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Cardiology Codes ASC Leaders Need to Know

By Kristin Truesdell

For 15 years, cardiovascular procedures have been
performed in outpatient settings such as office-based labs
(OBLs) and ASCs, starting with peripheral vascular (PV)
and device implant procedures. Reflecting clinical
advances, CMS added coronary procedures to its ASC
Covered Procedure List (CPL) in 2019 and 2020, which
allows reimbursement for diagnostic cardiac
catheterizations and low-risk percutaneous coronary
intervention (PCI) in ASC settings.

Growth Despite Barriers

Recently, the flow of additional cardiovascular procedures
to ASCs has slowed. That's due to several factors. The
COVID-19 pandemic began the same year PCl was added
to the ASC CPL. Cardiovascular services remain highly
regulated in many states. Hospitals remain hesitant to shift
volume from HOPDs to ASCs due to decreased
reimbursement.

Despite those barriers, my consulting firm, Corazon, has
seen same-day cardiac adoption grow with an increasing
number of ASCs billing for PCI procedures. In 2019, only
about 30 centers billed for PCI procedures. In 2023, the
number increased to approximately 65. There is also
burgeoning interest among hospitals, physicians and
private investors to investigate how vascular procedures
traditionally performed in OBLs and cardiac procedures in
ASCs can utilize the same physical space while still reaping
the financial benefits of each place of service. This
phenomenon has led to the inception of the hybrid
OBL/ASC model.

Reimbursement, Billing Updates

When evaluating which setting of care — OBL, ASC or
hybrid — works best for your key stakeholders with this
growing outpatient specialty, consider the reimbursement
landscape, especially regarding new ASC-only C codes that
impact cardiac and vascular procedures.

Using these C codes to identify products, devices and
services in conjunction with existing cardiovascular CPT
codes expands the cardiovascular work that can be done in
ASCs and goes a long way to ensure your billing to CMS is
accurate and your reimbursements are complete.

Adoption of C codes and Net Payment Increases

According to the CMS final rule, certain cardiovascular
procedures on the CPL have received larger increases in
payments compared to the market basket update of 3.1%.

Table 1 highlights reimbursement trends from CY2020 to
CY2024 for common cath lab procedures performed in ASC
settings. While pacemaker reimbursements declined,

diagnostic cath and PCIl procedures realized significant
increases in payment ranging from 5% to 13% in that
timeframe. Note that secondary procedures such as
intravascular ultrasound (IVUS) or fractional flow reserve
(FFR), when performed in conjunction with a primary
procedure such as a diagnostic cath or PCI, must be coded
even though such add-on codes have a payment indicator
of N1, which means it is a packaged service/item and no
separate payment is made.

Table-1:-ASC-Reimbursement - Trends-for-Individual Cardiovascular-CPT-Codes
%-change from-

Procedure CPT: 2020 2022 2024 202210 2024
Diagnostic-Cath 93451-93461 |  $1,374 $1,437 $1,632 13.6%
PCI 92920 | $3021 | $3126 $3.412 9.1%
[pCI | 92928 | $6.058 | $6110 $6.616 8.3%
PCI C9600 | $6.189 | $6.403 $6,705 4.7%
Peripheral Vascular [PV) 37246, | $2.141 | $2875 $3,280 14.1%
Peripheral-Vascular-(PV) 37224 | $3.119 | $3141 $3,452 9.9%
Peripheral Vascular [PV) 37225 | $6675 | $6900 @ $11.695 69.5%
PeripheralVascular [PV). | 37227 | $10941 | $11533 @ $11.872 2.9%
Pacemaker 33206 | $7.385 | $7.79 $7.223 | 7.3%)
[Pacemaker | 33207 | $7433 | $7904 @ $7.420 | [6.1%)
Pacemaker 33208 | $7.817 | $8063 $7.638 | [5.3%)
|Pacemaker | 3228 | $7.434 | $7862 | $7.465 | 5.0%)
PV-+Diagnostic-Cath 460278 | el | nfa nfa ‘ n/a
| IVUS-Coronary I s92978 | nfa | nfa nfa nfa

FFR-Coranary 493571 | n/a [ n/a nla n/a
IVUS-Noncoronary +37252 | nfa | nfa n/a nfa
LV-Pacing Lead 433225 | nfa | nfa nfa- n/a

+indicates add-on code:

Fortunately, CMS adopted a complexity adjustment factor
in its CY2023 ASC final rule that increases reimbursement
when an add-on code is performed with a primary
procedure in certain coding circumstances. CMS C codes
are temporary HCPCS Level Il codes created for Medicare
purposes that revolve around new technology devices,
drugs, biologicals and radiopharmaceuticals that have
received ftransitional pass-through status under the
Medicare Hospital Outpatient Prospective Payment
System. Currently, more than 50 C codes are exclusive to
ASC-specific cardiology and PV procedures.

Breaking Down New C Codes

Table 2 shows specific CPT code combinations that
crosswalk to the new C codes and shows a comparison of
the 2023 and 2024 reimbursement rates. It also highlights
the net reimbursement gain, which is designed to offset the
cost associated with the add-on procedure.



o Diagnostic cath. With the new C code range of C7516-
C7529, an additional $900 of reimbursement can be
gained for these cases. Several clinical studies have
varying rates of calculated utilization but all hover
around 15% IVUS utilization. This does not include the
percentage of FFR utilization that would enhance the
overall number of patients eligible for the new C code
assignment.

o Peripheral vascular. The use of IVUS in peripheral
interventions has grown significantly in recent years. In
fact, IVUS utilization for PV procedures was greatest in
ASCs and OBLs, with 40% utilization according to one
recent journal article. For C7531 and C7532, an
additional $2,321 of reimbursement can be gained for
these specific cases. Oddly, net reimbursement
declines of $1,825 occur for C7535. This code is level
4, which is the ceiling for pricing so it will max out.
Theoretically, if a significant volume of claims are
submitted for this code, it should drive up the Level 4
APC reimbursement rate for the next year.

o Pacemaker. Despite reimbursement declines of the
traditional pacemaker codes (33206-33208), the new C
codes provide an additional $3,346 in payment, which
is the most significant net increase of all cardiac and
vascular C codes. The pacemaker C codes now even
reimburse a few hundred dollars higher in the ASC
setting than in the HOPD setting.

Is it Sustainable?

While standalone OBLs and hybrid OBL/ASC models have
gained traction and success, the question is long-term
sustainability. As CMS continues to add more procedures
to the CPL, increase ASC reimbursement and add new
bundled C codes specific to ASC settings, the evidence
favors an ASC-only model in the future. This trend will likely
speed the conversion of hospitals from OBL or hybrid to
ASC, even among organizations that have traditionally
resisted the shift from HOPD to ASC. The newly adopted C
codes can also spur volume growth at current ASCs that
offer cardiac and vascular procedures.

As long as ASC reimbursement rates remain favorable, |
believe there will be a significant impact on strategic
decision-making for outpatient surgery leaders.

The current reimbursement environment not only highlights
the financial implications but also emphasizes the
importance of strategic planning to manage the
complexities of cardiac procedures within ASCs. By
proactively incorporating cardiology codes into their
operational framework, ASC leaders can position their
facilities for long-term success, ensuring that patients
receive optimal care while maximizing financial viability in
this ever-changing healthcare landscape.
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