
CRITERIA FOR CARDIOLOGY MANAGEMENTCRITERIA FOR CARDIOLOGY MANAGEMENT



CareCore Cardiology                                                                                                   Criteria for Cardiology Management V1.2009 
___________________________________________________________________________________________________________________________________________________________ 

 

TABLE OF CONTENTS 
 
  
 
CPT Code Page 
 
33206 Insertion or replacement of permanent pacemaker with transvenous electrodes (atrial).................................................. 5 
33207 Insertion or replacement of permanent pacemaker with transvenous electrodes (ventricular)......................................... 5 
33208 Insertion or replacement of permanent pacemaker with transvenous electrodes (atrial and ventricular) ......................... 5 
33212 Insertion or replacement of pacemaker pulse generator only; single chamber (atrial or ventricular)................................ 5 
33213 Insertion or replacement of pacemaker pulse generator only; single chamber (dual chamber) ....................................... 5 
33214 Upgrade of implanted pacemaker system, conversion of single chamber system to dual chamber system .................... 5 
33240 Insertion of single or dual chamber pacing cardioverterdefibrillator pulse generator........................................................ 5 
33249 Insertion or repositioning of electrode leads for single or dual chamber pacing cardioverter-defibrillator and insertion in 

pulse generator ................................................................................................................................................................. 5 
 Implantable Cardioverter-Defibrillators.............................................................................................................................. 5
 I. Indications for secondary prevention: ....................................................................................................................... 5
 II. Indications for primary prevention: ............................................................................................................................ 6
 Biventricular Pacemakers ................................................................................................................................................. 8
 I. Indications for biventricular pacemaker implantation without ICD............................................................................. 8
 II. Indications for biventricular pacemaker implantation with ICD (assuming that an indication for an ICD implantation 

 has already been met). ............................................................................................................................................. 8
 Single (VVI) and Dual (DDD) Chambered Pacemakers.................................................................................................... 9
 I. Bradycardia indications ........................................................................................................................................... 10
 II. Electrophysiologic study (EPS) indications ............................................................................................................. 11
 III. Syncope indications (includes loss or near-loss of consciousness)........................................................................ 11
 IV. Autonomic dysfunction indications .......................................................................................................................... 12
 V. Hypertrophic cardiomyopathy (HCM) or idiopathic hypertrophic subaortic stenosis (IHSS) indications ................. 12
 VI. Tachy-brady syndrome indications ......................................................................................................................... 12
 VII. Congenital heart disease indications ...................................................................................................................... 13
 VIII. Post myocardial infarction indications ..................................................................................................................... 13
75557  Cardiac MRI for Morphology and Function without Contrast .......................................................................................... 16 
75559 Cardiac MRI for Morphology and Function without Contrast; with Stress Imaging ......................................................... 16 
75561 Cardiac MRI for Morphology and Function without Contrast ; Followed by Contrast Material and Further Sequences . 16 
75563  Cardiac MRI for Morphology and Function without Contrast ; Followed by Contrast Material and Further Sequences; 

with Stress Imaging......................................................................................................................................................... 16 
75565 Cardiac magnetic resonance imaging for velocity flow mapping .................................................................................... 16 
 I. Coronary artery disease/chest pain ........................................................................................................................ 16
 II. Cardiac or pericardial mass .................................................................................................................................... 16
 III. Congenital heart disease ........................................................................................................................................ 16
 IV. Cardiomyopathy ...................................................................................................................................................... 17
 V. Arrhythmogenic right ventricular dysplasia ............................................................................................................. 17
 VI. Myocarditis .............................................................................................................................................................. 17
 VII. Pericardial disease.................................................................................................................................................. 17
 VIII. Aortic disease.......................................................................................................................................................... 17
 IX. Pulmonary vein evaluation prior to ablation ............................................................................................................ 17
 X. Left ventricular dysfunction ..................................................................................................................................... 17
 XI. Valvular heart disease............................................................................................................................................. 17
75571  Computed tomography, heart, without contrast material, with quantitative evaluation of coronary calcium ................... 19 
75572 Computed tomography, heart, with contrast material, for evaluation of cardiac structure and morphology (including 3D 

image postprocessing, assessment of cardiac function, and evaluation of venous structures, if performed)................. 19 
75573 Computed tomography, heart, with contrast material, for evaluation of cardiac structure and morphology in the setting 

of congenital heart disease (included 3D image postprocessing, assessment of LV cardiac function, RV structure and 
function and evaluation of venous structures, if performed) ........................................................................................... 19

______________________________________________________________________________________________________ 
Copyright © 2009 CareCore Cardiology.  A division of CareCore National.  All Rights Reserved.                              Page 2 of 51 
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924   www.carecorenational.com 
 

  



CareCore Cardiology                                                                                                   Criteria for Cardiology Management V1.2009 
___________________________________________________________________________________________________________________________________________________________ 

 
75574 Computed tomographic angiography, heart, coronary arteries and bypass grafts (when present), with contrast material, 

including 3D image postprocessing (including evaluation of cardiac structure and morphology, assessment of cardiac 
function, and evaluation of venous structures, if performed) .......................................................................................... 19 

 I. Congestive heart failure [A and B or C]................................................................................................................... 20 
 II. Positive routine exercise stress test ........................................................................................................................ 20 
 III. Abnormal imaging stress test .................................................................................................................................. 21 
 IV. New or changed chest pain or dyspnea on exertion ............................................................................................... 21 
 V. Normal imaging stress test and chest pain ............................................................................................................. 21 
 VI. Pre-operative assessment for non-cardiac surgery................................................................................................. 21 
 VII. Valvular heart disease, congenital heart disease, pericardial disease.................................................................... 22 
 VIII. Pulmonary vein mapping (75572) ........................................................................................................................... 22 
 IX. Congenital heart disease (75573) ........................................................................................................................... 22 
 X. Calcium Scoring (75571)......................................................................................................................................... 23 
78451  Myocardial perfusion imaging, tomographic (SPECT) (including attenuartion correction, qualitative or quantitative wall 

motion, ejection fraction by first pass or gated technique, additional quantification, when performed); single study, at 
rest or stress (exercise or pharmacologic) ...................................................................................................................... 26 

78452 Myocardial perfusion imaging, tomographic (SPECT) (including attenuation correction, qualitative or quantitative wall 
motion, ejection fraction by first pass or gated technique, additional quantification, when performed); multiple studies, 
at rest and/or stress (exercise or pharmacologic) and/or redistribution and/or rest reinjection....................................... 26 

78453 Myocardial perfusion imaging, planar (including qualitative or quantitative wall motion, ejection fraction by first pass or 
gated technique, additional quantification, when performed); single study, at rest or stress .......................................... 26 

78454 Myocardial perfusion imaging, planar (including qualitative or quantitative wall motion, ejection fraction by first pass or 
gated technique, additional quantification, when performed); multiple studies, at rest and/or stress (exercise or 
pharmacologic) and/or redistribution and/or rest reinjection ........................................................................................... 26 

 I. Assessment of an asymptomatic member prior to non-cardiac surgery ................................................................. 26 
 II. Assessment of member discharged within the last eight weeks after hospitalization for a cardiac condition ......... 27 
 III. Assessment of member with known cardiac disease.............................................................................................. 28 
 IV. Assessment of member without documented coronary artery disease................................................................... 29 
78459 PET Myocardial Imaging; Positron Emission Tomography (PET)  Metabolic Evaluation ............................................... 31 
78491 Myocardial Perfusion Imaging, Positron Emission Tomography (PET) Single Study, Rest or Stress ............................ 31 
78492 Myocardial Perfusion Imaging, Positron Emission Tomography (PET), Multiple Studies at Rest and/or Stress1 ........... 31 
 I. Sarcoid (78459)....................................................................................................................................................... 31 
 II. Suspected coronary artery disease (78491, 78492) ............................................................................................... 31 
 III. Known coronary artery disease to assess myocardial viability (78459).................................................................. 32 
 IV. Known coronary artery disease (78491, 78492) ..................................................................................................... 32 
 V. Standards................................................................................................................................................................ 33 
93303  Transthoracic Echocardiography for Congenital Cardiac     Anomalies; Complete ........................................................ 34 
93304 Transthoracic Echocardiography for Congenital Cardiac Anomalies; Follow-up or Limited Study ................................. 34 
93306 Echocardiography, Transthoracic, Real-time with Image Documentation (2D), Includes M-mode Recording, when 

