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Medicare economic index will be 2.4% and the sus-
tainable growth rate for 2000 will be 3%. Medicare
fees during 2000 will reflect the relative costs each
specialty incurs for malpractice insurance. With
the full implementation of resource-based practice
expenses in 2002, the Medicare fee schedule will
be entirely resource-based. See Tables 1 and 2 for
specific anesthesia CF information.

Adjustments in resource-based malpractice and
practice expense RVUs

The inclusion of malpractice insurance costs
will have a modest effect on Medicare fees for the
various providers. Of the 35 major medical spe-
cialties, HCFA estimates that 15 will experience
payment increases, 19 will experience payment
decreases, and one specialty will experience no
change. The impact of the resource-based mal-
practice expense RVUs for anesthesiology will be
−0.6% on total allowed charges.1(p.59432)

The final regulations for 2000 adjusted the
anesthesia practice expense RVUs by excluding
costs for direct practice expenses for nonphysician
clinical staff (eg, technicians, CRNAs, nurses, etc.).
HCFA concluded that Medicare pays for nonphysi-
cian clinical staff through other payment mecha-
nisms.1(p.59400) In making their decision, HCFA
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This column will address the following Medicare
Program revisions to payment policies under the
physician fee schedule for calendar year 2000 as
announced by the Health Care Financing
Administration (HCFA) in the November 2, 1999
Federal Register:

1. calendar year 2000 Medicare conversion
factors (CFs) for nonmedically directed CRNAs
and anesthesiologists who are Medicare partici-
pating physicians,

2. resource-based malpractice and practice
expense relative value unit (RVU) adjustments,

3. Current Procedural Terminology (CPT)
code changes, and

4. reporting of discontinuous anesthesia
time.

Calendar year 2000 Medicare conversion factors
The national nonanesthesia Medicare CF for

2000 will be increased to $36.6137, from $34.7315
during 1999. The national anesthesia CF will be
increased to $17.7732 from the 1999 CF of
$17.2433, which is a 3.1% increase.1(p.59429) The
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Table 1. 2000 Medicare CRNA/participating physician anesthesia conversion factors (CFs)

Locality Increase per
number Locality name 2000 Par CF unit for 2000

00 Alabama $16.89 +$.54
01 Alaska $19.84 +$.56
00 Arizona $17.83 +$.54
13 Arkansas $15.92 +$.49
26 Anaheim/Santa Ana, CA $18.72 +$.50
18 Los Angeles, CA $18.99 +$.51
03 Marin/Napa/Solano, CA $18.11 +$.48
07 Oakland/Berkeley, CA $18.57 +$.49
05 San Francisco, CA $19.28 +$.49
06 San Mateo, CA $18.93 +$.48
09 Santa Clara, CA $19.09 +$.49
17 Ventura, CA $18.23 +$.49
99 Rest of CA* $17.66 +$.51
01 Colorado $17.25 +$.52
00 Connecticut $19.07 +$.52
01 Delaware $17.95 +$.53
01 DC & MD/VA Suburbs $19.02 +$.52
03 Fort Lauderdale, FL $18.76 +$.56
04 Miami, FL $19.88 +$.60
99 Rest of FL $17.66 +$.54
01 Atlanta, GA $17.91 +$.52
99 Rest of GA $16.97 +$.53
01 Hawaii/Guam $18.32 +$.48
00 Idaho $16.34 +$.49
16 Chicago, IL $19.27 +$.56
12 East St. Louis, IL $17.97 +$.57
15 Suburban Chicago, IL $18.53 +$.54
99 Rest of IL $16.88 +$.53
00 Indiana $16.51 +$.49
00 Iowa $16.38 +$.50

