PROGRAM MEMORANDUM Depaytment o Health

INTERMEDIARIES Health CareFinancing
Administration
Transmittal No. A-00-73 Date OCTOBER 5, 2000

This Program Memorandum re-issues Program Memorandum A-99-41, Change Request 937
dated September 1999. Theonly changeisthediscard date; all other material remainsthe same.

CHANGE REQUEST 937
SUBJECT: Clarification of Modifier Usagein Reporting Outpatient Hospital Services

This Program Memorandum (PM) provides clarification on usng modifiersin reporting outpatient hospital
sarvices. This PM answers questions that occurred after release of the following tranamittas The Medicare
Intermediary Manua (HCFA Pub. 13-3), Transmittal 1729 and the Medicare Hospital Manua (HCFA
Pub. 10), Tranamittal 726

NOTE: Theuseof modifiersisan integra part of the Outpatient Hospital Progpective Payment System
(PPS) payment implementation. Encourage providers to begin usng modifiers now, so thet any
problems encountered may be adjusted prior to April 1, 2000.
General Guidelinesfor Modifier Use
A. Not all HCPCS codes will require modifiers.
0 Do not use amodifier if the narrative definition of a code indicates multiple occurrences.

EXAMPLES:
The code definition indicates two to four lesons. The code indicates multiple extremities.

0 Do not useamodifier if the narrative definition of acode indicates that the procedure appliesto
different body parts.

EXAMPLES:
Code 11600 (Excison maignant lesion, trunks, arms, or legs; lesion diameter 0.5 cm. or less)

Code 11640 (Excison maignant lesion, face, ears, eyelids, nosg, lips, lesion diameter 0.5 cm.
or less)

o0 Modifiers-GN, -GO, and -GP must be used to identify the therapist performing soeech language
therapy, occupationd therapy, and physical therapy respectively.

0 Maodifiers-50 (bilaterd), -52 (when used to indicate a discontinued procedure), -53, -73, and
-74 apply only to surgica procedures.

B. Issuesto Consider

The following are some generd guiddines for usng modifiers. They are in the form of questions to be
consdered. If the answer to any of the following questions is yes, then it is appropriate to use the
gpplicable modifier.

HCFA Pub. 60A



1.

Will the modifier add more information regarding the anatomic site of the procedure?

EXAMPLE:
Cataract surgery on theright or left eye.

2.

Will the modifier help to diminate the gppearance of duplicate billing?

EXAMPLE:
Use modifier -77 to report the same procedure performed more than once on the same date of service
but at different encounters.

3. Would amodifier hep to diminate the appearance of unbundling?

EXAMPLE:

Codes Q0081 (Infusion therapy, using other than chemotherapeutic drugs, per visit) and 36000
(Introduction of needle or intra catheter, vein):  |f procedure 36000 was performed for areason other
than as part of the IV infusion, modifier -59 would be appropriate.

C. Reporting Modifierson the UB-92 (HCFA-1450)

(0]

Modifiers are reported on the hardcopy UB-92 (HCFA-1450) in FL 44 next to the HCPCS
code. Thereis space for two modifiers on the hard copy form (4 of the 9 positions). On the UB-
92 flat file, providers use record type 61, field numbers 6 and 7. There is space for two
modifiers, onein fidd 6 and onein fidd 7.

On the X12 837 3051.3A.01 segments SV202-03 and SV202-04 are used to report the two
modifiers.

NOTE: With the upcoming daims expangon in 4/2000, up to five modifierswill fit on aline

(0]

(0]

The dash that is often seen preceding a modifier should never be reported.

When it is gppropriate to use amodifier, the most specific modifier should be used firs. That
is, when modifiers E1 through E4, FA through F9, LC, LD, RC, and TA through T9 apply, they
should be used before modifiers LT, RT, or -59.

D. Useof Modifiers-50,-LT, and -RT

(0]

Modifier -50 is used to report bilateral procedures that are performed at the same operative
sssonasagnglelineitem. Do not use modifiers RT and LT when modifier -50 gpplies. Do
not submit two line itemsto report a bilateral procedure using modifier -50.

Modifier -50 appliesto any bilateral procedure performed on both sides at the same session.

The bilaterd modifier -50 is restricted to surgica procedures only (CPT codes 10040 - 69990.
It is not required for radiology procedure codes or diagnostic procedure codes.

Modifier -50 may not be used:
- Toreport surgical proceduresidentified by their terminology as “bilaterd” ,or
- Toreport surgica proceduresidentified by their terminology as“unilaterd or bilatera”.



0 Theunit entry to use when modifier -50 is reported is one.

o0  When modifier -50 is used, the reimbursement is for two procedures. If the procedure is an
gpproved ambulatory surgery center (ASC) service, the multiple procedure rules apply. Since
the procedures are in the same payment group, the ASC Pricer program cd cul ates the payment
at the full rate for one procedure, and 50 percent of the rate for the other procedure.

E. Modifiers-LT and -RT

o0 Modifiers-LT or -RT gpply to codes which identify procedures which can be performed on
paired organs, eg., ears, eyes, nodtrils, kidneys, lungs, and ovaries.

