
Practice management 

Delta dawn: Coping with COVID variant, rising 
infections may require a return to basics

The emergence of the unpredictable Delta variant is fast 
becoming a stress test for your COVID preparedness. To get 
through the latest challenge, make sure you stay abreast of the 
current state of regulations and lean on your infection con-
trol protocols. 

On Aug. 2, the Biden administration met the 70% adult 
vaccination rate that it had hoped to reach on July 4, but 
COVID-19 infection and hospitalization numbers are now on 
the rise in every U.S. state. Some areas, such as Wisconsin, 
which had a 319% rate of infection increase over the 14-day 
period prior to Aug. 2, are seeing more elevated rates of new 
cases than others. And it’s suspected that the spread of the vir-
ulent Delta strain of COVID is behind much of the increase.

The CDC is monitoring at least four COVID-19 variant 
strains — Alpha, Beta, Delta and Gamma — but the Delta 
variant, first detected in India in December 2020 and first 
sighted in the U.S. in March 2021, is getting all the press. 
Recently, briefings from the CDC said that the Delta virus is 
as transmissible as chicken pox — that is, more easily spread 
than the common cold — and that it may cause more severe 
disease than Alpha or ancestral strains and can infect vacci-
nated persons (see resources, below). 

Among the more high-profile “breakthrough” cases so far 
is that of U.S. Senator Lindsey Graham (R-S.C.). “I am very 
glad I was vaccinated because without vaccination I am certain 
I would not feel as well as I do now,” Graham said in a Twitter 
stream announcing his infection. “My symptoms would be 
far worse.”
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Get the skinny on the proposed PFS 
With the proposed 2022 Medicare physician fee schedule out July 13, get 
an early look at the coming changes. Sign up for the Aug. 25 webinar 2022 
Proposed Physician Fee Schedule: Get an Early Fix on Critical Updates and you’ll 
discover new revenue opportunities, payment and policy changes, and criti-
cal coding and billing updates on pace to impact your practice starting Jan. 
1, 2022. Learn more: https://codingbooks.com/ympda082521. 
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The CDC says that approved vaccines work on 
the “circulating variants.” Still, as pharmaceutical 
companies work on possible booster shots, practices 
and providers have to operate in a newly uncer-
tain environment. 

Variants spur infection control reboot

For now, nearly a year and a half into the COVID era, 
experts believe familiar infection protocols are the way to 
go. However, you may want to use a more restrictive form 
of them than you have since the dawn of the vaccines.

Thalia Baker, associate vice president of primary 
care at UAB Medicine, University of Alabama at 
Birmingham, and one of the medical administrators 
Part B News has followed throughout the pandemic, 
says that “as for masking and screening patients, we 
never eased those safeguards” (PBN 4/6/20). But in 
light of increasing infection and hospitalization rates 
“we have just increased our testing sites again,” Baker 
says. “The Southeast has such low vaccination rates, we 
felt this next surge was inevitable.”

Benjamin Ticho, M.D., an ophthalmologist at Ticho 
Eye Associates in Chicago Ridge, Ill., has long required 
masks in “communal clinic space.” But, until recently, he’d 
tended not to “get confrontational with the occasional 
person who demurs.” However, as COVID cases have 
risen and “several patients and a few staff members were 
apparently reinfected with mild cases after having been 
vaccinated,” Ticho finds mask use “reinforced among 
virtually all non-pediatric patients.”

Natasha Fuksina, M.D., an internist in Newark and 
Florham Park, N.J., had switched to telehealth for most visits 
at the pandemic’s outset. As vaccines rolled out, “we opened 
the doors to in-person visits in the early summer and then 
gradually increased the volume of face-to-face care.” But 
now Fuksina is looking at increasing virtual visits again.

“Even with Delta being more transmissible, 
it’s still a coronavirus and the transmission is still 
person-to-person, respiratory transmission,” says 
Joshua Carothers, M.D., chief medical officer of the 
VIP StarNETWORK health services and technology 
company and a practicing orthopedic surgeon with 
New Mexico Orthopaedic Associates in Albuquerque, 
N.M. “These are concepts we’ve all kind of grown 
up with over the past 18 months, and the tools that we 
have are, by and large, basically the same at this point,” 
Carothers adds.

