October 28, 2005
«Name»
«Address_1»
«City», «State»  «Zip»
Dear Dr.  «Name»
On behalf of Blue Cross of California, I would like to inform  you of some changes to our Clinical Practice Guidelines.  The attached Clinical Practice Guideline for Anesthesia Services and Conscious Sedation was approved with revision by our Medical Policy and Technology Committee in September 2005.  This guideline is used in medical review  determinations by Blue Cross of California and BC Life & Health Insurance Company.  Since a recent claims analysis indicates you provide endoscopic or related anesthesia services, please note:

The routine assistance of an Anesthesiologist or Certified Registered Nurse Anesthetist (CRNA) for average risk patients undergoing standard upper and/or lower gastrointestinal endoscopic procedures is considered not medically necessary.
This policy is consistent with a joint statement published by the American College of Gastroenterology, American Gastroenterological Association and American Society for Gastrointestinal Endoscopy in 2004. In general, diagnostic and uncomplicated therapeutic endoscopy and colonoscopy can be successfully performed with moderate (conscious) sedation.
This letter is to notify you that all claims for CPT codes 00740 and 00810, anesthesia for endoscopic procedures, will now be subject to medical review for compliance with this guideline. Important additional information regarding this guideline is enclosed.
Please feel free to email me at anthony.nguyen@wellpoint.com  should you have any questions.
Sincerely,
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Anthony Nguyen,  M.D., M.B.A
Medical Director

Blue Cross of California

21555 Oxnard St. #6g
Woodland Hills, CA 91367

	Subject:
	Anesthesia Services and Conscious Sedation
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Description
Anesthesia services consist of the administration of an anesthetic agent to produce either a partial or complete loss of sensation. Examples of various methods of anesthesia include general anesthesia, regional anesthesia, monitored anesthesia care (MAC), conscious sedation, and local infiltration or topical application. 

NOTE: This clinical guideline addresses the medical necessity of anesthesia services. It does not address whether or not reimbursement is provided for the anesthesia service. This guideline is not intended to explain the billing and reimbursement of anesthesia. 

Clinical Indications 
General Anesthesia
Anesthesia services for the purpose of administering general anesthesia are considered medically necessary when both of the following criteria are met: 

a. The services are provided by an individual other than the attending physician performing the procedure; AND 

b. Alternative types of anesthesia, sedation, or analgesia are not appropriate. 

If general anesthesia is requested for a procedure typically not requiring this level of anesthesia service, a medical necessity review will be performed. This review will assess not only the procedure involved, but also other patient-specific issues, such as age, mental status, ability to cooperate, co-morbid conditions, and general medical status. 

Regional Anesthesia
Anesthesia services for the purpose of administering regional anesthesia are considered medically necessary when alternative types of anesthesia, sedation, or analgesia are not appropriate. 

If regional anesthesia is requested for a procedure typically not requiring this level of anesthesia service, a medical necessity review will be performed. This review will assess not only the procedure involved, but also other patient-specific issues, such as age, mental status, ability to cooperate, co-morbid conditions, and general medical status.

Monitored Anesthesia Care (MAC)
Monitored anesthesia care (MAC) is considered medically necessary when all of the following criteria are met: 

a. MAC is requested by the attending physician; AND 

b. The services are provided by an individual other than the attending physician performing the procedure; AND 

c. Qualified anesthesia personnel (anesthesiologists or qualified anesthetists such as certified registered nurse anesthetists) administering monitored anesthesia care are continuously present to monitor the patient and provide anesthesia care; AND 

d. The patient's medical condition requires medical direction or supervision of the anesthetic to ensure control of the sedation, medication, and airway, and to prevent sudden changes in condition from disrupting the procedure and placing the patient at risk; AND 

e. Constant monitoring of the patient’s vital signs is provided to anticipate the need for general anesthesia administration or for the treatment of adverse physiologic reactions such as hypotension, excessive pain, difficulty breathing, arrhythmias, adverse drug reactions, etc. In addition, the possibility that the procedure may become more extensive, and/or result in unforeseen complications, requires comprehensive monitoring and/or anesthetic intervention; AND 

f. Appropriate documentation is available to reflect pre- and post-anesthetic evaluations and intraoperative monitoring. 

