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From the President 

Geez, it is hard to believe 2016 
is almost history. The 2017 

code changes are here and SGR is a 
thing of  the past. Ready or not here 
comes MACRA/MIPS! Here at the 
RCCB we are continuing to embark 
on some exciting opportunities for 
our RCCs. Check out our website 
for new education offerings and as-
sistance for taking the exam. Please 
don’t hesitate to let us know your 
needs if  you don’t see it available. 

May each and everyone have a blessed holiday season!

Sincerely,
Renée C. Engle, RCC, FRBMA

Renée Engle, RCC, FRBMA, 
President, 

RCCB Board of  Directors

Mammography

2017 Mammogram Coding 
Changes

The 2017 CPT® code set contains 3 new codes for mam-
mograms:

77065 Diagnostic mammography, including com-
puter-aided detection (CAD) when per-
formed; unilateral

77066 Diagnostic mammography, including com-
puter-aided detection (CAD) when per-
formed; bilateral

77067 Screening mammography, bilateral (2-view 
study of  each breast), including comput-
er-aided detection (CAD) when performed

These codes can be used for both digital and non-digi-
tal mammograms.  As indicated, they include CAD when 
performed, but CAD is not required in order to assign 
these codes.  The prior mammogram codes (77055-77057) 
and CAD codes (77051-77052) have been deleted for 2017.  
There are no changes to the CPT® tomosynthesis codes.

For payors who accept the new CPT® codes, code assign-
ment will be straightforward.  For example, a screening exam 
that includes a digital mammogram, CAD, and tomosynthesis 
will be reported with codes 77067 (mammogram and CAD) 
and 77063 (tomosynthesis).

For Medicare, things get a little more complicated.  CMS 
(Centers for Medicare and Medicaid Services) stated in the 
Final Rules for the Medicare Physician Fee Schedule (MPFS) 
and Outpatient Prospective Payment System (OPPS) that 
Medicare’s claims processing systems will not be able to 

2017 Mammogram Coding Changes
continued on next page

mailto:info%40rccb.org?subject=


Winter 2017

©2016 Coding Strategies®  www.codingstrategies.com – 1-877-6-CODING  Page 2

Copyright © Coding Strategies® Incorporated
 All rights reserved. No part of  this newsletter may be 
reproduced without written permission from the publisher. 
Published by Coding Strategies® Inc., Powder Springs, GA.
 This newsletter reflects coding information from the 2017 
Physicians’ Current Procedural Terminology (CPT®) manual. CPT® 
is a registered trademark of  the American Medical Association. 
 The CPT® five digit codes, nomenclature and other data are 
copyrighted by the American Medical Association. All Rights 
Reserved.
 No fee schedules, basic units, relative values or related listings 
are included in CPT®. AMA does not directly or indirectly practice 
medicine or dispense medical services. AMA assumes no liability 
for the data contained herein or not contained herein.

handle the CPT® mammogram codes during 2017.  (The 
agency expects to be able to adopt the CPT® codes in 2018.)  
Therefore, providers will need to keep using HCPCS codes 
G0202-G0206 for now.  However, CMS is changing the defi-
nitions of  these codes to mirror the 2017 CPT® codes.  The 
new definitions are:

G0202 Screening mammography, bilateral (2-view 
study of  each breast), including comput-
er-aided detection (CAD) when performed

G0204 Diagnostic mammography, including com-
puter-aided detection (CAD) when per-
formed; bilateral

G0206 Diagnostic mammography, including com-
puter-aided detection (CAD) when per-
formed; unilateral

Like the CPT® codes, codes G0202-G0206 now include 
CAD when performed.  Also, they can be used for both 
digital and non-digital mammograms.  But note that if  the 
mammogram is taken using film, you will need to apply 
modifier FX (X-ray taken using film) on the Medicare claim for 
the technical component, regardless of  the place of  service.  
(See “Payment Reduction for Film X-Rays” on page 6 of  this 
newsletter.)