Performed, Complete, with Spectral Doppler Echocardiography, and with Color Flow Doppler Echocardiography....... 34 
93307 Echocardiography, Transthoracic, Real-time with Image Documentation (2D) with or without M-mode Recording; 

Complete......................................................................................................................................................................... 34 
93308 Echocardiography, Transthoracic, Real-time with Image Documentation (2D) with or without M-mode Recording; 

Follow-up or Limited Study.............................................................................................................................................. 34 
93320 Doppler Echocardiography, Pulsed Wave and/or Continuous Wave with Spectral Display; Complete .......................... 34 
93321 Doppler Echocardiography, Pulsed Wave and/or Continuous Wave with Spectral Display; Follow-up or Limited Study34 
93325 Doppler Echocardiography Color Flow Velocity Mapping ............................................................................................... 34 
 I. Conditions permitting routine annual follow-up examinations ................................................................................. 35 
 II. For the following indications, an echocardiogram is allowed once.  Follow-up echocardiograms for these 

indications must be based on the findings on the initial echocardiogram. ...................................................................... 35 
 III. General indications ................................................................................................................................................. 35 
93350  Echocardiography, Transthoracic, Real-time with Image Documentation (2D), Includes M-mode Recording, when 

Performed, During Rest and Cardiovascular Stress Test Using Treadmill, Bicycle Exercise and/or Pharmacologically 
Induced Stress, with Interpretation and Report with or without M-mode Recording, During Rest and Cardiovascular 
Stress Test, with Interpretation and Report..................................................................................................................... 42 

______________________________________________________________________________________________________ 
Copyright © 2009 CareCore Cardiology.  A division of CareCore National.  All Rights Reserved.                              Page 3 of 51 
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924   www.carecorenational.com 
 

  



CareCore Cardiology                                                                                                   Criteria for Cardiology Management V1.2009 
___________________________________________________________________________________________________________________________________________________________ 

 
93351 Echocardiography, Transthoracic, Real-time with Image Documentation (2D), Includes M-mode Recording, when 

Performed, During Rest and Cardiovascular Stress Test Using Treadmill, Bicycle Exercise and/or Pharmacologically 
Induced Stress, with Interpretation and Report with or without M-mode Recording, During Rest and Cardiovascular 
Stress Test, with Interpretation and Report; Including Performance of Continuous Electrocardiographic Monitoring, with 
Physician Supervision ..................................................................................................................................................... 42 

 I. Assessment of an asymptomatic member prior to non-cardiac surgery ................................................................. 42 
 II. Assessment of a member discharged within the last eight weeks after hospitalization for a cardiac condition, 

providing the member did not have a symptom-limited stress test or a positive imaging study prior to discharge......... 43 
 III. Assessment of a member with known cardiac disease........................................................................................... 44 
 IV. Valvular heart disease............................................................................................................................................. 45 
 V. Assessment of member without documented coronary artery disease................................................................... 45 
93510  Left Heart Catheterization, Retrograde, from the Brachial Artery, Axillary Artery or Femoral Artery; Percutaneous ...... 48 
93511 Left Heart Catheterization, Retrograde, from the Brachial Artery, Axillary Artery or Femoral Artery; Percutaneous by 

Cutdown.......................................................................................................................................................................... 48 
93524 Combined transseptal and retrograde left heart catheterization ..................................................................................... 48 
93526 Combined right heart catheterization and retrograde left heart catheterization .............................................................. 48 
 I. Assessment of member with cardiomyopathy......................................................................................................... 48 
 II. Assessment of member with prior coronary revascularization ................................................................................ 49 
 III. Assessment of member with known or suspected coronary artery disease............................................................ 49 
 IV. Assessment of member with congestive heart failure [A and B, C, or D]................................................................ 49 
 V. Assessment of member with valvular heart disease ............................................................................................... 50 
 VI. Assessment of member with cardiac arrest/ventricular tachycardia ....................................................................... 50 
 VII. Prior cardiac transplant ........................................................................................................................................... 50 
 VIII. Planned closure of atrial septal defect or patent foramen ovale ............................................................................. 50 
 IX. Constrictive pericarditis ........................................................................................................................................... 50 
 X. Aortic dissection ...................................................................................................................................................... 50 
   

______________________________________________________________________________________________________ 
Copyright © 2009 CareCore Cardiology.  A division of CareCore National.  All Rights Reserved.                              Page 4 of 51 
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924   www.carecorenational.com 
 

  



CareCore Cardiology                                                                                                   Criteria for Cardiology Management V1.2009 
___________________________________________________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 
Copyright © 2009 CareCore Cardiology.  A division of CareCore National.  All Rights Reserved.                              Page 5 of 51 
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924   www.carecorenational.com 
 

  

 
33206 Insertion or replacement of permanent pacemaker with trans-

venous electrodes (atrial) 
33207 Insertion or replacement of permanent pacemaker with trans-

venous electrodes (ventricular) 
33208 Insertion or replacement of permanent pacemaker with trans-

venous electrodes (atrial and ventricular) 
33212 Insertion or replacement of pacemaker pulse generator only; 

single chamber (atrial or ventricular) 
33213 Insertion or replacement of pacemaker pulse generator only; 

single chamber (dual chamber) 
33214 Upgrade of implanted pacemaker system, conversion of single 

chamber system to dual chamber system 
33240 Insertion of single or dual chamber pacing cardioverterdefibril-

lator pulse generator 
33249 Insertion or repositioning of electrode leads for single or dual 

chamber pacing cardioverter-defibrillator and insertion in pulse 
generator 

 
 

Implantable Cardioverter-Defibrillators 
 

CareCore Cardiology Management has developed evidence-based criteria for appropriate indications that 
would allow implantation of a cardioverter-defibrillator or ICD. All approved devices will have single 
chamber pacemaker back-up (VVI). If an ICD with dual chamber pacemaker back-up (DDD) or biventricular 
pacemaker (CRT) is required, please refer to the appropriate indications in the sections of this document 
covering pacemakers and biventricular pacemakers. 
 
The indications for implantation of an ICD are divided into indications for primary prevention and indications 
for secondary prevention: 

 
I. Indications for secondary prevention: 

A. History of sustained ventricular tachycardia - defined as documented ventricular tachycardia 
lasting more than 30 seconds at a rate of more than 120 beats per minute and not determined 
to be idiopathic ventricular tachycardia 

B. History of ventricular fibrillation 
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C. History of cardiac arrest requiring defibrillation 

An ICD is considered medically necessary for these secondary indications providing a 
reversible cause was not present at the time of the event. Reversible causes include a 
myocardial infarction with documented cardiac enzyme release within 48 hours of the event, 
QT prolongation secondary to electrolyte imbalance or drug use, severe coronary artery 
disease with an ejection fraction over 50 percent that is amendable to revascularization, or if 
the event occurred as result of a respiratory arrest. Should one of these reversible causes be 
documented, then one of the primary prevention indications listed below will need to be 
satisfied prior to meeting criteria for medical necessity. 