Intake impact

Some practices are pulling back their patient intake 
and exam procedures to where they were in the first 
days of the pandemic.

“We’re back to January,” says Jeffrey Gelblum, 
M.D., a neurologist with First Choice Neurology in 
Miami, Fla. He says on the weekend of Aug. 1, he 
looked at the latest COVID numbers and “I called my 
office scheduler and said, ‘Look, I’m not comfortable with 
the numbers right now. So as of this week, let’s convert all 
appointments to telehealth but for new patients.’”
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Molly Huffman, a partner with Waller Lansden 
Dortch & Davis LLP, says a number of her legal clients 
are “looking at updating their visitor policies” in light 
of Delta. “Some have sent out emails about it just in 
the past week — for example, if they had relaxed visitor 
policies such that you could have two visitors, they may 
be pulling that in a bit and saying either no visitors or 
only one visitor if needed for mobility reasons, such as 
if you’re using a wheelchair or a walker,” Huffman says. 
“And I suspect we will see more of that tightening up if 
the Delta wave lasts into October.”

Now “the waiting room is back behind plexiglass,” 
Gelblum says. “Chairs have been pulled out of the waiting 
room again.” Fortunately Gelblum’s office is convenient 
to an outdoor terrace where patients can wait in good 
weather. But it’s a stark change from even a month ago, 
when “I’d bring the patient back, ask their vaccinations 
status, and if they were vaccinated I would say, ‘If you’re 
comfortable, you may remove your mask and if you wish I 
can remove mine,’ always giving the patient the opportu-
nity to direct that behavior,” Gelblum shares. 

“That conversation is not happening today,” he 
says. "I don’t even care about your vaccination status at 
this point. You’re wearing a mask.”

Time to vaccinate staff?

If you have been waiting to require staff to vaccinate, 
now might be a good time to reconsider. In May, the Equal 
Opportunity Employment Commission (EEOC) issued 
guidance stating that such requirements would not violate 
existing federal equal employment opportunity (EEO) laws 
and regulations (PBN 6/14/21). And the Biden Department 
of Justice (DOJ) has also issued guidance appearing to 
greenlight employee vaccine mandates. 

In Texas, a court recently found that employees 
of the Methodist Hospital in Houston who were let go 
when they refused to get vaccinated had no cause to be 
compensated. The judge’s decision in Jennifer Bridges 
et alia v. Houston Methodist Hospital et alia cited 
the EEOC guidance. The judge rejected several anti-
vaccination claims; for example, plaintiffs argued that 
because the vaccines only have emergency use autho-
rization (EUA) rather than full FDA authorization, 
they could not be compelled to take them as a condition 
of employment. The judge answered that “federal law 
authorizes the Secretary of Health and Human Services 
to introduce into interstate commerce medical products 
intended for use in an emergency,” and that in any case 

the claim was irrelevant because “it does not apply at 
all to private employers like the hospital in this case.”

Huffman points out that dozens of health systems 
across the country have mandated vaccines for staff, 
and more are coming online with them every day. 
President Biden himself publicly signaled support for 
vaccination mandates on July 29 by requiring that 
all federal employees and contractors be vaccinated 
against COVID-19 as a condition of employment. 

David N. Vozza of the health care practice group at 
the Norris McLaughlin law firm in New York City expects 
further challenges. “Hyper-politicized” resistance to the man-
dates are “why private employers have hesitated to impose 
strict vaccination mandates in the first place,” he says. 

But Vozza has witnessed the benefits of friendly 
persuasion. “I’ve seen some companies incentivize 
employees to get the vaccine,” Vozza says. “They’ll say, 
‘You know, if you get the vaccine and show us proof of 
vaccination, you don’t need to wear a mask, you don’t 
need to be socially distant in the office.’ I think it’s a 
pretty strong incentive. I don’t think people want to 
wear a mask for eight hours.”

Keep an eye on the law 

More infections mean more opportunities for 
serious patient consequences — and, potentially, the 
litigation that can come with them. Medscape reports, 
for example, a case brought in June in Tennessee by 
a woman who was treated for COVID-19 and whose 
husband came to the same practice exhibiting symp-
toms – but was given a PCR blood test rather than a 
faster nasal swab test for the virus. The man, who had 
multiple comorbidities, quickly declined and later died.