Anesthesia Services including MAC
For surgical procedures which do not usually require anesthesia services, anesthesia services including monitored anesthesia care (MAC) are considered medically necessary when the patient's condition requires the presence of qualified anesthesia personnel to perform monitored anesthesia in addition to the physician performing the procedure, and is so documented. The medical condition must be significant enough to impact the need to provide anesthesia services including MAC. Complex procedures and procedures in high-risk patients may justify the use of an anesthesiologist/anesthetist to provide conscious sedation and/or deep sedation. The presence of a stable, treated condition of itself is not necessarily sufficient.

Anesthesia services including monitored anesthesia care (MAC) is considered medically necessary during gastrointestinal endoscopic procedures in any of the following situations: 

a. Prolonged or therapeutic endoscopic procedure requiring deep sedation; or 

b. A history of or anticipated intolerance to standard sedatives; or 

c. Increased risk for complication due to severe comorbidity (American Society of Anesthesiologists [ASA] class III physical status or greater. See Appendix for physical status classifications.); or 

d. Patient of extreme age, under 1 year or over 70; or 

e. Pregnancy; or 

f. History of drug or alcohol abuse; or 

g. Uncooperative or acutely agitated patients (e.g., delirium, organic brain disease, senile dementia); or 

h. Increased risk for airway obstruction due to anatomic variant including any of the following: 

· History of previous problems with anesthesia or sedation; or 

· History of stridor or sleep apnea; or 

· Dysmorphic facial features, such as Pierre-Robin syndrome or trisomy-21; or 

· Presence of oral abnormalities including but not limited to a small oral opening (less than 3 cm in an adult), high arched palate, macroglossia, tonsillar hypertrophy, or a non-visible uvula; or 

· Neck abnormalities including but not limited to short neck, obesity involving the neck and facial structures, limited neck extension, decreased hyoid-mental distance (less than 3 cm in an adult), neck mass, cervical spine disease or trauma, tracheal deviation, or advanced rheumatoid arthritis; or 

· Jaw abnormalities including but not limited to micrognathia, retrognathia, trismus, or significant malocclusion. 

The routine assistance of an Anesthesiologist or Certified Registered Nurse Anesthetist (CRNA) for average risk patients undergoing standard upper and/or lower gastrointestinal endoscopic procedures is considered not medically necessary. 

Conscious Sedation
Conscious sedation ordered by the attending physician and administered by the surgeon or an independent trained observer is considered medically necessary when alternative types of anesthesia, sedation, or analgesia are not appropriate. 

Local Anesthesia
The administration of local anesthesia is considered medically necessary when alternative types of anesthesia, sedation, or analgesia are not appropriate. 

Standby Anesthesia Services
Standby anesthesia service is when the anesthesiologist would be immediately available if a clinical need should arise but the anesthesiologist may be elsewhere performing other duties. Stand-by anesthesia is considered medically necessary when a procedure, which does not normally require anesthesia services, has a significant potential for catastrophic complications or potential for need for other intervention that would require immediate availability of general anesthesia. 

Place of Service/Duration (or Goal Length of Stay) 

Place of Service:
Ambulatory, Outpatient Facility, or Inpatient

Duration:
Dependent upon procedure

Goal Length of Stay:
Dependent upon procedure

Coding
The following codes for treatments and procedures applicable to this guideline are included below for informational purposes. Inclusion or exclusion of a procedure, diagnosis or device code(s) does not constitute or imply member coverage or provider reimbursement policy. Please refer to the member's contract benefits in effect at the time of service to determine coverage or non-coverage of these services as it applies to an individual member.
CPT 

00100 - 01999

Anesthesia code range (including MAC)

62310

Injection, single (not via indwelling catheter), not including neurolytic substances, with or without contrast (for either localization or epidurography), of diagnostic or therapeutic substance(s) (including anesthetic, antispasmodic, opioid, steroid, other solution), epidural or subarachnoid; cervical or thoracic

62311

Injection, single (not via indwelling catheter), not including neurolytic substances, with or without contrast (for either localization or epidurography), of diagnostic or therapeutic substance(s) (including anesthetic, antispasmodic, opioid, steroid, other solution), epidural or subarachnoid; lumbar, sacral (caudal)

62318

Injection, including catheter placement, continuous infusion or intermittent bolus, not including neurolytic substances, with or without contrast (for either localization or epidurography), of diagnostic or therapeutic substance(s) (including anesthetic, antispasmodic, opioid, steroid, other solution), epidural or subarachnoid; cervical or thoracic

