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Volume of anesthesia Medicare Part B services had 
an average increase of 3.1% per year from 2000 to 
2014. In 2014, the top 25 anesthesia procedure codes 
accounted for 75% of all allowed Medicare services 
and $1.87 billion in Medicare payments. Total Medi-
care payments for anesthesia procedures were an 
adjusted $2.85 billion in 2014, accounting for roughly 
4% of total Medicare spending. This 15-year trend 
analysis demonstrated that the least used billing modi-
fier was the AD modifier (medical supervision rate), 
ranging from 0.4% to 0.6% utilization. Although the 
anesthesia billing modifiers for the medical direction 
rate were relatively constant over this period, Certified 
Registered Nurse Anesthetist (CRNA) services using 
the QZ modifier increased from 10.9% to 21.7%. CRNA 

services represented the largest percentage increase of 
all modifiers, with an average 8.3% increase per year 
for allowed services and an average 7.5% increase 
per year for Medicare payments. In comparison, bill-
ing for anesthesiologist-only services (AA modifier) 
decreased from 33.2% to 25.8% over the study period. 
When more healthcare services are undergoing scru-
tiny to achieve cost-efficient, value-driven care, the 
increased use of the QZ modifier highlights a change 
in how the anesthesia workforce is used while aligning 
with federal and state regulations.
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A
nesthesia services are often not fully appreci-
ated regarding total Medicare Part B spend-
ing and may be overlooked in terms of cost 
effectiveness in perioperative care. Given the 
relatively fixed nature of the anesthesia bill-

ing formula (Anesthesia base units + Anesthesia time units 
* Conversion factor), the way Medicare Part B is billed 
influences the anesthesia workforce and ultimately the 
total facility costs for anesthesia services. Medicare Part 
B billings are submitted by either a Certified Registered 
Nurse Anesthetist (CRNA) or an anesthesiologist, and 
on rare occasions by an anesthesiologist assistant. As of 
2016, 49.6% (50,580) of all anesthesia providers consist of 
CRNAs, and 48.3% (49,201) consist of anesthesiologists.1 

Medicare reimbursement for anesthesia is inherently 
unique from other service lines because of its own an-
esthesia fee schedule and billing modifiers that dictate 
the level of involvement by an anesthesiologist for 
reimbursement. For Medicare billing, the Centers for 
Medicare and Medicaid Services (CMS) Claims Processing 
Manual explicitly describes how CRNAs and anesthesiol-
ogists should bill.2 The manual does refer to other quali-
fied nonphysician anesthetists such as anesthesiologist 

assistants. However, this article refers only to CRNAs and 
anesthesiologists as primary anesthesia providers given 
the limited share that these other providers contribute to 
total Medicare spending and the fact that anesthesiologist 
assistants cannot use the QZ modifier, a common anes-
thesia billing modifier.

Furthermore, the manual describes the implementa-
tion of anesthesia medical direction according to the 1982 
Tax Equity and Fiscal Responsibility Act (TEFRA).a This 
act led to payment at the medically directed rate, whereby 
the anesthesiologist would be allocated 50% of the reim-
bursement for the allowed service so long as the anes-
thesiologist attested and documented in the anesthesia 
record that the 7 TEFRA requirements were met. Needless 
to say, consistent compliance with the TEFRA require-
ments has proved to be problematic for anesthesiologists 
given that meeting the TEFRA requirements is tied to 
case concurrency (defined in the Methods section) at the 
time of service for billing.3,4 The method to indicate to 
Medicare whether the requirements for medical direction 
were met is the use of specific anesthesia billing modifiers 
(specifically QK and QY); alternatively, other modifiers 
can be used when medical direction is not met.2 

aThe concept of anesthesia medical direction was derived from the 1982 Tax Equity and Fiscal Responsibility Act (TEFRA), which requires that the 
anesthesiologist attest and document in the anesthesia record that the following TEFRA requirements for billing have been met: (1) performed a 
preanesthetic examination and evaluation; (2) prescribed the anesthesia plan; (3) personally participated in the most demanding procedures in the 
anesthesia plan, including induction and emergence; (4) ensured that any procedures in the anesthesia plan that he or she did not perform were 
performed by a qualified anesthetist; (5) monitored the course of anesthesia administration at frequent intervals; (6) remained physically present 
and available for immediate diagnosis and treatment of emergencies; and (7) provided indicated postanesthesia care.
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Given that CRNAs are educated and trained to provide 
the full scope of anesthesia and related services, as more 
CRNAs are introduced into the workforce, it begs the 
question as to what is the best practice for billing an-
esthesia services. Through use of the anesthesia billing 
modifiers found in Medicare Part B National Summary 
Data over a 15-year period (2000-2014), this retrospec-
tive analysis identified trends in anesthesia services, 
charges, and payments by CRNAs and anesthesiolo-
gists. Information from this analysis will serve to inform 
healthcare administrators and executives about national 
trends in anesthesia billing practices and suggested ratio-
nale for why these trends are occurring.

