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Breast Imaging

Information on Coding, Value 
and Coverage for Tomosynthesis
This article is reprinted by permission of  the American College of  Ra-
diology from the November 14, 2014 issue of  the ACR Advocacy in 
Action eNews.  For more information about tomosynthesis, please see 
these other ACR articles:

CMS Establishes Breast Tomosynthesis Values in 2015 MPFS Final Rule
http://www.acr.org/News-Publications/News/News-
Articles/2014/Economics/20141105-CMS-Establishes-
Values-for-Breast-Tomosynthesis-in-2015-Final-Rule

Position Statement on Breast Tomosynthesis
http://www.acr.org/About-Us/Media-Center/Position-
Statements/Position-Statements-Folder/20141124-ACR-
Statement-on-Breast-Tomosynthesis

For calendar year (CY) 2015, the Centers for Medicare and 
Medicaid Services (CMS) released new codes and values for 

digital breast tomosynthesis (DBT). Table 1 below shows the 
three new Current Procedural Terminology (CPT®) codes that 
were created as requested by the American College of  Radiology 
(ACR), the American Roentgen Ray Society the Radiological So-
ciety of  North America, and the value approved by the Relative 
Value Scale Update Committee (RUC). Although the CPT Edito-
rial Panel created three new codes (77061, 77062 and 77063) for 
CY 2015, CMS intends to only recognize the screening add-on 
code, 77063, Screening digital breast tomosynthesis, bilateral, in con-
junction with the digital screening mammography code, G0202. 
CMS deems the new diagnostic DBT CPT codes (77061 and 
77062) not valid for Medicare purposes for 2015 by assigning 
them a status indicator of  “I.” CMS, instead, created a new add-
on G-code (G0279) to be used with the existing digital diagnostic 
mammography codes  (G0204 and G0206) to reflect the work of  
tomosynthesis when provided with diagnostic digital mammog-
raphy. This reflects a policy decision by CMS on the use of  these 
new codes, but the publication of  these new codes in the CPT 
2015 codebook makes them available for other payer use. 

From the President 

2014 was a roller-coaster year for 
radiology coders.  ICD-10 imple-

mentation brought new meaning to 
the old phrase, “Hurry up and wait.”  
There were also more bundled CPT® 
codes particularly for breast inter-
ventions and interventional radiolo-
gy.  The year also saw a continuation 
of  outreach and engagement by the 
RCCB to the RCCs that started in 
2013 with the launch of  the new 
website.  RCC Update, in partner-
ship with Coding Strategies, Inc., 
is the most visible and hopefully 

helpful example of  our new commitment to engagement.  
RCCs will be provided with several opportunities next year 
to provide input into the composition of  the exam going 
forward.  I am excited about the opportunities before us in 
the new year.  Happy Holidays!

Renée Engle, RCC, FRBMA, 
President, 

RCCB Board of  Directors

Information on Coding, Value and Coverage 
for Tomosynthesis
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Further, the payment rate for the new diagnostic DBT 
code, G0279 (0.60 RVU), is lower than the recommendation 
made by the RUC for the diagnostic DBT CPT codes (0.70 
RVs for unilateral and 0.90 RVU for bilateral). The ACR 
disagrees that the payment rate for screening and diagnostic 
DBT should be equal, as diagnostic is more work intensive. 
The ACR made this argument before the RUC and the RUC 
recommendation to CMS did reflect incremental increases 
in value between the unilateral, bilateral and screening DBT 
codes. CMS plans to re-evaluate the RVUs, and thus payment 
amounts, for 77061 and 77062 when the entire mammogra-
phy family is reviewed by the RUC in the future.

Medicare will instruct its Medicare Administrative Contrac-
tors to pay for the combination of  mammography and tomo-
synthesis using the existing digital mammography G-codes for 
the mammogram and add-on codes for DBT for 2015. Private 
payers are encouraged to also cover tomosynthesis by either pay-
ing under this same coding scheme or using all of  the new CPT 
codes that were created and are available. The ACR is currently 
in talks with CMS to provide the appropriate coding guidance 
for the uncommon occurrence when digital breast tomosynthe-
sis does not accompany planar mammography.  Private payers 
do have the authority to use 77061 and 77062 for accurate cod-
ing and payment of  this service.

