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Coding Coronary Artery Bypass Grafts (CABG)

The heart muscle is fed by coronary arteries.  When these arteries get clogged with plaque, which is known as arteriosclerotic coronary artery disease, the heart muscles begin to perform at low levels (reversible ischemia) or actually die (irreversible ischemia)  due to lack of blood.   Reversible ischemia means that if blood flow is increased to the heart muscle, the heart muscle may begin to function at normal or near-normal levels.  
Coronary artery bypass grafting is one way to increase the flow of blood.  The diseased portion of the artery is bypassed by attachment of a healthy vessel above and below the diseased area.  (Think of if it as a detour:  the blockage in the artery is like a road block, and the bypass graft is like a car driving around the road block!).  A healthy vessel is taken from elsewhere in the patient’s body.  This is known as harvesting or procurement.  The surgeon may harvest an artery, a vein, or both.  The saphenous vein from the leg is one of the more common vessels harvested for use in bypass grafts.  
`
To correctly code CABGs: 

1. Identify whether an artery, vein, or both are being used as the bypass graft 

2. Identify how many bypass grafts are being done.   
CABG with Venous Grafting Only:
· CABG with vein only, 1 graft  – 33510
· CABG with vein only, 2 grafts – 33511

· CABG with vein only, 3 grafts – 33512

· CABG with vein only, 4 grafts – 33513 

· CABG with vein only, 5 grafts – 33514

· CABG with vein only, 6 or more grafts – 33516

**Remember, these codes are used to report CABG procedures using venous grafts only!  If arterial grafts are also used, see codes 33517 – 33523**

Procurement of the saphenous vein is bundled into these codes and can not be reported. 

However, harvesting other veins can be billed separately:

· Any upper extremity vein (open) – 35500
· Any upper extremity vein (endoscopic) - 33508

· Femoropoplitel vein segment - 35572

REMEMBER – these are add-on codes and are modifier -51 exempt.  

CABG with Arterial Grafting Only:
· CABG with artery only,  1 graft  – 33533

· CABG with artery only, 2 grafts  – 33534

· CABG with artery only, 3 grafts  – 33535
· CABG with artery only, 4 or more grafts  – 33536

Procurement of the artery is bundled into these codes and can not be reported EXCEPT when an upper extremity artery (e.g. radial artery) is procured. 

To report harvesting of upper extremity artery:
· Harvest of  extremity artery (open) – 35600 (mod -50 if bilateral)

REMEMBER – this code is modifier -51 exempt.  

CABG with Venous and Arterial Grafting:
To report combined arterial-venous grafts is necessary to report two codes:


1.  The appropriate arterial graft code: 

· CABG with artery only,  1 graft  – 33533

· CABG with artery only, 2 grafts  – 33534

· CABG with artery only, 3 grafts  – 33535

· CABG with artery only, 4 or more grafts  – 33536

2.  AND the appropriate combined arterial-venous graft code:
· CABG using venous and arterial grafts, 1 vein graft  – 33517

· CABG using venous and arterial grafts, 2 vein grafts – 33518

· CABG using venous and arterial grafts, 3 vein grafts – 33519

· CABG using venous and arterial grafts, 4 vein grafts – 33521

· CABG using venous and arterial grafts, 5 vein grafts – 33522

· CABG using venous and arterial grafts, 6 or more vein grafts – 33523

This code series 33517 – 33523 can NEVER be billed alone.  These are add-on codes to the arterial grafting codes, 33533 – 33536.  (Therefore 33517 – 33523 are modifier -51 exempt)

Procurement of the artery is bundled into these codes and can not be reported EXCEPT when an upper extremity artery (e.g. radial artery) is procured. 
Procurement of the saphenous vein is bundled into these codes and can not be reported.  However, harvesting other veins can be billed separately
To report harvesting of upper extremity artery:
· Harvest of  extremity artery (open) – 35600 (mod -50 if bilateral)

To report harvesting other veins that can be billed separately:

· Any upper extremity vein (open) – 35500

· Any upper extremity vein (endoscopic) - 33508

· Femoropoplitel vein segment - 35572

REMEMBER – these codes are modifier -51 exempt.  