 
II. Indications for primary prevention: 

An ICD implantation for the primary prevention requires that member life expectancy due to other 
intercurrent illness is not less than 6 months and that the member is under consideration for a heart 
transplant if class IV congestive heart failure and an electrocardiographic QRS interval less than 
120 milliseconds are present. 

 
Ejection fraction must have been documented by one of the following modalities to be 
considered for these primary prevention indications. 
•  Cardiac MRI 
•  MUGA 
•  Cardiac CT 
•  Quantitative calculation form a heart catheterization or echocardiogram 
• 3D echocardiogram 

 
A. Indications for primary prevention are satisfied for an Ejection Fraction of 30 percent or less if 

one of the following exists: 
1. No myocardial infarction within the last 40 days (“Lockout Period”). The lockout period for 

Medicare and Medicaid members also includes a 90-day interval after cardiac bypass 
surgery or percutaneous intervention. 

2. Within the lockout period if criteria is satisfied for a pacemaker insertion during this period; 
or sustained ventricular tachycardia/fibrillation (greater that 30 seconds) was 
demonstrated on an electrophysiologic study; or there was documented syncope or near-
syncope even in the absence of ventricular tachycardia or fibrillation. 

B. Indications for primary prevention are satisfied for an Ejection Fraction 31-35 percent if one of 
the following exists: 
1. Congestive heart failure provided there has been no myocardial infarction within the last 40 

days (“Lockout Period”). The lockout period for Medicare and Medicaid members also 
includes a 90-day interval after cardiac bypass surgery or percutaneous intervention. 
Additionally for Medicare and Medicaid members, congestive heart failure symptoms need 
to be present for over 90 days and the member must be under medication management for 
congestive heart failure for a minimum of 90 days. 
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2. No congestive heart failure but within the lockout period provided one of the following is 
present: 
a. sustained ventricular tachycardia/fibrillation (greater that 30 seconds) was 

demonstrated on an electrophysiologic study  
b. unexplained syncope or near-syncope  
c. coronary artery disease is not the cause for the low ejection fraction and there is a 

family history of sudden cardiac death or familial heart disease associated with sudden 
cardiac death 

d. coronary artery disease is not the cause for the low ejection fraction and greater than 
nine (9) premature ventricular contractions or non-sustained ventricular tachycardia 
has been demonstrated on 24-hour Holter monitoring 

C. Primary prevention indications for an Ejection Fraction over 35 percent: 
1. Idiopathic subaortic stenosis (IHSS) or hypertrophic cardiomyopathy (HCM) and one or 

more risk factors for sudden cardiac death including syncope, left ventricular thickness 
over three (3) centimeters, non-sustained ventricular tachycardia, family history of sudden 
cardiac death, or hypotension documented with exercise. 

2. Long QT syndrome with beta-blocker failure, syncope, or family history of sudden cardiac 
death. 

3. Cardiomyopathy with family history of sudden cardiac death and an ejection fraction less 
than 50 percent. 

4. Right ventricular dysplasia and a score of four (4) or greater on the ARVD diagnosis 
scoring criteria. 

5. Brugada syndrome based on an  electrocardiogram showing type I Brugada pattern in two 
precordial leads or an electrophysiologic study revealing greater than one millimeter ST 
elevation in two precordial leads after procainamide infusion and the presence of syncope, 
family history of sudden cardiac death, or inducible ventricular tachycardia on an 
electrophysiologic study. 

6. Syncope and an electrophysiologic study showing sustained ventricular tachycardia or 
evidence of structural heart disease unrelated to coronary artery disease including 
myocardial disease, congenital heart disease, valvular heart disease, or an ejection 
fraction less than 45 percent. 

7. Non-sustained ventricular tachycardia with a documented ejection fraction of 40 percent or 
less and an electrophysiologic study documenting sustained ventricular tachycardia. 

8. Electrophysiologic study documenting ventricular fibrillation or tachycardia 
9. Non-compaction syndrome 
10. Catecholamine polymorphous ventricular tachycardia with recurrent ventricular tachycardia 

or syncope despite beta-blockers. 
11. Myocardial diseases such as cardiac sarcoidosis, giant cell myocarditis, Chagas disease 

with demonstrated evidence of myocardial involvement or electrophysiologic disturbances. 
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Biventricular Pacemakers 
 

Biventricular pacemakers are used to coordinate the contraction of the cardiac chambers in an effort to 
improve cardiac function in some members with congestive heart failure. This cardiac function enhancement 
is called cardiac resynchronization therapy (CRT) and is approvable for members who meet the evidence-
based criteria developed by CareCore Cardiology Management.  Biventricular devices are available with or 
without the implantation of in Implantable Cardioverter-Defibrillator or ICD. 
 
I. Indications for biventricular pacemaker implantation without ICD 

A. Members undergoing complete atrio-ventricular (AV) node or junction ablation. In the absence 
of a planned AV node or junction or ablation, a biventricular pacemaker is medically necessary 
if all of the following has been documented: 
1. Presence of unexplained dyspnea in a member with an existing pacemaker and is 

predominantly pacemaker dependent. 
2. Other pulmonary and cardiac causes for the unexplained dyspnea have been ruled out. 
3. The dyspnea is refractory to medical therapy or the member is intolerant to medical 

therapy. 
 
II. Indications for biventricular pacemaker implantation with ICD (assum-

ing that an indication for an ICD implantation has already been met).  
 
Ejection fraction must have been documented by one of the following modalities to 
be considered for these secondary indications. 
•  Cardiac MRI 
•  MUGA 
•  Cardiac CT 
•  Quantitative calculation form a heart catheterization or echocardiogram 
•  3D echocardiogram 

 
A. Ejection fraction documented to be between 31- 35 percent   

1. Electrocardiographic QRS interval measuring 120 milliseconds or more  
 All of the following must be demonstrated to validate medical necessity: 

a. Class III or ambulatory class IV congestive heart failure that persists for more than 
three (3) months despite maximal medical therapy including beta-blockers, 
angiotension converting enzyme inhibitors or angiotension receptor blockers, and 
diuretic. Class III congestive heart failure is defined as shortness of breath with 
minimal exertion (one block or one flight of stairs). Ambulatory class IV congestive 
heart failure is shortness of breath at rest but the member is not bed-ridden. 

b. No evidence of active ischemia amenable to revascularization exists 
c. A restrictive cardiomyopathy is not present 
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2. Electrocardiographic QRS interval measuring less than 120 milliseconds 
a.   A biventricular pacemaker is medically necessary if the member is likely to pace 

greater than 30 percent of the time. 
B. Ejection fraction documented to be 30 percent or less  

1. Electrocardiographic QRS interval measuring 150 milliseconds or more 
a. Documentation of Class II, III, or IV congestive heart failure. Class II congestive heart 

failure is defined as shortness of breath with ordinary activity. Class III congestive 
heart failure is defined as shortness of breath with minimal exertion (one block or one 
flight of stairs). Ambulatory class IV congestive heart failure is shortness of breath at 
rest but the member is not bed-ridden. 

2. Electrocardiographic QRS interval measuring 120-149 milliseconds  
All of the following must be demonstrated to validate medical necessity: 
a. Class III or ambulatory class IV congestive heart failure that persists for more than 

three (3) months despite maximal medical therapy including beta-blockers, 
angiotension converting enzyme inhibitors or angiotension receptor blockers, and 
diuretic. Class III congestive heart failure is defined as shortness of breath with 
minimal exertion (one block or one flight of stairs). Ambulatory class IV congestive 
heart failure is shortness of breath at rest but the member is not bed-ridden. 

b. No evidence of active ischemia amenable to revascularization exists 
c. A restrictive cardiomyopathy is not present 

3. Electrocardiographic QRS interval measuring less than 120 milliseconds 
a. A biventricular pacemaker is medically necessary if the member is likely to pace 

greater than 30 percent of the time. 
 