Methods
• Data Source. Data were retrieved from the Medicare 
Part B National Summary Data Files from 2000 to 2014.5 
These files incorporate all Medicare Fee-for-service Part 
B Physician/Supplier data for allowed services, charges 
and payments for each procedure. Allowed services 
provide the frequency count of the number of billable 
encounters for a given procedure. The amount Medicare 
deems as a reasonable payment for a Medicare Part B 
provider is 100% of the allowed charges. The Medicare 
payment is 80% of the allowed charge, and the benefi-
ciary pays 20% of the allowed charge. Payment is often 
less than what was charged. The dataset is designed so 
one can identify total allowed charges and total allowed 
Medicare payments by a Healthcare Common Procedure 
Coding System/Current Procedural Terminology (HCPCS/
CPT) in relation to prominent CMS billing identifiers. 
Therefore, the key variables used to determine anesthe-
sia services trends are anesthesia procedures and CMS 
billing modifiers. For identification of anesthesia pro-
cedures, anesthesia codes (HCPCS/CPT 00100-01999) 
were used, whereas the CMS billing modifiers (ie, QZ, 
AA, QK, AD, Other) were used to identify billing of the 
anesthesia services by procedure, charges, and payments. 
Based on further exploration of the data files, we deter-
mined that the Other category consisted of primarily the 
QY modifier; therefore, we denote the modifier as Other 
(QY) throughout the document.b

Alphanumeric T-codes (ie, CPT Category III) were 
incorporated into the 2000-2009 data files, but were 
excluded from the 2010-2014 datasets. T-codes did not 
constitute a large amount of anesthesia procedures and 
were excluded from the frequency counts in this analysis. 
In addition, although total number of services is reported, 
CMS did not report services with fewer than 11 services 
by modifier and procedure for the years 2009 to 2014 
because of privacy considerations. Given that procedures 
with fewer than 11 billing encounters from a national 
dataset is not common, this exclusion represents a trivial 
fraction of allowed services by modifier and does not 
hinder the ability to interpret overall anesthesia trends. 

• Anesthesia Billing Modifiers. Medicare anesthesia 
services are permitted 100% of the allowed reimburse-
ment except for the AD modifier, which receives less. 
Therefore, the functions of these modifiers are to de-
termine the following: (1) whether the allowed service 
can be billed at the medical direction rate based on the 
TEFRA requirements, (2) case concurrency, and (3) al-
location of the percent of reimbursement for an allowed 
service based on provider type. More specifically, the 
QZ and AA modifiers are permitted 100% of the allowed 
reimbursement. However, the QY or QK modifier used 
by the anesthesiologists (which reflects the medical di-
rection rate and case concurrency) is permitted 50% of 
the allowed reimbursement, as is the QX modifier when 
used by the CRNA. According to the Medicare Claims 
Processing Manual, Chapter 12, Section 50.J, concurrency 
refers “to the maximum number of procedures that the 
physician is medically directing within the context of 
a single procedure and whether these other procedures 
overlap each other.”2 It is often the complexity of anes-
thesia billing coupled with determining adequate anes-
thesia workforce relative to reimbursement that poses a 
major hurdle for billers, administrators, and providers. 
For example, when the QK modifier is used, it requires 
tracking of concurrent cases, documenting and confirm-
ing that TEFRA requirements have been met, and having 
an adequate number of anesthesia providers to adhere to 
a fixed anesthesiologist-to-CRNA provider ratio of 1:2, 
1:3, or 1:4. The prominent yet complex anesthesia modi-

b According to the data files code book, “utilization for modifiers not affected by duplicative counting is collapsed into the other category”.5 