For example, a Medicare claim for a digital screening mam-
mogram with CAD and tomosynthesis will need to include 
codes G0202 (mammogram and CAD) and 77063 (tomosyn-
thesis).  And a Medicare claim for a unilateral digital diagnos-
tic mammogram with CAD and tomosynthesis would require 
codes G0206 (mammogram and CAD) and G0279 [Diagnostic 
digital breast tomosynthesis, unilateral or bilateral (List separately in 
addition to G0204 or G0206)].

Watch for a Medicare transmittal that spells out these 
changes.  

   -   Article by Coding Strategies® Staff
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New Exam Dates

May May 8-12
July July 17-21

September September 11-15
November November 13-17

Interventional Radiology

Dialysis Circuit Procedures Get 
Simpler for 2017

The 2017 CPT® code set contains 9 new codes for pro-
cedures in dialysis circuits (arteriovenous fistulas and 

grafts).  These comprehensive codes are arranged in logical, 
building-block fashion and will make most dialysis circuit pro-
cedures quicker and easier to code.

Code 36901 represents puncture(s) and diagnostic angiog-
raphy of  the dialysis circuit:

36901 Introduction of  needle(s) and/or catheter(s), 
dialysis circuit, with diagnostic angiography 
of  the dialysis circuit, including all direct 
puncture(s) and catheter placement(s), in-
jection(s) of  contrast, all necessary imaging 
from the arterial anastomosis and adjacent ar-
tery through entire venous outflow including 
the inferior and superior vena cava, fluoro-
scopic guidance, radiological supervision and 
interpretation and image documentation and 
report

This code includes all catheter manipulations needed for 
diagnostic imaging of  the circuit, including advancing the 
catheter into the central veins, or passing the catheter tip 
through the arterial anastomosis for imaging of  the anasto-
mosis, or catheterizing one or more venous collaterals.  All 
of  these services are also included in the codes for dialysis 
circuit interventions (36902-36906), so code 36901 should be 
assigned only if  no intervention is performed.

Codes 36902 and 36903 represent angioplasty and stent 
placement in the peripheral segment of  the circuit:

Dialysis Circuit Procedures Get Simpler for 2017
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36902 Introduction of  needle(s) and/or catheter(s), 
dialysis circuit, with diagnostic angiography 
of  the dialysis circuit, including all direct 
puncture(s) and catheter placement(s), in-
jection(s) of  contrast, all necessary imaging 
from the arterial anastomosis and adjacent 
artery through entire venous outflow includ-
ing the inferior or superior vena cava, fluo-
roscopic guidance, radiological supervision 
and interpretation and image documentation 
and report; with transluminal balloon angio-
plasty, peripheral dialysis segment, including 
all imaging and radiological supervision and 
interpretation necessary to perform the an-
gioplasty

36903 . . . with transcatheter placement of  intra-
vascular stent(s), peripheral dialysis segment, 
including all imaging and radiological supervi-
sion and interpretation necessary to perform 
the stenting, and all angioplasty within the 
peripheral dialysis segment

These codes include puncture(s), diagnostic angiography, 
and catheterizations necessary for the intervention.  Code 
36902 includes angioplasty of  one or more areas of  steno-
sis in the peripheral segment as well as the peri-anastomotic 
region.  Code 36903 includes all of  these services as well as 
placement of  stent(s) in one or more areas in the peripheral 
segment.  Do not assign 36902 with 36903 as angioplasty is 
included in stent placement.  Also, do not assign these codes 
when the encounter also includes thrombectomy.