In an effort to reduce patient exposure further, each of  the 
manufacturers with current approval of  their DBT systems 
have designed systems that allow the full-field digital mam-
mography (FFDM) images to be generated from the multiple 
small exposures of  the DBT system rather than necessitating 
an additional exposure to acquire a FFDM image.  Whether 
a FFDM is derived from a single larger exposure or a series 
of  smaller exposures, it is still a full-field digital mammogram 
and should be coded as such.

The ACR recommends that radiology practices check with 
their payers to see if  they will begin to cover this important 
service and if  they will recognize the new diagnostic tomo-
synthesis CPT codes or only recognize the CMS-created 
diagnostic tomosynthesis G-code. The ACR offers the below 
recommended RVUs as a point of  negotiation for pricing if  
discussions with a private payer include coding and payment 
for diagnostic tomosynthesis using the new CPT codes.

Information on Coding, Value and Coverage 
for Tomosynthesis
continued from previous page

Information on Coding, Value and Coverage 
for Tomosynthesis

continued on next page

Congratulations All 2014 RCCs!

The RCCB Board of  Directors congratulates and recog-
nizes all of  the following individuals who passed the 

RCC exam in 2014:

Jennifer Lynne Bash, RCC Alison Michelle Leyton, 
RCC

Jennifer Leigh Blount, 
RCC

Kirsten Marie Lieberman, 
RCC

Concepcion Bott, RCC Charles Mistretta, RCC
Regina Carter, RCC Ingrid Moore, RCC
Jodi Chilcoat, RCC Al Moses, RCC
Lori Clark, RCC Jennifer Lynn Paul, RCC
Kimberly Denis Cross, 
RCC

Ginger Gamble Phillips, 
RCC

Chad Richard Darre, RCC Candice Rewey, RCC
Patricia DePillo, RCC Samantha Dean Reynolds, 

RCC
Rena Dite, RCC Casey Dawn Robin, RCC
Jeannine T. Duran, RCC Elizabeth M. Saak, RCC
Cynthia Jean Everett, RCC Lily Shack, RCC 
Sharon Haley Filson, RCC Angela Marie Simpson, 

RCC
Leslie Ridgeway Forsman, 
RCC

Andrea Nicole Spinner, 
RCC

Alexander Galvez, RCC Cathy Lynn Stubbins, RCC
Sandra Giangreco, RCC Kimberly Thieman, RCC
Stacie Ann Graham, RCC Patrice L. Tubb, RCC
Teresa K. Hensley, RCC Nicole Erin Williams, RCC
Christopher Robert 
Hughes, RCC

Kristie Kaye Woodbury, 
RCC

Pamela Dawn Kampman, 
RCC

Michael Wu, RCC

Kelly Lee Kendle, RCC

Note: The new procedure codes for breast tomosynthesis 
are exempt from the Ordering of  Diagnostic Tests Rule and 
do not require a separate order from the referring physician.  
However, when breast tomosynthesis codes are used, the 
breast tomosynthesis procedure should be clearly document-
ed in the report.  The breast tomosynthesis codes fall within 
the test design exception described in CMS Transmittal 1725.

http://www.codingstrategies.com
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2015 
CPT/ 

HCPCS
Mod* Status Description Global

RUC 
Rec 

RVUs

2015 
Work 
RVUs

2015 Non-
Facility PE 

RVUs

2015 Mal-
practice 
RVUs

2015 
Total 
Non-

Facility 
RVUs

2015 
Payment 

Rate
(CF = 

35.8013)

