
 

 
 
November 12, 2002 
 
Ms. Marie Mindeman 
American Medical Association 
515 N. State Street 
Chicago, IL  60610 
 
Dear Ms. Mindeman: 
 
The American Society of Anesthesiologists would like to request CPT Editorial Panel Executive Committee review of 
the parenthetical usage instructions that have been added for 2003 to the following codes:  
 

�� 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) 

�� 01996 -- Daily hospital management of epidural or subarachnoid continuous drug administration. 
 
We have had major concerns regarding this instruction since its appearance following the November 2001 meeting of 
the CPT Editorial Panel.  The instruction, as you know, will require anesthesiologists to report daily hospital 
management of a continuous epidural infusion using codes 99231-99233 when the insertion is reported with codes 
62318-62319.  Daily hospital management of an epidural is currently reported using the specific code 01996. A 
corresponding new parenthetical added to 01996 will instruct anesthesiologists to use that code for daily care of an 
epidural placed primarily for anesthesia administration but retained for post-operative pain management. 
 
The greatest difficulty created by the new parenthetical associated with 62318-62319 is that those codes are 
frequently used to report an epidural infusion for purposes of post-operative pain management.  They are thus 
reported together with an anesthesia service such as 00540, anesthesia for thoracotomy, or another code in the 
0XXXX series.  Many payers, however, have screens that will reject an E/M code submitted for anesthesia follow-up 
care.  This is because the basic post-anesthesia evaluation is intrinsic to the anesthesia service and no additional or 
separate payment is allowed.   
 
Thus, the parenthetical instructing anesthesiologists henceforth to report daily management of an epidural placed for 
post-operative pain control using E/M codes rather than the well-established specific daily management code will 
create a large volume of inappropriate denials of claims and entail costly changes to numerous payers’ and providers’ 
information systems. 
 
 
 

520 N. Northwest Highway. Park Ridge, IL 60068-2573  
Telephone: (847) 825-5586 . Fax: (847) 825-1692 . E-mail: mail@ASAhq.org 



 2
 

 
Widespread confusion over selecting the correct code in the first place is also highly likely.  You have already begun 
to hear from CPT users who do not understand the change, as have we.   The volume of calls, letters and e-mail is 
likely to escalate once the 2003 CPT takes effect.  The confusion is attributable in part to the fact that physicians and 
coders are not accustomed to choosing between codes according to the therapeutic purpose of the primary 
procedure.  The management of an epidural catheter in either the cervical (62318) or lumbar (62319) area is the 
same service regardless of whether it was placed primarily as the route of administration of the anesthetic and 
retained in place for post-operative pain management or whether an inhalation anesthetic was administered and a 
catheter inserted into the epidural space solely to provide post-operative analgesia.  Only in the second alternative 
would 62318 or 62319 be billed in addition to the 0XXXX anesthesia code.  The fact that there was an independent 
route of administration of the anesthetic does not alter the nature of the follow-up care for the epidural catheter left in 
place for pain management purposes.   
 
ASA believes that the change effectively restricting the usage of code 01996 to the daily management of epidural 
catheters placed secondarily rather than exclusively for post-operative pain control will decrease, not enhance, the 
accuracy of reporting.   It will create significant problems since payers currently disallow E/M codes billed for 
postanesthesia care and expect providers to use the specific code for daily management of an epidural catheter. We 
respectfully request that the Executive Committee review the parenthetical instructions in question in time for any 
corrections to CPT for 2004. 
 
Thank you very much for your consideration.  If we may provide any further information or clarification, please do not 
hesitate to contact Sharon Merrick, 202-289-2222, or myself. 
 
Sincerely, 

 
Alexander A. Hannenberg, M.D. 
Chair, ASA Committee on Economics 
 
cc:    S. Stead, M.D. 
 H.J. Przybylo, M.D. 
 K. Bierstein, J.D., M.P.H. 
 S. Merrick, CCS-P 
   
 
 
 
 
 
 
 
 
 
 
 
 
 
 


