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Overview of Central Venous Access Catheters for Hemodialysis 

Medtronic produces a variety of catheters used to perform hemodialysis in patients with renal failure.  

These catheters are central venous access catheters, intended to be inserted via a central vein – 

typically, the jugular, subclavian, brachiocephalic, or femoral veins.  Once inserted, the internal tip of the 

catheter is advanced into the superior or inferior vena cava or into the right atrium of the heart. To be 

used for hemodialysis, the catheters have two lumens with two caps that hang outside the body.   All 

Medtronic dialysis catheters are centrally inserted. CPT©1 also provides codes for peripherally inserted 

catheters (PICC).  These codes are not addressed within the guide. 

Procedures Using Hemodialysis Catheters 

There are seven different types of procedures that can be performed using central venous access 

devices: 

(1) Insert; (2) Replace; (3) Remove; (4) Repair; (5) Remove Obstruction; (6) Reposition; or (7) Evaluate 

Catheter 

Each procedure has a specific set of CPT© codes, as shown in the table below. Different CPT© codes are 

used depending on several factors including: 

▪ Non-tunneled (acute, short term use) or tunneled (chronic, long-term use) 

▪ Patient’s age (< 5, age 5 and older) 

Catheter 
Type 

Medtronic 
Product 
Type 

Insert 
Replace 
(via same 
access) 

Remove Repair 
Remove 
Obstruction 

Reposition Evaluate 

 
Non-
tunneled 

 
Acute 

36555 
(<5 years) 
36556 
(>5years) 

 
36580 

 
E/M code 

 
 
 
 

36575 

Declotting: 
36593 

 
Outside 
catheter: 
36595, 75901 
& 
36010-36012 

 
Inside catheter: 
36596, 79502 
& 36010-36012 

 
36597 
& 76000 

 

36598 

 
 

 
Tunneled 

 
 

 
Chronic 

 

36557 
(<5years) 
36558 
(>5 years) 

 
 

 
36581 

 
 

 
36589 
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Reimbursement for Hemodialysis Catheters 

Rates listed in this guide are based on their respective site of care - physician office, ambulatory surgical 

center, or hospital outpatient department. Office-based laboratories (OBL) are not considered a unique 

site of care under Medicare payment and are reimbursed based on the Medicare Physician Non-Facility 

rate.  All rates provided are for the Medicare national unadjusted average for the calendar year rounded 

to the nearest whole number and do not represent adjustment specific to the provider's location or 

facility. Commercial rates are based on individual contracts. Providers are encouraged to review 

contracts to verify their specific contracted allowables.  

HCPCS2 Device Codes 

For procedures performed in the office where the physician incurs the cost of the catheter, the physician 

can bill the HCPCS A-code for the catheter in addition to the CPT© code for the procedure of placing it. 

However, many payers include payment for the device in the payment for the CP©T procedure code and 

do not pay separately for the catheter.  

Similarly, hospitals can bill HCPCS codes for the supplies in addition to the CPT© code for the 

procedure.  For Medicare, hospitals use C-codes for the catheter as well as the guidewires and 

introducer sheaths. However, the C-codes are not paid separately because payment for these items is 

included in the payment for the CPT© procedure code.   For non-Medicare payers, hospitals typically use 

the HCPCS A-code.   Although many payers include payment for the device in the payment for the CPT© 

procedure code and do not pay separately for the catheter itself, some payers may do so.  Hospitals use 

HCPCS codes only on outpatient bills.  HCPCS codes are not used on inpatient hospital bills.   

Medicare specifically instructs ASCs not to bill HCPCS codes for devices that are packaged into the 

payment for the CPT© code, as is the case for central venous catheters.   

HCPCS Code Description 

A4300 
Implantable access catheter (e.g., venous, arterial, epidural subarachnoid, or peritoneal, 

etc.), external access 

C1750 Catheter, hemodialysis/peritoneal, long-term 

C1769 Guidewire 

C1894 Introducer sheath 
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Insertion of Catheter 

As noted, different CPT© codes are assigned depending on whether the catheter is non-tunneled (i.e., 

for acute, short- term use) or tunneled (i.e., for chronic, long-term use) and the patient’s age.   

