
2021 CPC Chapter 10: Cardiovascular System  

 
MULTIPLE CHOICE 

 

 1. How many layers of tissue does an artery have? 

a. One c. Three 

b. Two d. Four 
 

 

 2. The conduction system contains pacemaker cells, nodes, the ____ and the ____. 

a. Bundle of His and electrical system 

b. Purkinje fibers and bundle of His 

c. Heart valves and purkinje fibers 

d. Electrical system and bundle of His 
 

 

 3. What part of the cardiovascular system is responsible for the one-way flow of blood through the 

chambers of the heart? 

a. Septum c. Bundle of His 

b. Heart valves d. Atria 
 

 

 4. Which main coronary artery bifurcates into two smaller ones? 

a. Right c. Inverted 

b. Left d. Superficial 
 

 

 5. What is the term for the divider between the heart chamber walls? 

a. SA node c. Septum 

b. Bundle branch d. Mitral 
 

 

 6. A patient suffering from an abdominal aortic aneurysm involving a renal artery undergoes 

endovascular repair deploying a fenestrated visceral autograft using two visceral artery 

endoprostheses. Radiological supervision and interpretation were performed. Select the CPT® 

code for this procedure. 

a. 34841 c. 34701 

b. 34842 d. 34703 
 

 

 7. A physician places a centrally inserted, tunneled central venous access device with a subcutaneous 

pump in a 7-year-old patient. 

a. 36561 c. 36560 

b. 36563 d. 36558 
 

 

 8. Patient presents to her physician 10 weeks following a true posterior wall myocardial infarction. 

The patient is still symptomatic and is diagnosed with ischemic heart disease. What is (are) the 

correct ICD-10-CM code(s) for this condition? 

a. Z51.89, I25.9 c. I21.29 

b. I22.8 d. I25.2 
 

 

 9. ____ is a term standing for enlargement of the heart. 

a. Cardiorenal c. Cardiomegaly 

b. Angiomegaly d. Valvuloplasty 
 

 

 10. Repair of coronary vessel is called: 

a. Endarterectomy c. Aortic 

b. Angioplasty d. Endovascular 
 

 

 11. A physician performs a four-vessel autogenous (one venous, three arterial) coronary bypass on a 

patient who had a previous CABG two years ago, utilizing the saphenous vein, radial artery and 

the left and right internal mammary arteries. Select the CPT® codes for this procedure. 



a. 33535, 33510-51, 33530, 35600 c. 33533, 33519, 33530, 35600 

b. 33534, 33518, 33530 d. 33535, 33517, 33530, 35600 
 

 

 12. A patient in the ED was found to have a ruptured abdominal aortic aneurysm. He was taken to 

emergency surgery; a physician performed a direct repair. The physician documented that the 

aneurysm involved the common iliac. Select the proper CPT® code for this procedure. 

a. 34704 c. 35103 

b. 35092 d. 35102 
 

 

 13. A patient presents to the hospital for a cardiovascular SPECT study. A single study is performed 

under stress, but without quantification, with a wall motion study, and ejection fraction. Select the 

CPT® code(s) for this procedure. 

a. 78451, 78472 c. 78453 

b. 78453, 78472 d. 78451 
 

 

 14. Intracoronary stents are placed percutaneously in the right coronary and left anterior descending 

arteries for a patient with stenosis. Percutaneous transluminal balloon angioplasty is performed on 

the left circumflex coronary artery. Choose the correct CPT® codes for this procedure. 

a. 92928-RC, 92928-LD, 92920-LC c. 92933-RC, 92934-LD, 92934-LC 

b. 92928-RC, 92929-LD, 92920-LC d. 92928-RC, 92920-LD, 92920-LC 
 

 

 15. Select the ICD-10-CM diagnosis codes used for pseudoaneurysm, cardiac tamponade and left 

ventricular failure. 

a. I72.9, I31.4, I50.1 c. I34.8, I31.9, I50.9 

b. I25.3, I31.9, I50.9 d. I71.9, I31.9, I50.9 
 

 

 16. Physician changes the old battery to a new one on a patient’s dual chamber permanent pacemaker. 

What CPT® code(s) is/are reported? 

a. 33212 c. 33213, 33233-51 

b. 33229 d. 33228 
 

 

 17. Physician replaces a single chamber permanent pacemaker with a dual chamber permanent 

pacemaker. What CPT® code(s) is/are reported? 