 
 

Single (VVI) and Dual (DDD) Chambered Pacemakers 
 

CareCore Cardiology Management has developed evidence-based medical necessity criteria for 
implantation of cardiac pacemakers. For approvable indications, a DDD pacemaker can be authorized 
providing no contraindication to DDD pacing exists such as ineffective atrial contraction, atrial fibrillation, or 
frequent supraventricular tachycardia. 

 
For the indications marked with an asterisk (*) below, the reversible causes that must be excluded prior to 
meeting medical necessary criteria for these indications include hypothyroidism, Lyme disease, and use of 
certain medications know to cause or exacerbate cardiac conduction abnormalities (beta-blockers, digoxin, 
calcium channel blockers, amiodarone, sotalol, propafenone, flecanide, dronedarone, and clonidine). 
Medical necessity is documented for these approved indications once the listed reversible causes have 
been evaluated and addressed. 
 
When used in the criteria below, “vasovagal syndrome” is defined as a usually transitory condition of 
fainting associated with hypotension, peripheral vasodilatation, and bradycardia resulting from increased 
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stimulation of the vagus nerve – also called neurocardiogenic syncope or vasodepressor syncope. The 
situations that trigger this reaction are diverse and include having blood drawn, straining while urinating or 
defecating, or coughing. The reaction also can be due to the emotional stress of fear or pain. 

 
I. Bradycardia indications 

Bradycardia indications include sick sinus syndrome, bifascicular block, trifascicular block, and 
atrioventricular block. Symptoms that can be associated with a bradycardic event include 
dizziness, confusion, syncope, seizure, congestive heart failure, and ventricular ectopy. 
Alternatively therapeutic medication may be required that may exacerbate bradycardia. Pacemaker 
indications for bradycardia may differ depending on if there is direct correlation of member 
symptoms with electrocardiographic findings or if symptoms are present without direct 
electrocardiographic correlation to a bradycardic event at the time of the symptom occurrence. 
A. Electrocardiographic documentation of a bradycardic event with symptoms 

1. Vasovagal syndrome present and one of the following: 
a. Mobitz II heart block, alternating bundle branch block, or in neuromuscular diseases 

once atrioventricular (AV) block or bundle branch block is electrocardiographically 
documented. Neuromuscular diseases include myotonic muscular dystrophy, Erb’s 
dystrophy, peroneal dystrophy, and Kearn-Sayre syndrome. 

b. Complete heart block once reversible causes have been ruled out*. 
c. Advanced AV block with pauses of three (3) seconds or more or an escape rate of  40 

beats per minute or less once reversible causes have been ruled out*. 
2. Vasovagal syndrome absent and: 

a.  Reversible causes have been ruled out*. 
B. Symptoms not directly correlated with electrocardiographic documentation of a bradycardic 

event and neurologic causes have been excluded 
1. Vasovagal syndrome present and one of the following: 

a. Mobitz II heart block, alternating bundle branch block, or in neuromuscular diseases 
once atrioventricular (AV) block or bundle branch block is electrocardiographically 
documented. Neuromuscular diseases include myotonic muscular dystrophy, Erb’s 
dystrophy, peroneal dystrophy, and Kearn-Sayre syndrome. 

b. Complete heart block once reversible causes have been ruled out*. 
c. Advanced AV block with pauses of three (3) seconds or more or an escape rate or  40 

beats per minute or less once reversible causes have been ruled out*. 
2. Vasovagal syndrome absent and one of the following: 

a. Electrocardiographic documentation of any of the following: 
i. Bifascicular/trifascicular block and syncope. 
ii. Alternating bundle branch block 
iii. High degree AV block and bundle branch block 

b. Electrocardiographic documentation of any of the following once reversible causes 
have been ruled out* 
i. Average heart rate is 40 beats per minute or less while the member is awake 
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ii. Pauses of three (3) seconds or more while the member is awake 
iii. High degree AV block without bundle branch block 
iv. First degree AV block, PR interval over 300 milliseconds, and congestive heart 

failure 
v. Evidence of chronotropic incompetence 

 
II. Electrophysiologic study (EPS) indications 

A. Syncope or near syncope and the electrophysiologic findings of an HV interval over 75 
milliseconds or infranodal/hisian block with a cycle length over 400 milliseconds. 

B. Syncope or near syncope and the electrophysiologic findings showing  a corrected sinus node 
recovery time (CSNRT) over 525 milliseconds and reversible causes have been ruled out*. 

C. Electrophysiologic findings of an HV interval over 100 milliseconds or infranodal/hisian block 
with a cycle length over 400 milliseconds in the absence of syncope or near syncope. 

 
III. Syncope indications (includes loss or near-loss of consciousness) 

A. Electrocardiographic documentation of syncope or near syncope during a bradycardic event 
1. Vasovagal syndrome present and one of the following:  

a. Mobitz II heart block, alternating bundle branch block, or in neuromuscular diseases 
once atrioventricular (AV) block or bundle branch block is electrocardiographically 
documented. Neuromuscular diseases include myotonic muscular dystrophy, Erb’s 
dystrophy, peroneal dystrophy, and Kearn-Sayre syndrome. 

b. Complete heart block once reversible causes have been ruled out*. 
c. Advanced AV block with pauses of three (3) seconds or more or an escape rate or  40 

beats per minute or less once reversible causes have been ruled out*. 
2. Vasovagal syndrome absent and: 

b.  Reversible causes have been ruled out*. 
B. Syncope or near-syncope not directly correlated with electrocardiographic documentation of a 

bradycardic event and neurologic causes have been excluded 
1. Vasovagal syndrome present and one of the following:  

a. Mobitz II heart block, alternating bundle branch block, or in neuromuscular diseases 
once atrioventricular (AV) block or bundle branch block is electrocardiographically 
documented. Neuromuscular diseases include myotonic muscular dystrophy, Erb’s 
dystrophy, peroneal dystrophy, and Kearn-Sayre syndrome. 

b. Complete heart block once reversible causes have been ruled out*. 
c. Advanced AV block with pauses of three (3) seconds or more or an escape rate or  40 

beats per minute or less once reversible causes have been ruled out*. 
2. Vasovagal syndrome absent and one of the following: 

a. Electrocardiographic documentation of any of the following: 
i. Bifascicular/trifascicular block and syncope. 
ii. Alternating bundle branch block 
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iii. High degree AV block and bundle branch block 
b. Electrocardiographic documentation of any of the following once reversible causes 

have been ruled out* 
i. Average heart rate is 40 beats per minute or less while the member is awake 
ii. Pauses of three (3) seconds or more while the member is awake 
iii. High degree AV block without bundle branch block 

 
IV. Autonomic dysfunction indications 

A. Neurocardiogenic syncope 
A pause greater than three (3) seconds associated with syncope or on a tilt-table test and 
recurrent syncope despite a trial of any of the following medication: Norpace, SSRI, beta-
blocker, Florinef, or Midodrine. 

B. Carotid hypersensitivity 
Syncope or near syncope is present but unrelated to change in position and there is a pause 
of three (3) seconds or more during carotid massage. 
 

V. Hypertrophic cardiomyopathy (HCM) or idiopathic hypertrophic 
subaortic stenosis (IHSS) indications 
A. Documentation of an outflow gradient over 30 millimeters at rest or over 50 millimeters with 

provocation and one of the following: 
1. No current beta-blocker or calcium channel blocker use due to medication intolerance or 

contraindication. 
2. Current beta-blocker or calcium channel blocker use with a history of atrial fibrillation with a 

mean heart rate over 100 beats per minute or a congenital abnormality of the mitral valve. 
 