Thrombectomy and/or thrombolysis in either the periph-
eral or the central segment of  the circuit is reported with 
codes 36904-36906:

36904 Percutaneous transluminal mechanical 
thrombectomy and/or infusion for throm-
bolysis, dialysis circuit, any method, including 
all imaging and radiological supervision and 
interpretation, diagnostic angiography, fluoro-
scopic guidance, catheter placement(s), and 
intraprocedural pharmacological thrombolyt-
ic injections(s);

36905 . . . with transluminal balloon angioplasty, pe-
ripheral dialysis segment, including all imag-
ing and radiological supervision and interpre-
tation necessary to perform the angioplasty

36906 . . . with transcatheter placement of  intra-
vascular stent(s), peripheral dialysis segment, 
including all imaging and radiological supervi-

sion and interpretation necessary to perform 
the stenting, and all angioplasty within the 
peripheral dialysis circuit

These codes include clot removal by any means, such as 
use of  a mechanical thrombectomy device like an Angio-
Jet®, use of  a Fogarty catheter to remove a clot plug, and 
injection or prolonged infusion of  thrombolytic drugs.  Only 
1 unit should be assigned regardless of  how many declot-
ting methods are used.  Code 36904 should be assigned if  
thrombectomy is performed without any peripheral seg-
ment angioplasty or stent placement.  Code 36905 should 
be assigned if  peripheral segment angioplasty is performed 
together with thrombectomy, and 36906 should be assigned 
if  peripheral segment stent placement is performed together 
with thrombectomy.  Only 1 of  these codes may be assigned 
per encounter.

Angioplasty or stent placement in the central segment 
of  the circuit is reported with add-on codes +36907 and 
+36908:

+36907 Transluminal balloon angioplasty, central 
dialysis segment, performed through dialysis 
circuit, including all imaging and radiological 
supervision and interpretation required to 
perform the angioplasty (List separately in 
addition to code for primary procedure)

+36908 Transcatheter placement of  intravascular 
stent(s), central dialysis segment, performed 
through dialysis circuit, including all imaging 
radiological supervision and interpretation 
required to perform the stenting, and all an-
gioplasty in the central dialysis segment (List 
separately in addition to code for primary 
procedure)

These codes represent procedures performed through di-
rect percutaneous access into the dialysis circuit.  They can be 
reported together with any code from the series 36901-36906, 
as well as with several codes for open procedures on dialysis 
circuits.  Do not report 36907 together with 36908 since stent 
placement includes angioplasty, and do not report multiple 
units of  these codes.

For example, a patient undergoes antegrade and retrograde 
punctures of  her dialysis circuit, diagnostic angiography, 
angioplasty of  the arterial anastomosis, and angioplasty of  
the subclavian vein.  Report codes 36902 (access, angiogra-
phy, and peripheral segment angioplasty) and 36907 (central 
segment angioplasty).

Dialysis Circuit Procedures Get Simpler for 2017
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Finally, add-on code +36909 represents embolization of  
the main dialysis circuit or accessory vein(s) (venous collater-
als):

+36909 Dialysis circuit permanent vascular emboli-
zation or occlusion (including main circuit or 
any accessory veins), endovascular, including 
all imaging and radiological supervision and 
interpretation necessary to complete the in-
tervention (List separately in addition to code 
for primary procedure)

This code can be reported together with any code from 
the series 36901-36906.  No additional codes should be 
assigned for the embolization or the catheterization of  the 
collaterals.

In summary, the new dialysis circuit procedure codes pro-
vide a much simpler and straightforward structure than the 
prior codes.  But be sure to carefully review the lengthy guide-
lines at the beginning of  the dialysis circuit section as well as 
the instructional notes following many of  the codes.

   -   Article by Coding Strategies® Staff
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Moderate Sedation

Goodbye to Appendix G

Appendix G [“Summary of  CPT® Codes That Include 
Moderate (Conscious) Sedation”] has been removed 

from the CPT® 2017 code book.  In this article we’ll tell you 
why and explain the new moderate sedation coding rules.

Background

In the past the codes for certain procedures, including 
lower extremity revascularization and embolization, have 
been flagged in the CPT® code book with a bullseye symbol, 
indicating that they included moderate sedation.  All of  these 
codes were also listed in Appendix G along with instructions 
that the same physician or practitioner should not report 
these codes together with moderate sedation codes.  

