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April 10, 2019 

  

 

Cathy Cook, MD, Medical Director   

National Correct Coding Initiative 

Capitol Bridge LLC 

2300 9th Street, PH3 

Arlington, VA 22204 

 

***Submitted electronically to NCCImailbox@capitolbridgellc.com*** 

 

RE: MUE Edit for 75827 

 

Dear Dr. Cook: 

 

The Society for Cardiovascular Angiography and Interventions (SCAI) is a 

non-profit professional association with over 4,500 members representing 

the majority of practicing interventional cardiologists and cardiac 

catheterization teams in the United States including pediatric interventional 

cardiologists treating patients with congenital heart disease. SCAI promotes 

excellence in interventional cardiovascular medicine through education, 

representation and the advancement of quality standards to enhance patient 

care.  

 

It has been brought to SCAI’s attention that there is an existing MUE edit of 

“1” unit per date of service for code 75827 (Venography, caval, superior, 

with serialography, radiological supervision and interpretation), which is 

used to report diagnostic angiography of the Superior Vena Cava, commonly 

referred to as an “SVC gram”. The rationale listed for the existing edit is 

“Anatomic Consideration”.  

 

 

While it is true that typically patients have only one superior vena cava, 

having two superior vena cava (referred to as dual or double superior vena 

cava) is one of the most common congenital heart anomalies, occurring in an 

estimated 10-11% of the congenital heart disease population (Albay 2006)1. 

Further, the presence of dual SVCs has significant impact on 

cardiopulmonary bypass technique and is also relevant to surgical and 

transcatheter interventions for certain patient populations, most notably 

patients who follow a single ventricle palliation pathway. 

 

Many of these congenital heart disease patients are covered by Medicaid and 

this edit is resulting in inappropriate claims denials. A copy of a real-world 

75827 1 3 Date of Service Edit: Clinical Anatomic Consideration 
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patient procedure report that has been de-identified, detailing an example case supporting the 

performance of two SVC grams (75827) performed at the same session is attached. While we 

fully acknowledge that dual superior vena cava is a rare condition, for interventional 

cardiologists that diagnose and treat congenital heart disease patients, it is a fairly common 

occurrence to evaluate two superior vena cava vessels at the same session. Therefore, SCAI 

respectfully requests the MUE edit for code 75827 be revised to “2” units.  

 

We appreciate your consideration of this matter. If you have any questions or need additional 

information to support taking action to correct the MUE edit for code 75827, please contact 

Dawn R. Gray at dgray@scai.org to arrange a call with SCAIs leading clinical experts that 

regularly perform these studies.  

 

Sincerely,  

 

 

 

Frank Ing, MD, FSCAI  

SCAI Congenital Heart Disease Council, Chair 

 

   

CC:  Marsha Mason-Wonsley at Marsha.Mason-Wonsley@cms.hhs.gov 

 Francesca Dea, CAE 

 Osvaldo Gigliotti, MD, FSCAI  

 Dmitriy Feldman, MD, FSCAI 

 Tim Swan, MD, FSIR  

 Dawn R. Gray 

 

 

 

1- Albay, S., Cankel, F., Kocabiyiak, N., Yalcin, B., Ozan, H. (2006). Double superior vena 

cava: Two cases. Morphologie.  90 (288), 1.    

 

 

Attachment 1- Patient Report Dual SVC-gram  
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Attachment 1- Patient Report Dual SVC-gram 
 

Cardiac Catheterization Report 
  

            Name                                                                                                   

     Patient ID                                                                      
             DOP   5/8/17 
             DOB                                              Age  6m                                       Sex  F 
          Height   65cm                             Weight  7.16kg                               BSA  0.36m2 

STAFF: Frank Ing, MD                                             FELLOW: Eyal Saguiv, MD 

  
PRE-CATH DIAGNOSIS AND INDICATIONS FOR CATHETERIZATION: 