VI. Tachy-brady syndrome indications 

A. Documentation of symptomatic tachycardia (heart rate over 100 beats per minute) that 
alternates with bradycardia and one of the following is present: 
1. Documentation of electrocardiographic pauses of three (3) seconds or more or the heart 

rate is 40 beats per minute or less while the member is awake. 
2. Syncope or near-syncope and neurologic causes have been excluded 

a. Vasovagal syndrome present  and one of the following: 
i. Mobitz II heart block, alternating bundle branch block, or in neuromuscular 

diseases once atrioventricular (AV) block or bundle branch block is 
electrocardiographically documented. Neuromuscular diseases include myotonic 
muscular dystrophy, Erb’s dystrophy, peroneal dystrophy, and Kearn-Sayre 
syndrome. 

ii. Complete heart block once reversible causes have been ruled out*. 
iii. Advanced AV block with pauses of three (3) seconds or more or an escape rate 

or  40 beats per minute or less once reversible causes have been ruled out*. 
b. Vasovagal syndrome absent and one of the following: 

______________________________________________________________________________________________________ 
i. Electrocardiographic documentation of any of the following: 
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• Bifascicular/trifascicular block and syncope. 
• Alternating bundle branch block 
• High degree AV block and bundle branch block 

ii. Electrocardiographic documentation of any of the following once reversible 
causes have been ruled out* 
• High degree AV block without bundle branch block 
• Evidence of chronotropic incompetence 

3. Need for new or additional negative chronotropic medication with prior 
electrocardiographic documented pauses of two (2) seconds or more or heart rate less 
than 50 beats per minute but no syncope or near syncope present. 
 

VII. Congenital heart disease indications 
A. Documentation of congenital heart disease and one of the following electrocardiographic 

findings:  
1. Pauses of over three (3) seconds 
2. Resting heart rate less than 40 beats per minute 
3. Congenital complete heart block or advanced second degree heart block 
4. Transient third degree heart block with residual bifascicular block after surgical repair of 

the congenital cardiac condition. 
 
 
VIII. Post myocardial infarction indications 

A. Documentation of one of the following electrocardiographic findings occurring as the result of 
an acute myocardial infarction: 
1. New second or third degree atrioventricular (AV block) lasting for more than five (5) days. 
2. New second or third degree atrioventricular (AV block) with an associated new persistent 

bundle branch block. 
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 75557 Cardiac MRI for Morphology and Function without Contrast 
 75559 Cardiac MRI for Morphology and Function without Contrast; 

with Stress Imaging 
 75561 Cardiac MRI for Morphology and Function without Contrast; 

Followed by Contrast Material and Further Sequences 
 75563  Cardiac MRI for Morphology and Function without Contrast; 

Followed by Contrast Material and Further Sequences; with 
Stress Imaging 

 75565 Cardiac magnetic resonance imaging for velocity flow mapping 
 
 
I. Coronary artery disease/chest pain 

A. Assessment of myocardial viability 
1. Documentation of regional left ventricular dysfunction with no revascularization since the 

documented left ventricular dysfunction 
2. Documentation of regional left ventricular dysfunction and a nuclear stress test showing a 

fixed defect in the same region as the demonstrated left ventricular dysfunction and in the 
same region under consideration for a revascularization procedure. 

B. Recent myocardial infarction 
1. Documentation of a myocardial infarction within the last 2 months by abnormal cardiac 

isoenzymes or new “Q” waves on electrocardiogram AND 
2. Documentation of heart catheterization since the myocardial infarction showing less 50% 

stenosis of all coronary arteries 
 

II. Cardiac or pericardial mass 
A. Documentation of suspected cardiac mass on echocardiogram, catheterization, or cardiac CT 
 

III. Congenital heart disease 
Cardiac MRI can be approved for congenital heart disease if prior cardiac CT, cardiac MRI, 
or cardiac catheterization documents congenital heart disease and there are new cardio-
vascular signs or symptoms. In the absence of prior imaging documentation of congenital 
heart disease, a cardiac MRI is appropriate for: 
A. Marfan’s syndrome 
B. Coarctation of the aorta 

1. Suspected coarctation 
2. Known coarctation and prior cardiac CT/MRI one or more years ago 
3. Known coarctation with surgical intervention less than one year ago 

C. Preoperative assessment for congenital heart disease surgery 
D. Anomalous pulmonary venous drainage 
E. Pulmonary outflow tract obstruction 
F. Prior surgical or catheter intervention for congenital heart disease 
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IV. Cardiomyopathy 
A. Cardiac sarcoid 
B. Cardiac amyloidosis 
C. Hemochromatosis 
D. Hemosiderosis 
E. Restrictive cardiomyopathy 
F. Cardiotoxic chometherapy use 

 
V. Arrhythmogenic right ventricular dysplasia 

 
VI. Myocarditis 

 
VII. Pericardial disease 
 
VIII. Aortic disease 

Aortic dissection, aortic aneurysm, and prior aortic surgery do not require cardiac 
MRI and should be referred to appropriate CT/MRI chest ICD codes. 

 
IX. Pulmonary vein evaluation prior to ablation 

Requires documentation from an electrophysiologist of the planned ablation 
 

X. Left ventricular dysfunction 
Documentation of left ventricular dysfunction and a prior uninterpretable echocardiogram 
due to poor visualization windows 

 
XI. Valvular heart disease 

Documentation of left ventricular dysfunction and a prior uninterpretable echocardiogram due to 
poor visualization windows
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 75571 Computed tomography, heart, without contrast material, with 

quantitative evaluation of coronary calcium 
 75572 Computed tomography, heart, with contrast material, for 

evaluation of cardiac structure and morphology (including 3D 
image postprocessing, assessment of cardiac function, and 
evaluation of venous structures, if performed) 

 75573 Computed tomography, heart, with contrast material, for 
evaluation of cardiac structure and morphology in the setting 
of congenital heart disease (included 3D image postprocess-
ing, assessment of LV cardiac function, RV structure and func-
tion and evaluation of venous structures, if performed) 

 75574 Computed tomographic angiography, heart, coronary arteries 
and bypass grafts (when present), with contrast material, in-
cluding 3D image postprocessing (including evaluation of car-
diac structure and morphology, assessment of cardiac func-
tion, and evaluation of venous structures, if performed) 

 
 

The uses for Cardiac CT/CCTA include assessment for coronary artery disease, congenital 
heart disease, cardiac structure and morphology, and quantitative coronary calcium 
scoring.   

 
The following is a list of exclusion criteria for CCTA:  

• Atrial fibrillation 
• Multifocal Atrial Tachycardia (MAT) 
• Frequent Atrial Premature Contractions 
• More than 50 premature ventricular contractions per hour 
• Inability to lie flat 
• Body mass index >40 
• Inability to obtain a heart rate less than 65 beats per minute after 

beta blockers 
• Calcium (Agatston) score of 1000 or more 
• Normal coronary angiogram less than one year ago 
• Inability to hold breath for >8 seconds 
• Prior percutaneous coronary intervention or coronary artery bypass 

surgery 

The approvable indications for cardiac CT/CCTA include: 
I. Congestive heart failure 
II. Positive routine exercise stress test 
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III. Abnormal imaging stress test 
IV. New or changed chest pain or dyspnea on exertion 
V. Normal imaging stress test and chest pain 
VI. Pre-operative assessment for non-cardiac surgery 
VII. Valvular heart disease, congenital heart disease, pericardial disease 
VIII. Pulmonary vein mapping 
IX. Congenital heart disease 

 
I. Congestive heart failure [A and B or C] 

A. To meet criteria for congestive heart failure, one of the following must be documented: 
1. Pulmonary vascular congestion on chest X-ray 
2. Hospitalization for congestive heart failure with documented weight loss and symptom im-

provement with diuretics 
3. Outpatient congestive heart failure management with documented weight loss and symp-

tom improvement with diuretics 
4. A member with cardiomyopathy and ejection fraction of <50% 

B. NEW diagnosis of congestive heart failure AND NO coronary angiogram, CCTA, or imaging 
stress was performed in the last eight (8) weeks 

C. Known diagnosis of congestive heart failure if no coronary angiogram or CCTA has been per-
formed since the diagnosis of congestive heart failure was made 

 
II. Positive routine exercise stress test 

A. A positive routine exercise stress test is defined as: 
1. ≥1 mm ST-J depression with horizontal or downsloping ST segments for 80msec after J 

point in three (3) consecutive beats 
2. Ventricular tachycardia, multifocal premature ventricular contractions, triplets, 

supraventricular tachycardia, or heart block induced during a routine exercise stress test 
3. A drop in systolic blood pressure >10 mm Hg induced during a routine exercise stress test 

B. No prior routine exercise stress test performed within the last two (2) years, a CCTA is medi-
cally necessary if no coronary angiogram is planned, there are no symptoms of chest pain or 
dyspnea on exertion, the Framingham risk percentage is less than 10% (see Rule 2 below), 
and there are no exclusion criteria listed above. 

