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To Use Modifier -25 or Not To Use Modifier -25, that is The Question.  
By Erica Schwalm

The correct use of modifier -25 is often an area of confusion for coders and providers.  Misunderstanding this modifier can lead to loss of revenue and put your practice at risk for noncompliance.  

When a provider performs a significant, separately identifiable E&M service on the same day as another service, the claim must be submitted with the modifier -25 or it will be denied.  Consistently submitting without the modifier could result in a substantial loss of revenue.  

On the other hand, submitting claims with the modifier -25 when it is not appropriate is considered to be a fraudulent practice.   

The Office of the Inspector General (OIG) is urging Medicare carriers to start reviewing claims with modifiers -25.  According to a report issued by the OIG in November 2005, "Thirty-five percent of claims using modifier 25 that Medicare allowed in 2002 did not meet program requirements, resulting in $538 million in improper payments."  http://oig.hhs.gov/oei/reports/oei-07-03-00470.pdf
In order to prevent both of these situations, one must fully understand this modifier and when it is or is not appropriate to use.  
CPT Definition of modifier -25:  Significant, separately identifiable E&M service by the same physician on the same day of a 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 was provided. As such, different diagnoses are not required for reporting the E&M services on the same date. The circumstance may be reported by adding modifier 25 to the appropriate level of E&M service.  

Additionally, per CPT Assistant (Sept. 1998), “Evaluation and management (E/M) services that are necessary  for the performance of a medical procedure (for example, assessing the site/condition of the problem area, explaining the procedure, and obtaining informed consent) are included in Medicare payments for the procedure.” 

CMS’s Definition of modifier -25 (Per Medicare Claims Processing Manual, Chapter 12, Section 40.2): Modifier “-25” is used to facilitate billing of evaluation and management services on the day of a procedure for which separate payment may be made. It is used to report a significant, separately identifiable evaluation and management service by same physician on the day of a procedure. The physician may need to indicate that on the day a procedure or service that is identified with a CPT code was performed, the patient’s condition required a significant, separately identifiable evaluation and management service above and beyond the usual preoperative and postoperative care associated with the procedure or service that was performed. This circumstance may be reported by adding the modifier “-25” to the appropriate level of evaluation and management service. 
Additional information from NHIC Medicare (http://www.medicarenhic.com/providers/pubs/surgerygd_may05.pdf): 

"The additional E&M service must be separately identifiable from the surgical procedure and require significant effort above and beyond the usual pre and postoperative service routinely required for the procedure. The term separately identifiable means an additional service is not part of the surgery or procedure. Medical records should document the E&M service to such an extent that, upon review, the extra effort may be readily identifiable. The E&M service must require additional history, exam, knowledge, skill, work time, and risk, above and beyond what is usually required for the surgery or procedure."

Myths about Modifier -25
1.  AN E&M SERVICE WITH MODIFIER -25 SHOULD BE USED EVERY TIME A PATIENT (NEW OR ESTABLISHED) COMES TO THE OFFICE AND HAS A PROCEDURE. 

FALSE - Every procedure has some E&M elements involved with it.  It may be necessary to assess the patient’s vital signs or take a brief history.  This does not mean you can report an E&M service.  The E&M service must be significant and above and beyond the care that is normally associated with the procedure.   


2.  MODIFIER -25 CAN ONLY BE USED IF THERE IS A DIFFERENT DIAGNOSIS.  

FALSE - The definition of modifier -25 clearly states that different diagnoses are not required for reporting E&M services on the same day as another procedure.  As long as the E&M service was above and beyond what is usually required for the procedure, it may be reported separately with modifier -25.  For example, a new 50-year-old patient presents to the office complaining of hip pain.  After a detailed history and exam, the provider determines the patient has hip bursitis and decides to perform an injection to treat the bursitis.  The E&M service in this case would most likely be above and beyond what is normally required for a bursa injection - The injection would not normally require a detailed history and exam, but in this case was felt to be medically necessary by the provider.  Even though the diagnosis is the same, both services should be reported.  
3.  MODIFIER -25 CAN ONLY BE USED FOR NEW PATIENTS

FALSE - The scenario above could also apply to established patients.  In general, if the patient has already been worked up at a previous visit and is returning to your office for a scheduled procedure, it would probably not be necessary to perform another E&M service above and beyond the normal care associated with the injection.  However, if the procedure was not planned ahead of time and it is medically necessary to perform an E&M service, it may be reported separately with modifier -25.  For example, if the patient was established, but hadn’t been seen in a while and hip pain was a new symptom, it may be necessary to perform a significant, separately identifiable E&M.  In some circumstances, it may even be appropriate to report both services if the procedure was planned.  If the patient’s condition had changed significantly since the last visit or if other issues were addressed, a significant, separately identifiable E&M service may be necessary.  

