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Learning Objectives

By the end of this session, the participants will be able to:

• Identify Steps to Establish at TPS Service (Vanderbilt Example)
• Identify 3 Billing Strategies to Grow and Sustain the Cost of a TPS 
• List 2 Critical Institutional Cost Savings Important to Track 



Challenges to Establishment of a 
Transitional Pain Service

• Costs of new systems

• Costs of new employees

• Development of criteria for consultation

• Development of new treatment protocols

• Measurement of impact (potential reduction of hospital costs, 
patient outcomes, reimbursement)



3 Strategies
Strategy 1: start in the pain clinic

• E&M training / perioperative training
• revenue generating

Strategy 2: combine inpatient TPS with another pain service (CPS)
• service growth 
• revenue generating

Strategy 3: identify and demonstrate cost savings 
• decreased LOS
• increased DRG
• fewer ED returns matched to increased pain clinic visits
• fewer surgical clinic visits post-op





(1) Start in the Pain Clinic: Billing – E&M

• Medically necessary care to optimize underlying 
medical conditions, coordinate care, and develop 
transition plans for patient safety and optimal 
outcomes.

• Work is separate and distinct from anesthetic care 
plan (falls outside the scope of the pre-anesthesia 
eval)

• Planning visits >30 days prior to surgery
• Any physician or advance practice provider 

appropriately licensed
• Paid as separate E&M service

• Assess risks and develop plan for 
anesthesia

• Develops a plan for anesthetic care
• Must be conducted or updated within 48 hrs 

of surgery
• Only individuals qualified to administer 

anesthesia
• Paid within the anesthesia base units (not 

separately billable)

Complex Patient E&M ServicePre-anesthesia Evaluation

ASA Committee on Economics. (2020) Timely Topics in Payment and Practice Management. Distinguishing Between a 
Pre-Anesthesia Evaluation and a Separately Reportable Evaluation and Management Service. https://www.asahq.org/quality-
and-practice-management/managing-your-practice/timely-topics-in-payment-and-practice-management/distinguishing-
between-a-pre-anesthesia-evaluation-and-a-separately-reportable-evaluation-and-management-service

https://www.asahq.org/quality-and-practice-management/managing-your-practice/timely-topics-in-payment-and-practice-management/distinguishing-between-a-pre-anesthesia-evaluation-and-a-separately-reportable-evaluation-and-management-service


Pre-operative Consult Criteria
• Patients on higher dose opioids (>60 MEDD)
• Patients on treatment for OUD

Consultation Criteria



Daily Costs (Staffing)

MD/DO 1200 1200

NP/PA 600 600

Fellow 300

Resident 200

2300 $1800

(2) Inpatient Service Growth Goal
Attending Physician

Advanced Practice 
Provider (NP, PA)

Fellow

Resident

Billing providers



Daily Costs (Staffing)

MD 1200 1200

NP 600 600

Fellow 300

Resident 200

2300 $1800

Daily Charges (E&M Billing)

5 Initial hospital care 
(avg lvl 2/3)

793

10 Subsequent hospital care 
(avg lvl 2/3)

828

5 Subsequent hospital care 
(lvl 1)

182

$1804

Service Growth Goal

• >5 Consults per day (25 per week)
• 15 Subsequent visits per day
• Total daily census #20 (400/mo.)
• Less, if procedures/operations 

performed
• Less, if incorporating telemedicine

(2) Inpatient Service Growth Goal



Pre-operative Consult Criteria
• Patients on higher dose opioids (>60 MEDD)
• Patients on treatment for OUD

Inpatient Consult Criteria
• High-risk by O-NET+ criteria

o On high-dose opioids before admission (>60 MEDD) 
and with rapid dose escalation 

o Patients newly on opioids with uncontrolled co-
morbid psychiatric conditions/concerns

o On buprenorphine, etc. for OUD with complex care 
management considerations

• Select patients that primary service requests to be seen 
after discharge

Consultation Criteria



(3) Identify and Demonstrate Cost Savings

DRG is determined by the principal diagnosis, secondary diagnosis, 
surgical procedure, age, sex, and discharge status

Case Mix Complexity

1. Determine the principal diagnosis for admission
2. Determine whether or no there was a surgical procedure
3. Determine any secondary diagnoses that would be considered comorbidities or could 

cause complications
i. A comorbidity is a condition that existed before admission
ii. A complication is any condition that occurred after admission

DRG with CC (complication or comorbidity) or with MCC (major complication or comorbidity)

https://www.cms.gov/icd10m/version37-fullcode-cms/fullcode_cms/P1157.html

(e.g. F10, F11, F12, etc. substance use disorders; G90 CRPS); M47-M51, etc. 
spondylosis, disc disorders; T85, etc. pain or stenosis due to nervous system implant



(3) Identify and Demonstrate Cost Savings

Service Efficiency Important to TPS

ED / Surgical Clinic Offload

• LOS
• Time to consult
• Time to discharge
• Boarded for procedure 



Post-operative Consult Criteria
• requiring prolonged pain management, 

functional improvement, opioid taper

Pre-operative Consult Criteria
• Patients on higher dose opioids (>60 MEDD)
• Patients on treatment for OUD

Inpatient Consult Criteria
• High-risk by O-NET+ criteria

o On high-dose opioids before admission (>60 MEDD) and 
with rapid dose escalation 

o Patients newly on opioids with uncontrolled co-morbid 
psychiatric conditions/concerns

o On buprenorphine, etc. for OUD with complex care 
management considerations

• Select patients that primary service requests to be seen after 
discharge

Consultation Criteria



Andrew Pisansky, MD MS

Work Locations: OHO Pain Clinic, VICC 
Cancer Pain Clinic, Inpatient Pain

April 2021, New CPS/TPS Service Chief
Service Chief, Comprehensive Pain Service (CPS); 
Director of Transitional Pain Services (TPS)

• Chief Resident, BWH Dept of Anesthesiology
• Pain Medicine Fellow, BWH
• VUMC Academic Faculty in Pain Medicine, MSA



Summary

• E&M Complex Care in TPS Clinic

• Inpatient Combined Services

• Value to Hospital
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