+ 33530 – REOPERATION, CABG or valve procedure, more than one month after original operation.  
This code is used to describe the extra work involved and increased difficulty involved with the reoperation.  If physician indicated “reoperation” CABG (or valve procedure), use this code in addition to 33400 -33496, 33510 – 33536, 33863.  
CPT Assistant:

“When performing a "redo" operation, a repeat sternotomy is performed. This requires removal of previously placed wire sutures, which may have become embedded in the bony portion of the sternum. The anterior cardiac chambers, great vessels and other mediastinal structures may be densely adherent to the posterior table of the sternum, so the sternal incision must be made with extreme care so as to avoid potentially catastrophic hemorrhage. Once the mediastinum has been entered, the scarring and adhesions from prior surgery may obscure the anatomic landmarks and make dissection both difficult and hazardous. Code 33530 is intended to describe this increased technical difficulty associated with the reoperation”

Epiaortic Doppler (ultrasound) or Epiaortic Echo Probe – Use code 75986(-26) -59
Per Correct Coding Manual, see next page (#3).
Information on cardiology codes from the Correct Coding Manual:

C.  Cardiovascular System 

1.   Procurement of a venous graft is integral to the performance of a coronary artery bypass using venous bypasses.  CPT codes 37700-37735 (ligation of saphenous veins) are not to be separately reported in addition to CPT codes 33510-33523 (coronary artery bypass).  

2.   When a coronary artery bypass is performed, the more comprehensive code describing the procedure performed should be used.  When venous grafting only is performed, only one code in the group of the coronary artery bypass CPT codes 33510-33516 (venous graft only) can be reported; no other bypass codes should be reported with these codes.  One code in the group of CPT codes 33517-33523 (combined arterial-venous grafting) and one code in the group of CPT codes 33533-33536 (arterial grafting) can be reported together to accurately describe combined arterial-venous bypass.  When only arterial grafting is performed, only one code in the group of CPT codes 33533-33536 (arterial grafting) is coded. 

3.   During venous or combined arterial venous coronary artery bypass grafting procedures (CPT codes 33510-33523), it is occasionally necessary to perform epi-aortic ultrasound.  This procedure may be reported with CPT code 76986 (ultrasonic guidance, intraoperative) appending modifier -59.  CPT code 76986 should not be reported for ultrasound guidance utilized to procure the vascular graft.

4.   When an intervascular shunt procedure is performed as a part of another procedure at the same site requiring vascular revision, a service for a shunt procedure is not separately reported from CPT codes 36800-36861 (intervascular cannulization/shunt).  By CPT Manual definition, this series of codes represents “separate procedures” (see separate procedure policy in Chapter I, Section J). 

5.   An aneurysm repair may require direct repair with or without graft insertion, thromboendarterectomy and/or bypass.  When a thromboendarterectomy is undertaken at the site of the aneurysm and it is necessary for an aneurysm repair or graft insertion, a separate service is not reported for the thromboendarterectomy.  Additionally, if only a bypass is placed, which may require an endarterectomy to place the bypass graft, only the code describing the bypass can be reported.  If both an aneurysm repair (e.g. after rupture) and a bypass are performed at separate non-contiguous sites, the aneurysm repair code and the bypass code should be reported with an anatomic modifier or modifier -59.

If a thromboendarterectomy is medically necessary, due to vascular occlusion on a different vessel at the same session, the appropriate code may be reported, but should include an anatomic modifier or modifier -59, indicating that this represents non-contiguous vessels.  At a given site, only one type of bypass (venous, non-venous) code can be reported. If different vessels are bypassed by different methodology, separate codes may be reported.  If the same vessel has multiple obstructions and requires different types of bypass in different areas, separate codes may be reported; however, it will be necessary to indicate that multiple procedures were performed by using an anatomic modifier or modifier -59.

6.   When an open vascular procedure (e.g. thromboendarterectomy) is performed, the closure and repair are included in the description of the vascular procedure. Accordingly, the CPT codes 35201-35286 (repair of blood vessel) are not to be reported in addition to the primary vascular procedure. 

7.   When an unsuccessful percutaneous vascular procedure is followed by an open procedure at the same session/same physician (e.g. percutaneous transluminal angioplasty, thrombectomy, embolectomy, etc. followed by a similar open procedure such as thromboendarterectomy), only the service for the successful procedure, which is usually the more extensive, open procedure is reported (see sequential procedure policy, Chapter I, Section M). In the case where a percutaneous procedure is performed at the site of one lesion, and an open procedure is performed at a separate lesion, the services for the percutaneous procedure should be reported with modifier -59 only if the lesions are in distinct anatomical vessels. 

8.   The HCPCS/CPT codes 36000, 36406, 36410, etc. represent very common procedures performed to gain venous access for phlebotomy, prophylactic intravenous access, infusion therapy, chemotherapy, hydration, transfusion, drug administration, etc.  When intravenous access is routinely obtained in the course of performing other medical/diagnostic/surgical procedures, or is necessary to accomplish the procedure (e.g. infusion therapy, chemotherapy), it is inappropriate to bill separately for the venous access services.  The work of gaining routine vascular access is integral to and therefore included in the work value of the procedure.  HCPCS/CPT codes G0345, G0346 (90760-90761 in 2006) should not be reported for infusions to maintain patency of a vascular access site.  
9.   When a (non-coronary) percutaneous intravascular interventional procedure is performed at the same session/site as diagnostic angiography (arteriogram/venogram), only one selective catheter placement code for the involved site should be reported. If the angiogram and the percutaneous intravascular interventional procedure are not performed in immediate sequence and the catheters are left in place during the interim, a second selective catheter placement or access code should not be reported. Additionally, dye injections to position the catheter should not be reported as a second angiography procedure.