CPT© Code Description Physician3 

Ambulatory 

Surgery 

Center4 

Hospital 

Outpatient4 

36555 
Insertion of non-tunneled centrally inserted central venous 

catheter, younger than 5 years of age 

Facility: $86 

$1,399 $2,924 
Non-Facility:  

$199 

 

36556 
Insertion of non-tunneled centrally inserted central venous 

catheter, age 5 years or older 

Facility: $85 

$1,399 $2,924 Non-Facility:  

$225 

 

36557 
Insertion of tunneled centrally inserted central venous catheter, 

without subcutaneous port or pump, younger than 5 years of age 

Facility: $330 

$3,163 $4,870 Non-Facility: 

$1,257 

 

36558 
Insertion of tunneled centrally inserted central venous catheter, 

without subcutaneous port or pump, age 5 years or older 

Facility: $263 
$1,399 

 

$2,924 

 Non-Facility: 

$894 

  

Replacement of Catheter 

Via separate venous access: If replacement involves removing an existing dialysis catheter and inserting 

a new dialysis catheter via separate venous access, two codes may be assigned: (1) insertion of the new 

catheter (see Insertion Table above), and (2) removal of the old catheter (see Removal Table below). 

Both codes can be billed together, and no modifier is required. 

Via same venous access: The codes below are assigned when replacement involves removing the 

existing dialysis catheter and inserting the new dialysis catheter through the same venous access site, 

e.g., over-the-wire. Codes differ depending on whether the catheter is non-tunneled or tunneled. 

CPT© Code Description Physician3 

Ambulatory 

Surgery 

Center4 

Hospital 

Outpatient4 

36580 

 

Replacement, complete, of a non-tunneled centrally inserted 

central venous catheter, without subcutaneous port or pump, 

through same venous access 

 

Facility: $66 
$757 

 

$1,436 

 Non-Facility:  

$201 

 

36581 

Replacement, complete, of a tunneled centrally inserted central 

venous catheter, without subcutaneous port or pump, through 

same venous access 

Facility: $185 
$1,848 

 

$2,924 

 Non-Facility:  

$840 
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Removal of catheter 

Dialysis catheters are removed both during replacement and also when a patient receiving acute, short-

term therapy no longer requires dialysis. There is no procedure code for removal of a non-tunneled 

central venous catheter, e.g., removal by pull after the sutures are removed. An E/M office visit code can 

be billed as appropriate for the visit during which the removal took place. Removal of tunneled catheters, 

however, requires surgical dissection to release the catheter. 

CPT© Code Description Physician3 

Ambulatory 

Surgery 

Center4 

Hospital 

Outpatient4 

36589 
Removal of tunneled central venous catheter, without 

subcutaneous port or pump 

Facility: $139 

$280 $552 Non-Facility:  
$171 

 

Imaging guidance for insertion, replacement, and removal 

Two additional codes can be billed for imaging guidance. These codes must be billed with a catheter 

insertion, replacement, or removal code.  The code depends on the type of imaging used. If both 

ultrasound guidance and fluoroscopic guidance are performed, both 76937 and 77001 can be assigned 

together with the dialysis catheter code. 

CPT©  Code Description Physician3 

Ambulatory 

Surgery 

Center4 

Hospital 

Outpatient4 

+76937 

Ultrasound guidance for vascular access requiring US evaluation 

of potential access sites, documentation of selected vessel 

patency, concurrent real-time ultrasound visualization of vascular 

needle entry, with permanent recording & reporting 

 

Facility: $14 

NA NA 

Non-Facility: 

$40 

+77001 

Fluoroscopic guidance for central venous access device 

placement, replacement, or removal (includes fluoroscopic 

guidance for vascular access and catheter manipulation, any 

necessary contrast injections through access site or catheter 

with related venography, radiologic supervision and 

interpretation and radiographic documentation of final catheter 

position) 

Facility: $19 

NA NA 
Non-Facility:  
$107 
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Repair of catheter 

Some catheters can be repaired, for example by replacing a damaged or non-functioning component. 