00 & 04 Kansas* $16.80 +$.52
00 Kentucky $16.70 +$.52
01 New Orleans, LA $17.76 +$.55
99 Rest of LA $16.99 +$.54
03 Southern Maine $17.24 +$.48
99 Rest of Maine $16.64 +$.50
01 Baltimore/Surr. Cntys, MD $18.27 +$.53
99 Rest of MD $17.36 +$.51
01 Boston, MA (Metro) $18.61 +$.49
99 Rest of MA $17.87 +$.49
01 Detroit, MI $20.92 +$.68
99 Rest of MI $18.52 +$.59
00 Minnesota $16.91 +$.50
00 Mississippi $16.33 +$.51
02 Metro Kansas City, MO $17.67 +$.54
01 Metro St. Louis, MO $17.73 +$.54
99 Rest of MO* $16.65 +$.53
01 Montana $16.38 +$.51
00 Nebraska $15.98 +$.48
00 Nevada $17.94 +$.52
40 New Hampshire $17.74 +$.51
01 New Jersey (Northern) $18.93 +$.51
99 Rest of NJ $18.21 +$.51
05 New Mexico $16.76 +$.51
01 Manhattan, NY $21.01 +$.55
02 NYC Suburbs/Long Island, NY $20.59 +$.58
03 Poughkeepsie/ N NYC Suburbs, NY $18.59 +$.53
04 Queens, NY $20.35 +$.56



services provided and the sites in which the
services are performed.

CPT-4 code changes effective on January 1, 2000
Although there are no new anesthesia codes

added by the American Medical Association
(AMA) CPT Editorial Panel for 2000, the Panel
deleted 11 codes, approved 14 descriptor revi-
sions, and made 1 grammatical code change to the
Anesthesia Section of the 2000 CPT.

Anesthesia code changes for 2000 include the
following

00100 Anesthesia for procedures on salivary
glands, including biopsy. Code 00100 has been
revised to include only the salivary glands.

00102 Anesthesia for procedures on plastic
repair of cleft lip. Code 00102 will be exclusively for

reviewed survey data from the American Hospital
Association, the American Medical Association,
Abt Associates and the Socioeconomic Monitoring
Survey (SMS).

As a result of HCFA’s analysis and conclu-
sions, anesthesia will receive a reduction of 9% in
total allowed charges as a result of a decrease in the
practice expense over the next 3 years. The impact on
total allowed charges of fully implemented practice
expense and malpractice expense RVUs for the medical
specialties is displayed in Table 3.

The impact of the changes on the total
revenue (Medicare and non-Medicare) for a given
specialty is less than the impact displayed in Table
3 since providers furnish services to both
Medicare and non-Medicare patients. The magni-
tude of the impact that Medicare payment has on
a specialty depends generally on the mix of
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Table 1. 2000 Medicare CRNA/participating physician anesthesia conversion factors (CFs)–continued

Locality Increase per
number Locality name 2000 Par CF unit for 2000

99 Rest of NY $17.36 +$.52
00 North Carolina $16.50 +$.49
01 North Dakota $16.27 +$.50
00 Ohio $17.52 +$.54
00 Oklahoma $16.29 +$.50
01 Portland, OR $17.29 +$.50
99 Rest of OR $16.54 +$.49
01 Philadelphia, PA (Metro) $18.65 +$.54
99 Rest of PA $16.94 +$.51
20 Puerto Rico $14.50 +$.46
01 Rhode Island $18.48 +$.54
01 South Carolina $16.24 +$.49
02 South Dakota $15.79 +$.48
35 Tennessee $16.55 +$.51
31 Austin, TX $17.40 +$.50
20 Beaumont, TX $17.79 +$.57
09 Brazoria, TX $18.06 +$.55
11 Dallas, TX $17.87 +$.52
28 Fort Worth, TX $17.41 +$.52
15 Galveston, TX $17.98 +$.55
18 Houston, TX $18.57 +$.57
99 Rest of Texas $16.78 +$.52
09 Utah $16.66 +$.51
50 Vermont $16.81 +$.48
50 Virgin Islands $17.47 +$.50
00 Virginia $16.83 +$.50
02 Seattle, WA (King Co.) $17.80 +$.50
99 Rest of WA State $17.14 +$.51
16 West VA $16.90 +$.54
00 Wisconsin $17.09 +$.51
21 Wyoming $16.61 +$.51