62319

Injection, including catheter placement, continuous infusion or intermittent bolus, not including neurolytic substances, with or without contrast (for either localization or epidurography), of diagnostic or therapeutic substance(s) (including anesthetic, antispasmodic, opioid, steroid, other solution), epidural or subarachnoid; lumbar, sacral (caudal)

64400-64484

Code range for injection of anesthetic agent (nerve block) when used as regional anesthesia

99100

Anesthesia for patient of extreme age, under 1 year and over 70

99116

Anesthesia complicated by utilization of total body hypothermia

99135

Anesthesia complicated by utilization of controlled hypotension

99140

Anesthesia complicated by emergency conditions (specify) 

99141

Sedation with or without analgesia (conscious sedation); intravenous, intramuscular or inhalation

99142

Sedation with or without analgesia (conscious sedation); oral, rectal and/or intranasal

CPT Physical Status Modifiers 

P1

A normal healthy patient (Class I)

P2

A patient with mild systemic disease (Class II)

P3

A patient with severe systemic disease (Class III)

P4

A patient with severe systemic disease that is a constant threat to life (Class IV)

P5

A moribund patient who is not expected to survive without the operation Class V)

HCPCS Modifiers 

AA

Anesthesia services performed personally by anesthesiologist

AD

Medical supervision by a physician: more than four concurrent anesthesia procedures

G8

Monitored anesthesia care (MAC) for deep complex, complicated, or markedly invasive surgical procedure

G9

Monitored anesthesia care (MAC) for patient who has history of severe cardio-pulmonary condition

QK

Medical direction of two, three, or four concurrent anesthesia procedures involving qualified individuals

QS

Monitored anesthesia care (MAC) service

QX

CRNA service: with medical direction by a physician

QY

Medical direction of one certified registered nurse anesthetist (CRNA) by an anesthesiologist

QZ

CRNA service: without medical direction by a physician

ICD-9 Diagnoses 

Various ICD-9 diagnoses codes may be applicable

Discussion/General Information 
Anesthesia services are provided by or under the supervision of a physician. Services consist of the administration of an anesthetic agent in various types of anesthesia. 

Types of Anesthesia and Anesthesia Services
Anesthesia Service by the Surgeon: Anesthesia services personally furnished by the physician performing the surgical, therapeutic or diagnostic procedure is considered an integral component of the primary procedure. This may include local injections, regional blocks, and intravenous medication. General anesthesia administered and monitored by the surgeon is not considered medically appropriate.

Balanced Anesthesia: Anesthesia that uses a combination of drugs, each in an amount sufficient to produce its major or desired effect to the optimum degree and keep its undesirable or unnecessary effects to a minimum.

Bier Block/ Bier’s Local Anesthesia: Regional anesthesia produced by intravenous injection, used for surgical procedures on the arm below the elbow or the leg below the knee; performed in a bloodless field maintained by a pneumatic tourniquet that also prevents the anesthetic from entering the systemic circulation. 

Brachial Plexus Block/Brachial Plexus Anesthesia: Regional anesthesia of the shoulder, arm, and hand by injection of a local anesthetic into the brachial plexus.

Caudal Block/Caudal Anesthesia: Regional anesthesia produced by injection of a local anesthetic into the caudal or sacral canal.

Closed Circuit Anesthesia: Inhalation anesthesia maintained by the continuous rebreathing of a relatively small amount of the anesthetic gas and a basal amount of oxygen, normally used with an absorption apparatus for the removal of carbon dioxide. 

Conscious Sedation: Involves the administration of medication with or without analgesia to achieve a state of depressed consciousness while maintaining the patient's ability to respond to stimulation. Conscious sedation is administered by an independent trained observer for the purpose of assisting the physician in monitoring the patient's level of consciousness and physiological status. It includes pre- and post- sedation evaluations, administration of the sedation and monitoring of the cardiorespiratory function. Cardiorespiratory functions monitored include heart rate, blood pressure and oxygen level. 

Endobronchial Anesthesia: Anesthesia produced by introduction of a gaseous mixture through a slender tube placed in the large bronchus.

Endotracheal Anesthesia: Anesthesia produced by introduction of a gaseous mixture through a wide-bore tube inserted into the trachea through either the mouth or the nose.