a. 33213, 33233-51 c. 33214 

b. 33213, 33233-51, 33235-51 d. 33212, 33233-51 
 

 

 18. Patient is seen in his physician’s office and diagnosed with benign hypertension and stage 3 

chronic kidney disease. 

a. I12.9, N18.30 c. I13.10, N18.6 

b. I10, N18.30 d. I10, N18.9 
 

 

 19. In the cath lab a physician places a catheter in the aortic arch from a right femoral artery puncture 

to perform an angiography. Fluoroscopic imaging is performed by the physician. What CPT® 

code(s) is/are reported? 

a. 36215, 75605-26 c. 36221 

b. 36200, 75605-26 d. 36222 
 

 

 20. In the cath lab, from a right femoral artery access, the following procedures are performed: 

Catheter placed in the left renal, accessory renal superior to the left renal and one main right renal 

artery. Radiologic supervision and imaging are performed in all locations. What CPT® code(s) 

is/are reported? 

a. 36252, 36251 

b. 36245-LT, 36245-59-LT, 36245-59-RT, 75774-26 

c. 36245, 36245-59, 36245-59, 36252-26 

d. 36252 
 

 



 21. Patient is diagnosed with acute systolic heart failure due to hypertension with CKD stage 4. What 

ICD-10-CM codes are reported? 

a. I13.0, I50.21, N18.4 c. I10, I12.9, I50.21, N18.4 

b. I11.0, I12.9, I50.21, N18.4, d. I13.0, I50.21, N19 
 

 

 22. A patient presents for epicardial lead placement via median sternotomy to the right atrium and 

right ventricle. A dual pacemaker generator is then inserted subcutaneously. The patient has bundle 

branch block and sinoatrial node dysfunction. What CPT® and ICD-10-CM codes are reported? 

a. 33214, I45.2, I49.8 c. 33202, 33213-51, I45.4, I49.5 

b. 33203, 33213-51, I45.10, I49.5 d. 33208, 33213-51, I45.4, I49.5 
 

 

 23. A physician states he performed a comprehensive EP study with induction of arrhythmia in the 

hospital. The report shows bundle of His recording, pacing and recording of the right atrium, and 

induction of arrhythmia by electrical pacing. What CPT® coding is reported? 

a. 93600-26, 93602-26, 93610-26, 93618-26 

b. 93620-26 

c. 93620-26, 93621-26 

d. 93619-26 
 

 

 24. Due to infections from hemodialysis, the physician replaces a dual chamber implantable 

defibrillator system with a multi-lead system with an epicardial lead and transvenous dual chamber 

lead defibrillator system. The original dual leads are extracted transvenously. The generator pocket 

is relocated. What CPT® codes are reported? 

a. 33244, 33220-51, 33264-51, 33223-59 

b. 33243, 33202-51, 33263-51, 33223-59 

c. 33241, 32330-51, 33263-51, 33223-59 

d. 33244, 33202-51, 33264-51, 33223-59 
 

 

 25. A physician supervises a patient during a cardiac stress test performed at the hospital and writes 

the interpretation and report. What CPT® coding is reported for the physician NOT employed by 

the hospital? 

a. 93015 c. 93016, 93018 

b. 93016-26 d. 93016, 93017 
 

 

 26. Aortography and bilateral extremity angiography were performed.  The physician placed the 

catheter in the aorta at the level of the renal arteries and injected contrast for the aortography and 

repositioned the catheter just above the bifurcation for angiography of the lower extremities. 

Which CPT® codes are reported? 

a. 36200, 75630-26 c. 36200, 75625-26, 75710-50-26 

b. 36200, 75625-26, 75716-26 d. 36200, 75716-26 
 

 

 27. Procedure: Right femoral angiography, percutaneous transluminal tibioperoneal angioplasty and 

stenting. 

 

Description of Procedure: The patient was premedicated and brought to the cardiovascular 

laboratory. The right inguinal region is prepped and draped in the usual sterile fashion. Local 

cutaneous anesthesia was obtained with 1% Lidocaine. A 6 French sheath was inserted antegrade 

into the right femoral artery. It was kinked and was replaced with a 6 French Arrow sheath. 



Findings: Selective injections into the right femoral artery revealed diffuse irregularities of the 

superficial femoral artery with a 95 percent mid to distal stenosis and a 60 percent distal stenosis. 

