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For all practicing anesthesia providers, there 
exist three major areas where you are vulner-
able to an OIG audit.  HIPAA, Health Insur-
ance Portability and Accountability Act of 
1996, signed into law as a result of the com-
promises from the Clinton administration’s 
efforts at health care reform, increased tar-
geted efforts at discovering fraud and abuse.  
Prior to HIPAA, efforts to curb fraud were 
through the Health Care Financing Admini-
stration,  (HCFA), under Operation Restore 
Trust.  Specifically, HIPAA provided addi-
tional funding for investigation of fraud and 
enlisted the support of the Office of Inspector 
General (OIG) as the investigative arm.  Most 
importantly, this new law established guide-
lines that specifies all episodes of fraud were 
subject to $10,000 fine per occurrence, and 
that the lack of knowledge of wrong-doing or 
inadvertent errors were inadequate defenses.  
The main three areas of vulnerability are 
matching times with OR records, procedural 
coding of both CPT and ICD-9 diagnosis 
codes, and the most comprehensive of all is 

supervision of CRNA’s. 
The current, yet often outdated information 
systems in the industry, for something as sim-
ple as the capture of accurate time has proven 
to be problematic or nonexistent.  Most clocks 
in the OR, preop, and postop areas, are fre-
quently all on different times.  Compound that 
problem with the standard practice of provid-
ers retroactively recording their case times and 
the OR staff documentation protocols, fertile 
conditions for errors now exist.  In the event of 
an audit, the inspectors will compare the times 
used for anesthesia billing to those recorded in 
the patient record.  How many of these times 
do you suspect will match?  Now remember 
for each occurrence where your times indicate 
a benefit to your bill, add $10,000 to your fine.  
How quickly this problem disappears if all 
users are tied to a central time (such as an 
internet clock, an atomic clock, or a sophisti-
cated sync multi-clock system), and the record 
indicated automated time stamping, rather than 
retroactive manual recording.  Two points of 
caution on this topic of time stamp capture.  

(Continued on page 4) 
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Do you have your National Provider Identifier (NPI) yet?  
Medicare says it will start requiring these for claims accep-
tance on May 23, 2007, so there is still time to apply.  NPI’s 
are replacing your universal physician identification numbers 
(UPIN’s), as mandated by the Health Insurance Portability 
and Accountability Act of 1996. 
 
In some ways, NPI’s will be an improvement on the UPIN 
system.   You’ll be able to use one universal NPI across all 
your payers, even in multiple states.  But on the downside, it 
may be awhile before Medicare rolls out an NPI database 
similar to the UPIN database you use to look up identifiers 

for your referring physicians. 
 
C M S  l a u n c h e d  i t s  N P I  a p p l i c a t i o n  s i t e 
(https://nppes.cms.hhs.gov) May 23rd, but it is still necessary to 
put your existing UPIN on claims to get paid, according to a 
notice emailed to doctors last month.  You can begin using 
your NPI on Jan. 3, 2006, as long as you also use your UPIN.  
Then, starting Oct. 2, 2006, you can use either the NPI or the 
UPIN.  The NPI will be required (with no UPIN) starting May 
23, 2007.  Please let us know if you will be completing this 
yourself.  If so, please share this number with us when it is 
assigned. 
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a co-sponsor to 
Abinsights, is your total profes-
sional resource for healthcare 
legal and compliance matters. 
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(Reprinted with permission from the American Society of Anesthe-
siologists monthly newsletter- Dec ’04) 

 
Silence can be significant. There has been a 
dearth of questions related to the Health Insur-
ance Portability and Accountability Act (HIPAA) 
from ASA members in the last several months. 
This suggests either of two things: 1) that anes-
thesia practices have implemented both the pri-
vacy and the transactions and code sets rules 
without problems and are on track for the imple-
mentation of the security rule or 2) that members 
with HIPAA problems or questions are no longer 
contacting ASA. We hope that the silence means 
only that you are solving any problems easily at 
the local level. 
 
