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Modi�ers

without changing the de�nition of the CPT code set. Here are 
some common modi�ers related to the use of radiologic 
procedures for CESM services.

26 – Professional Component
A physician who performs the interpretation of a 
mammography he hospital outpatient setting may 
submit a charge for the professional component of the 
mammography service using a modi�er -26 appended to the 
appropriate radiology code.

GG - Performance and payment of a screening 
mammogram and diagnostic mammogram on the same 
patient, same day 
When a screening mammogram and a diagnostic mammogram 
are performed on the same patient on the same day, modi�er 
-GG would be appended to the appropriate procedure code
The screening mammogram is reported and the diagnostic
mammogram is reported (di�erent encounters on the same 
day).

TC – Technical Component
This modi�er would be used to bill for services by the owner of 
the equipment only to report the technical component of the 
service. This modi�er is most commonly used if the service is 
performed in an Independent Diagnostic Testing Facility (IDTF).

Hospital Inpatient – ICD-10-PCS Procedure Coding
ICD-10-PCS procedure codes are used to report procedures 
performed in a hospital inpatient setting. The following are 
ICD-10-PCS procedure codes that are typically used to report 
radiological procedures for mammography services.

•

•

•

Plain radiography of right breast 

Plain radiography of left breast 

Plain radiography of bilateral breasts

Documentation Requirements
As with any procedure performed, Medicare requires 
documentation to support that the procedure(s) performed are  
medically necessary. Medical necessity, as determined by the  
payer, should be thoroughly documented in the patient’s 
medical  record. Medicare will reimburse providers for 
medically necessary screening and diagnostic mammography 
procedures that are  performed on the same patient on the 

screening mammogram and diagnostic mammogram on the 
must be attached to the appropriate 

diagnostic mammography procedure code. In a scenario where 
a patient has a screening mammogram performed on one day 
and returns on another day for the additional diagnostic 
mammogram, both the screening mammogram and diagnostic 
mammogram services should be coded separately without the 
use of modi�er –GG. This policy applies to both �lm and digital 
mammography procedures. (Refer to the Medicare Claims 
Processing Manual at http://www.cms.hhs. gov/manuals/
downloads/clm104c18.pdf

Payment Methodologies for Mammography Services
Medicare reimburses for mammography services when the services 
are within the scope of the provider’s license and are deemed 
medically necessary. The following describes the various payment 
methods by site of service.

Medicare reimbursement for mammography services is comprised of 
a professional component (PC), which is the amount paid for the 
physician’s interpretation and report, plus a technical component 
(TC), which the amount paid for performing the service (including 
sta�ng and equipment costs). When combined and paid to the 
same individual or entity, this amount is often referred to as the 
total or global reimbursement. Regardless of the site of service, 
diagnostic and screening mammography services are paid under the 
Medicare physician fee schedule.

ICD-10-CM Diagnosis Coding
It is the physician’s ultimate responsibility to select the codes 
that appropriately represent the service performed, and to 
report the ICD-10-CM code based on his or her �ndings or the 
pre-service signs, symptoms or conditions that re�ect the 
reason for doing the mammography.

Table 1 provides information concerning Medicare national 
payment amounts for both screening and diagnostic mammo- 
graphy services performed in the hospital outpatient department, 
IDTF and physician o�ce sites of care. Note that Medicare payment  
amounts and coverage policies for speci�c procedures will vary by  
geographic location. For more information about reimbursement  
rates in your area, consult your local Medicare contractor.
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Coverage 
As established in legislation, Medicare provides conditions of 
coverage for both screening and diagnostic mammography 
services. Coverage guidelines address the types of services 
covered; requirements for providers of service; patient’s eligibility; 
and frequency limitations.11 To review information on Medicare’s 
coverage conditions for mammography services, refer tzo 
Medicare’s National Coverage Determination, Mammograms, in the 
Internet Manual for Medicare National Coverage Determinations 
at https://www.cms.gov/Regulations-and-Guidance/Guidance/
Manuals/downloads/ncd103c1_part4.pdf (scroll to section 220.4), 
as well as information located in the Internet Manual for Medicare 
Bene�t Policy at http://www.cms.hhs.gov/manuals/Downloads/
bp102c15.pdf (scroll to section 280.3). However, Medicare may 
consider CESM to be a new breast imaging modality. Therefore, 
it is best to check with your Medicare Contractor regarding the 
coverage of CESM.

Payment Methodologies for Mammography 
Services (continued)
Site of Service
Physician O	ce Setting  
In the o�ce setting, a physician who owns the radiology equipment 
and performs the service may report the global code without a –
26 modi�er.

Hospital Outpatient Setting 
When the mammography service is performed in the hospital 
outpatient setting, physicians may not submit a global charge to  
Medicare because the global charge includes both the professional 
and technical components of the service.

If the procedure is performed in the hospital outpatient setting, 
the hospital may bill for the technical component of the 
mammography service as an outpatient service.

Hospital Inpatient Setting 
Charges for the mammography services occurring in the hospital  
inpatient setting would be considered part of the charges 
submitted for the inpatient stay and payment would be made 
under the Medicare MS-DRG payment system. However, the 
physician may still submit a bill for his/her professional services 
regardless. Note: Medicare reimburses for services when the 
services are within the scope of the provider’s license and are 
deemed medically necessary.
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