“Providers obviously can’t mandate vaccinations on 
behalf of their patients,” Nozza says. “But if they can 
strongly encourage those patients who have co-morbid-
ities, such as obesity or other diseases that put them at 
risk [of poor COVID outcomes], to get vaccinated, and 
it’s encouraged that those efforts are documented.”

Telehealth returns

Some providers are resorting to expanded use of 
telehealth, as they did in the earliest days of the pandemic. 

Gelblum is OK with that. “I can pretty much 
examine all of the cranial nerves [via telehealth] except 
for #5, which is the facial sensory nerve; I can certainly 
observe coordination, finger to nose, rapid alternating 
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movements,” he says. “In neurology we’re very lucky in 
that regard.” He even recently agreed to televisit with 
a new patient who’d fallen and hit her head, despite 
his new policy. “I was able to perform the basics of the 
clinical exam via telehealth, then send her for an MRI,” 
he shares.

For some practices, it’s not that simple. For 
Carothers, the issue is that “orthopedics tends to be 
hands-on. There are some [telehealth] examination 
tools that we can use, but often it’s just a matter of 
being able to lay hands on the joint or the extremity. 
So telehealth can be challenging.” Nonetheless he’ll do 
what he can with it for the duration.

But the main thing, Carothers says, is to boost 
vaccination rates.

“The vaccine is an incredible tool that everyone’s got 
available,” he says. “Now, if I could get everyone to get 
vaccinated tomorrow, that would be greatly helpful in 
everything we do in every aspect of our entire society. 

“But until we can reasonably mandate vaccinations or 
just decide it’s our civic duty and do what’s best for our fellow 
citizens — until that point we have to work with the tools we 
have and those really haven’t changed in the last 18 months.” 
— Roy Edroso (redroso@decisionhealth.com)  

RESOURCES 

•  Presentation to CDC, "Improving communications around vaccine break-
through and vaccine effectiveness": https://context-cdn.washingtonpost.
com/notes/prod/default/documents/8a726408-07bd-46bd-a945-3af-
0ae2f3c37/note/57c98604-3b54-44f0-8b44-b148d8f75165.#page=1

•  CDC, “About Variants of the Virus that Causes COVID-19,” updated 
July 29: www.cdc.gov/coronavirus/2019-ncov/variants/variant.html

•  White House, “President Biden to Announce New Actions to Get More 
Americans Vaccinated and Slow the Spread of the Delta Variant,” 
July 29: www.whitehouse.gov/briefing-room/statements-releas-

es/2021/07/29/fact-sheet-president-biden-to-announce-new-

actions-to-get-more-americans-vaccinated-and-slow-the-spread-

of-the-delta-variant/

Billing

Which split/shared? CMS plan 
would create 3 similar, but not 
identical, policies

Share this chart when staff want to compare the 
planned split/shared guidelines in the proposed 2022 
Medicare physician fee schedule to the split/shared 
guidelines for office visits and each other (PBN 7/26/21). 

CMS based its proposals on the new guidelines for 
office visits performed by a physician and a qualified 
health care professional (QHP) with a few reimburse-
ment-oriented additions. CMS did not propose any 
changes to the office visit guidelines. Interested parties 
can submit comments on the proposed rule at www.
regulation.gov until Sept. 13, 5 p.m., ET. — Julia Kyles, 

CPC (jkyles@decisionhealth.com)  

Sources: 2021 CPT Manual, proposed 2022 Medicare physician fee 

schedule (section II.F)

Requirement Split/shared – Office Split/shared – Facility (proposed) Split/shared – Critical care 
(proposed)

When is the visit performed? In office or other outpatient 
settings 

In an institutional setting where in-
cident-to billing is not allowed

For critical care services in any 
setting (99291-99292)

Permitted for new/initial patient encounters? Yes Yes Yes

How is the visit billed? Based on combined time for 
covered office/outpatient activi-
ties on the day of the encounter 

Based on combined time for cov-
ered office/outpatient activities on 
the day of the encounter 

Based on combined time for quali-
fying activities that are included in 
definition of critical care

How is shared time counted? Count the time of one 
provider

Count the time of one provider Count the time of one provider

When can the practice bill the visit under the 
physician’s name/national provider identifier? 

