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      A 68-year-old man presents with an acute type A 
aortic dissection requiring emergent repair. The patient 
suffered from preoperative shock and has a history of 
hypertension and previous cardiac bypass grafting sur-
gery using an internal mammary artery graft to the left 
anterior descending coronary artery and a saphenous 
vein graft to the right coronary artery. The patient is 
morbidly obese with type 2 diabetes mellitus. The 
aortic dissection was repaired surgically using a trans-
thoracic approach. Postoperatively, the patient expe-
rienced acute renal failure, postoperative bleeding, a 
cerebral infarction, and respiratory failure requiring 
prolonged ventilation. The patient was in critical con-

dition with multisystem failure after the procedure. A 
cardiac surgeon performed the surgical procedure, 
provided ventilator management, and adjusted hemo-
dynamics for the patient later that day. A hospital 

 This article explores the rules and regulations from Current Procedural Terminology (CPT) code 
set and US Medicare and Medicaid Services (Medicare) regarding multiple physicians reporting 
critical care services during the global period. The article takes into account the critical care defi -
nitions, regulations, documentation requirements, and services each provider can report to Medi-
care. A clinical scenario based on literature supporting the types of complications and care that 
might typically be included in the post-operative period for a patient who is surgically treated for 
a type A aortic dissection was analyzed. It was determined that multiple physicians may provide 
critical care services to a single patient during the global period. The physician who performed 
the primary procedure cannot report critical care separately unless documentation supporting 
use of modifi er 25 (signifi cant, separately identifi able services) or 24 (unrelated services) supports 
that critical care is unrelated to the global period. Other physicians may report critical care ser-
vices separately if specifi c criteria are met. To report critical care services to Medicare, the patient’s 
condition must meet the Medicare defi nition of critical care and the physicians should generally 
represent different specialties providing different aspects of care to the critically ill or injured 
patient as defi ned by Medicare. There should be no overlap in time of services provided by each 
physician. Each physician’s documentation should clearly support medical necessity with the diag-
nosis demonstrating the critical nature of the patients’ illness, the total time spent providing critical 
care, the critical care service provided, and other contributing factors.
  CHEST 2013; 143(3):851–855   

 Abbreviations: CPT  5  Current Procedural Terminology; E/M  5  evaluation and management; NPP  5  nonphysician 
practitioner 

 Critical Care in the Surgical Global Period   
  Julie R.   Painter   ,  MBA, CCVTC  

 Manuscript received February 10, 2009; revision accepted 
September 20, 2012  . 
  Affi liation:  From Medical Reimbursement Analysis & Solutions, 
Inc, Denver, CO  . 
  Correspondence to:  Julie R. Painter, MBA, CCVTC, 12301 Grant St, 
Unit 230, Thornton, CO 80241; e-mail: jrpainter@mac.com   
  © 2013 American College of Chest Physicians.  Reproduction 
of this article is prohibited without written permission from the 
American College of Chest Physicians. See online for more details. 
 DOI: 10.1378/chest.09-0359 

 For editorial comment see page 594�
 For related article see page 847�

intensivist also provided further fl uid and electrolyte 
management, prescribed antibiotics, and arranged for 
acute dialysis later that same day.  1,2     

 Critical Care Services 
Definitions and Regulations 

 The Current Procedural Terminology (CPT) and 
US Centers for Medicare and Medicaid Services 
(Medicare) defi nitions of critical care are very similar. 
Therefore, much of the language and phraseology 
contained within this article will be similar, if not 
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options or limitations can be counted toward critical 
care time as long as it occurs on the unit or fl oor so 
that the physician is immediately available to the crit-
ically ill patient and the time spent and counted is 
focused solely on the critically ill patient. Routine daily 
updates or reports to family members and or surro-
gates are considered part of the work associated with 
critical care but do not specifi cally count toward time 
spent providing critical care services to the patient.  4   

 Medicare has outlined specifi c criteria that should 
be included in the physician’s documentation when 
counting family counseling and/or discussions toward 
critical care time. Specifi c documentation along these 
lines should include (1) documentation of the patient’s 
condition, (2) the necessity of having the discussion, 
(3) the medically necessary treatment decision for 
which the discussion was needed, and (4) a summary 
in the medical record that supports the medical neces-
sity of the discussion.  4   