Medicare did not include the QX modifier in the dataset because it was considered a duplicative modifier for the purpose of determining allowed 
services. For billing purposes, a QK modifier should be accompanied by a QX modifier (CRNA service with medical direction by a physician). 
In addition, like the QK modifier, the QX and QY modifiers represent only 50% of the reimbursement for 1 allowed service depending on the 
anesthesia provider. Therefore, the Other category was determined to consist mostly of the QY modifier because of the average payment for any 
given procedure being similar to both the QK and Other category (ie, 50% of payment). To reflect 100% of Medicare allowed charges and pay-
ments, the researchers adjusted the costs for the QK and Other (QY) by multiplying these modifiers by 2 given that they represent only 50% of the 
total charge or payment for the encounter. This did not affect frequency distribution for allowed services  According to the data files code book, 
“utilization for modifiers not affected by duplicative counting is collapsed into the other category”.5 Medicare did not include the QX modifier in 
the dataset because it was considered a duplicative modifier for the purpose of determining allowed services. For billing purposes, a QK modifier 
should be accompanied by a QX modifier (CRNA service with medical direction by a physician). In addition, like the QK modifier, the QX and QY 
modifiers represent only 50% of the reimbursement for 1 allowed service depending on the anesthesia provider. Therefore, the Other category was 
determined to consist mostly of the QY modifier because of the average payment for any given procedure being similar to both the QK and Other 
category (ie, 50% of payment). To reflect 100% of Medicare allowed charges and payments, the researchers adjusted the costs for the QK and Other 
(QY) by multiplying these modifiers by 2 given that they represent only 50% of the total charge or payment for the encounter. This did not affect 
frequency distribution for allowed services.

Melissa Picceri
Highlight

Melissa Picceri
Highlight

Melissa Picceri
Highlight



www.aana.com/aanajournalonline AANA Journal  October 2017  Vol. 85, No. 5 377

fiers used for Medicare billing are described as follows:
•  AA: anesthesia services performed personally by the 

anesthesiologist 
•  AD: medical supervision by a physician; more than 

4 concurrent anesthesia procedures
•  QK: medical direction of 2, 3, or 4 concurrent anes-

thesia procedures involving qualified individuals
•  QY: medical direction of 1 CRNA by an anesthesi-

ologist 
•  QX: CRNA service with medical direction by a  

physician
•  QZ: CRNA service without medical direction by a 

physician 
• Data Analysis. Total annual allowed services and 

payments during the years 2000 to 2014 were summa-
rized by each modifier. We also examined year-over-year 
changes in the share of services by each modifier. Then, 
focusing on the year 2014, we took a closer examination 
of the top 25 procedures. The share of overall allowed re-
imbursement for allowed services and payments for these 
most common procedures were calculated within modi-
fier and overall. All cost figures were adjusted to account 
for inflation using the US Bureau of Labor Statistics 
Consumer Price Index (CPI) inflation calculator for the 
2016 US dollar.6 Statistical software (SAS version 9.2) 
was used for analysis.

Although the purpose of this analysis is to identify 
national trends in the use of anesthesia Medicare Part B 
billing modifiers, the Medicare Part B National Summary 
Data Files cannot be used to identify geographic varia-
tion in modifier use for allowed services, charges, and 
payments. In addition, because the data files did not 
include the QX modifier, which would duplicate the 
total number of allowed services for both the AD and 
QK modifier, reimbursement for allowed payments may 
be underestimated even after payment adjustments were 
made. Finally, although the Other category was deter-
mined to mainly consist of the QY modifier, this attribu-
tion may be overestimated because the GC modifier (ie, 
services performed by a resident under the direction of a 
teaching physician) would also be included in the Other 
category, which is not disclosed in the data files. 

Results
• Overall Anesthesia Trends. The number of Medicare 
Part B anesthesia services grew from 10,006,743 allowed 
services in 2000 to 15,123,395 in 2014, for an average 
increase of 3.1% allowed anesthesia services per year over 
the 15-year period. After adjustment for 2016 inflation 
for all years, total anesthesia Medicare Part B charges 
grew from $2,857,482,250 in 2000 to $3,683,483,517 
in 2014, for an average increase of 2.1% in anesthesia 
charges per year. Similarly, total anesthesia Medicare 
Part B payments grew from $2,259,633,032 in 2000 to 
$2,848,568,939 in 2014, for an average payment increase 