C. No new electrocardiogram changes compared to a routine stress test done less than two (2) 
years ago, and 
1. There are symptoms of chest pain or dyspnea on exertion, And 
2. The pretest probability assessment (see Rule 1 below) is determined to be very low or low 

risk and there is no exclusion criteria listed above 
D. New electrocardiogram changes compared to a routine stress test done less than two (2) years 

ago 
1. A CCTA is medically necessary if ALL 

a. No coronary angiogram is planned 
b. There are no symptoms of chest pain or dyspnea on exertion. 
c. The Framingham risk percentage is less than 10% (see Rule 2 below) 
d. There is no exclusion criteria listed above 

E. Prior coronary angiogram was normal or revealed <30% stenosis in all vessels 
F. Prior CCTA was normal or revealed <40% stenosis in all vessels, or the calcium score was < 

100 
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III. Abnormal imaging stress test 

A. No symptoms of chest pain or dyspnea on exertion, a CCTA is medically necessary if the 
Framingham risk percentage is less than 10% (see Rule 2 below), no coronary angiogram is 
planned, and there is no exclusion criteria listed above 

B. New findings on the current imaging stress compared to one done in past two years a CCTA is 
medically necessary depending on the evaluation done to assess the prior abnormal imaging 
stress test as follows: 
1. No evaluation (medical therapy)- a CCTA is medically necessary if ALL 

a. No coronary angiogram is planned 
b. There are no symptoms of chest pain or dyspnea on exertion. 
c. The Framingham risk percentage is less than 10% (see Rule 2 below). 
d. There is no exclusion criteria listed above 

2. If the prior coronary angiogram was normal 

______________________________________________________________________________________________________ 

I

3. If the prior CCTA was normal 
 

V. New or changed chest pain or dyspnea on exertion 
If there is no prior documentation of coronary artery disease, a CCTA can be approved for 
the complaint of chest pain if there are contraindications to a routine stress test and the 
Pre-Test Probability Assessment (see Rule 1 below) defines a member at very low to low-
risk.  Contraindications to a routine exercise stress test include: 
A. Inability to exercise 
B. Diabetes 
C. Current digoxin use 
D. Poor heart rate response due to medication, or impulse formation or conduction system 
 disease 
E. Wolfe-Parkinson-White syndrome on electrocardiogram 
F. Complete left bundle branch block on electrocardiogram 
G. Ventricular paced rhythm on electrocardiogram 
H. Resting electrocardiogram showing ≥1 mm ST-J depression with horizontal or downsloping ST   
 segments for 80 msec after J point 

 
V. Normal imaging stress test and chest pain 

If an imaging stress test was normal but chest pain is present, then a CCTA is medically 
necessary if the Pre-Test Probability Assessment (see Rule 1) places the member in the 
intermediate to high-risk range.  For a member with very low-to-low pre-test probability 
based on the character of chest pain, age and sex, and a normal imaging stress test, a 
CCTA is not indicated as there is insufficient peer-reviewed literature to support this indica-
tion. 

 
VI. Pre-operative assessment for non-cardiac surgery 

Members scheduled for non-cardiac surgery may require a CCTA within four weeks of 
surgery to assess cardiac risk in an effort to reduce peri-operative complications.  The 
medical necessity of CCTA in assessing surgical risk is based upon whether the surgery is 
deemed "High", "Intermediate", or "Low" risk surgery and whether or not the member has 
pre-existing coronary artery disease.  The ACC defines the following: 
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•  High risk surgery - 
1. Emergent operations, especially in the elderly 
2. Aortic and other major vascular surgeries 
3. Peripheral vascular surgeries 
4. Anticipated prolonged surgical procedures associated with large fluid 

shifts and/or blood loss. 
 

• Intermediate risk surgery - 
1. Carotid endarterectomy 
2. Head and neck surgery 
3. Intraperitoneal and intrathoracic surgery 
4. Orthopedic surgery 
5. Prostate surgery 

 
• Low risk surgery - 

1. Endoscopic surgeries 
2. Superficial procedures 
3. Cataract surgery 
4. Breast surgery 

 
If a member is scheduled for high-risk non-cardiac surgery in the next four weeks, a CCTA 
is medically necessary if the Framingham risk calculation (see Rule 2 below) is less than 
10% and no imaging stress test has been performed in the last year. 

 
VII. Valvular heart disease, congenital heart disease, pericardial disease 

CCTA is medically necessary if a surgical intervention is planned for these indications and 
no heart catheterization is needed prior to surgery. 

 
VIII. Pulmonary vein mapping (75572) 

CPT 75572 is medically necessary for pulmonary vein mapping in preparation for pulmo-
nary vein catheter ablation for elimination of recurrent atrial fibrillation.  If a member met 
this criterion and meets the above criteria for a CCTA, use CPT 75574. 

 
IX. Congenital heart disease (75573) 

A. Known congenital heart disease and new or changed cardiovascular symptoms 
B. Known Marfan’s syndrome and new or changed cardiovascular symptoms 
C. Suspected Marfan’s syndrome 
D. Suspected coaractation of the aorta 
E. Suspected anomalous pulmonary venous drainage 
F. Suspected pulmonary outflow tract obstruction 
G. Prior surgical intervention for congenital heart disease 
H. Planned surgical intervention for congenital heart disease 
I. Known coarctation of the aorta and one of the following: 

1. New or changed cardiovascular symptoms 
2. After one (1) year of a prior cardiac CT or cardiac MRI 

______________________________________________________________________________________________________ 
3. Within one (1) year of surgical correction 
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X. Calcium Scoring (75571) 

Calcium scoring is not medically necessary for members with documented vascular disease or 
coronary artery equivalents including coronary artery disease, peripheral vascular disease, cere-
brovascular disease, known atherosclerosis, and diabetes.  Additionally, there is no indication for 
calcium scoring in a symptomatic or asymptomatic member with a low (less than 10%) or high 
(20% or greater) Framingham risk percentage.  Indications include: 
 
C. Asymptomatic member with intermediate Framingham Risk Percentage and all of the following: 

1. No documentation of an equivocal or abnormal routine or imaging stress test within the last 
two (2) years 

2. No documentation of abnormal cardiac catheterization or coronary CT angiography within 
the last two (2) years 

3. No documented calcium scoring within the last five (5) years 
B. Symptomatic member with intermediate Framingham Risk Percentage and all of the following: 

1.   Documentation of chest pain syndrome * 
2. Documentation of a normal routine or imaging stress test since the onset of chest pain 

syndrome 
3. No documented calcium scoring within the last five (5) years 
 
 
 