The Medicare relative value units (RVUs) for Appendix 
G procedures included the resources required to provide the 
sedation.  However, CMS (Centers for Medicare and Medic-
aid Services) noticed that in some cases the sedation for an 
Appendix G procedure was provided not by the physician 
performing the procedure, but by an anesthesiologist or Cer-
tified Registered Nurse Anesthetist (CRNA), who would then 
receive separate payment for the anesthesia service.  This was 

particularly common with gastrointestinal (GI) endoscopy 
procedures.  In the 2017 Proposed Rule for the Medicare 
Physician Fee Schedule, CMS announced a plan to eliminate 
this duplicate payment.  This plan was finalized in the recently 
released MPFS Final Rule.

For 2017 CMS has removed relative value units (RVUs) 
from all of  the procedures that previously included moderate 
sedation, so that the payment now includes only the proce-
dure, not the sedation.  Simultaneously, Appendix G and the 
bullseye symbol were removed from the CPT® 2017 code 
book, so that moderate sedation can be reported together 
with any of  the former Appendix G procedures.  Addition-
ally, the prior moderate sedation codes (99143-99145 and 
99148-99150) were deleted and replaced with a new series of  
codes, along with extensive coding guidelines.  Note:  CMS 
has also created a HCPCS code (G0500) for moderate seda-
tion during GI endoscopy, but this code will not be used for 
any interventional radiology procedures.

Sedation by Same Physician

Codes 99151-99153 are used for moderate sedation pro-
vided by the physician or practitioner who is performing the 
procedure:

99151 Moderate sedation services provided by the 
same physician or other qualified health care 
professional performing the diagnostic or 
therapeutic service that the sedation supports, 
requiring the presence of  an independent 
trained observer to assist in the monitoring of  
the patient’s level of  consciousness and phys-
iological status; initial 15 minutes of  intraser-
vice time, patient younger than 5 years of  age

99152 . . . initial 15 minutes of  intraservice time, 
patient age 5 years or older

+99153 . . . each additional 15 minutes intraservice 
time (List separately in addition to code for 
primary service)

Codes 99151-99153 require “the presence of  an indepen-
dent trained observer to assist in the monitoring of  the pa-
tient’s level of  consciousness and physiological status.”  This 
person must be qualified to monitor the patient and must 
have no other duties during the procedure. 

Sedation by Different Physician

Codes 99155-99157 represent moderate sedation by a 
different physician or practitioner: 

Goodbye to Appendix G
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99155 Moderate sedation services provided by a physician or 
other qualified health care professional other than the 
physician or other qualified health care professional 
performing the diagnostic or therapeutic service that the 
sedation supports; initial 15 minutes of  intraservice time, 
patient younger than 5 years of  age

99156 . . . initial 15 minutes of  intraservice time, patient age 5 
years or older

+99157 . . . each additional 15 minutes intraservice time (List 
separately in addition to code for primary procedure)

Guidelines

The base time unit for the new sedation codes is 15 minutes, as op-
posed to 30 minutes for the old codes.  A chart in the CPT® 2017 code 
book indicates that no sedation code should be reported for sedation 
time of  less than 10 minutes.  One unit of  the base code should be 
reported for 10 to 22 minutes of  intraservice time.  At 23 minutes, 1 unit 
of  the add-on code can be reported, and so on.

For example, an adult patient requires moderate sedation for arte-
riograms and femoral artery stent placement (37226).  The sedation 
is provided by the physician who is performing the procedure, and a 
registered nurse serves as an independent trained observer.  Service 
time is 70 minutes, beginning when the first sedative drug is pushed 
and ending when the continuous face-to-face time between the physi-
cian and patient ends.  The physician should report 1 unit of  base code 
99152 (first 15 minutes) and 4 units of  add-on code 99153 (15 minutes 
each).