* Multiple carriers within the locality
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anesthesia procedures for plastic repair of a cleft lip.
00103 Anesthesia for reconstructive procedures

of eyelid (eg, blepharoplasty, ptosis surgery). Code
00103 will be exclusively for reconstructive proce-
dures of eyelid (eg, blepharoplasty, ptosis surgery).

Note: The above 3 codes were revised to correct
duplicative coding, as code 00100 improperly referred to
both integumentary systems of the head and salivary
glands.

00214 Anesthesia for intracranial procedures;
burr holes, including ventriculography. Code 00214
has been revised to include ventriculography.
Code 01902 was deleted. The 2 codes were often
confused, since 01902 differentiated between a
burr hole for vetriculography and 00214 referred
to burr holes for intracranial access. Since the
anesthetic management is nearly identical, the
code changes were made to clarify the coding for
burr holes.

00300 Anesthesia for all procedures on the
integumentary system, muscles and nerves of head,
neck, and posterior trunk, not otherwise specified.

Table 2. Calculation of locality specific conversion

factor

1999 Anesthesia CF = $17.2433
1999 Anesthesia Work Share = .7194
1999 Anesthesia PE Share = .2134
1999 Anesthesia Malpractice Share = .0672

2000 Update Factor (Includes Volume and Intensity
Adjustment) = 1.054

2000 PE Adjustment for Anesthesia = .8891
1999 PE Adjustment for Anesthesia = 1.0074

2000 Anesthesia CF = $17.2433 x 1.0542 x (.7194 +
(.2134 x 1.0074 x .8891) + .0672)
2000 Anesthesia CF = $ 17.7732

GPCI (w) = Locality Specific GPCI for Work
GPCI (pe) = Locality Specific GPCI for Practice
Expense
GPCI (m)= Locality Specific GPCI for Malpractice
Expense

The 2000 GPCIs are the same as the 1999 GPCIs.

The 1999 Anesthesia Work, PE, and Malpractice
shares are rebased as follows:

2000 Anesthesia Work Share = .7359
2000 Anesthesia PE Share = .1955
2000 Anesthesia Malpractice Share = .0686

CF(locality) = 2000 anesthesia CF x (.7359 x
GPCI(w)
+ .1955 x GPCI(pe) + .0686 x GPCI(m))

Table 3. Impact on total allowed charges of fully

implemented practice expense and malpractice expense
relative value units (RVUs)

Allowed Impact
charges on total

Specialty (in billions) payment(s)

Anesthesiology 1.6 -9%
Cardiac surgery 0.3 -8%
Cardiology 3.7 -3%
Chiropractor 0.4 +1%
Clinics 1.4 -1%
Dermatology 1.2 0%
Emergency medicine 0.8 +1%
Family practice 3.0 +1%
Gastroenterology 1.1 -4%
General practice 1.0 +2%
General surgery 1.8 -1%
Hematology/oncology 0.6 0%
Internal medicine 6.3 0%
Nephrology 0.9 +2%
Neurology 0.8 0%
Neurosurgery 0.3 -1%
Obstetrics/gynecology 0.4 +1%
Ophthalmology 3.5 +2%
Optometrist 0.4 +5%
Orthopaedic surgery 2.0 0%
Other physician 1.2 -2%
Otolaryngology 0.6 +1%
Pathology 0.5 +8%
Plastic surgery 0.2 +1%
Podiatry 1.0 +2%
Psychiatry 1.1 -1%
Pulmonary 1.0 -2%
Radiation oncology 0.6 0%
Radiology 2.8 -3%
Rheumatology 0.3 +4%
Thoracic surgery 0.5 -6%
Urology 1.2 +1%
Vascular surgery 0.3 -1%
Nonphysician practitioner 0.9 0%
Suppliers 0.4 +17%