of only 1.9% in anesthesia payments per year. 
• Trends in Anesthesia Allowed Services. Although 

the ranges in the percent of total allowed services for 
the QK (22.3%-23.7%), AD (0.4%-0.6%), and Other 
(QY) (29.5%-31.7%) modifiers stayed relatively constant 
during 2000 to 2014, clear increasing and decreasing 
trends are seen in the QZ and AA modifiers, respectively 
(Table 1). In particular, the proportion of QZ (ie, CRNA 
services) increased from 10.9% (1,092,906) in 2000 to 
21.7% (3,279,473) in 2014. On the contrary, the propor-
tion of AA (ie, anesthesiologist only services) decreased 
from 33.2% (3,323,883) in 2000 to 25.8% (3,901,959) 
in 2014. Overall, QZ allowed services had the largest 
percent increase, of 8.3% on average per year, whereas 
AA allowed services had the lowest percent increase, of 
only 1.3% per year. The QK, Other (QY), and AD modi-
fiers had an average percent increase per year of 2.7%, 
2.6% and 3.5%, respectively. 

• Trends in Anesthesia Allowed Charges and Payments. 
Medicare payment and charge trends by modifier over 
time are similar to those for allowed services; however, 
Medicare Part B payments are consistently lower than 
charges for every procedure within every year exam-
ined. Therefore, our focus was on payments received by 
Medicare as the source of revenue rather than services 
charged by the provider. With regard to payment growth, 
a greater increase in the share of total payments for QZ 
services and a decline in share for AA services during 
2000 to 2014 were observed (Figure). The QZ pay-
ments showed a substantial increase in the proportion 
of Medicare payments by year after adjustment for the 
CPI. QZ payments increased from 8.4% ($190,445,361) 
of anesthesia Medicare payments in 2000 to 17.7% 
($502,951,232) of payments in 2014, for an average 7.5% 
increase annually, whereas AA payments decreased from 
34.8% ($786,051,221) to 30.4% ($783,014,255), for an 
average 0.2% annual decrease. The QK, Other (QY), and 
AD modifiers had an average percent increase per year of 
1.5%, 1.8%, and 3.0%, respectively. 

• Anesthesia Procedure Rankings. Table 2 illustrates 
the top 25 anesthesia procedures by the HCPCS codes 
in 2014 according to rank, followed by the sum of 
charges and payments and average charge and payment 
by procedure, which were adjusted for the 2016 CPI. 
The top 25 anesthesia procedures accounted for 74.7% 
(n = 11,290,326) of all Medicare anesthesia services, 
65.6% ($2,415,980,061) of all Medicare Part B charges, 
and 65.5% ($1,865,024,349) of all Medicare Part B pay-
ments in 2014. Anesthesia base units ranged from 3 to 
13 base units, with an average of 5.48 anesthesia base 
units among the top 25 anesthesia HCPCS codes. All 
modifiers were represented in this group of procedures. 
Of particular note, the top 3 ranked procedures using 
anesthesia services were as follows: 1) 13.6% (2,057,802) 
lower intestinal endoscopic procedures (HCPCS code 
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Total QZ modifier AA modifier
Year Total % increase No. % % increase No. % % increase