Indeed there seem to have been fewer difficulties 
with the implementation of the Privacy Rule than 
even the federal government expected. The Gov-
ernment Accountability Office (GAO) recently 
published a report titled “First-Year Experiences 
Under the Federal Privacy Rule,” the central 
message of which was the surprisingly smooth 
course since the rule took effect in April 2003. 
The GAO’s primary source of information was 
interviews with 23 organizations representing 
patients, providers, public health and state gov-
ernment officials and researchers, among others. 
The Department of Health and Human Services 
(HHS), which fields direct complaints and inquir-
ies relating to the privacy regulations, concurred. 
 
Two specific issues were nevertheless the subject 
of ongoing concern among health care facilities 
and professionals as well as patient organiza-
tions. First, misunderstandings of the duty to 
account for disclosures of protected health infor-
mation (PHI) have caused many facilities to be 

overly cautious in their disclosures. Public health 
agencies and disease registries have been unable 
to obtain needed PHI. The GAO is recommend-
ing that future privacy notices state that PHI will 
be disclosed to public health authorities and that 
mandatory disclosures to the authorities be ex-
empted from accounting.  
 
Second, the public does not understand the pri-
vacy rule very well. Of the 2,741 complaints 
closed by HHS in the first year of implementa-
tion, more than 35 percent alleged actions that 
the privacy rule does not prohibit. Another 17 
percent of complaints were directed at someone 
other than a HIPAA “covered entity” (e.g., hospi-
tals, physician offices, health plans). In only 9.4 
percent had an actual violation occurred. The 
GAO recommends a public information cam-
paign to improve awareness of patients’ privacy 
rights.  
 
To commit a criminal violation of the privacy 
rule, venality and not just misunderstanding is 
required. In the first criminal conviction under 
HIPAA, an employee of the Seattle Cancer Care 
Alliance used a patient’s name, date of birth and 
Social Security number to obtain credit cards. He 
ran up a debt of more than $9,000 in the patient’s 
name, pled guilty and was sentenced in August 
2004 to 10 to 16 months in prison. 
 
No information is available regarding any civil 
action against the Seattle Cancer Care Alliance. 
Anesthesiology practices — should they ever be 
so unlucky as to hire an employee of this sort — 
might take note of possible employer liability for 
third-party losses caused by negligent hiring or 
supervision. 
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First, simply implementing an information 
system will not necessarily provide adequate 
protection.  Most vendors of these systems 
still require manual retroactive charting.  
Hence, mistakes still may occur.  The best 
system would incorporate automated time 
stamp generation to preclude these errors.  The 
second point is that anesthesia must strive to 
remain “the keeper of the times”.  Many hos-
pitals are required by state regulations to re-
cord operating room times and anesthesia 
times as well.  Their definitions of these times 
usually vary significantly from ours.  I urge 
you not to relegate this data entry to the nurse 
and the OR Management System. 
 
The second area of vulnerability resides with 
accurate procedural coding.  It has long been 
debated that the anesthesiologist or anesthe-
tists involved at the head of the table, should 
capture the procedure performed.  This is the 
ideal time to determine the exact CPT code for 
a procedure.  For example, was the case a bi-
malleolar or trimalleolar ankle fracture?  Dif-
ferent codes.  More specifically, using the 
example of an inguinal hernia versus and inci-
sional hernia.  Often the charge ticket, encoun-
ter forms or anesthesia record you send our 
office are incomplete, abbreviated, or the 
handwriting is not legible.  Here lies the prob-
lem.  Our office coders may decide your de-
scription represents an inguinal hernia (CPT 
code 49505).  If it was, in fact, an incisional 
hernia, this error has now cost your group two 
RV units.  If however, the coders use the inci-
sional hernia code (CPT code 46560), and it 
was in fact an inguinal hernia, your group is 
guilty of fraud.  A $10,000 fine plus triple 
amount repaid on the amount billed in error. 
 
The third area of risk involves supervision of 
CRNA’s.  There exists seven requirements for 
the physician to support billing for supervi-
sion.  These requirements are: 1) Must per-
form a preanesthetic examination and evalua-
tion; 2) Must prescribe the anesthesia plan; 3) 
Must personally participate in the most de-
manding aspects of the anesthesia plan, in-
cluding, if applicable, induction and emer-
gence; 4) Must ensure that any procedures in 
the anesthesia plan that he or she does not 
perform are performed by a qualified individ-
ual as defined in program operating instruc-
tions; 5) Must monitor the course of anesthe-

