
CHART TALK ~ ANESTHESIA CODING CONVERSATIONS 

DOCUMENTATION & COMPLIANCE TIP SHEET 

The Pre-Bill Documentation & Compliance Check 

Before the charge leaves your hands, make sure the record can defend the claim. 

WHY THIS MATTERS 

The final coding step should be more than confirming that a code was entered. A focused pre-bill review can identify 

unsupported anesthesia time, incorrect procedure selection, care-team modifier problems, missing documentation, unbundling, 

and other issues before they become denials, overpayments, refunds, or audit findings. The goal is not to re-audit every chart—it 

is to verify the claim-defining elements. 

THE CODING TIP 

Code it. Check it. Then release it. Before finalizing the charge, trace each material claim element back to the record and verify 

that current coding, payer, and compliance rules support the way the service will be submitted. 

THE 10-POINT PRE-BILL CHECK 

01 PROCEDURE / ASA CODE Does the final procedure performed 
support the anesthesia code selected? 

02 ANESTHESIA TIME Are start/stop times documented, 
clinically coherent, and calculated under 
the payer's methodology? 

03 PHYSICAL STATUS Does the documented patient condition 
support the P modifier, and does the 
payer recognize it as reported? 

04 CARE MODEL / MODIFIERS Do provider participation, medical 
direction/supervision, and concurrency 
support the anesthesia modifiers? 

05 DIAGNOSIS / MEDICAL NECESSITY Do the reported diagnoses and clinical 
circumstances support the service? 

06 ANCILLARY PROCEDURES Are blocks, lines, TEE, ultrasound 
guidance, or other services specifically 
documented and separately reportable? 

07 BUNDLING / EDITS Have applicable CPT instructions, NCCI 
edits, and payer bundling rules been 
considered? 

08 UNITS / LATERALITY / DISTINCTNESS Are units, bilateral reporting, laterality, 
and modifiers such as 59/X{EPSU} 
supported when applicable? 

09 AUTHENTICATION / CONSISTENCY Are required notes authenticated, and 
have material conflicts in the record 
been resolved? 

10 PAYER-SPECIFIC RULES Does the final claim reflect the 
requirements of the payer for this 
patient and date of service? 

THE CLAIM SHOULD MATCH THE FINAL CLINICAL STORY 

Scheduled procedures, preliminary diagnoses, default modifiers, and templated entries may change as the case develops. Before 

billing, compare the claim to the final operative/procedure documentation and the completed anesthesia record. The claim 

should describe what actually occurred—not what was originally expected to occur. 

ANESTHESIA TIME: FINAL CHECK 

• Start and stop times are present and attributable to the anesthesia service. 

• Total minutes are calculated correctly. 



• Time units follow the payer's current conversion/rounding methodology. 

• Unusual gaps, interruptions, relief, or handoffs have been addressed. 

• Other chart timestamps are used as reasonableness checks—not automatic substitutes for anesthesia time. 

• Concurrent case timelines are consistent with the reported care model. 

MEDICAL DIRECTION / CARE TEAM: FINAL CHECK 

• The reported modifier pair accurately describes the documented care model. 

• Required physician medical-direction activities are supported when medical direction is billed. 

• Concurrency is consistent with the case timelines. 

• Provider changes, relief, or handoffs do not create an unresolved participation issue. 

• The physician's other activities do not create an unresolved availability concern. 

• Payer-specific modifier requirements have been verified. 

ANCILLARY SERVICES: FINAL CHECK 

• The service was actually performed by the billing practitioner or appropriately reportable provider. 

• A procedure-specific note or sufficient procedure-specific documentation exists. 

• Code-defining anatomy, technique, laterality, and catheter status are documented when applicable. 

• Ultrasound/image/report requirements are supported when separately reporting guidance. 

• Postoperative-pain requirements are satisfied when a block or neuraxial service is billed separately from anesthesia. 

• TEE, arterial line, central line, PA catheter, and other services meet the applicable descriptor and payer rules. 

MODIFIER 59 / X{EPSU}: DON'T USE THE MODIFIER TO CREATE DISTINCTNESS 

Documentation establishes distinctness. The modifier reports it. Before using modifier 59 or an applicable X{EPSU} modifier, 

identify the specific circumstance that makes the service distinct under current coding and payer rules. A modifier cannot turn a 

bundled or unsupported service into a separately payable one. 

STOP THE CLAIM WHEN... 

• The procedure performed and anesthesia code do not align. 

• Anesthesia time is missing, impossible, or materially conflicting. 

• The care-team modifier cannot be supported from provider participation and concurrency. 

• A separately billed service lacks code-defining documentation. 

• Medical direction is reported but one or more applicable requirements cannot be supported. 

• A claim-defining note is unauthenticated under applicable requirements. 

• Documentation conflicts materially and the discrepancy has not been resolved. 

• A modifier is being added solely to bypass an edit. 

• The coding decision depends on an assumption rather than documented facts. 

• A payer-specific requirement has not been verified when it could change the claim. 

THE 60-SECOND CODER SELF-AUDIT 

• Can I show where the record supports the ASA code? 

• Can I show where the record supports the anesthesia minutes? 

• Can I show why the P modifier is appropriate? 

• Can I show why the care-team modifier is correct? 

• Can I show the documentation for every separately reported procedure? 

• Can I explain every modifier on the claim? 

• Can I defend the claim without saying, “That is how we usually bill it”? 

CODER'S TIP 

A clean claim is not simply a claim that passes an edit. It is a claim whose codes, units, modifiers, time, and separately reported 

services can be traced to documentation and authoritative guidance. 

QUICK EXAMPLE 



Scenario: A charge includes the anesthesia service, a postoperative nerve block, and ultrasound guidance. The block note 

identifies the anatomy and states postoperative analgesia, but the ultrasound documentation does not support all elements 

required for separate reporting. 

Pre-bill point: Do not release every charge simply because the block itself is supported. Evaluate each line independently. The 

anesthesia service and block may be supportable while the ultrasound-guidance line requires correction or additional compliant 

clarification. 

AUDITOR'S RED FLAGS 

• Claims consistently pass billing edits but fail documentation review. 

• Default modifiers remain on claims despite a different documented care model. 

• Ancillary procedures are billed whenever a checkbox is selected. 

• 59/X modifiers are used routinely rather than selectively. 

• Physical-status modifiers are assigned without patient-specific review. 

• Unsupported time is reconstructed from OR or PACU timestamps. 

• Known documentation gaps are repeatedly billed with the expectation that they can be corrected if audited. 

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 - current anesthesia billing/payment requirements. 

• Current CMS Medicare NCCI Policy Manual and PTP edits. 

• Current payer policies/contracts and organizational coding, documentation, query, and compliance policies. 

BOTTOM LINE 

Before you release the claim, ask one final question: Can the record defend every line?  
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