2000 10,006,743 — 1,092,906 10.9 — 3,323,833 33.2 —

2001 10,590,291 5.8 1,295,524 12.2 18.5 3,448,369 32.6 3.7

2002 12,427,903 17.4 1,578,192 12.7 21.8 4,097,497 33.0 18.8

2003 13,266,000 6.7 1,741,369 13.1 10.3 4,350,219 32.8 6.2

2004 12,293,037 −7.3 1,793,659 14.6 3.0 3,936,007 32.0 −9.5

2005 12,708,756 3.4 1,927,376 15.2 7.5 3,989,830 31.4 1.4

2006 12,644,329 −0.5 1,964,562 15.5 1.9 3,889,765 30.8 −2.5

2007 12,747,076 0.8 2,047,962 16.1 4.2 3,854,111 30.2 −0.9

2008 12,840,945 0.7 2,187,164 17.0 6.8 3,836,785 29.9 −0.4

2009 13,156,562 2.5 2,316,440 17.6 5.9 3,845,635 29.2 0.2

2010 13,618,105 3.5 2,489,262 18.3 7.5 3,998,283 29.4 4.0

2011 14,024,069 3.0 2,699,987 19.3 8.5 3,987,684 28.4 −0.3

2012 14,692,926 4.8 2,978,975 20.3 10.3 4,028,029 27.4 1.0

2013 15,076,308 2.6 3,173,909 21.1 6.5 3,995,602 26.5 −0.8

2014 15,123,395 0.3 3,279,473 21.7 3.3 3,901,959 25.8 −2.3

Average — 3.1 — — 8.3 — — 1.3

Table 1.  Percent Change in Allowed Services Over Time by Billing Modifier, 2000-2014
Abbreviations: AA, anesthesia services performed personally by the anesthesiologist; AD, medical supervision by a physician (more than 4 
concurrent anesthesia procedures); QK, medical direction of 2, 3, or 4 concurrent anesthesia procedures involving qualified individuals; QY, 
medical direction of 1 CRNA by an anesthesiologist; QZ, CRNA service without medical direction by a physician.

00810), with an average charge of $169 per procedure 
and an average payment of $128; 2) 13.6% (2,057,191) 
procedures on eye; lens surgery (HCPCS code 00142) 
with an average charge of $139 per procedure and an 
average payment of $108; and 3) 11.6% (1,752,569) 
upper gastrointestinal endoscopic procedures (HCPCS 
code 00740), with an average charge of $168 per proce-
dure and average payment of $130. 

Analysis by modifier for the top 25 anesthesia proce-
dures indicates that the Other (QY) modifier accounts for 
19.6% of all Part B payments and 21.3% of all services, 
followed by the AA modifier (16.8%, 18.9%), QK modi-
fier (15.5%, 16.1%), QZ modifier (13.5%, 18.1%), and 
AD modifier (0.1%, 0.3%; Table 3). The top 3 anesthesia 
allowed services accounted for 38.8% (5,867,562) of all 
anesthesia services and 25.1% ($713,778,611) for all Part 
B payments in 2014. Further analysis by modifier (not 
shown) for the top 3 anesthesia procedures performed in 
2014 show that the QZ modifier accounts for 7.1% of the 
of total Part B payments, followed by Other (QY) (6.7%), 
AA (6.3%), QK (4.9%), and AD (0.1%). 

Discussion
The CMS reported that a total of 37,345,712 Medicare 
beneficiaries received benefits from Original Medicare 
(ie, Part A and/or Part B) in 2015.7 This group represents 

11.7% of the total US population (320,090,857) that was 
projected by the US Census Bureau in the same year.8 

Additionally, according to the Congressional Budget 
Office, Medicare payments under the physician fee 
schedule reached upward of $70 billion in total Medicare 
spending.9 Using this estimate, anesthesia accounts for 
roughly 4% of total Medicare spending. Our analysis il-
lustrates that Anesthesia Medicare Part B services have 
increased an average of 3.1% per year relative to the 1.9% 
increase in payment per year after adjustment for overall 
inflation. Those responsible for billing and revenue 
management should also be aware that Medicare pays 
80% of the anesthesia charge regardless of modifier. In 
addition, the top 25 anesthesia procedures account for 
approximately 75% of total anesthesia procedures. Of the 
top 25 anesthesia procedures, a healthy proportion of the 
QZ modifier was found, suggesting that most allowed 
services can be billed using the QZ modifier. Given the 
nominal increase in Medicare payments per year coupled 
with a greater proportion of services being billed using 
the QZ modifier over the study period, it appears that the 
anesthesia healthcare sector is responding to pressures 
for greater efficiency.

During the 15-year study period, a substantial rise in 
the use of the QZ modifier has occurred relative to the 
other modifiers for allowed services. This may be due to a 
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QK modifier Other (QY) AD modifier
Year No. % % increase No. % % increase No. % % increase