sia administration at frequent intervals; 6) Must 
remain physically present and available for 
immediate diagnosis and treatment of emergen-
cies; and 7) Must provide indicated post anes-
thesia care.  Any failure to meet these seven 
requirements will seriously jeopardize the va-
lidity of appropriate billing.  Remember, all 
cases are considered concurrent, not just those 
of Medicare patients.  Of most importance is 
the physical presence of the attending physician 
at specific times during a case.  Manual records 
are notorious for lacking adequate documenta-
tion on this point.  There should be caution 
against the use of check-boxes and other 
mechanisms for recording physician atten-
dance.  These are too often filled with auto-
matic checking despite non-compliance.  Of 
particular note is that the most frequent source 
of audit stems from “whistle-blowing” activity.  
Any efforts to document compliance that are 
not routinely utilized are prone to be described 
by these citizens “doing their responsible ac-
tions”.  It is here that information systems have 
the most to offer.  The ideal system is one that 
allows for instant notification of concurrency 
status when assigning staff to the beginning of 
a case.  If the supervising physician has a maxi-
mum of four cases ongoing, then another physi-
cian should start this case.  A common error 
occurs when the supervising physician believes 
they only have three active cases, then starts 
another (perceived fourth), only to find out  a 
previous case they assumed was finished is still 
active.  Thus, they are now supervising five 
concurrent cases, even if only for one minute of 
overlap.  This situation results in a disallowing 
of supervision billing on all five cases. 
 
These three situations are only a sampling of 
situations that can trigger an investigation by 
the OIG.  Essentially, there are no excuses for 
mistakes.  With the initiation of the National 
Correct Coding Initiative, HCFA is performing 
coding edits against anesthesia claims, surgeon 
claims, and hospital or other facility claims.  
Discrepancies between these three provider 
claims will generate at least additional scrutiny, 
and quite likely an OIG audit. 
 
To learn about more ways to avoid an audit, or 
to obtain information on how to handle an au-
dit, log to: www.oig.lsc.gov/audit. 
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Anesthesia Overview 
 
(The following are excerpts from our certified coders in 
the office.  These FYI’s are actual circumstances that have 
been sent to them for better clarification and resolution). 
�
Did you know? 
 
Blood gas monitoring performed as part of an 
anesthesiologist’s service is considered an in-
tegral part of the anesthesia service and is not 
reimbursed separately. 
 
The time spent in placement of a central line 
placed before the anesthetic is started, or 
placed after the patient has gone to the recov-
ery room, should not be counted in the time of 
anesthesia service.  However, central lines 
that are placed while the patient is anesthetized 
should not have the time spent placing the line 
subtracted from the time of the anesthesia ser-
vice. 
 
Invasive Monitoring Lines.  Do not bill for 
both 36556 and 93503 when the Swan Ganz 
Catheter is threaded through the CVP Port.  
You should bill the most comprehensive pro-
cedure (Swan Ganz).  It is appropriate to bill 
both if there are two separate lines. 
 

Daily Management of Epidurals.  Code 
01996, this procedure can be billed on the 
days following insertion of the epidural 
catheter, if appropriate.  Most payers con-
sider 2-4 days a reasonable time span for use 
of this procedure.  Please note that you can-
not bill a management day on the day the 
catheter is removed.  When billing these 
charges you must specify on your charge 
ticket the days of care and when the catheter 
was removed. 
 
Modifier Tips 
 
Modifier 53 is for a discontinued procedure.  
This is to be used when a procedure is can-
celled after the start of anesthesia but before 
incision.  You should still list the procedure 
that was to be done, the diagnosis and the 
time. 
 
Modifier 74 is for a discontinued procedure 
at outpatient hospital/ambulatory surgery 
center after administering anesthesia.  Due to 
circumstances such as the threat of the pa-
tient’s well being, the physician may end the 
surgical or diagnostic procedure after the 
anesthesia is administered.  Again, list the 
procedure that was going to be done, the 
diagnosis and the time. 
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As many of you are aware, we are constantly reminded 
each day how important it is for all of us to stay in com-
pliance with the Health Insurance Portability and Ac-
countability Act of 1996 (HIPAA). 
     With today’s fast paced environment, we look for 
ways to get information out to our clients the quickest 
way possible.  Obviously, email is one of the most effi-
cient ways to accomplish this.  However, an email trans-
mission is not considered to be a secure method of send-
ing patient information between parties. 
     To stay within compliance guidelines of HIPAA, we 
are mandated to utilize an encrypted message system to 
send information via email that contains confidential 
patient information.  We found CenturionMail is the best 
product that would help us meet this requirement.  Most 
of our clients have had no problems opening the en-
crypted files with their assigned passwords, and several 
of clients have commented on how they like the added 
security measurements to protect private healthcare infor-
mation. 
     Should you experience problems with your assigned 
password or problems opening any files, please don’t 
hesitate to contact our office for assistance. 