Conclusion

In order to avoid missed revenue, coding professionals must remem-
ber to add moderate sedation codes to procedures that were formerly in 
Appendix G.  Also, if  your physicians are not appropriately documenting 
the sedation service, this is a good time to review the guidelines with 
them.   Because Medicare has reduced the RVUs for the former Appen-
dix G procedures, it is important to ensure you are capturing all applica-
ble moderate sedation codes and reimbursement.

    -   Article by Coding Strategies® Staff
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Medicare

Payment Reduction for Film 
X-Rays

Medicare is about to start cutting payments for x-rays 
taken using film, and CMS (Centers for Medicare and 

Medicaid Services) is making imaging providers responsible 
for identifying which studies should be discounted.  

The Consolidated Appropriations Act of  2016 instituted a 
20% technical component (TC) payment reduction for x-rays 
taken using film rather than digital radiography, regardless 
of  the place of  service.  Congress included this provision in 
order to push imaging facilities to adopt digital technology.  

The payment reduction is effective for services per-
formed on or after January 1, 2017.  It applies to Medicare 
Physician Fee Schedule (MPFS) technical component claims 
as well as to the technical portion of  global claims.  The 
reduction will be taken after the OPPS cap is applied, not 
before.  The remittance advice will contain remark code 
RARC N775 (Payment adjusted based on x-ray radiograph on film).

The payment reduction also applies to hospital outpa-
tient claims under OPPS.  

Imaging providers (both hospital and non-hospital) will 
be required to identify film x-rays by using a new modifier, 
FX (X-ray taken using film).  Services submitted with this 
modifier will be subject to the 20% payment reduction.

CMS stated in the MPFS Final Rule that it did not intend 
to publish a list of  codes that are subject to modifier FX.  
The Final Rule simply states that the modifier must be ap-
plied “whenever an imaging service is an X-ray taken using 
film.”  

A payment reduction for computed radiography will 
begin in 2018, and CMS will address that provision in next 
year’s rulemaking.

You can find the new policy in Medicare Transmittal 
3583 (Change Request 9727), as well as in the Final Rules 
for the Medicare Physician Fee Schedule (MPFS) and Out-
patient Prospective Payment System (OPPS).  The Trans-
mittal is available on the following web page:
https://www.cms.gov/Regulations-and-Guidance/Guid-
ance/Transmittals/2016-Transmittals-Items/R3583CP.
html?DLPage=34&DLEntries=10&DLSort=4&DLSort-
Dir=ascending

   -   Article by Coding Strategies® Staff

Procedure Codes

Other 2017 Radiology Code 
Changes

In addition to the changes discussed elsewhere in this issue 
(mammograms, dialysis circuit procedures, and moderate 

sedation), there are also some other CPT® code changes that 
will affect radiology coders.

Angioplasty

There are 4 new angioplasty codes:

37246 Transluminal balloon angioplasty (except low-
er extremity artery(ies) for occlusive disease, 
intracranial, coronary, pulmonary, or dialysis 
circuit), open or percutaneous, including all 
imaging and radiological supervision and 
interpretation necessary to perform the an-
gioplasty within the same artery; initial artery

+37247 . . . each additional artery (List separately in 
addition to code for primary procedure)

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

+37249 . . . each additional vein (List separately in 
addition to code for primary procedure)

Do not use these codes for angioplasty of  lower extremity 
arteries for occlusive disease; angioplasty of  intracranial, cor-
onary, or pulmonary arteries; angioplasty of  dialysis circuit via 
the circuit; angioplasty in the same vessel as stent placement; 
or angioplasty of  the aorta or visceral arteries in conjunction 
with fenestrated endovascular repair.  Codes 37246-37249 
include radiological supervision and interpretation but do not 
include catheter placement.