10.  Diagnostic angiograms performed on the same date of service as a percutaneous intravascular interventional procedure should be reported with modifier -59.  If a diagnostic angiogram (fluoroscopic or computed tomographic) was performed prior to the date of the percutaneous intravascular interventional procedure, a second diagnostic angiogram cannot be reported on the date of the percutaneous intravascular interventional procedure unless it is medically reasonable and necessary to repeat the study to further define the anatomy and pathology.  Report the repeat angiogram with modifier -59.  If it is medically reasonable and necessary to repeat only a portion of the diagnostic angiogram, append modifier -52 to the angiogram CPT code.  If the prior diagnostic angiogram (fluoroscopic or computed tomographic) was complete, the provider should not report a second angiogram for the dye injections necessary to perform the percutaneous intravascular interventional procedure.

11.  When a median sternotomy is performed to accomplish cardiothoracic procedures, the repair of the sternal incision is part of the primary procedure.  The CPT codes 21820-21825 (treatment of sternum fracture) are not separately reported nor should the removal of embedded wires be reported if a repeat procedure or return to the operating room (e.g. postoperative hemorrhage on the day of surgery) is necessary.

12.  When existing vascular access lines or selectively placed catheters are used to procure arterial or venous samples, billing for the sample collection separately is inappropriate.

13.  Peripheral vascular bypass CPT codes describe bypass procedures using venous grafts (CPT codes 35501-35587) and using other types of bypass procedures (arterial reconstruction, composite).  Because, at a given site of obstruction, only one type of bypass is performed, these groups of codes are mutually exclusive.  When different sites are treated with different bypass procedures in the same operative session, the different bypass procedures may be separately reported, using an anatomic modifier or modifier -59.

14.  Vascular obstruction may be caused by thrombosis, embolism and/or atherosclerosis as well as other conditions.  Treatment may, therefore, include thrombectomy, embolectomy and/or endarterectomy; these procedures may be performed alone or in combination.  CPT codes are available describing the separate services (CPT codes 34001 - 34203) and describing these services with thromboendarterectomy (CPT codes 35301 - 35381).  Only the more comprehensive code describing the services performed for a given site can be reported; therefore, for a given site, a code from both of the above groups cannot be reported together.  Additionally, in accordance with the sequential procedure policy, if a balloon thrombectomy fails, and requires a performance of an open thromboendarterectomy, only the more comprehensive service that was performed (generally the open procedure) is reported.

15.  When percutaneous angioplasty of a vascular lesion is followed at the same session by a percutaneous or open atherectomy, generally due to insufficient improvement in vascular flow with angioplasty alone, only the column one atherectomy procedure that was performed (generally the open procedure) is reported (see sequential procedure policy, Chapter I, Section M).

16.  CPT codes 35800-35860 are to be used when a return to the operating room is necessary for exploration for postoperative hemorrhage; accordingly, these codes are not to be coded for bleeding that occurs during the initial operative session.  Generally, when these codes are used, they are to be reported with modifier -78 indicating that the service represents a return to the operating room for a related procedure during the postoperative period.
Cardiopulmonary bypass is included with all CABG codes.  

Test your understanding! (Answers on next page)
CABG CPT Coding Quiz
1.  CABG x3 with a left internal mammary artery and two saphenous vein grafts w/ epiaortic echo for evaluation of ascending aorta.  
2.  CABG x2 with saphenous vein graft and femoropopliteal vein segment. 
3.  CABG x5 with three saphenous vein grafts, one left internal mammary arterial graft, and one radial artery graft.  
4.  Redo CABG x1 with saphenous vein graft.  
5.  CABG x5 with two internal mammary arteries and three epigastric artery segments.  
CABG CPT Coding Quiz - Answers
1.  CABG x3 with a left internal mammary artery and two saphenous vein grafts w/ epiaortic echo for evaluation of ascending aorta.  

33533
33518

75986-59

2.  CABG x2 with saphenous vein graft and femoropopliteal vein segment. 

33511

35572

3.  CABG x5 with three saphenous vein grafts, one left internal mammary arterial graft, and one radial artery graft.  

33534
33519

35600

4.  Redo CABG x1 with saphenous vein graft.
33510

33530

5.  CABG x5 with two internal mammary arteries and three epigastric artery segments.  

33536