* Chest pain syndrome includes chest pain, chest tightness, chest burning, dyspnea, shoulder 

pain, and jaw pain.
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Rule 1: Determination of pretest probability for coronary disease based on 

chest pain 
The following assessment is used to determine the pre-test probability of coronary artery disease based on 
a description of the character of the chest pain, member age and sex.  This assessment will define the 
chest pain as typical angina, atypical angina, and non-anginal chest pain.  This description then is applied 
to the age/sex criteria as follows: 

 30– 39   Men   Intermediate   Intermediate   Low   Very low  

  Women   Intermediate   Very low   Very low   Very low  

 40– 49   Men   High   Intermediate   Intermediate   Low  

  Women   Intermediate   Low   Very low   Very low  

 50– 59   Men   High   Intermediate   Intermediate   Low  

  Women   Intermediate   Intermediate   Low   Very low  

 > 60  Men   High   Intermediate   Intermediate   Low  

  Women   High   Intermediate   Intermediate   Low  

 High :  Greater 
than 90% pre-test 
probability 

Intermediate: 
Between 10% and 
90% pre-test 
probability 

Low:    
Between 5% 
and 10% pre-
test probability 

Very Low: Less 
than 5% pre-test 
probability 

Typical angina (definite) : 1) Substernal chest pain or discomfort that is 2) provoked by exertion 
or emotional stress and 3) relieved by rest and/or nitroglycerin.

Atypical angina (probable):  Chest pain or discomfort that lacks one of the characteristics of 
definite or typical angina.
Non-anginal chest pain:  Chest pain or discomfort that meets one or none of the typical angina 

characteristics.

Nonanginal    
Chest Pain

Asymptomatic
Pre-Test Probability of CAD by Age, Gender, and Symptoms  

 Age     
Years

Gender Typical/Definite      
Angina Pectoris

 Atypical/Probable    
Angina Pectoris  

 
 
The pre-test probability is thus defined as high, intermediate, low, or very low.  This is applied to the criteria 
sets for determination of the need for CCTA. 
 
 
Rule 2: Framingham risk assessment for coronary artery disease 
Framingham risk assessment is a calculation to predict the 10-year risk of heart disease in an individual 
member.  The calculation is made from member age, sex, lipid values and blood pressure, as well as 
smoking history and the presence of diabetes.  A sample calculator can be found on-line at:    
http://www.medcalc.com/heartrisk.html  
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 78451 Myocardial perfusion imaging, tomographic (SPECT) (including 

attenuartion correction, qualitative or quantitative wall motion, 
ejection fraction by first pass or gated technique, additional 
quantification, when performed); single study, at rest or stress 
(exercise or pharmacologic) 

 78452 Myocardial perfusion imaging, tomographic (SPECT) (including 
attenuation correction, qualitative or quantitative wall motion, 
ejection fraction by first pass or gated technique, additional 
quantification, when performed); multiple studies, at rest 
and/or stress (exercise or pharmacologic) and/or redistribution 
and/or rest reinjection 

 78453 Myocardial perfusion imaging, planar (including qualitative or 
quantitative wall motion, ejection fraction by first pass or gated 
technique, additional quantification, when performed); single 
study, at rest or stress (exercise or pharmacologic) 

 78454 Myocardial perfusion imaging, planar (including qualitative or 
quantitative wall motion, ejection fraction by first pass or gated 
technique, additional quantification, when performed); multiple 
studies, at rest and/or stress (exercise or pharmacologic) 
and/or redistribution and/or rest reinjection 

 
 
I. Assessment of an asymptomatic member prior to non-cardiac surgery 

Members scheduled for non-cardiac surgery may require a nuclear stress test within four weeks of 
surgery to assess cardiac risk in an effort to reduce peri-operative complications. The acceptable 
risk depends on whether the surgery is deemed "High", "Intermediate", or "Low" risk surgery and 
whether or not the member has pre-existing coronary artery disease. 

 
The ACC defines the following: 

· High risk surgery 
1. Emergent operations, especially in the elderly 
2. Aortic and other major vascular surgeries 
3. Peripheral vascular surgeries 
4. Anticipated prolonged surgical procedures associated with large fluid 

shifts and/or blood loss. 
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· Intermediate risk surgery- 

1. Carotid endarterectomy 
2. Head and neck surgery 
3. Intraperitoneal and intrathoracic surgery 
4. Orthopedic surgery 
5. Prostate surgery 
 

· Low risk surgery-   
1. Endoscopic surgeries 
2. Superficial procedures 
3. Cataract surgery 
4. Breast surgery 

 
A. High risk non-cardiac surgery 
B. Intermediate risk non-cardiac surgery 

A nuclear stress test is medically necessary prior to intermediate risk non-cardiac surgery if no 
normal imaging stress or coronary angiography with in the last year and one of the following: 
1.  Known coronary artery disease 
2.  Known congestive heart failure 
3.  Diabetes 
4.  Prior stroke or transient ischemic attack 
5.  Creatinine level of 2.0 mg/dl or greater 
6.  Framingham risk of 10% or greater 
7.  Uninterpretable electrocardiogram 

 
Note: Asymptomatic members planning low risk surgery do not require MPI.   
 

II. Assessment of member discharged within the last eight weeks after hos-
pitalization for a cardiac condition 
A. Discharged, without a positive or symptom-limited stress test, for 

1. Atrial fibrillation- if the member has not had an imaging stress test within two years prior to 
the hospital discharge, and has 
a. Framingham risk* percentage >10% 
b. Diabetes 
 

If the Framingham risk* is <10% and there are no contraindications to a routine exercise stress 
test, then a nuclear study is not supported by adequate peer-reviewed literature as a routine 
stress test can be performed as the initial test modality.  Contraindication to a routine exercise 
stress test include diabetes, inability to exercise, digoxin use, inability to raise heart rate due to 
electrical system disease or medication that cannot be stopped or an uninterpretable electrocar-
diogram.  The ACC defines an uninterpretable electrocardiogram as a ventricular paced rhythm, 
left bundle branch block, Wolfe-Parkinson-White syndrome or ≥1mm ST depression at baseline. 
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B. Myocardial ischemia (including myocardial infarction, unstable angina, or chest pain syn-
drome**) 
1. And NONE of the following: 

a. Heart catheterization 
b. Coronary CT angiography 
c. Symptom limited stress test prior to discharge. 

2. Percutaneous intervention was performed during hospitalization and lesions of the coro-
nary anatomy of >50% were present but not fixed, a nuclear stress test is medically neces-
sary. 

C. Congestive heart failure 
1. New diagnosis, and NONE of the following: 

a. Heart Catheterization 
b. Coronary CT Angiogram 
c. Imaging stress study performed during or since hospitalization. 

2. Recurrent congestive heart failure and NONE of the following: 
a. Heart catheterization within three years prior 
b. Coronary CT Angiogram within three years prior 
c. Imaging stress test within two years 

3. Recurrent congestive heart failure and greater than 40% stenosis seen in any vessel on 
heart catheterization or coronary CT angiogram within three years prior provided no imag-
ing stress test within the last year. 

4. Recurrent congestive heart failure and less than 40% stenosis seen in any vessel on heart 
catheterization or coronary CT angiogram within three years prior provided no imaging 
stress test within the last two years. 

D. Syncope or near syncope 
1. Within the last year, regardless of the findings of coronary artery disease, No: 

a. Imaging Stress Test 
b. Heart Catheterization 
c. Coronary CT Angiogram was performed 

2. After one year from an imaging stress test, heart catheterization, or coronary CT an-
giogram, a nuclear stress test is medically necessary if coronary artery disease was docu-
mented 

 
In the absence of known coronary artery disease, a routine exercise stress test is the first-
line test provided there are no contraindications to a routine exercise stress test as de-
scribed in section IIA above. 
 