77061 I
Breast tomosynthesis unilateral 
[diagnostic]

XXX 0.70 0.00 0.00 0.00 0.00 $ -

TC 0.00 0.00 0.00 0.00 $ -
26 0.00 0.00 0.00 0.00 $ -

77062 I
Breast tomosynthesis bilateral 
[diagnostic]

XXX 0.90 0.00 0.00 0.00 0.00 $ -

TC 0.00 0.00 0.00 0.00 $ -
26 0.00 0.00 0.00 0.00 $ -

77063 A Breast tomosynthesis bilateral [screen] XXX 0.60 0.60 0.93 0.05 1.58 $56.57
TC 0.00 0.71 0.01 0.72 $25.78
26 0.60 0.22 0.04 0.86 $30.79

G0202 A Screening mammography digital XXX 0.70 3.02 0.05 3.77 $134.97
TC 0.00 2.77 0.01 2.78 $99.53
26 0.70 0.25 0.04 0.99 $35.44

G0204 A
Diagnostic mammography digital 
[bilateral]

XXX 0.87 3.67 0.06 4.60 $164.69

TC 0.00 3.35 0.01 3.36 $120.29
26 0.87 0.32 0.05 1.24 $44.39

G0206 A
Diagnostic mammography digital 
[unilateral]

XXX 0.70 2.87 0.05 3.62 $129.60

TC 0.00 2.62 0.01 2.63 $94.16
26 0.70 0.25 0.04 0.99 $35.44

G0279 A Tomosynthesis, mammo screen** ZZZ 0.60 0.93 0.05 1.58 $56.57
TC 0.00 0.71 0.01 0.72 $25.78
26 0.60 0.22 0.04 0.86 $30.79

77055 A Mammogram one breast [film] XXX 0.70 1.77 0.05 2.52 $90.22
TC 0.00 1.51 0.01 1.52 $54.42
26 0.70 0.26 0.04 1.00 $35.80

77056 A Mammogram both breasts [film] XXX 0.87 2.31 0.06 3.24 $116.00
TC 0.00 1.99 0.01 2.00 $71.60
26 0.87 0.32 0.05 1.24 $44.39

77057 A Mammogram screening [film] XXX 0.70 1.56 0.05 2.31 $82.70
TC 0.00 1.30 0.01 1.31 $46.90
26 0.70 0.26 0.04 1.00 $35.80

Information on Coding, Value and Coverage for Tomosynthesis
continued from previous page

*Global payment = no modifier; technical component = modifier TC; 
professional component = modifier 26.

**Status I = Not valid for Medicare purposes. Medicare uses another 
code for the reporting of  and the payment for these services; A = Active 

***CMS appears to have a number of  inconsistencies in the rule. The 
long descriptor for G0279 is listed (p. 350) as Diagnostic digital breast 
tomosynthesis, unilateral or bilateral (list separately in addition to 
G0204 or G0206), which is correct. 

Note: Screening tomosynthesis is considered a preventative service with 
no co-pay. Patients will not be responsible for any co-pays associated with 
the new screening DBT code. The screening tomosynthesis add-on code, 
77063, would be subject to the same co-insurance/deductible policies 
as other screening mammography services. Code G0279 relates to a 
diagnostic procedure; therefore, it would not follow the same policies as 
those established for the screening studies. 

http://www.codingstrategies.com
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Procedure Codes

Myelogram Billing in 2015

The 2015 CPT® manual offers a mix of  both old and new 
codes for myelograms.  This article explains the rules for 

using the new codes as well as the circumstances when the 
old ones should be used.

Myelography is a contrast exam of  the spinal cord and 
nerve roots.  Contrast is injected into the subarachnoid space, 
usually in the lumbar region, although in certain cases cer-
vical injections are performed.  The table is adjusted so that 
the contrast flows into the portion of  the spine that needs to 
be studied.  Finally, x-rays of  the spine are taken in multiple 
projections. CT scans may also be performed following the 
x-rays or instead of  the x-rays, and this is sometimes referred 
to as a “CT myelogram.”

Radiographic Myelogram with Lumbar Injection

The code assignment for a radiographic myelogram will 
depend on whether the contrast was injected in the cervical 
or lumbar region.  We’ll discuss lumbar injections first, since 
they are by far the most common. Remember that the injec-
tion and the imaging study do not have to be in the same area 
of  the spine.  For example, the radiologist can inject contrast 
in the lumbar region and perform an imaging study of  the 
thoracic or cervical region of  the spine.

