
Matthew Grierson, MD, FAAPMR; Carlo Milani, MD, FAAPMR; 
Carrie Winter, RHIA, AANEM Health Policy Manager; and 
Carolyn Millett, AAPM&R Senior Manager of Reimbursement & 
Regulatory Affairs

For this month’s coding installment, we take you through several 
questions that commonly arise when billing for electromyography and 
nerve conduction studies.  

Can I use CPT code 95887 (NON-EXTREMITY EMG, done same 
day as nerve conduction studies) when I perform needle EMG 
on the cervical paraspinal muscles on the same day as nerve 
conduction studies (NCS)?

Yes, this is possible in the right situation.  

Code 95887 (NON-EXTREMITY EMG, done same day as NCS) can 
be used when testing paraspinal muscles only if muscles in the 
corresponding limb are NOT tested. For example, if you needle the 
RIGHT cervical paraspinal muscles along with muscles from the LEFT 
upper limb or EITHER lower limb, you could bill both 95887 and 95885 
(LIMITED needle EMG of extremity, done same day as NCS) or 95886 
(COMPLETE needle EMG of extremity, done same day as NCS).

A common question comes up when someone performs a limited 
needle EMG extremity study (fewer than 5 muscles) on a given limb 
along with the corresponding paraspinal musculature. This might 
occur if you have to stop the test early due to pain. For instance, if 
you were to test the biceps, triceps and deltoid in the LEFT arm along 
with the LEFT cervical paraspinal muscles, you would use code 95885 
because this would qualify as a LIMITED needle EMG extremity study. 
It would be incorrect to also bill 95887 in this scenario.

Keep in mind that 95887 is considered an “add-on” code (similar to 
95885 and 95886), which is why it is listed with a “+” sign if you are 
reviewing the code in the CPT codebook, because it is only used when 
NCS is done on the same day. In this case, the primary code it is being 
added on to is the code for the NCS (95907-95913). You would not 
report 95887 in conjunction with EMG codes 95867-70, since the latter 
group of codes are not add-on codes and you would only use them if 
no nerve conduction studies were performed on that day.

Definitions:

• Complete needle EMG: five or more muscles studied, innervated by
three or more nerves or four or more spinal levels

• Limited needle EMG: four or fewer muscles studied

• Non-extremity EMG: Includes the cranial nerves and all axial
muscles (e.g., paraspinal muscles)

We submitted a claim for a nerve conduction study on the right 
hand including the right median sensory nerve to the second 
digit, right median nerve to the fourth digit, right ulnar sensory 
nerve to the fourth digit, and right ulnar sensory nerve to the 
fifth digit. We billed for four nerves according to Appendix J, but 
our claim was denied. The insurance company said it was because 
each nerve constitutes one unit of service per CPT, therefore the 
median sensory and ulnar sensory could only be billed once each. 
What should we do?

A complete list of motor, sensory and mixed nerves and nerve 
segments can be found in Appendix J in the back of the CPT 
codebook. Each nerve and nerve segment listed on this table can be 
counted separately towards the total. The sum of the separate nerves 
tested should be added to determine which NCS code to report.

Misinterpretation of Appendix J by insurance companies is a fairly 
common reason for denials. An appeal to the denied claim should be 
initiated. From a CPT perspective, as long as the testing is performed 
on different nerves or nerve branches included in Appendix J, each 
nerve or nerve segment may be reported as one unit. For example, 
the median sensory nerve has six different nerve segments that can 
each be counted (and billed) separately. 

Can I bill 95885 (LIMITED needle EMG of extremity, done same 
day as NCS) and 95886 (COMPLETE needle EMG of extremity, 
done same day as NCS) together if the testing was done on 
separate limbs?  I am having difficulty getting reimbursed.

Yes. CPT codes 95885 and 95886 can be billed concurrently for the 
same patient on the same day. Any combination of these code can 
be used for a total of four separate limbs billed on the same day.  
However, there is a National Correct Coding Initiative (NCCI) Edit in 
place to prevent these codes from being billed at the same time on 
the same limb. If you use modifier 59 on code 95885 to indicate that 
testing was performed on a different anatomic location, this can help 
ensure that the claim goes through.  If it is denied despite using a 
modifier 59, an appeal should be initiated.

Your Academy is a great resource for questions on billing and coding.  
Contact Academy staff at codingquestions@aapmr.org.    v
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Raising Physiatry’s Voice

• On November 25, 2019, your Academy submitted a comment letter to UnitedHealthcare (UHC) presenting recommendations on behalf of physiatry
regarding a new program UHC has launched to address low back pain. The program provides UHC patients with 3 physical therapy or chiropractic
visits for $0 out-of-pocket to encourage patients to choose non-invasive options for their low back pain treatment. In response to our letter, UHC
representatives have been in touch with the Academy and we look forward to continued dialogue on this issue in the coming months.

