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At the 2000 Annual Meeting, the House of Delegates adopted Resolution 815 which calls for the AMA to set realistic standardized methods of coding and reimbursement when multiple or bilateral procedures and/or interventions are performed on a single date, which will result in being able to submit clean claims for prompt payment, and to engage in discussions with all major health insurance companies and Medicare carriers on adopting realistic standardized methods of coding and reimbursement when multiple or bilateral procedures and/or interventions are performed on a single date.

The following report reviews existing standards for coding and payment of multiple and bilateral services; discusses coding guidelines from Current Procedural Terminology (CPT(); examines Medicare and private payor policies on multiple and bilateral services; and reviews AMA private sector advocacy efforts.

CPT Modifiers and Guidelines for Coding Multiple and Bilateral Services

CPT uses modifiers as an integral part of its structure.  Modifiers provide a means to demonstrate that a service or procedure was altered by specific circumstances, but not changed in its definition or code.  The service or procedure remains the same, but the circumstances of its delivery were altered.  There are three CPT modifiers that facilitate the coding of multiple and bilateral services.  These and all other modifiers are explained in detail in the CPT Book and other CPT related coding products published by the AMA such as the CPTAssistant and Principles of CPT Coding.

Multiple procedures can be coded using the –51 or –25 modifiers depending on the case.  Modifier –51 is defined in the CPT Book as follows:

-51 Multiple procedures:  When multiple procedures, other than Evaluation and Management Services are performed on the same day or at the same session by the same provider, the primary procedure or service may be reported as listed.  The additional procedure(s) or service(s) may be identified by appending the modifier -51 to the additional procedure or service code(s) or by the use of the separate five digit modifier 09951.  Note: This modifier should not be appended to designated “add-on” codes.

Additional information on the –51 modifier was widely distributed in the CPTAssistant in May and September 1997, and July 1999.  The July 1999 issue goes into additional detail by explaining four types of application of the –51 modifier:

1. multiple medical procedures performed at the same session by the same provider;

2. multiple, related operative procedures performed at the same session by the same provider;

3. operative procedures performed in combination at the same session, by the same provider, whether through the same or another incision or involving the same or different anatomy; and

4. a combination of medical and operative procedures performed at the same session by the same provider.

Modifier –25 is defined in the CPT Book as follows:

-25, Significant, Separately Identifiable Evaluation and Management Service by the Same Physician on the Same Day of the Procedure or other service:  The 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 preoperative and postoperative care associated with the procedure that was performed.  The E/M service may be prompted by the symptom or condition for which the procedure and/or service was provided.  As such, different diagnoses are not required for reporting of the E/M service on the same date.  This circumstance may be reported by adding the modifier -25 to the appropriate level of E/M service, or the separate five digit modifier 09925 may be used.  Note:  This modifier is not used to report an E/M service that resulted in a decision to perform surgery.  See modifier -57.

The CPTAssistant from May 1997 offered additional information through the following illustration:

A physician examines a patient exhibiting a fever, headache, vomiting, and stiff neck, and performs a spinal tap, as well as the services described in code 99214.  To report this, the physician appends the -25 modifier to code 99214, to indicate that both a significant E/M service and a procedure were performed on a given day.

Bilateral procedures may be coded using the modifier –50.  The CPT Book defines this modifier as follows:

-50, Bilateral Procedure:  Unless otherwise identified in the listings, bilateral procedures that are performed at the same operative session, should be identified by adding modifier 

-50 to the procedure number or by use of the separate five digit modifier code 09950.

Additional information on how to code bilateral services is described in the Principles of CPT Coding.  This coding resource suggests that the intent is to append modifier –50 to the appropriate unilateral code as a one line entry on the claim form in order to indicate that the procedure was performed bilaterally.  Although it is the intent of CPT to only report the service once with –50 appended to the code, third-party reporting guidelines may require that the code be reported twice with the –50 appended to the second code.  Use of the –50 modifier is further explained by the use of the following illustration:

A physician repairs bilateral reducible inguinal hernias on a 2-year old.  The physician reports 49500, Repair inguinal hernia, age 6 months to under 5 years, with or without hydrocelectomy; reducible with the -50 modifier appended (49500-50).

Although CPT offers a standardized method to code multiple and bilateral procedures and provides significant explanation as to how the modifiers should be used, the issues raised by Resolution 815 (A-00) also involved standardized payment for multiple and bilateral services.  It is important to differentiate between coding problems and payment policy problems.  In this case, the coding of multiple and bilateral services is well established and widely distributed.  However, insurers are free to set their own payment policies and payment amounts.  In many ways, the issue of payment for multiple and bilateral services, even if coded according to CPT guidelines, is very complex.