If  a single physician or practitioner performs the lumbar 
contrast injection and also the imaging, you will report the 
service using one of  four new comprehensive codes:

62302 Myelography via lumbar injection, including 
radiological supervision and interpretation; 
cervical

62303 . . . thoracic
62304 . . . lumbosacral
62305 . . . 2 or more regions (eg, lumbar/thoracic, 

cervical/thoracic, lumbar/cervical, lumbar/
thoracic/cervical)

These codes include the fluoroscopic guidance for needle 
placement, the lumbar contrast injection, and the diagnostic 
x-ray imaging of  the spine.  Only one code from this series 
should be assigned.  If  a single spinal region was imaged, se-
lect code 62302 (cervical), 62303 (thoracic), or 62304 (lumbo-
sacral).  If  two or more spinal regions were imaged, only code 
62305 should be assigned.

The CPT® manual indicates that you cannot report the 
comprehensive codes from series 62302-62305 together with 

the codes for myelogram injection (61055, 62284) or the 
component codes for myelogram imaging (72240-72270).

Example #1:  Contrast injection at L3-L4 under fluoro-
scopic guidance, followed by x-ray imaging of  the thoracic 
spine.  Report code 62303, which includes both the injection 
and the imaging.

Example #2:  Contrast injection at L3-L4 under fluoro-
scopic guidance, followed by x-ray imaging of  the thoracic 
and lumbosacral spine.  Report code 62305, which includes 
the injection and the imaging of  2 or more spinal regions (in 
this case, the thoracic and lumbosacral regions).

In some cases one physician or practitioner will perform 
the contrast injection for the myelogram and another will 
provide the imaging service.  In this situation each provider 
should report the component code for the service he or she 
performed.  (Note:  Unless the payor instructs otherwise, for 
the technical component the facility should report the com-
prehensive code when both the injection and the imaging oc-
curred at the facility, even if  the two services were performed 
by different physicians.)

Lumbar contrast injection as a stand-alone service is re-
ported with code 62284 [Injection procedure for myelography and/or 
computed tomography, lumbar (other than C1-C2 and posterior fossa)].  
Note that this code has been revised for 2015.  Previously it 
could be used for injection in any part of  the spine except 
cisternal or lateral C1-C2 puncture, but now it is limited to 
the lumbar region.

Myelogram imaging as a stand-alone service is reported 
with the following codes, which have not changed since 2014:

72240  Myelography, cervical, radiological supervi-
sion and interpretation

72255  Myelography, thoracic, radiological supervi-
sion and interpretation

72265  Myelography, lumbosacral, radiological su-
pervision and interpretation

72270 Myelography, 2 or more regions (eg, lumbar/
thoracic, cervical/thoracic, lumbar/cervical, 
lumbar/thoracic/cervical), radiological super-
vision and interpretation

The CPT® manual indicates that codes 72240-72270 
should not be reported together with 62284.  Instead, if  a 
single provider performs both the injection and the imaging, 
a comprehensive code from the series 62302-62305 should be 
assigned.

Myelogram Billing in 2015
continued on next page

http://www.codingstrategies.com
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Example #3:  Physician A injects contrast at L3-L4 under 
fluoroscopic guidance.  Physician B supervises and interprets 
the imaging of  the thoracic and lumbosacral spine.  Physician A 
should report code 62284 for the injection.  Physician B should 
report code 72270 for the imaging.  The facility should report 
comprehensive code 62305 unless the payor requests otherwise.

Radiographic Myelogram with Cervical Injection

There are no comprehensive codes for myelograms per-
formed via cervical injection.  Instead, separate codes must 
be assigned for the injection and the imaging, even if  both 
services are performed by the same provider.

The injection is reported with code 61055 [Cisternal or 
lateral cervical (C1-C2) puncture; with injection of  medication or other 
substance for diagnosis or treatment].  The myelogram imaging is 
reported with a code from the series 72240-72270.

