Billing Guidelines vs Conditions of Participation

The purpose of this article is to highlight the differences between the Anesthesia Services Conditions of Participation and
the applicability of medical direction modifiers (QX, QK, QY) versus a non-medically directed CRNA case {modifier QZ). tis
important to remember that the concepts of “medical direction” and of “medical supernvision” where the AD modifier is
concemed are related to the billing requirements of anesthesia senvices. The Conditions of Participation apply to the
organization and provision of services in an anesthesia department.

Medically Directed
| Modifier Dest ‘
Qx CRNA/AA (Anest gist's Assistant] service with medical direction by a physician
QK Medical direction by a physician of two, three, or four concurrent anesthesia procedures
Qy Medical direction of one CRNA/AA (Anesthesiologist's Assistant) by an anesthesiologist

Non Medically Directed

QZ  CRNA/AA (Anesthesiologist's Assistant) service without medical direction by a physician

eserinL o

Medicaily ﬁz;gg@?@%@é by a gﬁysiﬁia& more than faﬁr concurrent anesthesia g%mmém% '

Interpretive Guidelines and the Opt-Out Provision

In December 2009, Centers for Medicare & Medicaid (CMS) provided the updated interpretive guidelines that are now
included in the CMS State Operations Manual (CMS Pub. 100-07) dictating compliance with health and safety standards
established in the Code of Federal Regulations (CFR Section 482.52 - Condition of participation: Anesthesia services).
These guidelines spec%fy the elements of the operation of the anesthesia departmentin a hospital setting. From the
Interpretive Guidelines:

In the case of Certified Registered Nurse Anesthetists {CRNASs), unless the CRNA is practicing in an opt-out state under
§482.52(c). he/she must be supervised when administering anesthesia. Since local anesthetics as well as minimal and
moderate sedation are not considered anesthesia per se, they are not subject to the CRNA supervision requirements.
On the other hand, regional, monitored, and general anesthesia all are considered “anesthesia’ and are subject to the
administration and supervision requirements of §482.52(a), uniess the hospital is located in an opt-out state.

The supervision requirements are not the same as the concept of “Medical Supervision” defining the physician requirements
to append the AD modifier to the anesthesia senice code. Instead, the requirements delineate the “operational” supervision
requirements of a CRNA administering anesthesiain a hospital setting:

Administration by a Certified Registered Nurse Anesthetist

Unless the hospital is located in a state that has chosen to optout of the CRNA supervision requirements, a CRNA
administering general, regional and monitored anesthesia must be supervised either by the operating practitioner who
is performing the procedure, or by an anesthesiologist who is immediately available.

Hospitals should conform to generally accepted standards of anesthesia care when establishing policies for
supervision by the operating practitioner. An anesthesiologist is considered ‘immediately available” when needed b va
CRNA under the anesthesiologists supervision only if he/she is physically located within the same area as the CRNA,
e.g.. in the same operative suite, or in the same labor and delivery unit, or in the same procedure room, and not
otherwise occupied in a way that prevents him/her from immediately conducting hands-on intervention, if needed.

Ifthe hospital is located in a state where the governor has submitted a letter to CMS attesting that he or she has
consulted with State Boards of Medicine and Nursing about issues related to access to and the quality of anesthesia
services in the state and has concluded that itis in the best interests of the state’s citizens to opt-out of the current
physician supervision requirement and that the opt-outis consistent with state law, then a hospital may permita CRNA
to administer anesthesia without operating practitioner or anesthesiologist supervision,

To date, there are 17 states which have adopted the Opt-Out provision. Alist of States that have opted out of the CRNA
supervision requirement may be found at by scrolling to the bottom on the link.
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Medical Direction — A Billing Perspective

Medical direction is a protocol allowing payment of a portion of the reimbursement allowed for an anesthesia case to a
physician who personally demonstrates participation in a particular anesthesia case and who personally documents such
participation. Remember, that the Conditions of Participation state that a CRNA is allowed to administer anesthesia under
the operational supervision conditions as previously mentioned.

Because the CRNA s licensed and has authority to deliver anesthesia care start to finish, the medically directing
anesthesiologist is only due any financial benefit in any given case if he or she meets the billing requirements of medical
direction .

Medicare Claims Processing Manual, Chapter 12 {Pub. 100-04) 2
Section 140

140 - Qualified Nonphysician Anesthetist Services

(Rev. 27186, Issued: 05-30-13, Effective: 01-01-13, Implementation: 02-12-13)

Section 8320 of OBRA 1986 provides for payment under a fee schedule to certified registered nurse anesthetists
(CRNAs) and anesthesia assistants (AAs). CRNAs and AAs may bill Medicare directly for their services or have
payment made to an employer or an entity under which they have a contract. This could be a hospital, physician or ASC.
This provision is effective for senices rendered on or after Jan. 1, 1989.

Section 50

C. Payment at the Medically Directed Rate

The Part B Contractor determines payment for the physician’s medical direction senvice furnished on or after Jan. 1,
1998, on the basis of 50 percent of the allowance for the service performed by the physician alone. Medical direction
occurs ifthe physician medically directs qualified individuals in two, three, or four concurrent cases and the physician
performs the following activities .