CPT and Payment Policy Issues

In addressing standardized payment for any CPT code or modifier, three issues need to be considered.  Similarly, differences between private commercial payor policy and Medicare payment policy need to be reviewed and clarified.  The first issue involves AMA enforcement of payment policy.  In the past it has been suggested that the AMA use its copyright over CPT and its licensing of CPT to require payors and licensees to abide by established CPT guidelines and instructions for the use of CPT codes.  Although the AMA holds a copyright to CPT codes, guidelines, instructions, notes and modifiers, and licenses other parties to use CPT, copyright law does not permit the AMA to enforce payment policies or reimbursement based on a payor’s use of CPT.  Any effort by the AMA to use its copyright to enforce compliance with CPT guidelines would be viewed as misuse and would place the copyright at serious risk.

The second issue involves recognition of CPT modifiers and acceptance of CPT guidelines by payors.  The initial step in any consistent policy for multiple and bilateral services requires the billing systems of payors to be capable of recognizing modifiers.  It has been reported that some computer systems are not able to read more than five digits in the field assigned for CPT codes.  In these systems modifiers are ignored.  The administrative simplification subsection of the Health Insurance Portability and Accountability Act of 1996 (HIPAA) will help to resolve this particular problem.  Administrative simplification provisions establish standards and requirements to enable the electronic exchange of health care information and requires that all covered entities use the standards to transmit the information.  On August 17, 2000, in an HIPAA final rule on transactions and code sets, CPT was designated as a national standard code set for physician and health care professional services.  CPT modifiers were also named as part of the code set.  The naming of CPT was a great success for the AMA and means that by October 16, 2002, all providers and payors that transmit health care information electronically must be able to read and accept CPT codes and modifiers.

While acceptance is important, the subsequent step involves interpretation of modifiers in a manner that is consistent with established CPT guidelines.  Presently, a claim that is correctly submitted with the –51 modifier appended to multiple services may be subject to payor policy that ignores the modifier and pays for only one service.  This is a common occurrence when the modifier –25 is used to indicate a significant, separately identifiable evaluation and management service.  This process is known as “bundling” and results in the unfair devaluation of physician services by payors.  In this regard, a major concern to the AMA is the practice of some payors of using the AMA name on explanation of benefit (EOB) forms to imply that the AMA sanctions the edits or that they are consistent with AMA/CPT policy.  If examined carefully, these EOB statements do not actually say that the AMA endorses or sanctions these edits.  However, many physicians may believe this is the case.  As the AMA has become aware of these misleading statements, letters have been sent to health plans to request their discontinuation.

Unfortunately, at the moment, HIPAA is not of much use in resolving problems of acceptance of CPT guidelines.  Although the AMA succeeded in having CPT designated as the national standard code set, CPT Guidelines were not named as a national standard for implementing CPT.  Had CPT guidelines been named, this would have helped to resolve the issue of ignoring modifiers by bundling.  The Council believes that the AMA should continue to aggressively pursue the designation of CPT guidelines as a national standard under HIPAA.  The Association has already discussed this with the Department of Health and Human Services and the Health Care Financing Administration (HCFA) and will continue to do so. 

The third issue involves standardized payment for multiple and bilateral services.  Although the AMA, through CPT, has clear and consistent methods for coding multiple and bilateral services and potentially, through HIPAA, has the means to implement acceptance of CPT modifiers and guidelines, standardized payment of multiple or bilateral services is very unlikely.  Even if CPT guidelines for the use of modifiers –25, -50 and –51 were accepted by all payors, it is probable that payment policies regarding reduced reimbursement for multiple services and various payment amounts would still exist.  Payors are free to set payment policy and payment rates.  Only the Medicare program is relatively standard in terms of its interpretation of CPT modifiers and reimbursement.

Medicare Payment Policy

As the only national health insurance program, Medicare is capable of instituting national payment policies and geographically adjusted reimbursement levels.  With the implementation of the Resource Based Relative Value Scale payment schedule in 1992, the use of CPT modifiers was standardized in the form of national payment policies.  Local Medicare carriers may use local modifiers, but for purposes other than payment.  HCFA has adopted policy that accepts all CPT Modifiers for multiple and bilateral services.  In the case of modifiers –50 and –51, the payment schedule identifies the services to which the modifiers apply.

· Modifier –25 applies to only minor surgeries and endoscopies that have a global period of 0 to 10 days, as specified in the payment schedule, when performed by the same physician on the same day as a significant, separately identifiable E/M service.

· Modifier –51 payment policy is based on the lesser of the actual charge or 100% of the payment schedule for the procedure with the highest fee and the second through fifth procedure is based on the lesser of the actual charge or 50% of the payment schedule.  Procedures beyond the fifth are priced by carriers on a “by report” basis.

· Modifier –50 payment policy allows approving 150% of the global payment schedule amount when the modifier is used.  If additional procedures are performed on the same day that the bilateral service is performed, they should be reported with the –51 modifier.

Private Sector Advocacy Efforts

The lack of national standardized policies for multiple and bilateral services beyond those of Medicare requires advocacy programs to assist physicians coding and payment needs with private payors.  The second resolve of Resolution 815 (A-00) addresses this when it calls for the AMA to engage in discussions with all major health insurance companies and Medicare carriers on adopting realistic standardized methods of coding and reimbursement when multiple or bilateral procedures or interventions are performed on a single date.