1. HLHS (AS/MS) with a near- intact atrial septum, L-SVC to CS 

2. s/p Norwood with a 4mm mBTS (10/20/16, Starnes), sternal wound debridement (11/22/16) 

3. Pulmonary hypertension, most recently evaluated by cath on 11/16/16; bilateral PA stenosis (L>R) 

4. s/p G-tube placement (1/6/17, Yanni) 

The patient is a 6 m/o girl with hx of HLHS with a restrictive atrial septum, bilateral SVCs, with a post-op course mostly 
complicated by pulmonary hypertension and persistent desaturation with need for reintubation and maximal pulmonary 
vasodilator therapy including Sildenafil, Bosentan and Remodulin (that was weaned by 12/7/16). On cath on 11/22 she 
was found to have a PVR of 2.7Wu and bilateral PA stenosis with the LPA measured 3.5mm and the RPA 3.7mm. She is 
gaining weight and remains cyanotic with sats at 80s, to 70s while active, followed by cardiologist Dr Tan. XXX is brought 
to the cath lab today for pre-Glenn evaluation. 

PROCEDURE PERFORMED: 
1. Right heart catheterization 
2. Left heart catheterization 
3. Angiography 

  

ANGIOGRAMS PERFORMED: 
1. Left SVC 
2. Right SVC 
3. Right upper pulmonary vein/LA 
4. Left lower pulmonary vein/LA 
5. Right ventricle 
6. Aortic arch 
7. Aortic root 
8. Right common iliac artery 
9. Right innominate artery 
10. BT shunt 
11. Left subclavian artery 
12. Right subclavian artery 
13. Right thyrocervical trunk 

  

Procedure Time: 1 hours 35 min    Fluoroscopy Time: 15.5 min          Total Contrast: 5.9 mL 



   

 

   

 

Access: 6 Fr RFV, 4 Fr RFA 

  
PROCEDURE (INCLUDING CATH COURSE IF UNUSUAL): 
The patient  was brought to the cath lab after informed consent had been obtained, intubated and placed under general 
anesthesia. She was prepped and draped in the usual sterile fashion. Initially, a 6 Fr sheath was placed into the RFV and a 
3.3 Fr leader catheter was placed into the RFA.  ABG and ACT were sent and 550 units of heparin were administered. 
A right heart catheterization was performed with a 6 Fr NIH catheter.  The left and right SVCs, RA, LA, RUPV, LLPV and 
RV were entered for pressure and saturation data. The right SVC was accessed directly via the RA, and the left SVC was 
accessed via the coronary sinus. A mean gradient of 2mmHg was seen across the ASD. Elevated RA pressure of 10mmHg 
and RVEDP of 9mmHg also noted. RV angiogram was then taken. The Ascending and descending aorta were then entered 
for pressure data; no gradient was seen across the arch. Aortic arch and root angiograms were then taken showing AP 
collateral vasculature system but difficult to well visualize the shunt. Next, left heart catheterization was performed in 
order to better visualize the BT shunt and pulmonary arteries. The RFA sheath was exchanged with a 4 Fr sheath. It was 
initially difficult to pass a wire through the sheath and thus angiogram was taken showing small internal iliacs (right more 
than left), but with no concern for injury to the vascular well. A 4 Fr JB1 catheter was advanced in a retrograde fashion to 
the aortic arch and the innominate artery. Angiograms were taken showing a narrowed BT shunt with likely some intimal 
growth across its wall with no apparent focal obstruction stenosis. It was thus decided not to enter the shunt to the 
branch PAs to avoid obstruction or intimal injury. The left subclavian artery was entered to better defined suspected AP 
collaterals – collateral vasculature was demonstrated but given the small shunt and patient’s cyanosis, it was decided not 
to coil occlude it at this point, to avoid further compromise to pulmonary blood flow. The LA was then entered again via 
the right heart NIH catheter and the LLPV and RUPV were re-entered to obtain wedge pressures as a surrogate to PA 
pressures, revealing a pulmonary gradient of 6-7mmHg. At this point the procedure ended. 1% Lidocaine solution was 
infiltrated in the right groin and all catheters, sheaths, and wires were removed from the body and hemostasis was 
achieved. Dressings were placed; XXX was extubated and returned to the PACU in stable condition. 