Note: These percentages represent the combined impact of the
changes in the malpractice RVUs and the fully implemented practice
expense RVUs.
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Code 00300 has been revised to include all anes-
thetic procedures for integumentary procedures
(including muscles and nerves) performed on the
head, neck, and posterior trunk that are not oth-
erwise specified. Since the anesthetic procedures
for the integumentary system in these regions are
essentially the same, Code 00420 has been deleted
and consolidated into Code 00300.

00400 Anesthesia for procedures on the integu-
mentary system on the extremities, anterior trunk
and perineum; not otherwise specified. Code 00400
has also been revised to include all anesthetic pro-
cedures for integumentary procedures performed
on the extremities, and the anterior trunk and
perineum that are not otherwise specified. Codes
01000, 01240, 01300, 01460, 01600, 01700, 01800
have been deleted and consolidated into 00400.
These codes all referred to the anterior trunk or
extremities. The anesthetic procedure require-
ments are similar for all extremities and the
anterior trunk and perineum.

00520 Anesthesia for closed chest procedures;
(including bronchoscopy) not otherwise specified.
Code 00520 was revised to omit anesthesia for
esophagoscopy procedures. This code also was
revised to omit anesthesia for diagnostic thora-
coscopy procedures. See code 00528.

00528 Anesthesia for closed chest procedures;
mediastinoscopy and diagnostic thoracoscopy.
Anesthesia management for diagnostic thora-
coscopy will now be included in revised code 00528.
Anesthetic management for a diagnostic thora-
coscopy is very similar to mediastinoscopy.

00740 Anesthesia for upper gastrointestinal
endoscopic procedures, endoscope introduced prox-
imal to duodenum. Anesthesia management for
upper gastrointestinal endoscopic procedures
(esophagoscopy or esophagogastroendoscopy)
have now been included in revised code 00740.
Esophagoscopy is the first part of an upper gas-
trointestinal endoscopic procedure. Thus, esoph-
agoscopy is more appropriately coded as an upper
gastrointestinal endoscopic procedure, rather than
a closed chest procedure.

00810 Anesthesia for lower intestinal endoscop-
ic procedures, endoscope introduced distal to
duodenum. In order to clarify the proper use of
code 00810, the word “lower” was added to distin-
guish it apart from 00740. Further clarification
was added to elucidate that code 00810 pertains to
endoscopic procedures performed distal to the
duodenum.

00857 Neuraxial analgesia/anesthesia for
labor ending in a cesarean delivery (includes any

repeat subarachnoid needle placement and drug
injection and/or any necessary replacement of an
epidural catheter during labor).

00955 Neuraxial analgesia/anesthesia for
labor ending in a vaginal delivery (includes any
repeat subarachnoid needle placement and drug
injection and/or any necessary replacement of an
epidural catheter during labor).

Codes 00857 and 00955 were revised to
expand their use to cover a variety of methods of
providing anesthesia for labor including continu-
ous epidural, continuous subarachnoid with
catheter or intermittent subarachnoid or epidural
drug injection as the former language was too
restrictive. The revised codes now cover the
normal spectrum of anesthesia care for labor
ending in a cesarean section and labor ending in a
vaginal delivery.

00918 Anesthesia for transurethral procedures
(including urethrocystoscopy); with fragmentation,
manipulation and/or removal of ureteral calculus.
Code 00918 was revised to add the term “manipu-
lation.” This revision is consistent with the surgical
codes for ureteral calculus manipulation.