0 Modifiers-LT and -RT should be used whenever a procedure is performed on only one side.
Hospitas use the gppropriate -RT or -LT modifier to identify which of the paired organswas
operated upon.

o0 These modifiers are required whenever they are appropriate.
F. Useof Maodifiersfor Discontinued Services
1. General discussion

In our proposed outpatient prospective payment system, reimbursement will be based on HCPCS coding.
We decided to implement modifiers for discontinued services so that hospitals would have away under
the new system to be reimbursed for expenses incurred in preparing a patient for surgery and scheduling
aroom for performing the procedure.

Modifier -52 was implemented for use when a procedure is terminated after a patient has been prepared
for surgery (including sedation when provided) and taken to the room where the procedure is to be
performed, but before the induction of anesthesia (e.g. locd, regiond block(s), or generd anesthesia).
Effective January 1, 1999, a new modifier -73 replaces modifier -52 for reporting these discontinued
services.

Modifier -53 was implemented for use when a procedure is terminated after the induction of anesthesia(eg.
locdl, regiond block(s), or generd anesthesia), or after the procedure was sarted (incison made, intubation
darted, scope inserted).  Effective January 1, 1999, anew modifier -74 replaces modifier -53 for reporting
these discontinued services. Modifier -53 will no longer be an acceptable modifier for hospital reporting.

The eective cancdllation of a procedure should not be reported.

When used to indicate discontinued procedures, modifiers -52 and -53 (and the replacement modifiers-73
and -74) are used for surgica and certain diagnostic procedures only. They are not used to indicate
discontinued radiology procedures.

2. How ispayment affected?

If modifier -52 (-73 effective January 1, 1999) is reported and the procedure is an approved ambulatory
surgery center (ASC) service, payment will be 50 percent of the facility rate, subject to the ASC payment
cdculaion. If modifier -53 (-74 effective January 1, 1999) is reported, there is no payment reduction. This
is because the resources of the facility are consumed in essentidly the same manner and the same extent as
they would have been had the procedure been completed. The Medicare carriers apply these same
guidelines to discontinued services performed in ambulatory surgica centers.



3. What if multiple procedureswere planned and thereisatermination?
When one or more of the procedures planned is completed, report the completed procedures as usual.

The other(s) that were planned, and not started, are not reported. \When none of the procedures that
were planned are completed, the first procedure that was planned to be doneis reported with modifier -52
(-73 effective January 1, 1999) or modifier -53 (-74 effective January 1, 1999), as gppropriate. The others
are not reported.

If aprocedure is terminated prior to the induction of anesthesia and before the patient is wheded into the
procedure room, the procedure should not be reported. The patient has to be taken to the room where
the procedure is to be performed in order to report modifier -52 or -73.

G. Maodifiersfor Repeat Procedures
We have implemented the two repeat procedure modifiers for hospital use;

o0 Modifier -76 is used to indicate that a procedure or service was repeated in a separate
operative sesson on the same day by the same physician.

o Maodifier -77 isused to indicate that a procedure or service was repeated in a separate
operative sesson on the same day by another physician.

If there is a question regarding who the ordering physician was and whether or not the same physician
ordered the second procedure, code based on whether or not the physician performing the procedure is
the same.

The procedure must be the same procedure. 1t islisted once and then listed again with the gppropriate
modifier.
H. Modifiersfor Radiology Services

0 Modifiers -52 (Reduced Services), -59, -76, and -77, and the Level 11 modifiers apply to
radiology services.

o0 Modifiers-50, -52 (for indicating a terminated service based on the guiddines in tranamitta 726)
and -53, and the new modifiers -73 and -74 do not apply to radiology services.

o0 When aradiology procedure is reduced, the correct reporting is to code to the extent of the
procedure performed. If no code exists for what has been done, report the intended code with
modifier -52 appended.

EXAMPLE: Code 71020 (Rediologic examinaion, chegt, two views, frontd and laterd) is ordered. Only
oneview is performed. Report code 71010 (Radiologic examination, chest: Single view,
frontal). Do not report code 71020-52.

0 At thistime we are not reducing payment for radiology services reported with modifier - 52
(Reduced Services). Payment will il be the least of the reasonable cogt, customary charge, or
blended amount.

I. HCPCSLevd Il Modifiers



0 Generdly, these codes are required to add specificity to the reporting of procedures
performed on eyelids, fingers, toes, and arteries.

0 They may be appended to CPT codes.

o If morethan oneleve Il modifier applies, repeat the HCPCS code on another line with the
aopropriate leve Il modifier:

EXAMPLE: Code 26010 (drainage of finger abscess, smple) done on the left hand thumb and second
finger would be coded:

26010FA
26010F1

o TheLeve Il modifiers apply whether Medicare is the primary or secondary payer.

Theseinstructions ar e effective 4/1/2000.

Theseingtructions should be implemented 4/1/2000.

These ingtructions should be implemented within your current operating budget.

Intermediaries should direct questions concer ning thisPM to their HCFA regional office contacts.

The contact for thisPM is Sarah Shirey. She can bereached via email at sshirey @hcfa.gov.
| This Program Memorandum may be discarded October 1, 2001.