Epidural Anesthesia: Regional anesthesia produced by injection of the anesthetic agent between the vertebral spines and beneath the ligamentum flavum into the epidural space. 

General Anesthesia: A reversible state of unconsciousness and the inability to perceive pain, produced by anesthetic agents, with absence of pain sensation over the entire body and a greater or lesser degree of muscular relaxation; the drugs producing this state can be administered by inhalation, intravenously, intramuscularly, rectally, or via the gastrointestinal tract.

Hypotensive Anesthesia: Anesthesia accompanied by the deliberate lowering of the blood pressure, a procedure said to reduce blood loss and improve usability of the surgical field.

Hypothermic Anesthesia: Anesthesia accompanied by the deliberate lowering of body temperature.

Inhalation Anesthesia: Anesthesia produced by the inhalation of vapors of a volatile liquid or gaseous anesthetic agent.

Insufflation Anesthesia: Anesthesia produced by blowing a mixture of gases or vapors through a tube introduced into the respiratory tract.

Intercostal Anesthesia: Anesthesia produced by blocking intercostal nerves with a local anesthetic.

Intranasal Anesthesia: Local anesthesia produced by insertion into the nasal fossae of pledgets soaked in a solution of an anesthetic agent which is effective after topical application, or by insufflation of a mixture of anesthetic gases or vapors through a tube introduced into the nose.

Intraoral Anesthesia: Anesthesia produced within the oral cavity by injection, spray, pressure, etc.

Intrathecal Anesthesia: Anesthesia produced by injection of an anesthetic solution into either the subarachnoid or subdural space.

Intravenous Anesthesia: Anesthesia produced by introduction of an anesthetic agent into a vein.

Local Anesthesia: Anesthesia confined to one area of the body. 

Monitored Anesthesia Care (MAC): MAC was developed in response to the shift to providing more surgical and diagnostic services in an ambulatory, outpatient or office setting without the use of the traditional general anesthetic. Accompanying this, there has been a change in the provision of anesthesia services from the traditional general anesthetic to a combination of local, regional and certain conscious altering drugs. This type of anesthesia is referred to as monitored anesthesia care (MAC) if directly provided by anesthesia personnel. Based on the American Society of Anesthesiologists' standards for monitoring, MAC should be provided by qualified anesthesia personnel (anesthesiologists or qualified anesthetists such as certified registered nurse anesthetists). These individuals must be continuously present to monitor the patient and provide anesthesia care. 

MAC requires careful and continuous evaluation of various vital physiologic functions, the recognition and treatment of any adverse changes, and anticipation of the potential need to administer general anesthesia during a surgical or other procedure. Monitored anesthesia care often includes the administration of doses of medications for which the loss of normal protective reflexes or loss of consciousness is likely. MAC refers to those clinical situations in which the patient remains able to protect the airway for the majority of the procedure. If, for an extended period of time, the patient is rendered unconscious and/or loses normal protective reflexes, then anesthesia care shall be considered a general anesthetic. Services performed during the procedure include non-invasive cardiocirculatory and respiratory monitoring, oxygen administration when necessary, and oral and intravenous use of medications and post operative anesthesia care.

The requirements for this type of anesthesia should be the same as for general anesthesia with regard to the performance of pre-anesthetic examination and evaluation, prescription of the anesthesia care required, the completion of an anesthesia record, the administration of necessary oral or parenteral medications and the provision of indicated post-operative anesthesia care. 

Patient-Controlled Analgesia (IV PCA): A method of pain control which allows the patient to control the dosage of analgesia received. It involves the use of a patient-controlled analgesia (PCA) infusion pump which delivers the desired amount of medication through a conventional intravenous route or via an implantable intravenous catheter inserted in subcutaneous tissue.

Regional Anesthesia: Anesthesia that involves the use of local anesthetic solutions(s) to produce circumscribed areas of loss of sensation. This includes spinal, epidural, nerve, field and extremity blocks. Spinal and epidural anesthesia is produced by injection of local anesthetic solution near the spinal canal, which interrupts sensation from the legs or abdomen. 

Sacral Anesthesia: Anesthesia produced by injection of a local anesthetic into the extradural space of the sacral canal.

Saddle Block Anesthesia: A type of sacral anesthesia produced in a region corresponding roughly with the area of the buttocks, perineum, and inner aspects of the thighs which impinge on the saddle hen riding, by introducing the anesthetic agent low in the dural sac.

