been found 
to violate the Federal Anti-Kickback Stat-
ute.  This has occurred when distribu-
tions from the joint venture to the refer-
ral source are characterized as remunera-
tion paid “in return for” or “to induce” re-
ferrals to the joint venture. A safe harbor 
provision is related to this statute however, 
in practice very few joint ventures will ac-
tually satisfy the safe harbor requirement. 
In particular, the first element of the safe 
harbor states that no more than 40% of 
the value of the investment interest of 
each class of investments may be held in 
the previous fiscal year or the previous 12 
month period by investors who are in a 
position to make or influence referrals to, 
furnish items or services to, or otherwise 
generate business for the entity. It must be 

noted that just because the arrangement 
does not fall within the safe harbor, it does 
not necessarily make it illegal.

In addition, the Office of the In-
spector General (OIG) issued a special 
fraud alert with respect to joint venture 
arrangements. Of the items that the OIG 
has identified as suspect, extraordinary 
returns on investment in comparison 
with the risk involved has been includ-
ed.  Further, certain Stark issues apply 
and the entity would need to fit within 
an exception of these requirements.  To 
further complicate the issue, a number 
of states such as California are looking to 
pass legislation that prohibits the referral 
of work-related injury patients requir-
ing musculoskeletal care to a physician-
owned ambulatory surgery center.  The 
battle to retain these referrals and mar-
ket share is currently being launched on 
several fronts in key states with the help 
of organizations like The American So-
ciety of Interventional Pain Physicians 
(ASIPP) whose governmental affairs 
program has achieved major milestones 
on behalf of physicians and facilities pro-
viding pain services.

In some circumstances, the use of 
a general business corporation as a joint 
venture entity may be preferable where 
there is a tax-exempt participant, if the 
venture will generate income that is “un-
related” to the charitable purpose of the 
tax-exempt entity.

Pain Center as a Department of a 
Hospital

The advantage of this structure is 
that the hospital can fund and staff the 
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Fig 5.  Milestones Chart
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program. The physician members are 
those physicians on staff who wish to par-
ticipate and no physician financial contri-
butions are required. This structure works 
well for a program that is established 
principally as a marketing tool. It may not 
work well however, for Pain Centers that 
want to develop treatment protocols and 
exclude physicians who do not choose to 
follow them.

Pain Center as a Joint Venture
Where physicians are willing to fund 

a proportionate share of the costs of a 
Pain Center, this structure provides great-
er control over membership and the qual-
ity of care. Under this structure, a limit-
ed liability corporation is formed between 
the hospital and the participating physi-
cians. Both the hospital and the physi-
cians share in the costs and the revenues 
directly attributable to the joint venture 
including staff costs and marketing. Cap-
ital purchases made on behalf of the hos-
pital to support the services provided by 
the member physicians, if made available 
to other staff physicians, do not have to 
be jointly funded. In this structure, inter-
nal staffing is kept to a minimum to keep 
overhead low. Hospital marketing that in-
cludes the Pain Center as one of its many 
programs, can be hospital funded.

Pain Center as a Management Services 
Organization

This structure works well in a mature 
physician/hospital relationship where the 
hospital and the physician members of 
the Pain Center want to consolidate busi-
ness functions.  It allows the greatest re-
duction in duplicate paperwork by hav-
ing the Management Services Organiza-
tion (MSO) bill globally for both the pro-
fessional and facility components. This 
model requires commitment by both the 
physicians and the hospital; services and 
revenues will be consolidated. Further, to 
remain within federal and state regula-
tions governing physician/hospital busi-
ness relationships, great care is required 
in the structure and operation of the Pain 
Center.

Physical Space, Staff, and Equipment 
Requirements

After the business plan has been de-
veloped, the next phase focuses on phys-
ical space, staffing, equipment, comput-
er network, and communication struc-
ture requirements. Issues addressed dur-

ing this phase include support staff orga-
nization, clinical and administrative data 
flow, management, and operations of the 
Pain Center. Creation of a seamless stream 
of data between physician offices and the 
Pain Center is particularly appealing to 
patients as their medical history, chief 
complaints, and prior treatments become 
part of one centralized record shared by 
the team. Patients supply this information 
once and it is made available to each pro-
vider. The integration of data and com-
munication among team providers elimi-
nates the perception of “fragmented” care 
and promotes improved overall medical 
management. Based on patient surveys, 
this feature alone is a key draw for the 
Pain Center.  It conveys a strong sense of 
comprehensive, coordinated “patient” fo-
cused care. 