The distal popliteal artery had an eccentric 60 percent stenosis. The tibial peroneal trunk was 

diffusely diseased with sequential 95 percent stenosis present. The anterior tibial and posterior 

tibial arteries are both occluded. We gave intravenous heparin 2,500 units. The distal vessel was 

wired with a V18 wire. We then dilated both superficial femoral artery lesions with a 5 x 4 

Diamond balloon and achieved good angiographic result. We then elected to approach the tibial 

peroneal trunk that was a high-grade stenosis leading into the only remaining circulation. This was 

dilated with a 3 x 4 Diamond balloon. This had satisfactory results, but we elected to stent this for 

a better long-term patency. We exchanged out the V18 wire for a coronary extra support wire and 

deployed a 3.5 x 40 mm GR2 coronary stent. This was then post-dilated to high pressures with a 

3.5 x 40 mm NC Bandit balloon. We then performed inflations in the popliteal artery with a 4 x 2 

Symmetry balloon, also achieving a satisfactory angiographic result. The balloon catheter was then 

withdrawn. The final angiographic result was excellent, with wide patency from the superficial 

femoral artery into the peroneal down to the ankle. Following the procedure, an ACT was 

obtained. The sheath was removed. A strong popliteal pulse was obtained. The patient was 

transported in stable condition to the recovery unit. 

 

Impression: 

      1. Successful percutaneous transluminal angioplasty of sequential 95 and 60 percent mid and 

distal superficial femoral artery lesions. 

      2. Successful percutaneous transluminal angioplasty of a 60 percent popliteal lesion. 

      3. Successful percutaneous transluminal angioplasty of diffuse 95 percent tibial peroneal 

trunk stenosis with stenting producing a residual stenosis to 0 percent. 

 

Which angioplasty codes are correct to report? 

a. 37221, 37230-51 c. 37236, 37224-51, 37230 

b. 37230, 37224-51 d. 37230, 37232-51 
 

 

 28. An arterial catheterization is performed by cutdown for transfusion. What CPT® code is reported? 

a. 36600 c. 36625 

b. 36620 d. 36640 
 

 

 29. A PICC with a port is placed under fluoroscopic guidance for a 45-year-old patient for 

chemotherapy infusion by a physician. The procedure was performed in the hospital. Report the 

codes for the physician. 

a. 36568 c. 36570, 77001-26 

b. 36571, 77001-26 d. 36571 
 

 

 30. A patient presents to the outpatient surgery department for revision to his autogenous radiocephalic 

fistula so he can continue his hemodialysis. What is the correct CPT® code? 

a. 36825 c. 36831 

b. 36832 d. 36904 
 

 

 31. The cardiologist advances a 6 French catheter into the left renal artery via a right common femoral 

puncture. It is selectively catheterized and angiographic films are taken. The catheter was then 

removed and a diagnostic guiding type, RDC catheter was used and the left renal artery was 

selectively engaged. A 0.014 Supracore wire was used and the lesion was crossed. A 6.0 X 18 mm 

balloon expandable Racer stent was introduced. This was expanded around 8 atmospheres of 

pressure which is nominal. Angiography revealed excellent results with no residual stenosis. What 

CPT® codes are reported? 

a. 36245-LT, 75625-26, 37236 c. 36245-LT, 36251, 37236 

b. 36245-LT, 37236 d. 36246-LT, 37236 
 

 



 32. Preoperative Diagnosis: Aortic valve stenosis with coronary artery disease associated with 

congestive heart failure 

Postoperative Diagnosis: Same 

Anesthesia: General endotracheal 

Incision: Median sternotomy 

Description of Procedure: The patient was brought to the operating room and placed in supine 

position. After the patient was prepared, median sternotomy incision was carried out and conduits 

were taken from the left arm as well as the right thigh. She was cannulated after the aorta and 

atrium were exposed and after full heparinization. 

 

She went on cardiopulmonary bypass, and the aortic cross-clamp was applied. Cardioplegia was 

delivered through the coronary sinuses in a retrograde manner. The patient was cooled to 32 

degrees. Iced slush was applied to the heart. The aortic valve was then exposed through the aortic 

root by transverse incision. The valve leaflets were removed, and the 23 St. Jude mechanical valve 

was secured into position by circumferential pledgeted sutures. At this point, aortotomy was 

closed. 