For each visit, if desired When the physician performs more 
than half the total time of the visit.

When the physician performs more 
than half the total time of the visit.

Can prolonged services be billed? Yes, under certain 
circumstances

Yes, under certain circumstances N/A

Must the billing practitioner sign the 
chart for the visit?

No Yes Yes

Is a modifier required to bill the service? No Yes Yes

Sources: 2021 CPT Manual, proposed 2022 Medicare physician fee schedule (section II.F)
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Top 15 payment winners, by code, proposed CY 2022 rates
Code Description 2022 

proposed 
work RVUs

2022 
proposed 
PE RVUs

2022 proposed 
malpractice 
RVUs

2022 
proposed 
total RVUs

2022 
proposed 
fees

2021 fees % change pro 
fees in non-
facility setting

99489 Cplx chrnc care ea addl 30 1.00 1.07 0.07 2.14 $71.87 $43.97 63%

99490 Chrnc care mgmt svc 1st 20 1.00 0.82 0.07 1.89 $63.48 $41.17 54%
46030 Removal of rectal marker 1.48 5.57 0.25 7.30 $245.17 $159.11 54%
92577 Stenger test speech 0.00 0.68 0.01 0.69 $23.17 $15.35 51%
99487 Cplx chrnc care 1st 60 min 1.81 2.20 0.11 4.12 $138.37 $91.77 51%
77417 Radiology port images(s) 0.00 0.49 0.02 0.51 $17.13 $11.86 44%
92572 Staggered spondaic word test 0.00 1.50 0.02 1.52 $51.05 $36.29 41%
38505 Needle biopsy lymph nodes 1.59 3.40 0.15 5.14 $172.63 $125.96 37%
92565 Stenger test pure tone 0.00 0.69 0.01 0.70 $23.51 $17.80 32%
99439 Chrnc care mgmt svc ea addl 0.70 0.71 0.06 1.47 $49.37 $37.68 31%
G0288 Recon, cta for surg plan 0.00 1.24 0.12 1.36 $45.68 $35.94 27%
G0409 Corf related serv 15 mins ea 0.00 0.53 0.01 0.54 $18.14 $14.31 27%
90954 Esrd serv 4 vsts p mo 2-11 20.86 7.45 1.35 29.66 $996.13 $789.98 26%
92596 Ear protector evaluation 0.00 2.54 0.02 2.56 $85.98 $68.39 26%
G0511 Ccm/bhi by rhc/fqhc 20min mo 1.23 1.13 0.08 2.44 $81.95 $65.25 26%

Top 15 payment losers, by code, proposed CY 2022 rates
Code Description 2022 pro-

posed work 
RVUs

2022 pro-
posed PE 
RVUs

2022 proposed 
malpractice 
RVUs

2022 pro-
posed total 
RVUs

2022 pro-
posed fees

2021 fees % change pro 
fees in non-
facility setting

67145 Treatment of retina 2.53 4.36 0.19 7.08 $237.78 $533.86 -55%

67141 Treatment of retina 2.53 5.07 0.19 7.79 $261.63 $531.42 -51%
21315 Closed tx nose fx w/o stablj 0.96 3.30 0.15 4.41 $148.11 $294.50 -50%
28003 Treatment of foot infection 5.28 5.27 0.65 11.20 $376.15 $721.24 -48%
28002 Treatment of foot infection 2.79 4.15 0.28 7.22 $242.48 $449.77 -46%
28001 Drainage of bursa of foot 2.00 2.82 0.18 5.00 $167.92 $283.33 -41%
91110 Gi tract capsule endoscopy 2.24 17.90 0.08 20.22 $679.08 $885.59 -23%
65778 Cover eye w/membrane 1.00 33.19 0.06 34.25 $1,150.28 $1,494.12 -23%
36475 Endovenous rf 1st vein 5.30 23.85 1.10 30.25 $1,015.94 $1,317.56 -23%
37228 Tib/per revasc w/tla 10.75 100.90 2.34 113.99 $3,828.33 $4,953.08 -23%
37232 Tib/per revasc add-on 4.00 17.97 0.80 22.77 $764.73 $988.87 -23%
37239 Open/perq place stent ea add 2.97 42.24 0.63 45.84 $1,539.53 $1,990.30 -23%
77373 Sbrt delivery 0.00 26.79 0.22 27.01 $907.13 $1,172.06 -23%
19086 Bx breast add lesion mr imag 1.82 14.57 0.15 16.54 $555.49 $717.40 -23%
53855 Insert prost urethral stent 1.64 15.76 0.19 17.59 $590.76 $762.76 -23%