Implement Information Technology (IT)
The communication infrastructure 

is paramount to the long-term success 
of the Pain Center and is a key market-
ing feature relative to patient satisfaction.  
Identifying the ideal operating software 
for the Pain Center includes point-of-care 
data collection, operations, billing, collec-
tions, scheduling, and clinical outcomes 
capabilities. The ability to interface with 
participating physicians’ private practic-
es, including porting and converting of 
databases to and from the practice will fa-
cilitate coordination of care and commu-
nication among those involved in the pa-
tient’s treatment plan.  Patients appreciate 
paperwork reduction and medical histo-
ry repetition. To provide some measure of 
accountability to third-party payers and 
referral sources, outcomes data collection 
should be addressed early as a necessary 
component to measure the efficacy of the 
Pain Center and its team of providers.

As reported in the May 27, 2003 issue 
of The Wall Street Journal, the Centers for 
Medicare and Medicaid Services (CMS) 
has launched several new initiatives that 
reward both facilities and physicians who 
document high patient satisfaction in an 
overall outcomes data collection pro-
gram.  Some carriers, such as Blue Cross 
and Blue Shield, suggest that they will in-
crease rates of reimbursement on the basis 
of physician report cards and high rates of 
patient satisfaction.  Outcomes data col-
lection is critical to the contracting and 
marketing process. 

To distinguish the Pain Center, na-
tionally established criteria for out-

comes measurement can be established 
as benchmarks. When possible, indepen-
dent collection of outcomes by a third-
party is preferred to preserve the integ-
rity and credibility of the data. Quarter-
ly distribution of this information should 
be made available to key employers, insur-
ance carriers, medical groups, and refer-
rals sources.

Costs of a Center are illustrated in 
Table 1.

MARKETING

The practice of interventional pain 
management has changed substantially 
since the 1990s and evolved into a distinct 
specialty.  Along with the understanding 
of interventional pain management, the 
evolution of numerous techniques also 
have changed in conjunction with prac-
tice and regulations of interventional 
pain management.  Numerous hurdles 
for today’s interventional pain manage-
ment include decreasing reimbursement, 
increasing operational costs, and compe-
tition within and outside the specialty.  
Healthcare, once controlled by physicians 
and hospitals, is now driven by numerous 
forces, including government, payors, pa-
tients, and advocacy groups.  Thus, it is 
now more important than ever that an 
interventional pain management practice 
or a spine care center market their services 
and establish proper relationships.  

However, physicians must be cau-
tious in developing marketing and public 
relationships.  Numerous regulations gov-
erning marketing of physician practices 
must be followed.  These include not only 
the regulations of government in relation 
to fraud and abuse, self-referrals, but also 
the regulations related to practice of med-
icine in each state. 

Develop a Marketing Plan
A comprehensive marketing plan 

must be developed to include budgets, 
forecasts, return on investment projec-
tions, plan of execution, and related ven-
dors. An administrator for the program 
should be selected and be responsible to 
implement all approved components of 
the marketing plan.  This may include the 
recruitment of a Director of Marketing, if 
indicated, per established salary and com-
mission guidelines.

Market Position
Quality differentiation among pro-

viders is difficult for health care consum-
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ers. As a result, marketing plays a signifi-
cant role in the choices consumers make. 
A Pain Center allows services to be more 
effectively marketed both within prima-
ry and secondary service areas. Depend-
ing on the market domination of existing 
programs, the influx of industry, and in-
creased population to the region, consid-
erable resources may need to be invested 
in marketing and promotion of the Pain 
Center. 

In geographic areas experiencing 
rapid growth, new residents may not have 
preconceived opinions about providers 
and are not yet tied into the local medical 
community.  Therefore, marketing is es-
pecially important. A concise, consistent 
public image coupled with an awareness 
campaign that focuses on the skill set of 
the Pain Center’s specialists, documented 
clinical outcomes, as well as cost savings 
will improve and influence public, medi-
cal, third-party payer, and employer utili-
zation of the proposed Pain Center.

Proper market positioning can cre-
ate “high profile” awareness and reduce 
clinical dilution of patient referrals from 
competitive forces in the area. The de-
sired community perception is one that 
positions the Pain Center as a state-of-
the-art, comprehensive delivery system 
in a well-equipped, patient-friendly fa-
cility. Office and medical staff are trained 
to courteously convey this image when 
dealing with physicians, patients, and the 
community. By creating the proper inter-
nal processes, treatment at the Pain Cen-
ter will be viewed by the patient as a seam-
less process. 

To increase referrals and work-relat-
ed injury cases from employers, adjusters 
and case managers; the program must be 
marketed through documented outcomes 
that demonstrate the cost effective, clini-
cal and patient satisfaction benefits of the 
program.