 

Attention was turned to the coronary arteries. The first obtuse marginal artery was a very large 

target and the vein graft to this target indeed produced an excellent amount of flow. Proximal 

anastomosis was then carried out to the foot of the aorta. The radial artery was anastomosed to the 

left anterior descending artery target in an end-to-side manner. The proximal anastomosis was then 

carried out to the root of the aorta. 

 

The patient came off cardiopulmonary bypass after aortic cross-clamp was released. She was 

adequately warmed. Protamine was given without adverse effect. Sternal closure was then done 

using wires. The subcutaneous layers were closed using Vicryl suture. The skin was approximated 

using staples. What CPT® codes are reported? 

a. 33390, 33533-51, 33510 c. 33405, 33533-51, 33510, 35500 

b. 33405, 33533-51, 33517, 35600 d. 33411, 33533-51, 33517, 35600 
 

 

 33. During an inpatient hospitalization, a patient who suffered myocardial infarction had a combined 

right and left heart catheterization. Access was achieved through the right femoral artery and the 

right femoral vein. Selective catheterization of the coronary arteries and selective catheterization of 

the left ventricle were followed by injections of contrast and angiography. During right heart 

catheterization, angiography of the right atrium was performed. Imaging supervision, interpretation 

and report for all angiography was performed during the cardiac catheterization. Select the CPT® 

coding for this procedure by the cardiologist. 

a. 93453-26, c. 93460 

b. 93460-26, 93566 d. 93460, 93565 
 

 

 34. A 35-year-old patient presented to the outpatient hospital for PTA of an obstructed hemodialysis 

AV graft in the venous anastomosis and the immediate venous outflow. The procedure was 

performed under moderate sedation administered by the physician performing the PTA. The 

physician performed all aspects of the procedure, including radiological supervision and 

interpretation. Code for all services performed. 

a. 36905 c. 36902 

b. 36901, 36902 d. 36901, 36905 
 

 

 35. What is included in all vascular injection procedures? 

a. Catheters, drugs and contrast material 

b. Selective catheterization 

c. Just the procedure itself 

d. Necessary local anesthesia, introduction of needles or catheters, injection of contrast 

media with or without automatic power injection and/or necessary pre-and post-injection 

care specifically related to the injection procedure. 
 



 

 36. In the hospital setting a patient undergoes transcatheter placement of an extracranial vertebral 

artery stent in the right vertebral artery. Which CPT® code is reported by the physician providing 

only the radiologic supervision and interpretation? 

a. 0075T c. 35005 

b. 37236 d. 0075T-26 
 

 

 37. Catheter advanced from the right femoral vein into the left and right pulmonary artery. The 

catheter was further negotiated into the right lung lower lobe. Pulmonary angiography performed 

in all locations including radiologic supervision and interpretation. What CPT® codes are 

reported? 

a. 36015-RT, 36014-59-LT, 75743-26, 75774-26 

b. 36015-50, 36014, 75743-26 

c. 36014-50, 75741, 75774-26 

d. 36015, 36014-59, 75741-26, 75741-59 
 

 

 38. INDICATIONS FOR CORONARY INTERVENTION: Acute inferior myocardial infarction. 

Documented mildly occlusive plaque with much clot in the right coronary artery. 

PROCEDURE: Insertion of temporary pacemaker in the right femoral vein. Primary stenting of the 

right coronary artery with a 4.5 x 16 mm Express stent. Angio-Seal to the vessels of the right 

common femoral artery post procedure, and also Angio-Seal of the right common femoral vein. 

TECHNIQUE:  Judkins percutaneous approach from the right groin with Perclose at the arterial 

puncture site post procedure. 

CATHETERS:  4 French Angio-Jet catheter device, insertion of a 5 French temporary pacing 

wire, a 4.5 x 16 mm Express stent. 

PRESSURES:  Aortic Pressure: 107/78 

 

RESULTS: 

Coronary stenting procedure of the right coronary artery:  The right coronary artery was primarily 

stented with a 4.5 x 16 mm Express stent. It was expanded to 12 atmospheres. There was no 

residual stenosis. 

 

IMPRESSION:  Successful Angio-Jet and stenting of the distal right coronary artery with no 

residual stenosis. Angio-Seal to the right femoral vein post procedure. 

 

PROCEDURE:  Through the femoral artery sheath, the EBU was advanced to the right coronary.  

