
DISCLAIMER: This guide is intended to provide information related to billing, coding, and reimbursement requirements that may apply to Instylla products.
It has been prepared based on various publicly available sources and is subject to change without notice. It is being provided for general informational
and educational purposes only, and is not intended, and does not constitute coding, coverage, reimbursement, compliance, or legal advice. Use of codes
identified herein does not guarantee coverage or payment at any specific level and is not intended to increase or maximize payment by any payor. Laws,
regulations, and coverage policies are complex and updated frequently. Instylla does not represent, guarantee, or warrant that the information provided
in this guide is, or will remain, applicable or that the information contained is, or will remain, complete or accurate. In addition, coverage, coding and
reimbursement policies vary widely from payor to payor and applicable requirements and policies may also change based on a patient’s condition(s) or
other factors. It is your responsibility as the health care professional to check the current law, regulations, payors’ policies, and other guidance to confirm
the most current coverage, coding and billing requirements. Any questions should be directed to the applicable payor or to your attorneys or
reimbursement specialists. Health care professionals are solely responsible for submitting accurate claims, determining medical necessity, and for all
aspects of coding and requesting coverage and reimbursement, including using codes that accurately reflect the patient’s condition, procedures
performed, and products used and ensuring that all claims submitted to third-party payors are accurate, complete, and filed in accordance with the
applicable payor’s requirements and that medical record and other documentation are complete and accurate. The coding options listed within this guide
are commonly used codes and are not intended to be an all-inclusive list.
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Service Provided

Physician Services
Hospital

Outpatient
Hospital
InpatientFacility

Non-
Facility

CPT*
Code

Description
Work
RVU

Total
RVU

Paymt
Total
RVU

Paymt APC
Outpatient

Paymt
ICD-10-

PCS
MS-
DRG

Inpatient
Paymt

37242 Vascular embolization or occlusion, arterial,
other than hemorrhage or tumor 9.8 13.89  $449 199.91  $6,466 5194  $17,957 

Varies by intent of
procedure, anatomy, and
other factors

37243 Vascular embolization or occlusion, for
tumors, organ ischemia, or infarction 11.74 16.4 $530 242.41 $7,841 5193 $11,341 04L_3ZZ

252
253
254

$24,481
$18,220
$12,485

36247

Selective catheter placement, arterial
system, initial third order or more selective
abdominal, pelvic, or lower extremity artery
branch, within a vascular family

6.04 8.71 $282 40.49 $1,310 — — — — —

+36248

Selective catheter placement, arterial
system, additional second order, third
order, and beyond, abdominal, pelvic, or
lower extremity artery branch, with-in a
vascular family

1.01 1.42 $110 3.39 $46 — — — — —

74175

Computed tomographic angiography,
abdomen and pelvis, with contrast
material(s), including noncontrast images, if
performed, and image postprocessing

1.82 2.56 $83 9.31 $301 5571 $301 — — $178

75716 Angiography, extremity, bilateral,
radiological supervision and interpretation 1.97 4.87 $158 4.87 $158 5183 $3,148 B4__ZZ — —

75726

Angiography, visceral, selective or
supraselective (with or without flush
aortogram), radiological supervision and
interpretation

2.05 2.8 $91 5.12 $166 5184 $5,406 B4__ZZ — —

+75774

Angiography, selective, each additional
vessel studied after basic examination,
radiological supervision and interpretation
(List separately in addition to code for
primary procedure)

1.01 1.36 $44 2.87 $93 — — B4__ZZ — —

+76937

Ultrasound guidance for vascular access
requiring ultrasound evaluation of potential
access sites, documentation of selected
vessel patency, concurrent realtime
ultrasound visualization of vascular needle
entry, with permanent recording and
reporting (List separately in addition to
code for primary procedure)

0.3 0.4 $13 1.15 $37 — — — — —

*Current Procedural Terminology (CPT) American Medical Association® 

+ = Add-on code
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Embolization

FY 2025 Inpatient Prospective Payment System (IPPS) reimbursement is effective for inpatient services on
October 1, 2024. This is not an all-inclusive list of possible MS-DRGs. MS-DRG assignment is based on many
factors including documented patient condi- tions, as well as services rendered during an inpatient
admission.

Possible MS-DRG Description 
Medicare
Reimbursement

252 Other Vascular Procedures with MCC  $24,481

253 Other Vascular Procedures with CC $18,220

254 Other Vascular Procedures without
CC or MCC $12,485

Vascular Embolization
Medicare reimbursement for a hospital inpatient admission with vascular embolization or occlusion for
tumors, organ ischemia, or infarction is assigned to MS-DRGs 252, 253, and 254.

