CODING ALERT

MODIFIERS
By:  Greta Ryan, RHIA, CCS, CCS-P

Coding and Reimbursement Coordinator
Fees are 100% of the fee schedule unless otherwise indicated

MODIFIER 
MODIFIER NAME
DESCRIPTION
EFFECT ON PAYMENT

-21
PROLONGED EVALUATION AND MANAGEMENT SERVICES
Use when the E/M service is prolonged or greater than what is usually required for the highest level of service.  USE ONLY WITH THE HIGHEST LEVEL E/M CODE IN A GIVEN CATEGORY.
Increase in payment has not been documented.

-22
UNUSUAL PROCEDURAL SERVICE
Use when procedure is more involved and requires much greater effort than usual.  A LETTER OF EXPLANATION IS REQUIRED BY MEDICARE, CLAIM WILL UNDERGO INDIVIDUAL CONSIDERATION.
Increase in payment has not been documented.  Overuse of –22 could trigger a carrier audit.

-24
UNRELATED E/M SERVICE BY THE SAME PHYSICIAN DURING A POSTOPERATIVE PERIOD
Use when an E/M service was performed during the postop period that was not related to the surgery.  The physician who performed the surgery would report this modifier.  MEDICARE IS REQUIRED TO MONITOR THIS MODIFIER. 
No effect on payment if accepted.

-25
SIGNIFICANT, SEPARATELY IDENTIFIABLE E/M SERVICE BY THE SAME PHYSICIAN ON THE DAY OF A PROCEDURE
Physician may need to indicate that on the day a procedure or service identified by a CPT code was performed, the patient’s condition required a significant, separately identifiable E/M service above and beyond the other service provided or beyond the usual pre and post operative care associated with the procedure that was performed.  Different diagnoses are not required for E/M services on same date, however we have evidence that Medicare rejects the claim and returns it for review if the same diagnosis is used for the procedure and E/M on the same date of service.
No effect on payment of individual services if accepted.

-26
PROFESSIONAL COMPONENT
Use when billing for professional component of procedure which includes the technical and professional component.
Reimbursement decreased by technical component of procedure.

-50
BILATERAL PROCEDURE
Use when same procedure is performed on both sides of the body. SIU P&S accepted method of billing bilateral services is to bill as a single CPT code with –50 attached.  Each procedure must be performed through its own separate incision to qualify as bilateral. Download the Medicare Data Base at www.cms.hhs.gov/physicians/pfs/default.asp to identify appropriate codes to be used with –50. Fee should be doubled.
Medicare pays 150% of fee schedule payment amount.  Other payers vary.

-52
REDUCED SERVICE
Use when service is reduced or eliminated in part.  I.E.  A colonoscopy is discontinued prior to the entire colon being examined due to poor bowel prep.  
A reduction may occur.  

MODIFIER 
MODIFIER NAME
DESCRIPTION
EFFECT ON PAYMENT

-53
DISCONTINUED PROCEDURE
Use when physician elects to terminate a procedure due to extenuating circumstances or those that threaten the well being of the patient.  A diagnostic or operative report will most likely need to be submitted when using this modifier.  DO NOT USE WHEN PROCEDURE IS TERMINATED PRIOR TO INDUCTION OF ANESTHESIA OR SURGICAL PREPARATION IN THE OPERATING ROOM.
A reduction will occur.  Documentation should be furnished explaining reason procedure was discontinued, at what stage of procedure, and revised medical plan.

-55
POSTOPERATIVE MANAGEMENT ONLY
Use when another billing physician performs postop care that is considered part of the surgical package performed by a surgeon.
Limited to amount allotted to postop services only.

-57
INITIAL DECISION TO PERFORM SURGERY
Use only with E/M code to show that the history and exam performed led to the initial decision to perform a surgery one day prior to surgery or the day of surgery.  Do not use if post-op global period is 0-10 days (minor procedures).  
If modifier is not used, charges will be denied as considered part of the global package.

-58
STAGED OR RELATED PROCEDURE DURING A POST-OP PERIOD
Use when one of the following situations occurred during the post-op period: *a staged or related surgery was planned, *a more extensive procedure was required, *therapy following a diagnostic procedure.  For example, a breast biopsy is performed on one date.  Then the patient is returned to the OR within the postop period of the initial procedure for more extensive removal of breast tissue (mastectomy).  –58 would be attached to the subsequent procedure codes (mastectomy).
If modifier is not used, charges will be denied as considered part of the global package.

-59
DISTINCT PROCEDURAL SERVICE
This modifier indicates that the ordinarily bundled code represents a service done at a different anatomic site, at a different session on the same date, or is not considered an integral part of the procedure.  This may include: different session or patient encounter, different procedure or service/same day, different site or organ system, separate incision/excision, separate lesion (biopsy of skin on the neck is performed at the same session as an excision of a 1.0cm benign lesion of the face, separate injury.  Modifier should not be used inappropriately in order to simply bypass a bundling edit.  Documentation must support its use.
When appropriate, multiple procedure reduction will apply.

-62
TWO SURGEONS
Use when two surgeons work together as primary surgeons performing distinct part(s) of a single reportable procedure. Both physicians should attach modifier –62 to the surgical code.  Multiply the fee by 125% and divide equally between the two surgeons.
Medicare fee schedule amount is multiplied by 125% and then split between the two surgeons.  Other payers vary.

-63
PROCEDURE PERFORMED ON INFANTS LESS THAN 4kg
Procedures performed on neonates and infants up to a present body weight of 4kg may involve significantly increased complexity and physician work commonly associated with these patients.
Increase in payment, has not been documented.

-78
RETURN TO THE O/R FOR A RELATED PROCEDURE DURING THE POST/OP PERIOD
Use when the patient requires a return to the operating room during the postoperative period due to complications related to the PREVIOUS SURGERY.  FAILURE TO USE THIS MODIFIER MAY DELAY PAYMENT.
Medicare will pay the full value of the intraoperative portion of a given procedure.

MODIFIER 
MODIFIER NAME
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-79


UNRELATED PROCEDURE OR  SERVICE BY THE SAME PHYSICIAN DURING THE POSTOPERATIVE PERIOD
Use when a service or procedure is performed during a postoperative period that is unrelated to the original procedure.
Medicare will pay full fee for the procedure since it is unrelated to original procedure.  

-80
ASSISTANT SURGEON
May require explanation if the surgery does not typically require an assistant.  Fee should be reduced to 25% of the fee schedule amount.
Medicare payment based on 16% of fee schedule to assistant.

-82
ASSISTANT SURGEON (WHEN QUALIFIED RESIDENT SURGEON NOT AVAILABLE)
The unavailability of a qualified resident surgeon is a prerequisite for use of modifier 82.  Fee should be reduced to 25% of the fee schedule amount.
Medicare payment based on 16% of fee schedule to assistant.

-91
REPEAT CLINICAL DIAGNOSTIC LABORATORY TEST
Use when necessary to repeat the same laboratory tests on the same day to obtain subsequent (multiple results).  Do not use when tests are rerun to confirm initial results or for any other reason when a normal, one-time, reportable result is all that is required.
No effect on payment.

Information for this Coding Alert was taken from Modifiers Made Easy published by MediCode and other various sources including reports identifying the frequency of modifier usage and trends for effect on payments.  If you would like to purchase a copy of this book, please contact Greta Ryan for ordering information.
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