Following this a PT graphic intermediate wire was used to cross the lesion. Following this 

angioplasty of the lesion was performed, utilizing a 2.5 x 20-millimeter CrossSail balloon at 

multiple sites to ten atmospheres. Following this there was a fair result; however, there was a 

significant stenosis and significant calcification at the area, and the decision was made to pursue 

trying to stent the lesion. Multiple stents were attempted, including a 2.5 x 9-millimeter zipper MX 

and a 2.5 x 13-millimeter Guidant stent. This was abandoned, and in switching out to a balloon for 

further ballooning, the patient became hypertensive and with difficulty in terms of her respiratory 

status.  Angiography revealed an occlusion of the mid left anterior descending and thrombus 

throughout the proximal left anterior descending extending into the left main. Recheck of ACT 

showed the ACT to be at eight seconds. This likely represented subtherapeutic range for her 

anticoagulation. A check of her medications revealed that instead of Angiomax, the patient had 

been given ReoPro without antithrombotic agent. She was therefore given IV heparin up to 12,000 

units, and her ReoPro was continued. The lesion was then rewired, and an AngioJet was used to try 

to suction out this area of thrombus. 



Unfortunately, the AngioJet was unable to cross the mid left anterior descending lesion and 

therefore was somewhat limited in its use for a more distal thrombus, although it did suction out 

the proximal left anterior descending thrombus. At this point, the patient was emergently intubated, 

and multiple pressors were started, including dopamine, Levophed, vasopressin, and epinephrine. 

Following this, a laser was attempted to cross the lesion an excimer laser X80 Spectranetics 0.9 

Vitesse; however, this laser was unable to cross the lesion. Therefore, a long balloon, a 2.0 x 40-

millimeter CrossSail balloon, was used to cross the lesion and inflate multiple segments of the mid 

left anterior descending up to a maximum inflation pressure of ten atmospheres. This improved 

flow though by no means restored it back to normal. Therefore, following this, longer balloon 

inflations were performed utilizing a 2.0 x 20-millimeter CrossSail balloon up to fourteen 

atmospheres for one and a half minutes. This did not improve significantly the flow distally, and 

therefore the decision was made to try to stent the mid segment with a 2.5 x 9-millimeter zipper 

MX stent to a maximum inflation pressure of fourteen atmospheres. This resolved the issue in 

terms of the mid left anterior descending lesion; however, beyond the stent there continued to be 

residual stenosis, and multiple balloons were used to balloon this up to a 2.5 x 20-millimeter 

balloon up to fourteen atmospheres.  The final result in the left anterior descending revealed a 

lesion in the mid-left anterior descending that was approximately 40 percent, there was TIMI III 

flow throughout the proximal and mid left anterior descending. However, at the level of the apex, 

there was TIMI 0 flow. Throughout the angioplasty, the patient had episodes of bradycardia, and a 

temporary pacemaker was placed, and this was removed at the end of the procedure. 

 

IMPRESSION:  Successful stent to the mid left anterior descending, complicated by thrombotic 

event in the left anterior descending system. Final result was a successful stent to the mid left 

anterior descending with residual TIMI 0 flow in the distal left anterior descending. We returned to 

the right coronary artery and successfully employed a 4.5 x 16 mm Express sent. At the end of the 

case, an intra-aortic balloon pump was placed in the left femoral artery sheath, and the patient was 

sent to the Coronary Care Unit on multiple pressors including epinephrine, vasopressin, Levophed 

and dopamine. What CPT® coding is reported? 

a. 92928-RC, 92929-LD 

b. 92928-RC, 92928-LD, 33967, 92973 

c. 92928-RC, 92929-LD, 92973 

d. 92928-RC, 92929-LD, 33967, 92973-RC 
 

 

 39. A patient has a complete TTE performed to assess her mitral valve prolapse (congenital). The 

physician performs the study in his cardiac clinic. What CPT® code is reported? 

a. 93303 c. 93308 

b. 93306 d. 93312 
 

 

 40. A patient has a Transtelephonic rhythm strip pacemaker evaluation for his dual chamber 

pacemaker. It has been more than four months from his last evaluation due to him moving. The 

physician evaluates remotely retrieved information, checking the device’s current programming, 

battery, lead, capture and sensing function, and heart rhythm. The monitoring period has been 35 

days. What CPT® code can the physician report for the service? 

a. 93288 c. 93296 

b. 93295 d. 93293 
 

 