There is only one code for repair. 

CPT©  Code Description Physician3 

Ambulatory 

Surgery 

Center4 

Hospital 

Outpatient4 

36575 

Repair of tunneled or non-tunneled central venous access 

catheter, without subcutaneous port or pump, central or 

peripheral insertion site 

Facility: $34 

$280 $552 
Non-Facility:  
$157 

 

Removal of obstruction from catheter 

There are three ways to remove clots and thrombi, fibrin sheaths, and other obstructive material from 

dialysis catheters: (1) declotting by injection, (2) removing external obstruction, or (3) removing internal 

obstruction. 

CPT©  Code Description Physician3 

Ambulatory 

Surgery 

Center4 

Hospital 

Outpatient4 

Declotting catheter by injecting thrombolytic agent (e.g., Urokinase or tPA) into the catheter 

36593 

Declotting by thrombolytic agent of implanted vascular access 

device or catheter 

Note: Code 36593 is not payable to the physician when performed 

in a hospital or ambulatory surgery center, because the service is 

typically performed by a facility-employed nurse. 

Non-Facility 

Only: $34 

 

$33 

 

$326 

Removing obstruction from around the outside of catheter (e.g., stripping a fibrin sheath off a catheter with a snare): 

Three codes are needed to describe the procedure: (1) 36595 to remove obstruction; (2) 75901 for associated 

imaging; and (3) 36010-36012, depending on the vein, for placing the snare. 

36595 
Mechanical removal of pericatheter obstructive material (e.g., fibrin 

sheath) from central venous device via separate venous access 

Facility: $18 

$1,816 $2,924 Non-Facility: 

$686  

75901 

Mechanical removal of pericatheter obstructive material (e.g., fibrin 

sheath) from central venous device via separate venous access, 

radiologic supervision and interpretation 

Facility: $24 
NA NA Non-Facility: 

$248  

36010 Introduction of catheter, superior or inferior vena cava 

Facility: $110 
NA NA Non-Facility: 

$585 

36011 
Selective catheter placement, venous system; first order branch 

(e.g., renal vein, jugular vein) 

Facility: $159 
NA NA Non-Facility: 

$874 

36012 
Selective catheter placement, venous system; second order, or 

more selective, branch (e.g., left adrenal vein, petrosal sinus) 

Facility: $174 

NA NA Non-Facility: 

$894 
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CPT©  Code Description Physician3 

Ambulatory 

Surgery 

Center4 

Hospital 

Outpatient4 

Removing obstruction from inside of catheter  (e.g., using an  intraluminal brush): Three codes are needed to 

describe the procedure: (1) 36596 to remove obstruction; (2) 75902 for associated imaging; and (3) 36010-36012, 

depending on the vein, for placing the brush. This procedure also includes one of the following: 36010-36012. Rate 

information is listed above. 

36596 
Mechanical removal of intraluminal (intracatheter) obstructive 

material from central venous device through device lumen 

Facility: $44 
$558 $1,436 Non-Facility: 

$118 

75902 

Mechanical removal of intraluminal (intracatheter) obstructive 

material from central venous device through device lumen, 

radiologic supervision and interpretation 

Facility: $19 
NA NA 

Non-Facility: 

$97 

Repositioning catheter  

The catheter can be moved back to its proper location if it has migrated out of position. This is done 

under fluoroscopic guidance. 

CPT©  Code Description Physician3 

Ambulatory 

Surgery 

Center4 

Hospital 

Outpatient4 

36597 Repositioning of previously placed central venous catheter under 

fluoroscopic guidance 

Facility: $60 

$558 $1,436 Non-Facility: 

$115 

76000 Fluoroscopy (separate procedure), up to 1 hour physician or 

other qualified health care professional time 

Facility: $16 

NA $235 Non-Facility: 

$44 

Catheter evaluation 

When a catheter is not functioning properly, it is injected with contrast and imaged to identify any 

obstruction or malposition. Code 36598 is payable to the physician when it is the only service the 

physician performed. However, when any additional service payable to the physician is performed on 

the same date, the catheter evaluation is bundled into the other service, and code 36598 is not paid 

separately. 