2000 2,376,342 23.7 — 3,172,222 31.7 — 41,440 0.4 —

2001 2,495,679 23.6 5.0 3,288,424 31.1 3.7 62,295 0.6 50.3

2002 2,927,933 23.6 17.3 3,757,964 30.2 14.3 66,317 0.5 6.5

2003 3,175,981 23.9 8.5 3,928,897 29.6 4.5 69,534 0.5 4.9

2004 2,823,892 23.0 −11.1 3,670,169 29.9 −6.6 69310 0.6 −0.3

2005 2,917,340 23.0 3.3 3,803,974 29.9 3.6 70,236 0.6 1.3

2006 2,944,893 23.3 0.9 3,781,090 29.9 −0.6 64,019 0.5 −8.9

2007 2,958,979 23.2 0.5 3,828,318 30.0 1.2 57,706 0.5 −9.9

2008 2,953,967 23.0 −0.2 3,808,833 29.7 −0.5 54,196 0.4 −6.1

2009 3,069,680 23.3 3.9 3,876,515 29.5 1.8 48,292 0.4 −10.9

2010 3,046,405 22.4 −0.8 4,035,751 29.6 4.1 48,404 0.4 0.2

2011 3,130,137 22.3 2.7 4,155,308 29.6 3.0 50953 0.4 5.3

2012 3,280,045 22.3 4.8 4,354,282 29.6 4.8 51,595 0.4 1.3

2013 3,369,991 22.4 2.7 4,481,955 29.7 2.9 54,852 0.4 6.3

2014 3,377,849 22.3 0.2 4,504,525 29.8 0.5 59,588 0.4 8.6

Average — — 2.7 — — 2.6 — — 3.5

change in anesthesia provider utilization or to an increase 
of full-scope CRNA providers in the anesthesia workforce 
relative to other anesthesia providers. Although the QZ 
modifier can be used by independent CRNAs, it may 
also be used by CRNAs who practice in a team with their 
physician colleagues, regardless of whether the physician 
is an anesthesiologist. Some may argue that if a CRNA is 
supervised, it must be by an anesthesiologist, and, there-
fore, the AD modifier (medical supervision rate) should 
be used for billing.10 On the contrary, if using the AD 
modifier, the anesthesiologist would have to be involved 
in more than 4 concurrent cases and the practice would 

have to be willing to choose a lower reimbursement rate. 
Furthermore, according to our 15-year trend analysis, 
this perspective has not been widely adopted because 
the AD modifier accounted for 0.4% to 0.6% of allowed 
services during the study period. 

One potential reason for the QZ trend is that as more 
facilities recognize that personnel costs are the main 
drivers in the anesthesia service line, use of the QZ 
modifier leads to the most cost-effective and compliant 
means of using the facility’s anesthesia workforce. For 
example, according to French et al,11 the greatest cost 
driver for the provision of anesthesia among 11 oncologic 

Figure.  Average Percent Change in Allowed Services and Payments Over Time by Billing Modifier, 2000-2014
Abbreviations: AA, anesthesia services performed personally by the anesthesiologist; AD, medical supervision by a physician (more than 
4 concurrent anesthesia procedures); QK, medical direction of 2, 3, or 4 concurrent anesthesia procedures involving qualified individuals; 
QY, medical direction of 1 CRNA by an anesthesiologist; QZ, CRNA service without medical direction by a physician.

Table 1.  continued from page 378
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surgical procedures was personnel costs, repre-
senting 79% of total patient anesthesia costs. If 
the average anesthesiologist salary is $350,000 
compared with a CRNA salary at $170,000, then 
a facility’s practice model for delivering anesthe-
sia care and the use of appropriate related billing 
modifiers have great potential to influence total 
anesthesia costs relative to the revenue generat-
ed.12 For example, when one takes into account 
revenue minus total cost for a procedure, the 
most cost-inefficient billing modifier is the QY 
modifier.12,13 In fact, the main driver for this 
cost inefficiency is TEFRA and the 1:1 fixed 
provider ratio imposed by use of the QY modi-
fier relative to the cost of the anesthesia service. 
Interestingly, based on our 2014 analysis, the 
use of the Other (QY) modifier accounted for 
31.7% of all Medicare Part B payments and 
19.6% of payments for the top 25 anesthesia 
procedures. Unfortunately, this suggests that 
many facilities and group practices adhere to 
very cost-inefficient use of anesthesia providers 
based on the ratio of anesthesia revenue to total 
anesthesia cost.