 41. A patient is brought to the operating suite when she experiences a large output of blood in her 

chest tubes post CABG. The physician performing the original CABG yesterday is concerned 

about the post-operative bleeding. He explores the chest and finds a leaking anastomosis site and 

he resutured. What CPT® code is reported? 

a. 35211 c. 35820-78 

b. 35820 d. 35241 
 

 



 42. MAZE procedure is performed on a patient with atrial fibrillation. The physician isolates and 

ablates the electric paths of the pulmonary veins in the left atrium, the right atrium and the 

atrioventricular annulus while on cardiopulmonary bypass. What CPT® code is reported? 

a. 33254 c. 33256 

b. 33255 d. 33259 
 

 

 43. Patient undergoes a mitral valve repair with a ring insertion and an aortic valve replacement, on 

cardiopulmonary bypass. Which CPT® codes are reported? 

a. 33464, 33406-51 c. 33430, 33405-51 

b. 33426, 33405-51 d. 33468, 33426-51 
 

 

 44. Patient undergoes a three artery CABG. A surgical assistant procures the artery used for the grafts.  

What CPT® coding is reported for the assistant surgeon. 

a. 33535-80 c. 33510-80 

b. 33533-80, 35600-80 d. 33517-80, 35600-80 
 

 

 45. The skin over the left groin was prepped and draped in a sterile fashion and anesthetized with 1% 

Xylocaine.  Through a right femoral artery access, a 5 French pigtail catheter was placed in the 

abdominal aorta and a run-off was performed following injection of 80cc of contrast. Oblique DSA 

images of the iliac circulation were performed following two injections, each 15cc. 

 

Findings: Abdominal aorta: no signs of renal artery stenosis. There is mild atheromatous change 

involving the lower abdominal aorta. There are two eccentric plaques arising from the distal aorta 

just above the iliac bifurcation. There are high-grade stenoses involving both proximal iliacs, the 

right far more pronounced than the left. 

 

The right superficial femoral, profunda femoral, popliteal arteries are normal. The trifurcation 

vessels are unremarkable. 

 

On the left, there is an eccentric plaque in the common femoral artery just below the catheter 

entrance site. This creates approximately 40-50% stenosis at this site. The remainder of the 

proximal femoral artery is normal. The trifurcation vessels and popliteal artery are normal. What 

CPT® codes are reported? 

a. 36200, 75625-26 c. 36200, 75630-26 

b. 36215, 75630-26-50 d. 36200, 75625-26, 75716-26 
 

 

 46. PREOPERATIVE DIAGNOSIS: Heart Block 

POSTOPERATIVE DIAGNOSIS:  Heart Block 

ANESTHESIA: Local anesthesia  

NAME OF PROCEDURE: Reimplantation of dual chamber pacemaker 

DESCRIPTION: The chest was prepped with Betadine and draped in the usual sterile fashion. 

Local anesthesia was obtained by infiltration of 1% Xylocaine.  A subfascial incision was made 

about 2.5 cm below the clavicle, and the old pulse generator was removed. Using the Seldinger 

technique, the subclavian vein was cannulated and through this, the old atrial lead was removed, 

and a new atrial lead (serial # 6662458) was placed in the right atrium and to the atrial septum. 

Thresholds were obtained as follows: The P-wave was 1.4 millivolts, atrial threshold was 1.6 

millivolts with a resultant current of 3.5 mA and resistance of 467 ohms. 

Using a second subclavian stick in the Seldinger technique, the old ventricular lead was removed 

and a new ventricular lead (serial # 52236984) was inserted and placed into the right ventricular 

apex.  The thresholds were obtained and were as follows: R-wave was 23.5 millivolts. The patient 

was pacing at 100% at 0.5 volts, with resultant current of 0.8 mA and resistance of 480 ohms. 

When we were satisfied with the thresholds, the leads were connected to the pacemaker generator 

(serial # 22561587), which was inserted into the previously created pocket. 



