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Deep Vein Thrombosis – Reimbursement Reference Guide 
Potential CPT® Codes 1 

 
  

CPT ® CPT ® Description 
Physician 

Work 
RVU 

Total RVU 
(In-Facility) 

2020 National Avg. 
Medicare Physician 

Payment (In-Facility) 

M
ec

ha
ni

ca
l  
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y 37187 Percutaneous transluminal mechanical thrombectomy, vein(s), including intraprocedural 
pharmacological thrombolytic injections and fluoroscopic guidance 7.78 11.41 $412 

37188 
Percutaneous transluminal mechanical thrombectomy, vein(s), including intraprocedural 
pharmacological thrombolytic injections and fluoroscopic guidance, repeat treatment on 
subsequent day during course of thrombolytic therapy 

5.46 8.10 $292 

Codes Exclude: Continuous infusion of thrombolytics prior to and after the procedure ([37211, 37212, 37213, 37214]), Diagnostic studies, other interventions 
performed percutaneously (example, balloon angioplasty), catheter placement, radiological supervision/interpretation can be reported separately. 
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37212 Transcatheter therapy, venous infusion for thrombolysis, any method, including radiological 
supervision and interpretation, initial treatment day 6.81 9.81 $354 

37213 

Transcatheter therapy, arterial or venous infusion for thrombolysis other than coronary, any 
method, including radiological supervision and interpretation, continued treatment on 
subsequent day during course of thrombolytic therapy, including follow-up catheter contrast 
injection, position change, or exchange, when performed; 

4.75 6.76 $244 

37214 

Transcatheter therapy, arterial or venous infusion for thrombolysis other than coronary, any 
method, including radiological supervision and interpretation, continued treatment on 
subsequent day during course of thrombolytic therapy, including follow-up catheter contrast 
injection, position change, or exchange, when performed; cessation of thrombolysis including 
removal of catheter and vessel closure by any method 

2.49 3.57 $129 

Codes Exclude: catheter placement, diagnostic studies, percutaneous interventions, ultrasound guidance 
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CPT ® CPT ® Description 
Physician 

Work 
RVU 

Total RVU 
(In-Facility) 

2020 Avg. Medicare 
Physician Payment 

(In-Facility) 

Angioplasty 

37248 
Transluminal balloon angioplasty (except dialysis circuit), open or percutaneous, including all 
imaging and radiological supervision and interpretation necessary to perform the angioplasty 
within the same vein; initial vein 

6.00 8.64 $312 

37249 

Transluminal balloon angioplasty (except dialysis circuit), open or percutaneous, including all 
imaging and radiological supervision and interpretation necessary to perform the angioplasty 
within the same vein; each additional vein (List separately in addition to code for primary 
procedure) 

2.97 4.24 $153 

      

Venography 

75820 Venography, extremity, unilateral, radiological supervision and interpretation 0.7 0.98 $35 
75822 Venography, extremity, bilateral, radiological supervision and interpretation 1.06 1.47 $53 

Important: Diagnostic venography codes should NOT be used with interventional procedures for: Contrast injections, venography, road mapping, and/or fluoroscopic 
guidance for the intervention, vessel measurement and pre and post intervention evaluation.  Diagnostic venography performed at the time of an interventional 

procedure is separately reportable if: A full diagnostic study is performed, and decision to intervene is based on the diagnostic study.  Or, a prior study is available, but 
as documented in the medical record: if the patient's condition has changed, if there is insufficient imaging or if the clinical condition has changed during the procedure, 

necessitating another examination.  A modifier may be required, for example a 59 modifier.  Providers should check with payers for specific requirements. 

      
Catheter 

Placement 
36005 Injection procedure for extremity venography (including introduction of needle or 

intracatheter) 0.95 1.38 $50 

36010 Introduction of catheter, superior or inferior vena cava 2.18 3.19 $115 
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Deep Vein Thrombosis – Reimbursement Reference Guide 

Hospital Inpatient Medicare Reimbursement 2 

MS-DRG assignment is based on procedures performed and documented patient diagnoses.  The following information shows potentially 
applicable MS-DRG assignments for surgical MS-DRGs within MDC 5 when endovascular thrombectomy of the lower limbs is performed.     

 

MS-DRG Description FY2020 National Avg. Medicare 
Reimbursement 

270 Other major cardiovascular procedures w/ MCC $32,009  
271 Other major cardiovascular procedures w/ CC $22,224 
272 Other major cardiovascular procedures w/o MCC/CC $16,294  
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Deep Vein Thrombosis – Reimbursement Reference Guide 

Hospital Outpatient Medicare Reimbursement 3 

Ambulatory Payment Classification or APCs are the payment levels assigned by Medicare for Hospital Outpatient services.  APC assignment is 
based on services performed and can vary depending on if thrombectomy is done with or without other percutaneous interventions.   

 

APC Description CY2020 National Avg. Medicare 
Reimbursement 

5182 Level 2 Vascular Procedures $1,631 
5183 Level 3 Vascular Procedures $2,771 
5192 Level 2 Endovascular Procedures $4,953 
5193 Level 3 Endovascular Procedures $9,907 
5194 Level 4 Endovascular Procedures $15,938 
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Important Information 

Health economic and reimbursement information provided by Boston Scientific Corporation is gathered from third-party sources and is subject to change without notice as a result of 
complex and frequently changing laws, regulations, rules and policies. This information is presented for illustrative purposes only and does not constitute reimbursement or legal advice. 
Boston Scientific encourages providers to submit accurate and appropriate claims for services. It is always the provider’s responsibility to determine medical necessity, the proper site 
for delivery of any services and to submit appropriate codes, charges, and modifiers for services that are rendered. Boston Scientific recommends that you consult with your payers, 
reimbursement specialists and/or legal counsel regarding coding, coverage and reimbursement matters. It is always the provider’s responsibility to understand and comply with national 
coverage determinations (NCD), local coverage determinations (LCD) and any other coverage requirements established by relevant payers which can be updated frequently. Boston Scientific 
does not promote the use of its products outside their FDA-approved label.  

CPT copyright 2019 American Medical Association. All rights reserved. CPT is a registered trademark of the American Medical Association. Applicable FARS/DFARS Restrictions Apply to 
Government Use. Fee schedules, relative value units, conversion factors, and/or related components are not assigned by the AMA, are not part of CPT®, and the AMA is not 
recommending their use. The AMA does not directly or indirectly practice medicine or dispense medical services. The AMA assumes no liability for data contained or not contained 
herein. 

Reminder: Treatment setting is based on medical necessity.  The decision as to which treatment setting should be determined by the physician and should be based on medical 
necessity. 
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