• On December 2, 2019, your Academy submitted comments to CMS regarding the Hospital Outpatient Prospective Payment System Final Rule
encouraging Medicare to reimburse for destruction by neurolytic agent of genicular nerve branches at a rate reflective of the fact that this procedure
is typically performed in a hospital or ambulatory surgical center.

• On December 6-7, your Academy’s multi-stakeholder Future of Inpatient Rehabilitation Workgroup met at AAPM&R Headquarters to discuss current 
challenges with delivering post-acute care rehabilitation and potential strategies and solutions. The Workgroup will meet again soon to solidify next steps. 

• The Reimbursement and Policy Review Committee (RPRC) met on December 14, 2019 to discuss several important reimbursement-related agenda
items, including the release of the 2020 Medicare Physician Fee Schedule, RUC and CPT activities, and position statements.

• On December 19, 2019, your Academy submitted comments in response to the National Committee for Quality Assurance (NCQA) call for public
comments on their proposed updates to the Healthcare Effectiveness Data and Information Set (HEDIS) and Consumer Assessment of Healthcare
Providers and Systems (CAHPS) measure lists for 2021 Health Plan Ratings. The AAPM&R Pain Management and Opioid Prescribing Task Force reviewed
the specifications for the proposed Risk of Continued Opioid Use (COU) – 15-Day Rate and did not support its inclusion in the health plan ratings.

• On December 20, your Academy commented on 2 proposed rules: one from the Centers for Medicare and Medicaid Services (CMS) addressing
regulations related to the Physician Self-Referral Law (aka the “Stark Law”); and a second from the Health and Human Services Office of the Inspector
General (OIG) addressing regulations related to the Anti-Kickback Statute.

• The Health Policy & Legislation (HP&L) Committee successfully recruited support by Congressional Representative Kendra Horn (D-OK) for the
Improving Seniors’ Timely Access to Care Act (HR 3107). HP&L has continued to actively advocate for HR 3107, which streamlines prior authorization,
since their April 2019 Day on the Hill visit.

• HP&L continues to lead advocacy efforts to introduce the Access to Inpatient Rehabilitation Therapy Act of 2019. This bill aims to restore flexibility
and physician judgment when determining which services are counted toward the three-hour rule in Inpatient Rehabilitation Facilities. AAPM&R
has been leading interested stakeholders (American Medical Rehabilitation Providers Association, the Brain Injury Association of America, and
the American Therapeutic Recreation Association) in the effort to recruit bi-partisan Congressional sponsors for this bill by visiting interested
Congressional offices, submitting comments to Congressional Requests for Information, and by disseminating sign-on letters.
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PM&R Editor’s Choice Best Paper Awards 2019
Congratulations to the recipients of the following 3 Best Paper Awards:

Foundation for Physical Medicine and 
Rehabilitation (FPM&R)/PM&R Best 
Original Research Award. 

Evaluation of the Combined Application 
of Neuromuscular Electrical Stimulation 
and Volitional Contractions on Thigh 
Muscle Strength, Knee Pain, and Physical 
Performance in Women at Risk for Knee 
Osteoarthritis: A Randomized Controlled Trial

Kaitlin G. Rabe BS, Hiroo Matsuse MD, 
Anthony Jackson BS, Neil A. Segal MD, MS

PMR 2018; 10:1301-1310

Best International Original Research

Cardiovascular Risk Factors Among Older Adults with Long-Term 
Spinal Cord Injury

Sophie Jorgensen, MD, PhD, Mattias Hill, MD, Jan Lexell, MD, PhD

PMR 2019; 11: 8–16

PM&R Best Young Investigator Original Research Paper 

Quantifying and Reducing Retained Botulinum Toxin Postinjection

Ryan Solinsky, MD, Steven C. Kirshblum, MD

PMR 2019; 11:33-37

To view these articles, visit www.pmrjournal.org.  v
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mē® Resource Spotlight: 2019 Annual Assembly Rewind
Head to me.aapmr.org to access and purchase the 2019 Annual Assembly Rewind–
more than 90 session recordings and slide shows from the 2019 AAPM&R Annual 
Assembly in San Antonio, available as a complete bundle or in individual packages 
focusing on specific clinical areas. Visit me.aapmr.org to learn more and access any 
pearls you missed at #AAPMR2019!