CPT©  Code Description Physician3 

Ambulatory 

Surgery 

Center4 

Hospital 

Outpatient4 

36598 
Contrast injection(s) for radiologic evaluation of existing central 

venous access device, including fluoroscopy, image 

documentation and report 

Facility: $37  

$99 

 

$209 
Non-Facility: 

$128 

 



 

7    

Hospital inpatient reimbursement for hemodialysis catheters  

ICD-10-PCS5 procedure codes 

Procedures with dialysis catheters are typically performed in the outpatient setting. However, some 

patients who are already hospitalized may need a dialysis catheter. When insertion is performed as an 

inpatient the ICD-10-PCS code set is used to report the procedure provide in this care setting.  The ICD-

10-PCS procedure code depends on several factors, including non-tunneled (acute, short term use) or 

tunneled (chronic, long-term use), and the anatomic site where the internal tip of the dialysis catheter 

rests. 

IC10-PCS Code Description 

Insertion of Non-Tunneled Catheter 

02H633Z Insertion of infusion device into right atrium, percutaneous approach 

02HV33Z Insertion of infusion device into superior vena cava, percutaneous approach 

Note: Code 02HV33Z is also used when the catheter tip rests in the cavoatrial junction 

Insertion of Tunneled Catheter requires two codes: One for the intravenous portion and one for the subcutaneous 

portion 

02H633Z Insertion of infusion device into right atrium, percutaneous approach 

02HV33Z Insertion of infusion device into superior vena cava, percutaneous approach 

plus 

0JH63XZ 
Insertion of tunneled vascular access device into chest subcutaneous tissue and fascia, 

percutaneous approach 

Medicare average payments for hospital inpatient6 

Because none of the ICD-10-PCS codes above are considered significant procedures for DRG 

assignment, medical DRGs are assigned according to the principal diagnosis.  

DRG Description FY 2022 Payment 

Principal Diagnosis: N18.6, I12.0, I13.11, N17.0-N17.9 

682 Renal Failure W MCC $9,711 

683 Renal Failure W CC $5,798 

684 Renal Failure WO CC/MCC $4,009 

Principal Diagnosis: I13.2 

291 Heart Failure and Shock W MCC $8,363 

292 Heart Failure and Shock W CC $5,694 
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DRG Description FY 2022 Payment 

293 Heart Failure and Shock WO CC/MCC $3,890 

 Principal Diagnosis: T80.21-A, T82.8-8A 

314 Other Circulatory System Diagnoses W MCC $13,747 

315 Other Circulatory System Diagnoses W CC $6,419 

316 Other Circulatory System Diagnoses WO CC/MCC $4,770 

Principal Diagnosis: E10.22, E11.22, T82.4-XA 

698 Other Kidney and Urinary Tract Diagnoses W MCC $10,621 

699 Other Kidney and Urinary Tract Diagnoses W CC $6,772 

700 Other Kidney and Urinary Tract Diagnoses WO CC/MCC $4,923 

Exception for tunneled catheter insertion 

Although code 0JH63XZ is ordinarily not considered a significant procedure for DRG assignment, it 

groups to surgical DRGs when submitted with certain diagnosis codes as the principal diagnosis. 

DRG Description FY 2022 Payment 

Principal Diagnosis: N18.6, E10.22, E11.22, I12.0, I13.11, N17.0-N17.9, T82.4-XA 

673 Other Kidney and Urinary Tract Procedures W MCC $22,871 

674 Other Kidney and Urinary Tract Procedures W CC 

 

$15,715 

675 Other Kidney and Urinary Tract Procedures WO CC/MCC $11,571 

For more information, please contact the Medtronic MITG Reimbursement Hotline: 877-278-7482 or 

Rs.MedtronicMITGReimbursement@medtronic.com 
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1CPT copyright 2021 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. 