Benchmark of the week

CY2022 fee winners paced by CCM codes; multiple procedures lose cash
Check the payment forecast for Medicare-covered codes: Despite a cut to the conversion factor, some services stand to garner significant pay increases 
in 2022. The biggest winner? That would be complex chronic care management (CCM) code 99489, on pace to rise 63%.

For CY 2022, the AMA’s RVS Update Committee (RUC), which recommends code valuation updates for CMS approval, went big on CCM codes. It dou-
bled the work relative value units (wRVU) for 99489, increasing them to 1.00, up from 0.50 in 2021. It also upped the work RVUs for CCM code 99490 from 
0.61 to 1.00. The changes, which CMS accepted in the proposed 2022 Medicare physician fee schedule, make the two CCM services leaders on the list 
of largest payment increases per code heading into 2022.

Three other CCM codes – 99487 (+51%), 99439 (+31%) and G0511 (+26%) – make the list of top 15 gainers, as well. “We believe that proposing to accept 
these updated values is consistent with our goals of ensuring continued and consistent access to these crucial care management services and acknowl-
edges our longstanding concern about undervaluation of care management,” CMS states in the proposed rule, released July 13.

On the opposite end, the biggest cuts are projected to hit two eye procedure codes, 67145 and 67141, which would take -55% and -51% cuts, respectively. 
Also losing cash is 21315 (Closed treatment of nasal bone fracture; without stabilization), down 50%, and a pair of foot procedure codes, 28003 (-48%) and 
28002 (-46%). Note: The fee analysis shown here is based on the proposed RVUs for 2022 and the announced conversion factor of $33.58. Remember 
that comments on the proposed rule are due to CMS by Sept. 13. – Richard Scott (rscott@decisionhealth.com) 

Source: Proposed 2022 Medicare physician fee schedule supplementary data files
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Coding

Ensure edit clarity: Answering hot-
topic NCCI and MUE questions

Veteran coders and billing staff know that National 
Correct Coding Initiative (NCCI) edits and medi-
cally unlikely edits (MUE) can throw a wrench in the 
Medicare billing process, delaying appropriate revenue.

Addressing these edits is critical, but the task is often 
challenging and requires detailed research to determine 
the causes and the most effective resolution. However, 
inconsistent or outdated internal processes and a lack of 
clear accountability for edit resolution too often leads to 
additional delays and results in lost revenue.

In the following Q&A, Denise Williams, COC, CHRI, 
senior vice president of the revenue integrity division and 
compliance auditor at Revant Solutions Inc., shares tips on 
modifier use, including modifier 59 (Distinct procedural 
service), venipuncture coding and more. The Q&A took 
place during the live webinar Clearing Up NCCI and MUEs: 
Best Practices to Resolve Edits and Protect Revenue.

Question: Is there any benefit to using the X{EPSU} 
modifiers instead of modifier 59? Even though CMS updated 
SE1418, we haven’t seen any reason to migrate to the 
X{EPSU} modifiers.

Answer: The benefit to migrating to the X{EPSU} 
modifiers is that it gives CMS more specificity. Modifier 
59 will work in place of them, but the whole purpose of 
breaking down the definition of modifier 59 was to give 
CMS more detailed information.

Currently, CMS has not published that a specific 
X{EPSU} modifier is required to resolve a specific 
NCCI edit. They did say when they created those 
modifiers that that was ultimately their impetus: [that] 
they were going to publish as part of the NCCI edit files 
which one of the X{EPSU} modifiers would be appro-
priate [in given scenarios]. They have not done that yet.

But we know that the more specific information we 
can get to CMS, the less likely it is that they’re going to 
ask us for more documentation because they can’t tell 
what modifier 59 is telling them.