What does the QZ modifier provide that the 
other modifiers do not? In a 2012 single-center 
study, Epstein and Dexter3 found that lapses in 
a “supervision ratio” of 1 anesthesiologist to 2 
CRNAs (which may be interpreted as medical 
direction rate using the QK modifier), occurred 
35% of days or that compliance occurred only 
65% of days. Interestingly, one of the recom-
mendations made by the authors was to have 
more anesthesiologists present at the start of 
the day to offset the lapses.3 However, unlike 
any other modifier, the QZ modifier provides 
billing flexibility to the facility that provides 
or facilitates anesthesia services. Use of the QZ 
modifier does not require documentation of 
TEFRA compliance because the modifier ex-
plicitly indicates that medical direction by the 
anesthesiologist did not occur. One argument 
made against the QZ modifier is simply that 
an anesthesiologist must have been involved in 
the care process (but is not represented in the 
modifier) because he or she is present in the 
facility.14,15 A more compelling argument is that 
the anesthesiologist could not meet the most de-
manding aspects of anesthesia care for payment 
at the medically directed rate implied by the 
TEFRA requirements. This indicates that the 
CRNA either personally performed the entire 
anesthesia service alone or provided the most 
demanding aspects of the anesthesia service 
while also being the primary anesthesia pro-
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vider at the head of the table. If an anesthesiologist was 
involved in a CRNA service, it would be cooperative in 
nature, and the anesthesiologist would not be permitted 
to bill via medical direction. Regardless of the interpreta-
tion, given the known fraudulent misuse4 of the medical 
direction modifiers (ie, QK and QY), there is no known 
fraudulent use of the QZ modifier even if the anesthe-
siologist provided an undocumented supportive role in 
the care. The benefit of the QZ modifier is that it incurs 
100% of the allowable reimbursement and breaks from 
the TEFRA requirements associated with fixed provider 
ratios under medical direction, which directly drive up 
total costs. The QZ modifier enables the facility to use its 
anesthesia workforce (in particular, CRNAs) in the most 
productive and cost-efficient manner possible without 
worrying about noncompliance with the 7 TEFRA rules. 

Conclusion
Examining trend analysis of anesthesia billing is illumi-
nating and can provide healthcare executives, admin-
istrators, and billers some insight as to how a facility 
stacks up to national trends to take corrective actions. 
Although the use of the QZ billing modifier has increased 
an average of 8.3% per year for Medicare Part B allowed 
services relative to the 1.3% increase for AA services per 
year, there is still a consistent use of the other modifiers, 
which has not meaningfully changed over time. The 
consistent use of the QK and QY modifiers indicates that 
some facilities have not caught on to the inherent flex-
ibility of the QZ modifier and its potential impact on the 
bottom line. 

Many healthcare executives, administrators, and their 
billers falsely presume that the TEFRA requirements 
and the use of the medical direction anesthesia billing 
modifiers are required to meet physician supervision 
under state scope of practice regulations. This is because 
many presume that state and federal regulatory language 
explicitly dictates that the supervising physician must be 
an anesthesiologist. It is important to note that the use 
of the QZ modifier does not obstruct any state scope of 
practice regulations, state facility regulations, Medicare, 

and/or other federal regulations, nor does it have an 
impact on facilities in states that do or do not opt out of 
the federal supervision requirement. Therefore, there are 
no limitations to using the QZ modifier. Given the per-
ceived barriers about state and federal regulations with 
the QZ modifier, further research looking at geographic 
variation of anesthesia procedures and billing modifiers 
based on state or county data may help further illuminate 
which states are struggling with misinformation.

Research has shown that anesthesia care is safe when 
the QZ modifier is used.16-18 In addition, altering the 
local anesthesia workforce in favor of using CRNAs is 
more cost efficient.12,13 We are in an era of value-based 
reimbursement when cost will be tied to quality for peri-
operative outcomes 90 days out. It may not be apparent, 
but restructuring the local anesthesia workforce, espe-
cially during shortages of providers, can achieve 2 things: 
reduce the total personnel costs for anesthesia care and 
allow for the reallocation of savings to nonrevenue-
generating costs associated with improved care coordina-
tion (eg, nurse navigators, nurse case managers, and care 
coordinators).

Ideally, all CRNAs should practice at the top of their 
education and certification; however, in states where 
physician supervision is required to meet state law, it 
does not mean that the supervising physician must be 
an anesthesiologist. Therefore, any involved physician 
during the perioperative event may be deemed a super-
vising physician to meet state regulations. All CRNAs 
work in a team with other perioperative professionals 
that may include a surgeon, proceduralist, podiatrist, 
dentist, anesthesiologist, and other advanced practice 
registered nurses. The QZ modifier not only provides 
needed flexibility, it does not contradict accepted prac-
tice models. 
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