Performs a pre-anesthetic examination and evaluation;

¢ Prescribes the anesthesia plan;
Personally participates in the mostdemanding procedures in the anesthesia plan, including induction and
emergence;

o Ensures that any procedures in the anesthesia plan that he or she does not perform are performed by a qualified
anesthetist;

o Monitors the course of anesthesia administration at frequent intervals;

o Remains physically present and available for immediate diagnosis and treatment of emergencies: and

o Provides indicated-post-anesthesia care.

For medical direction services furnished on or after Jan. 1, 1999, the physician must participate onlyin the most
demanding procedures of the anesthesia plan, including, if applicable, induction and emergence. Also for medical
direction services furnished on or after Jan. 1, 1999, the physician must document in the medical record that he or she
performed the pre-anesthetic examination and evaluation. Physicians must also document that they provided indicated
post-anesthesia care, were present during some portion of the anesthesia monitoring, and were present during the
mostdemanding procedures, including induction and emergence, where indicated.

Therefore, where these specific requirements are not fulfilled by a physician, no payment will be made to the physician
under the medical direction benefit.

Medical Supervision — A Billing Perspective

Where a physician medically directs anesthesia services (expecting payment for personal services), and fails to meet all
requirements or exceeds the limit of four concurrent rooms, payment may be made under the Medical Supenision benefit. It
is critical that there is an understanding that “Medical Supervision” from a CMS payment perspective applies onlyto the
requirements for reimbursement, and does not equate to the ‘operational supervision” requirements of the Conditions of
Participation.

Medicare Claims Processing Manual, Chapter 12 {Pub. 100-04) 3
Section 50

D. Payment at Medically Supervised Rate

The Part B Contractor may aliow only three base units per procedure when the anesthesiologist is involved in
furnishing more than four procedures concurrently or is performing other services while directing the concurrent
procedures. An additional time unit may be recognized if the physician can document he or she was present at
induction.

Medical Supervision is meant to be a reduction in payment situation where the physician fails to achieve all requirements to



receive the full 50% reimbursement for a particular case.

As we have previously discussed, some payers will allow a senvice to be billed as non-medically directed by the CRNA (QZ
modifier) if a physician fails to meet all of the medical direction requirement while directing 4 concurrent procedures or
fewer.

Determining How the Claim Is To Be Submitted

When determining billing methodologies for a particular service, one must first consider the intent of the physician during the
case. ACRNAmay perform a service, start to finish, without the direct involvement of a physician. if there is no intent on the
part of the physician who may be operationally supernvising the anesthesia department, then the case may be rightfully billed
with a QZ modifier under the CRNA even in an opt-out state.

However, where a physician intends to medically direct a procedure in conjunction with a CRNA the physician must
document meeting the elements of medical direction in order to bill for reimbursement with either the QK or QY modifier. If
the physician intends to medically direct, but fails to meet the requirements, then payer guidelines will dictate whether that
service may be billed as non-medically directed (QZ) or as medical supenvision (AD).
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The Centers for Medicare & Medicald Services {CMSY ] tane
hesia services as

* H

assistants {(AAs) may not bill Medicare for nonmedicalh
CRNAs are sducated and authorized to do.
I polic y transmittal dated May 30, 2013, the e agency dclarified the distinctions between CRNAs, who
ractice autonomously a,;{;i bill Medicare for their services, and Ahs, whose services are covered by
icare mm they are medically directed by an anesthesio clogist. Transmittal 2716 amends Ch wapter 12 of
edicare Claims Processing Manua! governing Medicare Part B coverage of anesth

Though Medicare Administrative Contractors {MACs) %{mg %z& id that AAs may not bill Medicare QZ, the
?g%m@ tto GBA MAC ‘:;E*E"zz‘ ng ?%é states of California, ;'“iazf%! i, Nevada, North Carolina, South f;amma Virginia
nd West Virginia sublished an email April 24 stati ing, " ?a mez’m GBA has received guidance that the QZ
Mﬁ&é modifier is also to be us ;é fm“ an Anesthesiologist Assistant (AA) service performed without medical
direction.” Moting that the ;fa% tto GBA action was inconsistent with Medicare r egulat sa% z‘:f‘gé payment

mamza%s thatsayan AAis a 9 rson who works under the direction of an anesthesio! @{z T AANA
addressed the issue directly with Palmetto GBA and the Centers for Medicare & Medicaid Qaw*s@s {CMS),

The action taken by CMS represents an i important ﬁew%gg}weﬁt in anesthesia services coverage, clarifying
what is already known: that CRNA and AA educational P preparation and services are not the same, and { that
the Medicare program recoanizes iﬁ%m differently. While Medicare recognizes CRNA services provided
autonomously and with anesthesiologist medical di rection, in contrast the agency only recognizes AA
services under anesthesiologist medical direction. Many p ublic and commercial health plans covering CRNA
services folliow Medicare’s lead,

The AANA {?f?m?”%ﬂ{? s th %ﬁééﬁa?e agency for having an open ea %tc AANA's concemns, following and
appropriately carifying the law, and promot ing patient access to safe and cost-effective anesthesia care,