The wound was thoroughly irrigated with antibiotic solution and hemostasis was obtained. The 

incision was closed in layered fashion with 2-0 Dexon. A compressive dressing was applied, and 

the patient tolerated the procedure very well. He was taken to the recovery room in satisfactory 

condition. What CPT® codes are reported? 

a. 33207, 33206-51, 33236-51 c. 33208, 33238-51, 33241-51 

b. 33202, 33233-51 d. 33235, 33208-51, 33233-51 
 

 

 47. A patient presents for extremity venous study. Complete noninvasive physiologic studies of both 

lower extremities were performed. Which CPT® code is reported? 

a. 93922 c. 93970 

b. 93923 d. 93970-50 
 

 

 48. In the cardiac suite, an electrophysiologist performs an EP study. With programmed electrical 

stimulation, the heart is stimulated to induce arrhythmia. Observed is right atrial and ventricular 

pacing, recording of the bundle of His, right atrial and ventricular recording and left atrial and 

ventricular pacing and recording from the left atrium. What CPT® coding is reported? 

a. 93600, 93602, 93603, 93610, 93612, 93618, 93621, 93622 

b. 93619, 93621 

c. 93620, 93621, 93622 

d. 93620, 93618, 93621 
 

 

 49. CLINICAL SUMMARY: The patient is a 41-year-old female with known coronary disease and 

recent recurrent chest pain, cardiac catheterization demonstrated subtotal occlusion of the diagonal 

artery at its takeoff from the left anterior descending artery. 

 

PROCEDURE: With informed consent obtained, the patient was prepped and draped in the usual 

sterile fashion. With the right groin area infiltrated with 2% Xylocaine, the patient was given 2 mg 

of Versed and 50 mcg Fentanyl intravenously for conscious sedation and pain control. The right 

femoral artery was cannulated with a modified Seldinger technique and a 6 French catheter sheath 

placed. A 6 French JL3.5 catheter with no side holes was utilized as a guiding catheter. After the 

initial guiding picture had been obtained, the patient was given Angiomax per protocol, and a short 

Cross-it 100 wire was advanced to the LAD and then into the diagonal vessel. A 2.0. 15-mm-long 

Maverick balloon was used for dilatation of the diagonal artery ostium with inflation pressure up to 

8 atmospheres applied. Final angiographic documentation was carried out after the patient received 

200 mcg of intracoronary nitroglycerine. The guiding catheter was then pulled, the sheath secured 

in place. The patient is now being transferred to telemetry for post coronary intervention 

observation and care. 

 

RESULTS: The initial guiding picture of the left coronary system demonstrates the high-grade 

ostial stenosis of the diagonal artery taking off within the LAD. Following the coronary 

intervention with balloon angioplasty there is complete resolution of the stenosis with less than 10 

percent residual narrowing observed, no evidence for intimal disruption, no intraluminal filling 

defect, and good antegrade TIMI III flow preserved. 

 

CONCLUSION: Successful coronary intervention with balloon angioplasty to the ostial/proximal 

segment of the second diagonal vessel. What CPT® code is reported? 

a. 92924-LD c. 92921-LD 

b. 92920-LD d. 92937-LD 
 

 

 50. Preoperative Diagnosis: Coronary artery disease associated with congestive heart failure. In 

addition, the patient has diabetes and massive obesity. 

Postoperative Diagnosis: Same 

Anesthesia: General endotracheal  

Incision: Median sternotomy  

 



Indications: The patient had presented with severe congestive heart failure associated with her 

severe diabetes. She had significant coronary artery disease, consisting of a chronically occluded 

right coronary artery but a very important large obtuse marginal artery coming off as the main 

circumflex system.  

 

She also has a left anterior descending artery which has moderate disease and this supplies quite a 

bit of collateral to her right system. The decision was therefore made to perform a coronary artery 

bypass grafting procedure particularly because she is so symptomatic. The patient was brought to 

the operating room. 

 

Description of Procedure: The patient was brought to the operating room and placed in supine 

position. Myself, the operating surgeon was scrubbed throughout the entire operation. After the 

patient was prepared, median sternotomy incision was carried out and conduits were taken from 

the left arm as well as the right thigh. The patient weighs almost three hundred pounds and with 

her obesity there was some concern as to taking down the left internal mammary artery. Because 

the radial artery appeared to be a good conduit, she should have an arterial graft to the left anterior 

descending artery territory. She was cannulated after the aorta and atrium were exposed and after 

full heparinization. 

 

Attention was turned to the coronary arteries. The first obtuse marginal artery was a very large 

target and the vein graft to this target indeed produced an excellent amount of flow. Proximal 

anastomosis was then carried out to the foot of the aorta. The left anterior descending artery does 

not have severe disease but is also a very good target, and the radial artery was anastomosed to this 

target, and the proximal anastomosis was then carried out to the root of the aorta. 