It ia a simple fact, we all want to get paid for the 
work we do.  It is even better to be paid the maxi-
mum amount instead of just a portion of the work 
performed.  There are a few simple things that can 
be done to make this happen for you. 
 
Most important is clarity and legibility of docu-
mentation that is sent to us.  Often, patient demo-
graphics, diagnoses, procedure codes, or provider 
names are not legible, causing a delay or erroneous 
information to be processed.  Additionally, since 
our office el3dtronically scans all charges re-
ceived, documents become very difficult to proc-
ess through the system. 
 
So that we can capture the maximum payment 
possible, please make sure the charges sent are 
completely filled out, and they are legible.  By 
taking a few extra minutes to check, the possibility 
of reduced payments or delays in processing will 
be minimal. 
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(Reprinted with permission from the American Society of Anesthesiologists monthly newsletter- Sept ’05) 

 
      As pain control options for labor and delivery become more varied and sophisticated, growing numbers of women are taking advantage of pain relief for their 
childbirth, according to a new study in the September issue of the journal Anesthesiology, the official journal of the American Society of Anesthesiologists (ASA). 
Researchers from the Department of Anesthesiology at the University of Colorado at Denver and Health Sciences Center looked at survey responses from 378 hospi-
tals that provided obstetric services in 2001, grouping the hospitals according to the number of births per year (1,500 or more, 500-1,499 and fewer than 500). They 
found that only 6 to 10 percent of mothers had no pain relief (analgesia) during labor in 2001, compared to 11 to 33 percent in 1992. Hospitals doing more deliveries 
generally had fewer mothers going without anesthesia in both years. 
“Mothers have come to expect the kind of pain relief provided by regional techniques. With recent studies showing that having this type of anesthesia early in labor 
will not increase chances of a cesarean delivery, I think their popularity will continue,” said lead author Brenda Bucklin, M.D., associate professor of anesthesiology 
at UCDHSC. 
As women have embraced techniques that can make them more comfortable for more of their labor, demand for anesthesia services in hospitals is growing as well. 
Most anesthesia for labor and Cesarean delivery was directly provided or supervised by anesthesiologists. In hospitals providing care for 1,500 or more births during 
2001, an anesthesiologist was involved in 95 percent of cases. Other providers of anesthesia care include certified registered nurse anesthetists and, in a very small 
percentage of cases, obstetricians. 
Regional analgesia, including epidural, spinal or combined epidural-spinal techniques, accounted for 76 percent of the anesthesia services provided in the larger hospi-
tals, and for 57 percent of services in the smaller hospitals. These figures represent a significant increase since 1992. Mothers are less likely to receive parenteral 
narcotics (drugs injected into the blood stream) as their only source of pain relief. 
The survey also revealed that the use of spinal anesthesia increased for cesarean section (C-section) deliveries, but use of epidural anesthesia decreased. General anes-
thesia was still being used in 15 to 30 percent of emergency C-sections. 
Other trends revealed in the survey data: 

· Although the number of anesthesia providers has not kept pace with increasing demand for services overall, there has been improvement in the availability as 
well as staffing of regional pain relief for labor and delivery. 

· The total number of hospitals providing obstetric services has decreased, but the number of larger hospitals providing such services has increased. 

· Only 18 to 35 percent of hospitals utilized patient-controlled analgesia for labor in 2001, possibly because of unfamiliarity with, or cost of, the devices. 
“The survey results suggest that the availability of services and anesthesia personnel has improved,” Dr. Bucklin noted. “That is positive news for women of child-
bearing age.” 
This study was conducted with support from the Society for Obstetric Anesthesia and Perinatology (www.soap.org). 
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