  

HEMODYNAMICS:   

  SAT% Pressure (mmHg) Post- angiography 

High SVC 51%     

Low SVC 49%     

RA 68% a10v8m8 m9 

RV   82/9 81/10 

LA   a12v10m10 m11 

LLPV 100%     

RUPV 98%     

LLPVW     m17 

RUPVW     m18 

AAO     81/40 m60 

DAO     80/38 m58 

RFA 81% 81/39 m58   

  
            CALCULATED DATA: 
Hb: 13.3 g/dL             O2 consumption: 152 mL/min/m2      ABG: 7.39 / 38 / 40 / 23 / -1.6 sat 78% 
Qp: 4.4 liters/min/m2  (assuming PV saturation of 100%; 4.9 assuming 98%) 
Qs: 2.6 liters/min/m2   (assuming mixed venous saturation of 49%)              
Qp:Qs: 1.7:1 
Qep: 1.64 liters/min/m2           
PVR: 1.6 Wood units x m2    
SVR: 11.1 Wood units x m2 



   

 

   

 

 ANGIOGRAPHY: 
1. Left SVC (AP0; LAT90): the NIH catheter is positioned high in the left SVC via the RA and through the 

coronary sinus showing unobstructed flow through a dilated CS opening; no bridging vein to the R-SVC is 
apparent. Some retrograde filling shows a posterior venous branch that is possibly a hemi-azygos vein. 

2. Right SVC (AP0; LAT90): Hand injection through the NIH catheter now in the right SVC. The right SVC drains 
normally into the RA. There is no evidence of an anomalous pulmonary vein draining into the SVC. As above, 
there is no bridging vein to the left SVC. 

3. Right upper pulmonary vein/ LA (AP0; LAT90): hand injection of contrast shows the NIH catheter tip location 
in the RUPV, with no obstruction of flow to the LA and to the dilated RA through an ASD.  

4. Left lower pulmonary vein / LA (AP0; LAT90): hand injection of contrast shows the catheter tip at a LLPV 
branch, with no apparent flow obstruction to the LA and RA via a large ASD. 

5. Right ventricle (AP0; LAT90): ventricular angiogram using the NIH catheter shows a mildly dilated RV with 
prominent trabeculations, qualitatively good function. No significant TR. There is antegrade flow through the 
neo-aortic valve and through ascending aorta and the branches. 

6. Aortic arch (AP0; LAT90): the NIH catheter is positioned in an antegrade fashion through the RA, RV and neo-
aortic valve to the aortic arch. The arch appears dilated to the level of the isthmus. Faint retrograde flow of 
contrast shows the native aorta and the coronary vasculature, and a competent neo-aortic valves, which are 
better defined on the next angiogram. The arch is left sided with normal head and neck vessels. Faint flow 
through the BT shunt off the innominate is likely seen as well as prominent bilateral intra-mammary arteries 
and tortuous abnormal collateral vessels off the subclavian branches. Prominent color filling of the 
pulmonary arterial tree despite faint filling of the BT shunt suggest the presence of AP collaterals.  

7. Aortic root (AP0; LAT90): injection through the aortic root shows no neo-aortic valve insufficiency. 
Retrograde filling of the native aorta is seen and the DKS anasthamosis. The coronary vasculature is shows 
with a large and prominent RCA (LCA branching cannot be well defined). Filling of the head and neck vessels 
and the PAs via the BT shunt and collaterals are seen. 

