CHART TALK ~ ANESTHESIA CODING CONVERSATIONS
DOCUMENTATION & COMPLIANCE TIP SHEET

Procedure Notes: When Is Separate Documentation Needed?

A separate note is not valuable because it is separate. It is valuable because it supports the distinct procedure being billed.

WHY THIS MATTERS

Anesthesia professionals frequently perform services in addition to the primary anesthesia service, including regional blocks,

arterial lines, central venous access, pulmonary artery catheters, TEE, ultrasound-guided procedures, and postoperative pain
services. When a separate procedure is reported, the record must contain enough procedure-specific documentation to support
what was performed. Whether that information must appear in a physically separate note may depend on the service, payer,
facility, and documentation system.

THE CODING TIP

Think separate SERVICE before separate NOTE. The coding question is whether the documentation clearly supports the distinct
procedure and all code-defining elements. A standalone procedure note is often the clearest method, but the coder should verify
the actual documentation requirement rather than assuming that a separate document is always mandatory.

THE 6-QUESTION PROCEDURE-NOTE CHECK

WHAT WAS PERFORMED? Can the exact procedure or service be
identified?
WHY WAS IT PERFORMED? Is the indication or clinical purpose

documented when relevant to separate
reporting or medical necessity?

WHERE / WHAT ANATOMY? Does the record identify the site, side,
vessel, nerve, plexus, plane, or other
code-defining anatomy?

HOW WAS IT PERFORMED? Are the technique, approach,
device/catheter, guidance, and other
required procedural elements
documented?

WHO PERFORMED IT? Can the practitioner responsible for the
procedure be identified and is the
documentation properly authenticated?
IS IT DISTINCT? If billed separately from anesthesia or
another service, does the record
support distinctness under current CPT,
NCCI, and payer rules?

e Peripheral nerve and plexus blocks.

o Neuraxial procedures and postoperative epidural services.

e Arterial catheter placement.

e Central venous catheter placement.

e Pulmonary artery catheter placement.

e TEE and related diagnostic imaging services.

e Ultrasound guidance when separately reportable.

e Emergency intubation when separately reportable.

e  Other ancillary procedures for which a distinct CPT service is being submitted.

A CHECKBOX MAY NOT BE ENOUGH

An anesthesia record may contain a checkbox showing that an arterial line, central line, block, or ultrasound was performed. That
can be useful clinical documentation, but a checkbox alone may not establish all elements required for the procedure code. The
coder should verify the exact descriptor and applicable payer documentation requirements.



EXAMPLE: ARTERIAL LINE

e |dentify the arterial catheter placement rather than merely noting “A-line.”

e Document the site/vessel and relevant technique as required by the service and organizational policy.

e |dentify who performed the placement.

e Authenticate the procedure documentation.

e Do not assume a line documented only in the monitoring section proves a separately billable placement by the anesthesia
professional.

EXAMPLE: REGIONAL BLOCK

e |dentify the nerve, plexus, branch, neuraxial space, or fascial plane.

e Document laterality and approach.

e Distinguish single injection from continuous catheter.

e Document postoperative-pain purpose and other required circumstances when separate reporting is considered.
e  Support ultrasound guidance requirements if 76942 is separately reported.

e Authenticate the block documentation.

TEE coding can involve probe placement, image acquisition, interpretation/reporting, Doppler services, or monitoring-only
circumstances. A simple notation that “TEE used” does not establish which professional service was performed. The

documentation should support the specific component(s) being reported and any current CPT/payer requirements.

SEPARATE NOTE VS DOCUMENTATION WITHIN THE ANESTHESIA RECORD

DOCUMENTATION APPROACH CODER QUESTION

Standalone procedure note Does it contain all code-defining elements and
authentication?

Dedicated procedure section within the anesthesia record Is the section sufficiently detailed and attributable to the
practitioner?

Checkbox / flowsheet entry Does it actually support the complete separately reported
service?

Multiple sources across the record Does applicable policy permit the documentation to be

considered together, and is the story consistent?
COMMON CODING MISTAKES

e Assuming every separately billed procedure must have a document titled “Procedure Note.”
e Assuming the opposite—that any mention anywhere in the chart is enough.

e Billing a line from the presence of a catheter without evidence of who placed it.

e Reporting ultrasound guidance from “US used” alone.

e Reporting a block from its nickname without code-defining anatomy.

e Using a procedure note to support separate billing without checking NCCI or payer bundling.
e Treating a signed note as sufficient even when required procedural elements are missing.
CODER'S TIP

Ask: “Could this note stand on its own as evidence of the procedure | am billing?” If the answer is no, determine whether other
permissible documentation completes the record or whether clarification is needed.

QUICK EXAMPLE

Scenario: The anesthesia record contains a checked box for “arterial line,” but there is no documentation of placement by the
anesthesia professional and no procedure-specific detail.

Coding point: Do not assume the checkbox supports separately reporting arterial catheter placement. Review the complete
record for documentation of the actual placement and applicable code requirements; clarify when appropriate under
organizational policy.

WHEN TO STOP AND REVIEW

e Aseparately billed procedure appears only as a checkbox or equipment entry.



The person who performed the procedure cannot be identified.

The code-defining anatomy or technique is absent.

The procedure note conflicts with the anesthesia record.

A procedure is documented but may be integral/bundled with another service.

A modifier is being used to establish separate reporting without documentation of distinctness.
A payer or facility has a specific standalone-report requirement that has not been verified.

Ancillary procedures billed on nearly every case with minimal documentation.

Identical procedure-note templates with no patient-specific anatomy or technique.

Line codes billed when the record only documents that the line was present.

TEE billed from “TEE monitoring” language without a supported report.

Ultrasound guidance billed without image/report support.

Procedure notes authenticated by a practitioner whose role does not match the claimed service.
Separate procedure notes created only after an audit request.

AUTHORITATIVE RESOURCES

Current AMA CPT code set - verify exact procedure descriptors, parenthetical instructions, and documentation-dependent
elements.

Current CMS Medicare NCCI Policy Manual and PTP edits - review bundling and separate-reporting requirements.

CMS Medicare documentation/signature guidance and applicable MAC policies.

Current payer policy/contract and organizational procedure-note, authentication, and documentation policies.

Don't ask only, “Is there a separate note?” Ask, “Is there enough documentation to support a separate service?”

Chart Talk ~ Anesthesia Coding Conversations | Lead. Educate. Comply. Excel.

Educational use only. Verify current CPT, CMS NCCI, MAC, payer-specific, facility, and organizational requirements for the applicable date of service. This resource

is not a substitute for official coding, compliance, legal, clinical, or payer guidance.