 

Sternal closure was then done using wires. The subcutaneous layers were closed using Vicryl 

suture. The skin was approximated using staples. What CPT® coding is reported? 

a. 33533, 33510 c. 33533, 33517 

b. 33511 d. 33533, 33517, 35600 
 

 

 51. CLINICAL SUMMARY: The patient is a 55-year-old female with known coronary disease and 

previous left anterior descending and diagonal artery intervention, with recent recurrent chest pain. 

Cardiac catheterization demonstrated continued patency of the stented segment, but diffuse 

borderline changes in the ostial/proximal portion of the right coronary artery. 

 

PROCEDURE: With informed consent obtained, the patient was prepped and draped in the usual 

sterile fashion. With the right groin area infiltrated with 2percent Xylocaine and the patient given 2 

mg of Versed and 50 mcg of fentanyl intravenously for conscious sedation and pain control, the 6 

French catheter sheath from the diagnostic study was exchanged for a 6 French sheath and a 6 

French JR4 catheter with side holes utilized. The patient initially received 3000 units of IV 

heparin, and then IVUS interrogation was carried out using an Atlantis Boston Scientific probe. 

After it had been determined that there was significant stenosis in the ostial/proximal segment of 

the right coronary artery, the patient received an additional 3000 units of IV heparin, as well as 

Integrilin per double bolus injection. A 3.0 16-mm-long Taxus stent was then deployed in the 

ostium and proximal segment of the right coronary artery in a primary stenting procedure with 

inflation pressure up to 12 atmospheres applied. Final angiographic documentation was carried out, 

and then the guiding catheter pulled, the sheath upgraded to a 7 French system, because of some 

diffuse oozing around the 6 French sized sheath, and the patient is now being transferred to 

telemetry for post-coronary intervention observation and care. 

 

RESULTS: The initial guiding picture of the right coronary artery demonstrates the right coronary 

artery to be dominant in distribution, with luminal irregularities in its proximal and mid-third with 

up to 50 percent stenosis in the ostial/proximal segment per angiographic criteria although some 

additional increased radiolucency observed in that segment. 



 

IVUS interrogation confirms severe, concentric plaque formation in this ostial/proximal portion of 

the right coronary artery with over 80 percent area stenosis demonstrated. The mid, distal lesions 

are not significant, with less than 40 percent stenosis per IVUS evaluation. 

Following the coronary intervention with stent placement, there is marked increase in the 

ostial/proximal right coronary artery size, with no evidence for intimal disruption, no intraluminal 

filling defect, and TIMI III flow preserved. 

 

CONCLUSION: Successful coronary intervention with drug eluting Taxus stent placement to the 

ostial/proximal right coronary artery. What CPT® coding is reported? 

a. 92928-RC, 92978 c. 92928-RC, 92978-51-RC 

b. 92928-RC, 92929-RC, 92978-RC d. 92924-RC, 92925-RC, 92978-51 
 

 

 52. According to the ICD-10-CM Coding Guidelines, which condition has a causal relationship with 

hypertension? 

a. Diabetes 

b. Asthma 

c. Hyperlipidemia 

d. Chronic Kidney Disease 
 

 

 53. Which statement is TRUE regarding codes for hypertension and heart disease in ICD-10-CM? 

a. Only one code is required to report hypertension and heart failure. 

b. Hypertension and heart disease have an assumed causal relationship. 

c. Hypertension and heart disease without a stated causal relationship must be coded 

separately. 

d. Hypertension with heart disease is always coded to heart failure. 
 

 

 54. What information is needed to accurately code hypertension retinopathy in ICD-10-CM? 

a. The affected eye(s). 

b. The stage of retinopathy 

c. Whether the hypertension is malignant or benign. 

d. Which side of the heart is affected? 
 

 

 55. In ICD-10-CM what is the default code for coronary artery atherosclerosis? 

a. I25.10  Atherosclerosis heart disease of native coronary artery without angina pectoris 

b. I25.709 Atherosclerosis of coronary artery bypass graft(s), unspecified, with unspecified 

angina pectoris 

c. I25.810 Atherosclerosis of coronary artery bypass graft(s) without angina pectoris 

d. I25.9 Chronic ischemic heart disease, unspecified 
 

 

 56. What information is required to accurately code PVD with diabetes in ICD-10-CM? 

a. The side of the body affected. c. The state of gangrene. 

b. Whether the patient has gangrene. d. The state of PVD. 
 

 