00952 Anesthesia for vaginal procedures (includ-
ing biopsy of labia, vagina, cervix, or endometrium);
hysteroscopy and/or hysterosalpingography.
Anesthesia for the injection procedure for a hys-
terosalpingography (01900) was similar to the anes-
thetic service for hysteroscopy (00952). The limited
number of hysterosalpingography procedures per-
formed usually involve a transcervical approach
similar to a hysteroscopy. Combining both hyster-
oscopy and hysterosalpingography clarifies and sim-
plifies the coding for these two procedures that
involve essentially the same anestheticmanagement.
Therefore, hysterosalpingography was added to
code 00952. Code 01900 has been deleted.

Summary of deleted anesthesia codes for 2000
Code 01000 has been deleted. To report, use

00400.
Code 01110 has been deleted. To report, use

00300.
Code 01240 has been deleted. To report, use

00400.
Code 01300 has been deleted. To report, use

00400.
Code 01460 has been deleted. To report, use

00400.
Code 01600 has been deleted. To report, use

00400.
Code 01700 has been deleted. To report, use

00400.
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Code 01800 has been deleted. To report, use
00400.

Code 01900 has been deleted. To report, use
00952.

Code 01902 has been deleted. To report, use
00214.

Comprehensive changes to spine injection
procedure codes for 2000

The comprehensive revision to the spine
injection procedures includes the addition of 4
codes, the revision of 5 codes, and the deletion of
9 codes to differentiate the following:

� Time and complexity between a single
injection versus a continuous infusion (or multiple
injections through the same catheter);

� Differences between subarachnoid versus
epidural routes of administration;

� Time and complexity related to injections
performed at the cervical, thoracic, lumbar, or
sacral levels of the spine (eg, significant difference in
complexity and time related to a cervical/thoracic
injection as compared to a lumbar/sacral injection;

� Time and complexity related to injections
of different substances (eg, opioid, steroid, neu-
rolytic).

Spine and spinal cord CPT 2000 code changes
62263 Percutaneous lysis of epidural adhesions

using solution injection (eg, hypertonic saline,
enzyme) or mechanical means (eg, spring-wound
catheter) including radiologic localization (includes
contrast when administered). Code 62263 is a new
code describing a relatively new procedure not
previously described by CPT. Code 62263
describes a percutaneous epidural catheter-based
treatment involving targeted injection of various
substances (including hypertonic saline, steroid,
anesthetic, or mechanical adhesion lysis) coupled
with epidural injection of contrast to define
swollen nerves that might indicate moderate to
severe inflammation in the nerves per se.

Since this treatment technique also involved
several different injection treatments occurring
over a several-day period, code 62263 should be
reported once even though several injection treat-
ments are performed over 1 or more days.
Injection of contrast material is considered inclu-
sive of 62263.

62273 Injection, epidural, of blood or clot patch.
Code 62273 has been revised by deleting the
specific reference to the lumbar region of the spine,
because an ongoing cerebrospinal fluid leak can
occur at any level of the spinal column. This revision

clarifies that the epidural injection of blood or
blood clot is not limited to the lumbar region.

Codes 62274 to 62279 have been deleted to
eliminate overlapping procedures, accommodate
placement of new combinations of procedures
and substances (eg, injection of local anesthetic
and steroid), designate types of administration,
and specific spinal anatomy. Cross-references
appear in the 2000 CPT book in the Spine and
Spinal Cord Section to direct clinicians to the
appropriate new injection procedure codes.

62280 Injection/infusion of neurolytic sub-
stance (eg, alcohol, phenol, iced saline solutions),
with or without other therapeutic substance; sub-
arachnoid.

62281 Injection/infusion of neurolytic sub-
stance (eg, alcohol, phenol, iced saline solutions),
with or without other therapeutic substance;
epidural, cervical, or thoracic.

62282 Injection/infusion of neurolytic sub-
stance (eg, alcohol, phenol, iced saline solutions),
with or without other therapeutic substance;
epidural, lumbar, sacral (caudal).