Example #4:  Contrast injection via lateral C1-C2 punc-
ture under fluoroscopic guidance, followed by radiographic 
myelography of  the cervical spine.  Report code 61055 for 
the injection and 72240 for the myelography.  The fluoro 
guidance is included in 72240.

If  the physician performs posterior fossa myelography 
or cisternography rather than regular cervical myelography, 
code 70010 (Myelography, posterior fossa, radiological supervision and 
interpretation) or 70015 (Cisternography, positive contrast, radiological 
supervision and interpretation) should be assigned. However, the 
ACR-ASNR-SPR “Practice Parameter for the Performance 
of  Myelography and Cisternography” states, “Imaging for 
cisternography is typically obtained with CT; conventional 
radiographic images are not usually obtained.”

Combined Radiographic and CT Myelogram

When a radiographic myelogram is performed together 
with a CT myelogram, the code assignment will depend on 
whether the same physician or practitioner performs both the 
lumbar contrast injection and the radiographic myelogram 
imaging.  If  both the injection and the imaging are performed 
by the same physician, the radiographic myelogram should 
be reported with one of  the comprehensive codes from the 
series 62302-62305.  The CT scan should be coded separately 
using the applicable “with contrast” CT code.

The September 2014 issue of  CPT® Assistant contained 
guidelines for determining when it is appropriate to report a 
radiographic myelogram code together with a CT code.   The 
article states that it is not appropriate to report a radiographic 
myelogram code unless this service was ordered by the refer-

ring physician or practitioner.  Specifically, the article states 
that an order for a CT scan with intrathecal contrast “does 
not constitute adequate justification for the additional X-ray 
myelogram.”  Additionally, there must be documentation of  a 
complete diagnostic radiographic myelogram, not just “a few 
images documenting intrathecal needle placement.”

Example #5:  Contrast injection into the lumbar spine 
under fluoro guidance, followed by a complete diagnostic 
radiographic lumbar myelogram and CT scan of  the lumbar 
spine, all services by same physician.  Assign code 62304 for 
the contrast injection and radiographic myelogram and code 
72132 for the contrast CT of  the lumbar spine.  Note – At 
this time CMS has not yet released the CCI edits for first 
quarter 2015.  If  there is an edit for this code pair, it would be 
appropriate to apply modifier 59 as long as the criteria from 
the September 2014 CPT® Assistant article are met.

Conclusion

Remember to use the new myelogram combination codes 
when your practice or facility provides both the injection and 
the imaging.  And if  your radiologists perform radiographic and 
CT myelograms together, make certain the documentation of  
these services meets the criteria for separate reporting.  Also, 
keep in mind that CMS will almost certainly establish new CCI 
edits for the comprehensive myelogram codes during 2015, and 
it may be necessary to apply a modifier to the myelogram code 
or the CT code, depending on how the edit is structured.

- Article by Coding Strategies® Staff

Myelogram Billing 2015
continued from previous page

RCCB Exhibiting at Upcoming 
Meetings
RCCB will be exhibiting at the following meetings:

• RBMA’s 2015 Radiology Summit on June 7-10 at 
Caesar’s Palace in Las Vegas, NV

• RBMA’s 2015 Fall Educational Conference on Sep-
tember 27-29 at the Hilton Austin in Austin, TX

RCCs Recertifying in 2015

RCCs recertifying in 2015 must submit their application 
by the deadline, but no more than 60 days prior to the 

deadline.  For a list of  deadlines and fees, please visit the 
RCCB website at http://rccb.org/dates-deadlines-fees.  The 
recertification form can be found at http://rccb.org/appli-
cations.  Remember, RCCs applying for recertification by 
continuing education in 2015 are required to obtain at least 
2.5 RCCB-approved CEUs pertaining to ICD-10.

http://www.codingstrategies.com
http://rccb.org/dates-deadlines-fees
http://rccb.org/applications
http://rccb.org/applications
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Interventional

Meet the New Spinal 
Intervention Codes

The 2015 CPT® code set includes new codes and coding 
guidelines for percutaneous vertebroplasty, vertebral 

augmentation (“kyphoplasty”), and sacroplasty.  This article 
reviews the new codes and shows you how to use them for 
your 2015 services.