Marketing Methods
After the marketing plan is complete, 

including budgets, analysis of market po-
sition, timetables, and specific chronology 
of promotional events, the following tech-
niques can be used to build public, med-
ical, and payer recognition and increase 
case volumes:
• Establish a communication program 

using print, radio, media, the Inter-
net, seminars, newsletters, and a web 
site, to target four different markets for 
direct referrals to the Pain Center: (1) 

Third-party payers, managed care or-
ganizations, work related injury carri-
ers, employers, case managers, claims 
examiners, and third-party adminis-
trators; (2) Urgent care centers, reha-
bilitation facilities, primary care phy-
sicians, independent physician associ-
ations, medical clinics, providers, chi-
ropractors, and occupational medicine 
physicians; (3) Patients and the general 
public; and, (4) Attorneys. 

• Invest in staff, equipment, outcomes 
data collection, and technology to po-
sition the Pain Center as the market 
leader in spine and pain care for the 
entire region.

• Establish a web site with a chat room 
for patients, referring physicians, case 
managers, medical directors, risk man-
agers, human resource personnel, and 
claims examiners to discuss issues rela-
tive to outcomes, new modalities, tech-
nology, and cost containment of non-
operative and operative spine care, in-
cluding interventional pain manage-
ment.

• Set up seminars for personal injury 
and work-related injury attorneys (de-
fense, as well as applicant). Offer con-
tinuing education (CEs) credits for 
their participation and attendance. 

Third-Party Payers
• Perform a retrospective study of in- 

and out-patient services for musculo-
skeletal, chronic illness, and pain man-
agement ICD 9 diagnoses treated at 
the hospital over the last 12 months to 
identify potential leads for new busi-
ness from referring physicians, case 
managers, attorneys, employers, third-
party payers, chiropractors, and allied 
health providers. 

• Analyze the contractual base, as well as 
the demographics, of existing referrals 
to the hospital to identify opportuni-
ties for promotion of the Pain Center. 

• Develop targeted marketing cam-
paigns geared toward regional carriers, 
Third-Party Administrators (TPAs), 
case management groups, employers, 
etc. with a high density of at-risk occu-
pational groups whose employee pop-
ulation has a high incidence of muscu-
loskeletal injuries. 

• Conduct migration studies to deter-
mine forces and trends of referral pat-
terns for the region for neurosurgical, 
orthopedic, and musculoskeletal ad-

missions, and develop strategies to re-
cover lost market share. 

• Conduct a retrospective outcomes 
analysis on key spine and musculoskel-
etal procedures, such as laminectomy.  
Disseminate the results via a white pa-
per to key payers, PCPs, employers, and 
case managers in the region. Highlight 
treatment protocols used to generate 
the outcomes. Set up a prospective out-
comes data collection system by an in-
dependent third-party and provide ag-
gregate data on a quarterly or bi-annu-
al basis to key employers, payers, and 
contracted entities in the region. Pro-
vide this data on the web site as well. 

• Set up regional on-site payer seminars 
and in-services with continuing ed-
ucation (CEs) credits for payers, risk 
managers, case managers, adjusters, 
claims examiners, TPAs, and managed 
care organizations on non-operative/
operative spine care.  Host half-day 
seminars that feature demonstrations, 
didactic lectures, and patient testimo-
nial panels. 

• Identify patterns of referrals from 
third-party payers, urgent care cen-
ters, skilled nursing facilities, and em-
ployers for non-operative/operative 
spine care.  Develop carve-outs to di-
rect business to the Pain Center, at the 
time of, or immediately, post-injury. 

• Host separate education/social events for 
payers, employers, physicians, and pa-
tients co-sponsored by the industry as 
kick-off activities for the Pain Center. 

• Secure directed payer/employer con-
tracts for non-operative/operative 
spine care based on three criteria: 
(1) Accountability and objective out-
comes; (2) Cost of care; and, (3) Re-
turn to function/work. 

• Target indemnity insurers, Health 
Management Organizations (HMOs), 
Preferred Provider Organizations 
(PPOs), and the Independent Physi-
cians Association (IPAs) and establish 
sole source gatekeeper contracts for 
spine and pain care. Utilize outcomes 
data to demonstrate the economic 
benefits of referring patients directly to 
the Pain Center and its spine program. 
Highlight the diagnostic, clinical, and 
therapeutic benefits of the program, 
including the integrated delivery of 
non-operative/operative care. Use crit-
ical pathway tools, outcomes measures, 
and the recruitment of ancillary spe-
cialists to significantly increase con-
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tract opportunities with these groups.
• Set up quarterly Pain Center educa-

tional outreach programs, including 
web casts and newsletters to address 
state-of-the-art advances in research 
and treatment of spinal disorders for 
payers, case managers, adjusters, TPAs, 
employers, and medical directors of 
large managed care or employer orga-
nizations in the region. 