2Centers for Medicare & Medicaid Services.  Alpha-numeric HCPCS.  

https://www.cms.gov/Medicare/Coding/HCPCSReleaseCodeSets/HCPCS-Quarterly-Update 

3Centers for Medicare and Medicaid Services. Medicare Program; CY 2022 Payment Policies Under the Physician Fee Schedule 

and Other Changes to Part B Payment Policies; Federal Register (86 Fed. Reg. No. 221 64996-66031) 

https://www.govinfo.gov/content/pkg/FR-2021-11-19/pdf/2021-23972.pdf Published November 19, 2021. Physician Fee 

Schedule – January 2022 Release. https://www.cms.gov/medicaremedicare-fee-service-paymentphysicianfeeschedpfs-relative-

value-files/rvu22a 

4Centers for Medicare and Medicaid Services. Medicare Program: Hospital Outpatient Prospective Payment and Ambulatory 

Surgical Center Payment Systems; Final Rule, Federal Register (86 Fed. Reg. No.218 63458-63477), 

https://www.govinfo.gov/content/pkg/FR-2021-11-16/pdf/2021-24011.pdf Published November 16, 2021. ASC Payment Rates 

– Addenda January 2022 ASC Approved HCPCS Code and Payment Rates-Updated January 4, 2022. 

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/ASCPayment/11_Addenda_Updates 

5Department of Health and Human Services, Centers for Medicare & Medicaid Services. International Classification of Diseases, 

Tenth Revision, Procedure Coding System (ICD-10-PCS). https://www.cms.gov/medicare/icd-10/2022-icd-10-cm  

6Centers for Medicare and Medicaid Services. Medicare Program; Hospital Inpatient Prospective Payment Systems for Acute 

Care Hospitals and the LongTerm Care Hospital Prospective Payment System and Policy Changes and Fiscal Year 2022 Rates; 

Final Rule, Federal Register (86 Fed. Reg. No. 154 44774-45615), https://www.govinfo.gov/content/pkg/FR-2021-08-

13/pdf/2021-16519.pdf Published August 13, 2021. 

 

Medtronic provides this information for your convenience only. It does not constitute legal advice or a recommendation 

regarding clinical practice. Information provided is gathered from third-party sources and is subject to change without notice 

due to frequently changing laws, rules and regulations.  The provider has the responsibility to determine medical necessity and 

to submit appropriate codes and charges for care provided. Medtronic makes no guarantee that the use of this information will 

prevent differences of opinion or disputes with Medicare or other payers as to the correct form of billing or the amount that will 

be paid to providers of service. Please contact your Medicare contractor, other payers, reimbursement specialists and/or legal 

counsel for interpretation of coding, coverage and payment policies. This document provides assistance for FDA approved or 

cleared indications. Where reimbursement is sought for use of a product that may be inconsistent with, or not expressly 

specified in, the FDA cleared or approved labeling (e.g., instructions for use, operator’s manual or package insert), consult with 

your billing advisors or payers on handling such billing issues. Some payers may have policies that make it inappropriate to 

submit claims for such items or related service. 

 

 

 

© 2022 Medtronic. All rights reserved. Medtronic, Medtronic logo and Engineering the extraordinary are trademarks of 

Medtronic. ™* Third party brands are trademarks of their respective owners. All other brands are trademarks of a Medtronic 

company. 01/2022 - US-RC-2000008 

https://www.cms.gov/Medicare/Coding/HCPCSReleaseCodeSets/HCPCS-Quarterly-Update
https://www.cms.gov/medicaremedicare-fee-service-paymentphysicianfeeschedpfs-relative-value-files/rvu22a
https://www.cms.gov/medicaremedicare-fee-service-paymentphysicianfeeschedpfs-relative-value-files/rvu22a
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/ASCPayment/11_Addenda_Updates