Procedure Technique

Percutaneous vertebroplasty and vertebral augmentation 
are performed primarily to treat vertebral compression 
fractures, in which the vertebrae collapse and lose height.  
Vertebral compression fractures can result from trauma 
but are more often caused by bone disease, particularly 
osteoporosis or bone metastases.

The new “Percutaneous Vertebroplasty and Vertebral 
Augmentation” guidelines section in the 2015 CPT® 
manual contains the following procedure definitions to help 
distinguish among these somewhat similar procedures:

•	Vertebroplasty:  “the process of  injecting a material 
(cement) into the vertebral body to reinforce the struc-
ture of  the body using image guidance”
•	Vertebral augmentation:  “the process of  cavity cre-

ation followed by the injection of  the material (cement) 
under image guidance”
•	 Sacroplasty:  “the creation of  a cavity within a sacral 

vertebral body followed by injection of  a material to fill 
that cavity”

Note that the primary difference between vertebroplasty 
and vertebral augmentation is that augmentation involves 
cavity creation while vertebroplasty does not.  

Vertebroplasty

For 2015 three new comprehensive vertebroplasty codes 
have been created:

22510 Percutaneous vertebroplasty (bone biopsy 
included when performed), 1 vertebral body, 
unilateral or bilateral injection, inclusive of  all 
imaging guidance; cervicothoracic

22511 . . . lumbosacral
+22512 . . . each additional cervicothoracic or lum-

bosacral vertebral body (List separately in 
addition to code for primary procedure)

The CPT® manual states that these codes include “imaging 
guidance necessary to perform the procedure.”  The codes 
that were previously assigned for radiological supervision 
and interpretation (S&I) of  vertebroplasty (72291 and 72292) 
have been deleted.  The vertebroplasty codes also include 
moderate sedation.

The guidelines also state that the vertebroplasty codes 
include “bone biopsy when performed.”  Notes in the CPT® 
manual clarify that biopsy is not to be coded separately “when 
performed at the same level” as the vertebroplasty.  However, 
biopsy of  a different vertebral level can be coded separately. 

The guidelines state, “Use one primary procedure code 
and an add-on code for additional levels.”  There are separate 
primary codes for the cervicothoracic spine (22510) and 
the lumbosacral spine (22511).  Add-on code +22512 can 
be assigned for additional levels in either area of  the spine.  
The guidelines also state, “When treating the sacrum, sacral 
procedures are reported only once per encounter.”  Keep in 
mind that the sacrum is made up of  5 vertebrae that fuse into 
a single structure during adolescence and early adulthood.

The CPT® manual does not specifically address scenarios 
where the physician treats one cervicothoracic vertebra and 
one lumbosacral vertebra during the same encounter.  The 
2015 National Correct Coding Initiative Policy Manual states 
that the physician may report only one primary procedure code 
within each family of  codes (22510-22512 for vertebroplasty 
and 22513-22515 for kyphoplasty).  Any additional levels that 
are treated must be reported using the add-on code, regardless 
of  “whether the additional level(s) are contiguous or not.”  
This is a change from the 2014 CCI policy, which allowed 
physicians to report two primary codes for treatment of  two 
non-contiguous levels—for example, vertebroplasty of  the T5 
level (22510) and the L3 level (22511).

Example #1:  Under fluoroscopic guidance, the physician 
places needles into both sides of  the L4 vertebra and injects 
cement.  The physician also takes a needle biopsy of  L4.  This 
entire procedure is reported with a single code—22511 for 
lumbosacral vertebroplasty.

Example #2:  Under CT guidance, the physician injects 
cement into the T7 and T8 vertebral bodies.  Since 2 levels 
were treated, this scenario requires primary code 22510 and 
add-on code +22512.