Governmental Agencies
• Generate an outcomes study assessing 

length of stay, complications, and med-
ication utilization for geriatric admis-
sions for musculoskeletal care and or-
thopedic surgery treated at the hospi-
tal over the last 12 months and dissem-
inate results to the local intermediaries 
for Medicare in the region. 

• Based on a high ratio of permanent and 
transient elderly citizens living in the 
area, a white paper cost benefits analysis 
should be conducted for musculoskele-
tal high-risk disease states and chroni-
cally ill populations treated at the Pain 
Center, as opposed to competing facili-
ties in the area. This information should 
be disseminated to appropriate third-
party payers and physician groups. 

Employers
• Initiate a regional awareness campaign 

focused on medium to large corpo-
rate self-insured employers and their 
risk managers, human resource per-
sonnel, and on-site medical staff.  Set 
up on- and off-site educational pro-
grams featuring prevention, treatment 
modalities, and outcomes from non-
operative/operative spine care. 

• Consider negotiating at-risk carve-out 
contracts for non-operative/operative 
spine care based on three criteria: 
(1) Accountability and objective out-
comes; (2) Cost of care; and, (3) Re-
turn to function/work. 

• Identify new employer, industry, and 
manufacturing groups entering the 
area as opportunities for contracting 
for pre-placement screenings. 

• Expand programs highlighting ergo-
nomic considerations for the reduc-
tion of work-site related injuries and 
integrating at-risk employees into ex-
isting rehab programs. 

General Public
• Expand consumer education programs 

for sports, spine, and disease-relat-

ed musculoskeletal injuries utilizing 
print, media, television, and Internet 
resources for awareness, dissemination 
of information, and market position-
ing. 

• Establish quarterly seminars for the 
general public highlighting various 
topics in the treatment of acquired, 
traumatic, and sports related muscu-
loskeletal and spine conditions. 

• Implement satisfaction surveys for 
spine and pain patients treated at the 
Pain Center. Analyze results and dis-
tribute to press, public, and patients 
via the Pain Center web site and news-
letter.

• Setup an “Ask the Spine Expert” chat 
room on the Pain Center’s web site for 
questions from healthcare consumers. 
Set up a series of web casts on spine re-
lated topics and disseminate the sched-
ule to the media for maximum expo-
sure and utilization. 

• Link to entities such as 
www.spineuniverse.com for patient 
education, dissemination of informa-
tion on the services and providers of 
the Pain Center, and Internet market-
ing of the Pain Center. 

Physician Groups and Allied Health 
Providers

No marketing tool is more effective 
than direct physician interface. Consider 
including a direct marketing commitment 
from each member physician as a require-
ment of participation in the Pain Cen-
ter. This should be structured as a specif-
ic monthly commitment of time (such as 
one half-day per month) to do the follow-
ing: (1) Conduct direct physician-to-phy-
sician marketing in both the primary and 
secondary service areas of the Pain Center 
to develop and maintain referral relation-
ships; (2) Send out personal referral ac-
knowledgement letters and reports with-
in 24-48 hours of examination of a new 
patient; (3) Establish a regional Speaker’s 
Bureau featuring the Pain Center’s physi-
cians and staff to secure speaking engage-
ments with target medical, patient advo-
cacy, elderly, and community groups; (4) 
Attend specialty medical, surgical, and 
nursing professional meetings; (5) Set 
up symposiums and continuing medical 
education (CME) workshops for prima-
ry care, occupational medicine, neurolo-
gy, internal medicine, physical medicine, 
and rheumatology physicians, target med-
ical groups, chiropractors, nurses, and al-

lied health providers; (6) Identify region-
al urgent care centers, rehabilitation facili-
ties, primary care physicians, independent 
physician associations, medical clinics, 
providers, chiropractors, and occupation-
al medicine physicians, for a direct mail 
campaign highlighting the services of the 
Pain Center; and, (7) Send out a person-
al letter, Pain Center announcement, and 
brochure to existing and potential new re-
ferring physicians. Establish an ongoing 
survey of existing physician referral sourc-
es to include their opinions, likes, and dis-
likes of the care rendered to patients they 
directly referred to the Pain Center.

CONCLUSION

The prevalence of chronic spinal pain 
and its impact on the society are enor-
mous.  The structural basis for chronic spi-
nal pain is established in the majority of 
the cases.  Evidence-based analysis of ef-
fectiveness of diagnostic and therapeutic 
interventional techniques is established at 
least with moderate certainty for at least 
50% of the procedures.  Thus, appropri-
ate development and operation of a spi-
nal interventional pain center appears to 
be the most appropriate way to practice 
spinal medicine with interventional tech-
niques in the new millennium.  This man-
uscript has reviewed the rationale, medical 
conditions, business model, and planning 
requirements for a spinal diagnostic and 
interventional pain center, including mar-
keting programs designed to maximize the 
success of the entity in any setting.
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