Now that CMS updated the transmittal, they have 
incorporated more specific information on which 
X{EPSU} is appropriate in certain circumstances. You 
might want to consider migrating to those modifiers, 
again because it’s a greater level of specificity. It doesn’t 
necessarily affect reimbursement at this point, but that’s 
not to say that it couldn’t in the future as CMS decides 
to make those parameters a little more restrictive.

Question: Can you provide clarification on multiple 
venipunctures in one episode of care? Is it considered correct 
coding to report all of these with a unit of service of one?

Answer: For charge capture for all venipunctures, 
you’re going to charge your individual venipunctures, so 
that would be a unit of one for a specific charge. But when 
we talk about the charges being represented on a claim for 
a single date of service or an episode of care, the units may 
be higher because of the way the claim creation sums the 
services with the same CPT code for a single date of service.

For example, if you have an observation patient, 
multiple venipunctures may be performed and charged 
as multiple line items over multiple dates of service, 
because observation patients can stay up to 48 hours. 
But when it comes to reporting the services on the 
claim, Medicare only wants to see one unit no matter 
how many venipunctures were done.

You do want credit for the cost of the services that 
were provided to the patient. So, instead of having four 
venipunctures total on a Medicare claim with units of 
4 and $40, you want one line item with one unit and 
a total of $40. You did $40 worth of services based 
on charges. You want Medicare to know you did that 
because they take your charges and back into what it 
cost you based on information that they get from your 
cost report (your cost-to-charge ratio).

So, if you only report a unit of one with $10, you 
have effectively only reported 25% of your cost. It 
seems counterintuitive to do that. However, if you were 
billing a commercial payer, they would accept all those 
units, so they’ll accept four units at $40 [total].

A commercial payer knows what your charge 
is for those four venipunctures, and they know that 
based on how they calculate what it costs you, if your 
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reimbursement with that payer is cost based. You want to 
give Medicare that same information. Medicare just puts 
a unit exception on how many units it wants to see on the 
claim. This becomes a reporting vs. a charging scenario. 
We want to charge what we did but report it compliantly, 
and the two are compliant together, although on the 
surface it doesn’t necessarily feel that way.

Question: You gave the following scenario as an 
example for handling PTP edits: A patient presents 
to the radiology department for a CT and CTA of the 
head due to prolonged severe headaches. The physi-
cian has ordered both procedures to be performed. 
Are there specific considerations for when it would be 
appropriate to add modifier 59 and trigger the compre-
hensive APC (C-APC)?

Answer: Because these tests are of the same anatom-
ical area (the head, in this scenario), when these are or-
dered and performed at the same time, a modifier would 
not be appropriate because you’ve only done one single 
technical study. If a single technical study is performed, 
which is used to generate images for the report, even if 
two reports are dictated but you’ve only done one techni-
cal procedure, you can only report one of the services.

Most of the time, and Medicare acknowledges this, 
there is no medical necessity for separate CT/CTAs or 
MRI/MRAs of the same anatomical area. CMS is not 
expecting to see two codes for the same study. One study, 
one code. If you do two studies and report two codes, you 
must have the medical necessity documented.

The example I used was of a patient who came to the 
ED, they did a CT scan, and it looked OK. But then, two 
hours later, the patient started having other symptoms. They 
determined that there was something going on, and they 
sent the patient back for a CTA because they needed more 
information. That scenario would support medical necessity, 
but that’s an uncommon scenario. 

Typically, if they’re expecting it to be a soft tissue in the 
brain, for instance, vs. the vascular structure, they’ll order 
both at the same time because they don’t really know what 
they’re looking for, so they want to look at all options.

Reporting the codes is based on those parameters: 
a single technical study or medically necessary sepa-
rate studies. — Nicole Votta (nvotta@hcpro.com)  

Editor’s note: Information in this article was adapted from the March 2021 webinar 

Clearing Up NCCI and MUEs: Best Practices to Resolve Edits and Protect 
Revenue. Learn more: https://hcmarketplace.com/clearing-up-ncci-mues. 