Mechanochemical Vein Ablation

There are 2 new codes for mechanochemical vein ablation:

36473 Endovenous ablation therapy of  incompetent 
vein, extremity, inclusive of  all imaging guid-
ance and monitoring, percutaneous, mecha-
nochemical; first vein treated

Other 2017 Radiology Code Changes
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+36474 . . . subsequent vein(s) treated in a single 
extremity, each through separate access sites 
(List separately in addition to code for prima-
ry procedure)

These codes require use of  a device such as ClariVein® that 
simultaneously abrades the vessel lining and infuses a sclerosing 
agent.  The codes include all image guidance and (when per-
formed in the office setting) all required supplies and equipment.

Screening US for Abdominal Aortic Aneurysm

A Category I CPT® code has been created for AAA 
screening, to replace HCPCS code G0389:

76706 Ultrasound, abdominal aorta, real time with 
image documentation, screening study for 
abdominal aortic aneurysm (AAA)

Noninvasive Physiologic Studies

The code for complete bilateral noninvasive physiologic 
studies of  extremity veins has been deleted for 2017:

93965 Noninvasive physiologic studies of  extremity 
veins, complete bilateral study (eg, Doppler 
waveform analysis with responses to com-
pression and other maneuvers, phleborheog-
raphy, impedance plethysmography)

Fluoroscopy

Fluoro guidance codes 77002 and 77003 have been con-
verted to add-on codes:

+77002 Fluoroscopic guidance for needle placement 
(eg, biopsy, aspiration, injection, localization 
device) (List separately in addition to code 
for primary procedure)

+77003 Fluoroscopic guidance and localization of  
needle or catheter tip for spine or paraspi-
nous diagnostic or therapeutic injection 
procedures (epidural or subarachnoid) (List 
separately in addition to code for primary 
procedure)

The CPT® 2017 code book contains a list of  the base 
codes with which each of  these codes can be used.

Epidural Injection

There are 4 new codes for epidural or subarachnoid injection:

62320 Injection(s), of  diagnostic or therapeutic 
substance(s) (eg, anesthetic, antispasmodic, 
opioid, steroid, other solution), not including 
neurolytic substances, including needle or 
catheter placement, interlaminar epidural or 
subarachnoid, cervical or thoracic; without 
imaging guidance

62321 . . . with imaging guidance (ie, fluoroscopy or 
CT)

62322 Injection(s), of  diagnostic or therapeutic 
substance(s) (eg, anesthetic, antispasmodic, 
opioid, steroid, other solution), not includ-
ing neurolytic substances, including needle 
or catheter placement, interlaminar epidural 
or subarachnoid, lumbar or sacral (caudal); 
without imaging guidance

62323 . . . with imaging guidance (ie, fluoroscopy or 
CT)

There are also 4 new codes for placement of  an epidural 
or subarachnoid catheter:

62324 Injection(s), including indwelling catheter 
placement, continuous infusion or inter-
mittent bolus, of  diagnostic or therapeutic 
substance(s) (eg, anesthetic, antispasmodic, 
opioid, steroid, other solution), not including 
neurolytic substances, interlaminar epidural 
or subarachnoid, cervical or thoracic; without 
imaging guidance

62325 . . . with imaging guidance (ie, fluoroscopy or 
CT)

62326 Injection(s), including indwelling catheter 
placement, continuous infusion or inter-
mittent bolus, of  diagnostic or therapeutic 
substance(s) (eg, anesthetic, antispasmodic, 
opioid, steroid, other solution), not including 
neurolytic substances, interlaminar epidural 
or subarachnoid, lumbar or sacral (caudal); 
without imaging guidance

62327 . . . with imaging guidance (ie, fluoroscopy or 
CT)

Codes 62324-62327 are to be used only when a catheter 
is left in place for more than one calendar day.  If  a catheter 
is inserted and removed on the same day, assign a code from 
series 62320-62323.  The “with imaging guidance” codes 
include fluoroscopy, CT, and any injection of  contrast.

   -   Article by Coding Strategies® Staff
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