4.  MODIFIER -25 SHOULD BE USED ON EVERY NEW PATIENT WHO HAS A PROCEDURE DONE.
FALSE - Even if the patient is new, it does not necessarily mean an E&M service should be reported.  For example, a new, otherwise healthy 18-year-old patient presents to urgent care for a 2nd degree burn on the hand from fireworks.  The physician takes a brief history, examines the hand, and applies a dressing to the wound.  This would most likely be reported with procedure code 16020.  It would probably not be necessary to perform a significant E&M service in this case. 

Questions to ask yourself before submitting modifier -25
1.  Was the E&M service provided medically necessary and above and beyond what is normally required for this procedure or other service provided on the same day?
If the answer is no, then do not report an E&M service.  If yes, see below. 
2.  Was the significant, separately identifiable E&M service properly documented?  
If yes, report both services with modifier -25.  If no, do not report E&M service.  See below for documentation tips.
Documentation Tips
If the E&M service performed was truly significant, medically necessary, and above and beyond the care normally associated with the other service provided on the same day, it must be documented properly.  
One way to look at it is:  Could you cut the documentation for the procedure or other service (including any related E&M service) out of the notes with a pair of scissors and still be left with enough documentation to support a significant level of service?  
Another way to document the services would be to record each service separately - a report for the E&M service and separate report for the procedure or other service performed.   Though this is not required, it may help to show the distinct nature of the services.  
Remember:  If it isn’t documented, it wasn’t done!  

Tips for Coders

Because most coders do not have a clinical background, it may sometimes be difficult to determine what is “typically required” for a procedure.  

This does become easier with experience (after reading hundreds of reports!).  In the beginning, I would recommend discussing this with your provider.  If you could shadow your provider or have the provider explain some of the most common procedures to you, you will get a good idea of what it normally required.   

Examples

1.  Est. pt, healthy 20-year-old female presents to office with sliver in foot.  She has an old wooden deck by her pool and got a piece of wood stuck in her foot 2 days ago.  She has been unable to get it out herself and complains of pain.  No fever or signs of infection.  Vaccines current. Lidocaine was injected and an incision was made over the FB in heel of right foot.  A small sliver of wood successfully removed with forceps.  Wound irrigated and Steri-strips applied.  Pt advised to keep area clean and call office if any signs of infection.  
In this case, I would bill only 10120.  The history, exam and medical decision making performed do not represent any significant effort above and beyond what is normally required for a FB removal.  It is probably typical when performing a FB removal to ask the pt how and when the injury happened, perform a quick exam of affected area, vitals to rule out infection, and provide post-procedure instructions.   
2.  New, 32-year-old male presents to urgent care with finger laceration.  He cut himself tonight on piece of jagged metal at the city dump while helping a friend “unload some junk”.  He could not recall when his last Td vaccine was given.  Pt has no fever or immediate signs of infection. His right index finger was injected with 1% lidocaine, irrigated with sterile saline and sutures placed to repair the 2 cm wound.  Td vaccine given.  No other complaints.  PCP, Dr. Williams; Last PE 6 months ago.  Wound care instructions given; Pt advised to return in 10 days for suture removal or sooner if any sign of infection.  
In this case, I would bill 12001, 90718, and 90471.  I think it would be typical for a provider to ask the patient how the injury occurred and when the last Td vaccine was given for an injury such as this.  I do not think the E&M service provided was above and beyond the typical care, skill or time normally associated with these procedures.  
3.  Est., 45-year-old female with history of substance abuse presents to office with facial laceration.  She states she got dizzy late last night while at home, fell and hit face on coffee table.  She denies use of any drugs or alcohol.  She has been clean for over two years.  She denies prior episodes of dizziness.  She apparently was getting up from the couch to use the bathroom when she got so dizzy and fell over.  She states she has been sleeping and eating fine and has felt fine overall.  No recent illnesses or fever.  She is not taking any medications.  No other complaints.  Remainder of ROS/PFSH unchanged from previous visit; see original pt history form in chart dated 2/25/05 and updated today.  BP:  120/80, Temp:  98.8, HEENT: WNL.  Heart & Lungs: WNL.  Left cheek cleansed and injected with lidocaine & 3 cm laceration of left upper cheek repaired with sutures.  Assessment:  3-cm facial laceration, dizziness, Hx of substance abuse.  Plan:  Labs:  CBC, TSH, glucose, and urine drug screen and head CT tomorrow morning.  Return in one week for f/u or sooner if needed.  


In this case I would bill 99214-25 and 12013.  Because of the patient’s underlying condition and PMH, a detailed Hx and exam were performed and the MDM was moderate, which is well above the typical requirements for the procedure performed.  
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