The AMA has significant policy that supports accurate use of CPT modifiers, instructions and guidelines by payors.  Policy H-70.927 (AMA Policy Database), calls on the AMA to pursue proper use of CPT codes, guidelines and modifiers by software claims editing vendors and their customers.  Policy H-70.937 calls on the AMA to (1) vigorously opposes the practice of unilateral, arbitrary recoding and/or bundling by all payers; (2) makes it a priority to establish national standards for the appropriate use of CPT codes, guidelines, and modifiers and to advocate the adoption of these standards; (3) formulates a national policy for intervention with carriers or payers who use unreasonable business practices to unilaterally re-code or inappropriately bundle physician services, and support legislation to accomplish this; and (4) along with medical specialty societies, calls on its members to identify to our AMA specific CPT code bundling problems by payers in their area and that our AMA develop a mechanism for assisting our members in dealing with these problems with payers.  Policy H-70.949 calls on the AMA to take steps to ensure that public and private payors do not bundle services inappropriately by encompassing individually coded services under other separately coded services unless specifically addressed in CPT guidelines.

In an effort to fulfill policy established by the House of Delegates, the AMA has met with medical directors and senior executives from several national health plans and with payor associations such as the Blue Cross Blue Shield Association.  The AMA was successful in persuading HCFA to drop the Commercial Off The Shelf (COTS) code editing packages and to only use edits developed through the Correct Coding Initiative which has input from organized medicine.  The AMA regularly writes letters communicating divergence with CPT modifier interpretation or inappropriate code bundling.  As part of this letter-writing effort, letters were sent to multiple private payors regarding CPT Guidelines and their use of modifiers. 

In addition, the AMA's Private Sector Advocacy Group has focused on addressing abusive and unfair practices by HMOs and health insurers, and is working to bring equity to commercial insurance for both patients and physicians.  By bringing the full scope of AMA resources to bear on the marketplace and through coordinated advocacy partnerships with state, county, and specialty medical societies, the Private Sector Advocacy Group identifies abusive private payor practices and develops national campaigns to place public pressure on HMOs and health insurers to reverse these practices.  As part of this effort the Private Sector Advocacy Group closely monitors developments in the marketplace to stay ahead of the curve in responding to emerging issues that affect the practice of medicine.

In April 2001, the Private Sector Advocacy Group developed an educational paper on coding and claims submission to help physicians understand both the importance of coding correctly, and alert them to some of the increasingly common health insurer tactics that undermine physician’s efforts to get fair compensation for services rendered.  The paper, which addresses bundling, downcoding, editing packages and propose possible solutions, is available at www.ama-assn.org/ama/pub/category/4354.html.

DISCUSSION

The actions called for by Resolution 815 (A-00) imply that the AMA does not have existing guidelines on coding and payment for when multiple or bilateral services are performed.  As the information in this report has demonstrated, this assumption is not accurate.  CPT has guidelines on coding for multiple and bilateral services which are clearly delineated and well distributed.  The resolution also suggests that the AMA does not presently engage in advocacy on behalf of physicians and patients with respect to coding and payment on these issues.  Once again, as described in this report, the AMA is actively engaged in discussions with private sector payors and Medicare carriers on these issues.

The misconceptions generated by Resolution 815 (A-00) demonstrate the complexity of distinguishing between payment policy problems and CPT coding issues.  The CPT Editorial Panel controls the latter, while private payors largely control the former.  The difficulty for the AMA is in persuading private payors to adopt reasonable and consistent policies for interpretation of CPT modifiers, such as those for multiple and bilateral services.  Standardization of claims and billing processes and policies is an important part of what HIPAA is trying to accomplish.  Through greater standardization of administrative policies, it is likely that the entire health system will become more efficient, thereby saving payors and providers money by reducing transaction costs.  Recognizing that actual payment will differ, the AMA needs to continue to explore means of achieving greater standardization in the claims process so that the hassle associated with billing is reduced and savings can be realized.

RECOMMENDATIONS

The Council on Medical Service recommends that the following be adopted and that the remainder of the report be filled:

1. That the AMA reaffirm Policy H-70.949, which calls on the AMA to take steps to ensure that public and private payors do not bundle services inappropriately by encompassing individually coded services under other separately coded services unless specifically addressed in Current Procedural Terminology guidelines. (Reaffirm HoD Policy)

2. That the AMA continue to pursue designation of Current Procedural Terminology (CPT() Guidelines as a national standard for implementation of the CPT Code Set within standard transactions. (Directive to Take Action)

3. That the AMA continue to advocate for the adoption by third-party payors of reasonable and consistent interpretation of Current Procedural Terminology guidelines, including the use of modifiers, in order to facilitate standardized claim processing practices. (Directive to Take Action)