Vertebral Augmentation

Three new codes have been created for vertebral augmen-
tation (kyphoplasty):

Meet the New Spinal Intervention Codes
continued on next page

http://www.codingstrategies.com
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22513 Percutaneous vertebral augmentation, includ-
ing cavity creation (fracture reduction and 
bone biopsy included when performed) using 
mechanical device (eg, kyphoplasty), 1 verte-
bral body, unilateral or bilateral cannulation, 
inclusive of  all imaging guidance; thoracic

22514 . . . lumbar
+22515 . . . each additional thoracic or lumbar verte-

bral body (List separately in addition to code 
for primary procedure)

The guidelines for these codes are the same as those for 
vertebroplasty.

Example #3:  Under fluoroscopic guidance, the physician 
inserts a balloon catheter into the T8 vertebra and inflates 
it to create a cavity.  Cement is then injected into the cavity.  
Finally, the physician takes a needle biopsy of  T8.  This entire 
procedure is reported with a single code—22513 for thoracic 
vertebral augmentation.

Example #4:  Under CT guidance, the physician inserts 
a balloon catheter into the L3 vertebra and inflates it to 
create a cavity.  Cement is then injected into the cavity.  The 
same procedure is performed on the L4 vertebra.  Since two 
vertebrae were treated, two codes are required—primary code 
22514 for the first lumbar level and add-on code +22515 for 
the second lumbar level.

Sacroplasty

Sacroplasty is reported with Category III codes, and these 
have been revised for 2015 to show that they include imaging 
guidance and bone biopsy (when performed).  The new code 
definitions are:

0200T Percutaneous sacral augmentation (sacroplas-
ty), unilateral injection(s), including the use 
of  a balloon or mechanical device, when 
used, 1 or more needles, includes imaging 
guidance and bone biopsy, when performed

0201T Percutaneous sacral augmentation (sacroplas-
ty), bilateral injections, including the use of  a 
balloon or mechanical device, when used, 2 
or more needles, includes imaging guidance 
and bone biopsy, when performed

Now that the vertebroplasty codes have been revised to 
include lumbosacral vertebrae rather than just lumbar, ver-
tebroplasty of  the sacrum (cement injection without cavity 
creation) should be reported using the vertebroplasty codes.  

The sacroplasty codes should be assigned only for vertebral 
augmentation of  the sacrum. 

The CPT® manual does not include guidelines for the sac-
roplasty codes.  However, past guidance indicates that code 
0200T should be assigned for cement injection on only one 
side of  the sacrum, even if  the physician inserts more than 
one needle, and 0201T should be assigned for injection on 
both sides of  the sacrum.  Additionally, a note in the CPT® 
manual indicates that bone biopsy should not be coded when 
performed at the same level as sacroplasty.

Example #5:  Under CT guidance, the physician inserts a 
balloon catheter into the left side of  the sacrum and uses it to 
create a cavity, then injects cement.  This procedure is reported 
with 0200T since it involves only one side of  the sacrum.

Conclusion

Watch for additional guidance about the spinal interven-
tion codes in CPT® Changes: An Insider’s View 2015, CPT® 
Assistant, Clinical Examples in Radiology, and the ACR Radiol-
ogy Coding Source.  Additionally, be sure to review the 2015 
National Correct Coding Initiative Policy Manual on the CMS 
website when it becomes available in December, as it may 
contain new or revised guidance about these procedures.
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Make Sure Your Contact 
Information is Current
Changed jobs?  Changed names? Have a new email address?  
Please contact the RCCB at info@rccb.org to make sure 
we have your latest information so you do not miss any 
updates or reminders from RCCB.

2015 RCC Exam Dates; No 
November Exam

The dates for the 2015 RCC exam are: 

• May 11-15 (Deadline April 6th)
• July 20-24 (Deadline June 15th)
• September 14-18 (Deadline August 10th)

ICD-10 implementation is slated for October 1, 2015.  
RCCB will not be offering a November 2015 exam because: 
(1) applicants may not have sufficient mastery of  ICD-10 
to take the RCC exam in November and (2) the 2015 RCC 
exam assesses only basic ICD-10 knowledge and not the 
applicant’s proficiency with ICD-10.
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