 Medicare regulations further clarify reporting and 
reimbursement for critical care services when provided 
by more than one physician. It is not uncommon for 
multiple physicians to provide critical care to a criti-
cally ill or injured patient. Providers that commonly 
provide critical care to a patient may involve surgeon(s) 
if surgery was involved, hospitalists, intensivists, and/or 
specialists outside the surgical specialty. For Medi-
care and payers that follow Medicare regulations, it 
will be important that certain steps are taken to ensure 
all individuals are reimbursed when multiple physi-
cians participate in the care of a critically ill or injured 
patient. Considerations for care provided, qualifi-
cations, documentation, and reporting include the 
following: 

 • More than one physician can provide critical care 
at another time and be paid. 

 • “Only one physician may bill for critical care dur-
ing any single period of time, even if more than 
one physician is present and providing care to a 
critically ill or injured patient.”  4   

 • Concurrent care (on a single calendar date) by 
more than one physician is payable by Medicare 
as long as certain requirements are met. Medi-
care’s defi nition of concurrent care is when more 
than one physician renders services more exten-
sive than evaluating and providing an opinion on 
an aspect of the patient’s care during a period of 
time. The requirements that Medicare payers must 
consider when determining whether the concur-
rent care requirements are met include  5  : 

  • Consideration of the patient’s condition and if 
it warrants the services of more than one phy-
sician on an attending (rather than advisory) basis. 
Payers will consider the patient’s diagnosis and 
the physician’s specialties or subspecialties to 

identical, to these defi nitions.  3,4   Both CPT and Medi-
care defi ne critical care as care delivered directly by 
a physician 3,4  for a critically ill or injured patient. A 
critically ill or injured patient is defi ned as one who has 
 “an illness or injury impairing one or more vital organ 
systems  such that there is  a high probability of immi-
nent or life-threatening deterioration  in the patient’s 
condition.” 4  For the purposes of critical care, vital organ 
systems include, but are not limited to, failure of the 
central nervous system, circulatory failure, shock, and 
failure of the renal, metabolic, and/or respiratory sys-
tems.  3,4   Both Medicare and CPT specify that critical 
care requires highly complex decision making in the 
treatment of single or multisystem vital organ failure to 
prevent further deterioration of the patient’s condition. 

 Critical care is typically given in specifi c locations, 
including coronary care units, ICUs, pediatric ICUs, 
respiratory care units, or an emergency care facility.  3,4   
Not all care given in these locations will qualify for 
critical care and not all critical care services are pro-
vided in these specifi c areas. A moment of crisis in an 
emergent situation does not necessarily qualify as crit-
ical care. The fi rst criterion that should always be used 
to determine if a service qualifi es for critical care is 
that the care provided meets the defi nition of critical 
care as outlined in the previous paragraph. 

 Critical care as defi ned by both CPT and Medicare 
may be provided over multiple days as long as the care 
provided continues to meet the critical care thresh-
old and the patient’s condition continues to meet the 
defi nition of critical care. The critical care codes are 
time based for each date and encounter. The critical 
care time provided to the patient does not need to be 
continuous, but rather is considered cumulative over 
the course of the day. Time that is counted toward 
critical care must involve time during which the phy-
sician’s care is devoted solely to that of the critically 
ill or injured patient. Care cannot be provided to any 
other patients during time that is counted toward crit-
ical care. The time spent caring for the critically ill or 
injured patient does not have to occur at the patient’s 
bedside. It can include time that is spent elsewhere 
on the fl oor or unit, such as the nursing station, as long 
as the activities are related directly to the critically ill 
or injured patient and the physician is immediately 
available to the patient. Critical care time can include 
activities such as reviewing test results or imaging 
studies, discussing the patient’s care with other med-
ical staff, or documenting critical care services in the 
medical record. Again, these services must be related 
solely to the care of the critically ill or injured patient. 
If the patient lacks the capacity to participate in dis-
cussions about their care, time spent on the fl oor or unit 
obtaining a medical history from the patient’s fam ily 
members or surrogate decision-makers, reviewing the 
patient’s condition or prognosis, or discussing treatment 
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