
CHART TALK ~ ANESTHESIA CODING CONVERSATIONS 

DOCUMENTATION & COMPLIANCE TIP SHEET 

What Makes Anesthesia Documentation Codeable? 

The record should support the code without requiring the coder to fill in the blanks. 

WHY THIS MATTERS 

An anesthesia record may be clinically meaningful yet still leave important coding facts unclear. Codeable documentation gives 

the coder enough specific, authenticated information to determine the anesthesia service, time, patient status, provider 

relationship, separately reportable procedures, and medical necessity without relying on assumptions or undocumented 

customary practice. 

THE CODING TIP 

Codeable = Specific + Complete + Consistent + Authenticated. A coder should be able to connect every material claim element 

to documentation in the record and to the applicable coding or payer rule. 

THE 8 ELEMENTS OF A CODEABLE ANESTHESIA RECORD 

01 PROCEDURE PERFORMED The final operative/procedure 
documentation supports what was 
actually performed—not merely what 
was scheduled. 

02 ANESTHESIA TECHNIQUE The record identifies the anesthetic 
technique and meaningful changes or 
conversions during the case. 

03 ANESTHESIA TIME Start and stop times are documented 
according to applicable rules and 
support the reported anesthesia time. 

04 PATIENT STATUS Clinical documentation supports the 
assigned physical-status modifier and 
other patient-specific coding facts. 

05 PROVIDER PARTICIPATION The record identifies who furnished the 
service and supports the reported 
personally performed, medical 
direction, supervision, or CRNA care 
model. 

06 SEPARATELY REPORTED SERVICES Blocks, lines, TEE, ultrasound guidance, 
postoperative pain, or other ancillary 
services contain the specific 
documentation required for the code 
being considered. 

07 MEDICAL NECESSITY & DIAGNOSES The record supports the diagnoses and 
clinical circumstances relevant to the 
reported services. 

08 AUTHENTICATION & CONSISTENCY Required signatures/authentication are 
present, and the anesthesia record, 
procedure note, and other relevant 
documentation do not contain 
unresolved conflicts. 

CODEABLE DOES NOT MEAN 'PERFECT' 

The record does not need to contain every possible clinical detail to support coding. It does need the facts required for the 

specific code, modifier, time, unit, or separately reported service being claimed. Documentation should be evaluated against the 

requirement that actually matters to the coding decision. 

WHERE CODERS GET INTO TROUBLE 



• Coding the scheduled procedure instead of the final procedure performed. 

• Inferring an anatomical target from a familiar block nickname. 

• Calculating anesthesia time from OR or procedure timestamps when anesthesia start/stop documentation is required. 

• Assigning physical status from diagnoses alone without reviewing the patient's documented overall condition. 

• Assuming medical direction because both an anesthesiologist and CRNA appear in the chart. 

• Reporting ultrasound guidance because the note says “ultrasound used” without verifying all applicable documentation 

elements. 

• Adding a separately reportable service because it has its own procedure note without checking bundling and payer rules. 

• Resolving conflicting documentation by choosing the version that produces the expected code. 

THE 'SHOW ME' TEST 

For every material claim element, ask: “Show me where the record supports it.” 

• Show me the procedure that supports the anesthesia code. 

• Show me the times that support the anesthesia minutes. 

• Show me the clinical status that supports P1-P6. 

• Show me the documentation supporting the care-team modifier. 

• Show me the anatomy and technique supporting the block code. 

• Show me the image/report elements supporting separately reported guidance. 

• Show me why a service is distinct when a modifier or separate line is being used. 

CONSISTENCY MATTERS 

Codeable documentation should tell one coherent story. If the anesthesia record says one procedure, the operative report says 

another, the block title conflicts with the detailed anatomy, or physician and CRNA documentation describe different care 

models, the discrepancy should be resolved through the organization's compliant process before final coding when it materially 

affects the claim. 

WHEN A QUERY / CLARIFICATION MAY BE NEEDED 

• A required coding fact is missing and cannot be established from the existing record. 

• Documentation is internally inconsistent or conflicting. 

• The anatomy is too vague to distinguish between plausible code families. 

• The care model or provider participation cannot be determined. 

• A separately reported service lacks a required element that cannot be inferred. 

• The documentation contains ambiguous terminology that materially changes code selection. 

CODER'S TIP 

Do not turn clinical probability into coding certainty. If you know what the provider probably meant but the record does not 

establish the coding fact, follow the compliant clarification process rather than supplying the missing information yourself. 

QUICK EXAMPLE 

Scenario: The scheduled procedure suggests one anesthesia code, but the final operative note documents a materially different 

procedure. The anesthesia record still contains the scheduled description. 

Coding point: Do not automatically code from the anesthesia-record label. Review the complete record and resolve any material 

conflict so the final anesthesia code reflects the procedure actually performed and supported. 

AUDITOR'S RED FLAGS 

• Repeated identical templated language that does not match the specific case. 

• Missing or implausible anesthesia start/stop times. 

• Code-defining anatomy absent from procedure documentation. 

• Modifiers unsupported by provider participation or concurrency. 

• Ancillary services billed from checkboxes without supporting procedure detail. 

• Late entries or amendments that do not follow organizational authentication policy. 

• Claim elements that cannot be traced back to a specific part of the record. 



AUTHORITATIVE RESOURCES 

• Current AMA CPT code set and instructions. 

• Current ASA Relative Value Guide (RVG) and applicable anesthesia guidance. 

• CMS Medicare Claims Processing Manual, Chapter 12 - anesthesia payment and billing requirements. 

• Current CMS Medicare NCCI Policy Manual and PTP edits for bundling/separate-reporting questions. 

• Current payer policy and organizational documentation, authentication, amendment, and compliant-query policies. 

BOTTOM LINE 

If the coder has to guess, the documentation is not doing its job. 
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