Contact Us at reimbursement@instylla.com
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Embolization
CODING TIPS

Vascular Embolization Coding Tips
Do not report 37242 in conjunction with 36836,36837.
For percutaneous treatment of extremity pseudoaneuysm, use 36002.
Code 37243 is used to describe vascular embolization and occlusion procedures, excluding the central
nervous system and the head and neck. 
The embolization code (37243) includes all associated radiological supervision and interpretation, intra-
procedural guidance and road-mapping, and imaging necessary to document completion of the
procedure. It does not include diagnostic angiography and all necessary catheter placement(s). Code(s)
for catheter placement(s) may be separately reported using selective catheter placement code(s), if used
consistent with guidelines. Code(s) for diagnostic angiography may also be separately reported, when
performed according to guidelines for diagnostic angiography during endovascular procedures, using
the appropriate diagnos- tic angiography codes. 
Code 37243 is used to report embolization for the purpose of tissue ablation and organ infarction or
ischemia. This can be performed in many clinical circumstances, including embolization of benign and
malignant tumors of the liver, kidney, uterus, or other organs.

Vascular Injection Procedure Coding Tips
Use 36248 in conjunction with 36246, 36247. 
Do not report 36247, 36248 in conjunction with 36836, 36837.

Diagnostic Imaging / Ultrasonic Guidance Coding Tips
Do not report 74175 in conjunction with 73706 or 75635. For CTA aorto-iliofemeral runoff, use 75635. 
Do not report 74175 in conjunction with 72191. For a combined computed tomographic angiography
abdomen and pelvis study, use 74174. 
Do not report 75716 in conjunction with 36836, 36837
For selective angiography, each additional visceral vessel studied after basic examination, use 75774.
Use 75774 in addition to code for specific initial vessel studied. 
Do not report 76937 in conjunction with 33274, 33275, 36568, 36569, 36572, 36573, 36584, 36836,
36837, 37191, 37192, 37193, 37760, 37761, 76942, 0795T, 0796T, 0797T, 0798T, 0799T, 0800T, 0801T,
0802T, 0803T, 0823T, 0824T, 0825T. 
Do not report 76937 in conjunction with 0505T, 0620T for ultrasound guidance for vascular access. 
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Payor Coverage Guidelines
COVERAGE POLICIES

Coverage policies can vary significantly based on payor. Medicare coverage policies are set by the Centers
for Medicare & Medicaid Services (CMS) or by the Medicare Administrative Contractors (MACs). CMS may
issue National Coverage Determinations (NCDs) establishing nationwide Medicare coverage policies for
certain items or services, or a MAC may issue Local Coverage Determinations (LCDs) establishing local
Medicare coverage policies applicable in the MAC’s jurisdiction for certain items or services. 

In addition to NCDs or LCDs, Medicare coverage guidance may also be issued by CMS or the MACs through
regulations, manual provisions, articles, transmittals, or other guidance documents, or Medicare coverage
may be adjudicated on a case-by-case basis by the MACs as part of processing claims. Healthcare
professionals are urged to review and keep updated on all applicable CMS and MAC guidance, including any
relevant national or local Medicare coverage policies (cms.gov/medicare-coverage-database/) and/or to
contact their local MAC medical directors (cms.hhs.gov/apps/contacts/) or CMS (cms.gov/Center/Special-
Topic/Medicare-Coverage- Center) to address any questions. 

Commercial and other non-Medicare payor (e.g., Medicaid) coverage policies can also vary significantly.
Healthcare professionals should contact the applicable non-Medicare payor to determine if (or under what
circumstances) an item or service is covered or to address other coverage-related questions. 

For assistance with coding, prior authorizations and payor coverage guidelines, please refer to the contact
information at the bottom of the page.

Contact Us at reimbursement@instylla.com
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*CPT Copyright 2024 American Medical Association. All rights reserved. CPT® is a registered trademark of
the American Medical Association.

Phone: +1 781-790-4860 
Email: reimbursement@instylla.com 
Web: www.instylla.com

References:
2025 CMS_2025 Hospital Inpatient Prospective Payment Final Rule Home Page, www.cms.gov 
2025 Medicare Hospital Outpatient Prospective Payment System, www.cms.gov 
2025 Medicare Physician Fee Schedule, www.cms.gov CPT® 

2025 Professional Edition, American Medical Association. 
FY2025 ICD-10-CM, ICD-10-PCS, & MS-DRG v40, www.cms.gov 
Y2025 IPPS Final Rule, www.cms.gov 
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