Ask Part B News

What to do when a consulting 
doc skips the interprofessional 
consult’s verbal report

Question: We’ve been reporting the interprofes-
sional consult codes (99446-99449). The descriptor for 
this code reads “Interprofessional telephone/Internet/
electronic health record assessment and management 
service provided by a consultative physician, including 
a verbal and written report to the patient’s treating/
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requesting physician or other qualified health care 
professional” followed by time ranges of services of 5-10 
minutes, 11-20 minutes, 21-30 minutes or 31 minutes or 
more for “medical consultative discussion and review.”

Our problem is that the doctor frequently forgets to 
perform the verbal report. Is there a way to report the 
consult at all? 

Answer: Yes. When the physician performs at least 
five minutes of medical consultative time and the only 
thing missing is the verbal report, you may submit code 
99451 (Interprofessional telephone/Internet/electronic 
health record assessment and management service 
provided by a consultative physician, including a writ-
ten report to the patient’s treating/requesting physician 
or other qualified health care professional, 5 minutes or 
more of medical consultative time).

This is the only code available for an interprofes-
sional consult performed without the verbal report. 
There is no code that describes an interprofessional 
consult performed without a written report.

To encourage your doctor to complete the verbal 
opinion report, remind him that 99451 will represent 
a reduction in the revenue he could have earned 
when he spends at least 21 minutes on an interprofes-
sional consult.

The national payment for 99451 is $36.29, compared 
to $53.74 for a 21-30 minute consult (99448) and $73.28 
for 31 minutes or more (99449). So it is definitely worth 
the provider’s time to perform and document the verbal 
opinion portion of the service. — Julia Kyles, CPC 
(jkyles@decisionhealth.com)  

Ask Part B News

How to accurately report multiday 
EEGs, with and without video

Question: When might it be appropriate to report 
CPT codes for multiday electroencephalograms 
(EEG)? In addition, should these codes be billed on the 
day of initiating or ending the EEG study?

Answer: Effective January 2020, the AMA intro-
duced six new codes for multiday electroencephalogram 
(EEG) testing. These codes are used to report the pro-
fessional component for extended EEG services based 
on the time of the recording and video provision.

CPT codes for multiday EEG monitoring are:

• 95721 (EEG, continuous recording, physician or oth-
er qualified healthcare professional review of record-
ed events, analysis of spike and seizure detection, 
interpretation, and summary report, complete study; 
greater than 36 hours, up to 60 hours of EEG record-
ing, without video).

• 95722 ( … ; greater than 36 hours, up to 60 hours of 
EEG recording, with video).

• 95723 ( … ; greater than 60 hours, up to 84 hours of 
EEG recording, without video).

• 95724 ( … ; greater than 60 hours, up to 84 hours of 
EEG recording, with video).

• 95725 ( … ; greater than 84 hours of EEG recording, 
without video).

• 95726 ( … ; greater than 84 hours of EEG recording, 
with video).

In an EEG laboratory, the provider may monitor 
the patient by EEG and video over a number of hours. 
This type of EEG may be recommended for patients 
with seizure types that occur very frequently or at spe-
cific times of day. The new codes replaced the former 
long-term monitoring codes 95950, 95951, 95953 and 
95936, which were deleted as of Jan. 1, 2020.

Sometimes, the testing facility will send video 
equipment home with a patient undergoing EEG 
monitoring. At-home testing records a person’s activity 
and seizures during their daily activities and while they 
sleep. When the EEG test is done at home, it is called 
an ambulatory EEG.

The CPT Manual does not specify the date of 
service that must be reported for a multiday study; 
however, the most common practice is to use the date 
the procedure starts. If you use an alternate procedure 
date (e.g., the read date), note that on your claim and 
have the physician document the “procedure date” and 
the “read date” in the formal interpretation.

That will help you keep the documentation clear for 
audit, compliance and transparency purposes. — Lori-
Lynne A. Webb, CPC, CCS-P, CCP, CHDA, COBGC, 
ICD-10-CM/PCS (pbnfeedback@decisionhealth.com)  

Editor’s note: Lori-Lynne A. Webb, CPC, CCS-P, CCP, CHDA, COBGC, ICD-10-CM/

PCS, answered this question during the HCPro webinar, Neurology Overview: 
Navigate ICD-10-CM and CPT Coding for Common Conditions. Learn more: 

https://hcmarketplace.com/neurology-overview. 
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