Codes 62280 to 62282 describe neurolytic
injections performed when ablation of a nerve,
nerve root, or portion of the spinal cord is desired.
Because the site of pain could be at the cervical,
thoracic lumbar, or caudal vertebral levels, codes
62280 to 62282 specify either the subarachnoid or
epidural spaces of the spinal column, and codes
62281 and 62282 differentiate upper versus lower
spinal epidural regions.

62287 Aspiration or decompression procedure,
percutaneous, of nucleus pulposus of intervertebral
disk, any method, single or multiple levels, lumbar
(eg, manual or automated percutaneous diskectomy,
percutaneous laser diskectomy). Code 62287 was
revised to describe percutaneous methods for
decompressing a lumbar intervertebral disk by
including examples for each method to clarify
appropriate application of this code. Further clari-
fication has been added to indicate the use of code
62287 for percutaneous aspiration or decompres-
sion of an intervertebral disk using a laser.

Codes 62288, 62289, and 62298 have been
deleted to eliminate overlapping procedures,
accommodate placement of new combinations of
procedures and substances (eg, injection of local
anesthetic and steroid), designating types of
administration, and specific spinal anatomy.

Summary of deleted spine and spinal codes
Code 62274 has been deleted. To report, see

62310, 62311.
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Code 62275 has been deleted. To report, use
62310.

Code 62276 has been deleted. To report, see
62318, 62319.

Code 62277 has been deleted. To report, see
62318, 62319.

Code 62278 has been deleted. To report, use
62311.

Code 62279 has been deleted. To report, use
62319.

Code 62288 has been deleted. To report, see
62310, 62311.

Code 62289 has been deleted. To report, use
62311.

Purchase of 2000 CPT book essential
Although every effort has been made in the

preparation of this article to comprehensively and
thoroughly address the numerous regulatory and
reporting changes effective on January 1, 2000, it
is still essential that every CRNA have access to the
AMA CPT 2000 to assure accuracy in the reporting
of services.

Discontinuous anesthesia time
In the November 2, 1999 Federal Register,

HCFA has clarified its regulations regarding the
reporting of discontinuous anesthesia time.1(p.59409)
According to a new provision in the calendar year
2000 physician fee schedule, HCFA will allow
“anesthesiologists and CRNAs to sum blocks of
time around a break in continuous anesthesia care
as long as there is continuous monitoring of the
patient within the blocks of time.”

HCFA states that anesthesia time “starts
when the anesthesiologist or CRNA prepares the
patient for anesthesia care and ends when the
anesthesiologist or CRNA is no longer in personal
attendance; that is, when the patient is placed
under postoperative care. While in most instances
the anesthesiologist or CRNA remains continu-
ously with the patient from the establishment of
venous access to the conclusion of anesthesia
attendance, there may be instances where there

are breaks in the continuous presence of the anes-
thesiologist or CRNA.”

These revisions do not alter the fundamental
principle that anesthesia time represents a contin-
uous block of time when a patient is under the
care of an anesthesiologist or a CRNA. Nor does
this change alter HCFA’s policy that a CRNA or
anesthesiologist can not bill time units for the pre-
anesthesia examination and evaluation; these
services continue to be included as part of the
base unit component.

HCFA further noted that anesthesiologists
and CRNAs should report the total anesthesia
time on the HCFA claim form as the sum of the
continuous anesthesia block times. The medical
record should be documented so that a medical
record auditor can see the continuous and discon-
tinuous periods, and that the reported total anes-
thesia time sums to the blocks of continuous time.

Both the American Association of Nurse
Anesthetists (AANA) and the American Society of
Anesthesiologists requested guidance from HCFA
on how to report discontinuous time in their
comments submitted on the proposed revisions to
the payment policies under the physician fee
schedule for calendar year 2000 published in the
July 22, 1999 Federal Register.

Questions?
For more information, contact Barbara

Guerra, AANA Managed Care and Reimburse-
ment Department, (847) 692-7050, ext. 3013.
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