Spinal Anesthesia: 1) Regional anesthesia produced by injection of a local anesthetic into the subarachnoid space around the spinal cord. 2) Loss of sensation due to a spinal lesion. 

Standby Anesthesia: Anesthesia standby occurs when the anesthesiologist, or the CRNA, is available in the facility in the event they are needed for a procedure that requires anesthesia (e.g., available in the facility in case of obstetric complications - breech presentation, twins, and trial of instrumental delivery), but is not physically present or providing services. Standby anesthesia is not direct patient care (i.e., it is a standby service without direct hands-on patient contact).

Surgical Anesthesia: That degree of anesthesia at which pain is completely relieved and surgery may be performed; ordinarily used to designate such depth of general anesthesia.

Topical Anesthesia: Anesthesia produced by application of a local anesthetic directly to the area involved. 

American Society of Anesthesiologists Levels of Sedation/Analgesia*
Minimal Sedation (Anxiolysis) is a drug-induced state during which patients respond normally to verbal commands. Although cognitive function and coordination may be impaired, ventilatory and cardiovascular functions are unaffected.

Moderate Sedation/Analgesia (“Conscious Sedation”) is a drug-induced depression of consciousness during which patients respond purposefully** to verbal commands, either alone or accompanied by light tactile stimulation. No interventions are required to maintain a patent airway, and spontaneous ventilation is adequate. Cardiovascular function is usually maintained.

Deep Sedation/Analgesia is a drug-induced depression of consciousness during which patients cannot be easily aroused but respond purposefully** following repeated or painful stimulation. The ability to independently maintain ventilatory function may be impaired. Patients may require assistance in maintaining a patent airway, and spontaneous ventilation may be inadequate. Cardiovascular function is usually maintained.

American Society of Anesthesiologists Definition of General Anesthesia
General Anesthesia is a drug-induced loss of consciousness during which patients are not arousable, even by painful stimulation. The ability to independently maintain ventilatory function is often impaired. Patients often require assistance in maintaining a patent airway, and positive pressure ventilation may be required because of depressed spontaneous ventilation or drug-induced depression of neuromuscular function. Cardiovascular function may be impaired.

Because sedation is a continuum, it is not always possible to predict how an individual patient will respond. Hence, practitioners intending to produce a given level of sedation should be able to rescue*** patients whose level of sedation becomes deeper than initially intended. Individuals administering Moderate Sedation/Analgesia (“Conscious Sedation”) should be able to rescue*** patients who enter a state of Deep Sedation/Analgesia, while those administering Deep Sedation/Analgesia should be able to rescue*** patients who enter a state of General Anesthesia.

* Monitored Anesthesia Care does not describe the continuum of depth of sedation, rather it describes “a specific anesthesia service in which an anesthesiologist has been requested to participate in the care of a patient undergoing a diagnostic or therapeutic procedure.”

** Reflex withdrawal from a painful stimulus is NOT considered a purposeful response.

***Rescue of a patient from a deeper level of sedation than intended is an intervention by a practitioner proficient in airway management and advanced life support. The qualified practitioner corrects adverse physiologic consequences of the deeper-than-intended level of sedation (such as hypoventilation, hypoxia and hypotension) and returns the patient to the originally intended level of sedation.
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Definintion vii

Anesthesia Services

APPENDIX
American Society of Anesthesiology Physical Status Classifications:
Class I: Patient has no organic, physiologic, biochemical, or psychiatric disturbances. The pathologic process for which operation is to be performed is localized and does not entail systemic disturbance.

Class II: Mild or moderate systemic disturbance caused either by the condition to be treated surgically or by other pathophysiologic processes.

Class III: Severe, systemic disturbance or disease from whatever cause, even though it may not be possible to define the degree of disability with finality.

Class IV: Severe systemic disorders that are already life threatening, not always correctable by operation.

Class V: The moribund patient who has little chance of survival but is submitted to operation in desperation.



Federal and State law, as well as contract language including definitions and specific coverage provisions/exclusions, and Medical Policy take precedence over Clinical Guidelines and must be considered first in determining eligibility for coverage. The member's contract benefits in effect on the date that services are rendered must be used. Clinical Guidelines, which address medical efficacy, should be considered before utilizing medical opinion in adjudication. Medical technology is constantly evolving, and we reserve the right to review and update Clinical Guidelines periodically.
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