
A
lthough we have all made a
conscious decision to be
physicians instead of sur-
geons, the recent changes in
CPT coding may make it

profitable for us to maintain a limited
presence in the OR. However, correctly
coding for our involvement in these pro-
cedures and understanding the numbers’
finer points requires a sort of precision
close to what our scalpel-wielding col-
leagues are famous for. 

Some other new reimbursement codes
may make us start looking at imaging
machinery to explore the possibility of
increasing our practices’ profitability.
Either way, taking a good look at recent
coding changes can improve the way we
submit our claims. 

Below are a few situations that show
how the new codes allow flexibility if
used properly. Exploring these and simi-
lar options could significantly increase
your income for the work you’re already
doing.

Notice the Nuances
As is often the case in third-party insur-
ance coding, the devil’s in the details.
Paying particular attention to the way the
descriptions of codes are written can
mean the difference between payment
and denial, even when the descriptions
seem identical. This is especially true for
procedures 

For the sake of example, say you are a
busy neurophysiologist with an active in-
traoperative evoked-potential practice.
The vascular surgeons want to add
carotid endarterectomies to your direct
involvement with the EEG data to im-

prove their outcomes and, having read up
on the recent changes, have a new sense
of confidence while doing the procedure. 

You look at the codebook and identify
95955 as the carotid endartectomy code.
Since you will be spending time either in
the OR or directly linked to the data
online, you want to bill per hour using
the code 95920 for intraoperative neuro-
physiology time. You do your first case,
but later get sent a rejection for the codes
you submitted. You’re left scratching your
head and asking yourself, “What gives?”

Well, this is where the finer points of
coding can make a big difference. The
proper code to use is 95822, EEG in
coma, which will crosswalk with 95920,
the hourly neurophysiology charge. The
difference is potentially hundreds of
Medicare dollars per case for the same
work, only coded differently. That’s
something to bear in mind when resub-
mitting the claim. 

New Numbers to Learn
In addition to using the established codes
more effectively, we actually have won
some new codes for new technology.
While the new reimbursement proce-
dures for non-invasive techniques are
shown here in the context of epileptogen-
esis, the area I’m the most familiar with,
they can also be applied to tumor diagno-
sis or efforts to better assess lesions. 

Specifically, the Magnetic Source
Imaging (MSI) or magnetoencephalogra-
phy code, 95965 is to be used for a MEG
spontaneous, i.e., an epileptogenic focus.
This can be billed at 11.86 relative value
units (RVUs) for the professional compo-
nent. If billed through the ambulatory

procedure codes of the hospital outpatient
of Medicare, you can get an additional
$5,200 for the technical component.

Similarly, probably a more useful
application of this risk-free, pain-free
technology is for functional cortical map-
ping. This code, 95966, may be billed at
5.89 RVUs for the professional compo-
nent and about $1,200 for the technical
component. You can also use this code
when mapping motor function or soma-
tosensory function of the hand or expres-
sive or receptive speech. If the need arises
to perform a second or third evoked po-
tential test, the code 95967 is available at
4.82 RVUs for the professional and about
$900 for the APC technical.

Technological Technicalities 
In short, we have some new billing op-
portunities for those practitioners willing
to take advantage of them. Even then,
taking note of which options allow for
the greatest reimbursement early in your
ventures can significantly increase the
revenues they generate. 

My practice has taken advantage of
the new technology codes by having an
MSI machine installed at the cost of
approximately $2 million in a joint ven-
ture with the local hospital. This allows
us to bill technical component through
the APC of the Medicare outpatient sys-
tem, which is hospital based and would
yield greater revenues than we would get
by having it in a private practice. PN

New CPT Codes Expand Our
Billing Options for Neurology 
Putting the new codes for surgical assistance into practice can prove 
lucrative if correctly applied. Here are a few examples of how they work. 
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