8. Right common iliac artery (AP0; LAT90); a 4 Fr sheath is inserted through the RFA; hand injection of contrast 
shows small internal iliac arteries bilaterally, right more than left, with otherwise no apparent injury to 
arterial vessel wall integrity and some retrograde flow of contrast  through the abdominal aorta, filling of 
vertebral and inferior mesenteric arteries. Repeat injection through a more distal position in the right 
internal iliac artery shows the wire passing through up to the abdominal aorta with preserved vascular wall 
integrity, and the bifurcation of the right external iliac artery. The bladder is shown filled with contrast with 
faint filling of the ureters. 

9. Next, contrast injection is done with the JB1 catheter tip, showing filling of the right innominate artery and 
the bifurcation to the carotid and subclavian (AP0; LAT90). The BT shunt is shown with forward flow to the 
branch PAs. 

10. Blalock- Taussig shunt (AP0; LAT90): the JB1 catheter is advanced to near the orifice of the shunt. The shunt 
appears narrow with areas suspicious for intimal growth within it. It measured down to 2.2mm at its 
narrowest. The PAs size appears adequate diatally with some mild proximal narrowing (the left upper 
pulmonary branch takes off directly at the insertion site of the BT shunt. There is normal appearing 
peripheral pulmonary vasculature although more faint and delayed filling is seen in the upper lobes 
bilaterally, suggesting other sources of perfusion.  

11. Left subclavian artery (AP0; LAT90): injection through the left subclavian artery shows a net of abnormal 
collateral vasculature, likely mostly from a prominent dilated left internal mammary artery with rapid filling 
of distal pulmonary arteries. Cross over of collateral vasculature to the right lung is seen as well.  

12. Right subclavian artery (AP0; LAT90): the JB1 catheter tip is at the right subclavian artery and then flings back 
to the transverse arch during the injection. Again, prominent internal mammary and thyrocervical trunk 
arteries are demonstrated with collateral supply of right sided distal pulmonary arteries (less prominent than 
on the left side). 

13. Right thyrocervical trunk (AP0; LAT90): tortuous collateral vessel is seen off of the right thyrocervical trunk, 
filling of a prominent internal mammary artery is seen again with filling of chest wall arteries but also of 
distal pulmonary arteries.  



   

 

   

 

 COMPLICATIONS: None 

  

ESTIMATED BLOOD LOSS: < 20cc               

  

DIAGNOSIS LIST: 
1.                  HLHS (AS/MS) with a near- intact atrial septum, L-SVC to CS 

2.                  s/p Norwood with a 4mm mBTS (10/20/16, Starnes), sternal wound debridement (11/22/16) 

3.                  s/p G-tube placement (1/6/17) 

4.                  BT shunt narrowing and sigifnicant AP collateral vasculature, elevated PA pressures likely secondary to elevated 
EDP, mildly restrictive ASD (cath, 5/8/17) 

SUMMARY OF FINDINGS AND INTERVENTIONS: 
The patient  is a 6 m/o girl with hx of HLHS with a restrictive atrial septum s/p Norwood  with a 4mm BT shunt, also with 
history of difficult to treat pulmonary hypertension, continues on medical treatment. Pre-Glenn cath today shows 
bilateral SVCs with the left SVC draining to the RA via a dilated coronary sinus with no obstruction. She has elevated 
end diastolic opressures of 11-12mmHg and thus despite a reasonable trans-pulomary gradient of 6-7mmHg and PVR 
(estimated 1.7Wu), PA pressures are elevated to 17-18mmHg, as estimated by PV wedge pressures. The BTS appears 
narrowed down to 2.2mm and major AP collaterals are seen, contributing to an overall elevated Qp:Qs. There was up to 
a 2mmHg gradient across the ASD. This data will be presented at surgical conference to discuss proceeding to bilateral 
superior cavopulmonary anastomoses (i.e bilateral Glenn palliation). The BT shunt was thus not entered during this 
catheterization. 

DISPOSITION: 
The patient tolerated the procedure well.  All catheters and sheaths were removed and hemostasis achieved. She was 
extubated and transferred to the PACU in stable condition and will be admitted overnight for observation.  Findings will 
be discussed with the family. 

  
 

 

 

 

 

 