III. Assessment of member with known cardiac disease 
A. Member stable or with no symptoms 

1. No CHF a nuclear stress test every two years 
2. With CHF every year 
3. Two years after a percutaneous intervention 

B. New or changed chest pain or chest pain syndrome** 
C. Congestive heart failure 

1. A nuclear stress test is medically necessary every two years in the absence of coronary ar-
tery disease. 

2. Yearly if coronary artery disease is present 
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Copyright © 2009 CareCore Cardiology.  A division of CareCore National.  All Rights Reserved.                              Page 28 of 51 
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924   www.carecorenational.com 
 

  



CareCore Cardiology                                                                                                   Criteria for Cardiology Management V1.2009 
___________________________________________________________________________________________________________________________________________________________ 

D. SEND FOR REVIEW 
1. Heart catheterization or coronary CT angiogram done within the last year showed no 

stenotic lesion >50% and there are no symptoms of chest pain or chest pain syndrome**. 
2. A nuclear stress test is not supported by adequate peer-reviewed literature within five 

years after coronary artery bypass grafting in the absence of chest pain or chest pain syn-
drome**.  Thereafter a nuclear stress is medically necessary every two years.  See III-C 
for symptomatic members. 

3. A nuclear stress test is not supported by adequate peer-reviewed literature within two 
years of percutaneous intervention in the absence of chest pain or chest pain syndrome**. 

 
IV. Assessment of member without documented coronary artery disease 

Routine exercise stress test is the first-line test with the indications listed below, unless the 
member meets one of the following criteria for nuclear stress imaging: 
A. Framingham risk* percentage >10% and asymptomatic, a nuclear stress test can be approved 

every two years. 
B. Diabetes- a nuclear stress test is medically necessary every two years for all diabetic members 

in the absence of symptoms. 
C. Uninterpretable electrocardiogram and: 

1. Atrial fibrillation 
2. Chest pain 
3. Dyspnea on exertion 
4. Syncope 

 
Note: The ACC defines an uninterpretable electrocardiogram as: 

• Ventricular paced rhythm 
• Left bundle branch block 
• Wolfe-Parkinson-White Syndrome 
• One (1) mm or greater ST depression at baseline 
 

D. Digoxin use and any other indication 
E. Abnormal routine exercise stress test 

1. The definition of an abnormal routine stress test is one (1) mm or greater J point depres-
sion (ST 80) with horizontal or down-sloping ST segments.  A member with this abnormal-
ity may qualify for a nuclear stress test if no heart catheterization or coronary CT an-
giogram is planned. 

2. If during the routine stress test the member developed chest pain but had no electrocar-
diogram changes, a nuclear stress test can be approved.  

3. If there was ventricular tachycardia, multifocal premature ventricular contractions, triplets, 
supraventricular tachycardia, or heart block induced during the routine stress test, a nu-
clear stress test can be approved 

4. If there is a drop in systolic blood pressure of >10 mm Hg during a routine exercise stress 
test, a nuclear stress test can be approved. 

F. Inability to attain an adequate heart rate due to electrical system disease or medications that 
cannot be withdrawn 

G. Member unable to exercise due to medical illness 
H. Syncope- A member with syncope and no known coronary artery disease, who does not meet 

other criteria for a nuclear stress test, requires a first-line routine exercise stress test. 
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I. New or changed chest pain or dyspnea- A member with new or changed chest pain or chest 
pain syndrome** (and no known coronary artery disease) requires a first-line routine exercise 
stress test if no other criteria for a nuclear stress test are met. 

J. Documented ventricular tachycardia 
 

* An online Framingham risk calculator can be accessed at the following link: 
http://www.medcalc.com/heartrisk.html  

 
** Chest pain syndrome includes chest pain, chest tightness, chest burning, 

dyspnea, shoulder pain, and jaw pain. 
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 78459 PET Myocardial Imaging; Positron Emission Tomography (PET) 

Metabolic Evaluation 
 78491 Myocardial Perfusion Imaging, Positron Emission Tomography 

(PET) Single Study, Rest or Stress 
 78492 Myocardial Perfusion Imaging, Positron Emission Tomography 

(PET), Multiple Studies at Rest and/or Stress1 

 
 
78491 and 78492 is also referred to as a Rubidium study stress test. 

 
I. Sarcoid (78459) 

A. Suspected cardiac sarcoidosis - Documentation of an established diagnosis of sarcoidosis 
and ONE of the following: 
1. Premature ventricular contractions 
2. Ventricular tachycardia 
3. Heart block 
4. Left ventricular dysfunction 
5. Supraventricular tachycardia 
6. Restrictive cardiomyopathy 

B. Known cardiac sarcoidosis - Documentation of an established diagnosis of cardiac sarcoi-
dosis and ONE of the following: 
1. Documentation of a completed treatment course for sarcoidosis since last cardiac PET 

scan 
2. No cardiac PET scan within six (6) months of completion of treatment for sarcoidosis 
 

II. Suspected coronary artery disease (78491, 78492) 
A routine exercise stress test is the first-line test with the indications listed below, unless 
the member meets one of the following criteria cardiac PET scan: 
A.  Body mass index*** greater or equal to 40 AND one of the following: 

1. Framingham risk* percentage >10% and asymptomatic, a cardiac PET scan can be ap-
proved every two (2) years. 

2. Diabetes and asymptomatic, a cardiac PET scan can be approved every two (2) years. 
3. Abnormal calcium (Agatston) score >400 and asymptomatic, a cardiac PET scan can be 

approved every two (2) years. 
4. Abnormal routine exercise stress test 

a. The definition of an abnormal routine stress test is one (1) mm or greater J point de-
pression (ST 80) with horizontal or down-sloping ST segments.  A member with this 
abnormality may qualify for a cardiac PET scan if no heart catheterization or coronary 
CT angiogram is planned 

b. If during the routine stress test the member developed chest pain but had no electro-
cardiogram changes, a cardiac PET scan can be approved.   
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c. If there was ventricular tachycardia, multifocal premature ventricular contractions, trip-
lets, supraventricular tachycardia, or heart block induced during the routine stress test, 
a cardiac PET scan can be approved 

d. If there is a drop in systolic blood pressure of >10 mm Hg during a routine exercise 
stress test, a cardiac PET can be approved 

5. New or changed chest pain or dyspnea or syncope - A member with new or changed chest 
pain or chest pain syndrome** or syncope (and no known coronary artery disease) 
requires a first-line routine exercise stress test unless one of the following criteria is met: 
a. Inability to attain an adequate heart rate due to electrical system disease or medica-

tions that cannot be withdrawn 
b. Member unable to exercise due to medical illness 
c. Framingham risk* percentage >10% 
d. Diabetes 
e. Uninterpretable electrocardiogram 

Note: The ACC defines an uninterpretable electrocardiogram as: 
• Ventricular paced rhythm 
• Left bundle branch block 
• Wolfe-Parkinson-White Syndrome 
• One (1) mm or greater ST depression at baseline 

f. Digoxin use 
* An online Framingham risk calculator can be accessed at the following link: 

http://www.intmed.mcw.edu/clincalc/heartrisk.html. 
** Chest pain syndrome includes chest pain, chest tightness, chest 

burning, dyspnea, shoulder pain, and jaw pain. 
*** An online body mass index calculator can be accessed at the following link: 

http://www.nhlbisupport.com/bmi/. 
B. Prior uninterpretable nuclear stress test AND one of the following: 

a. No prior cardiac PET scan 
b. A prior cardiac PET scan and new chest pain or shortness of breath 
 

III. Known coronary artery disease to assess myocardial viability (78459) 
A. Documentation of regional left ventricular dysfunction AND one of the following: 

1. No revascularization since the documentation of regional left ventricular dysfunction 
2. A fixed defect on nuclear stress testing in the same region as the documented regional left 

 ventricular dysfunction AND this region is being considered for revascularization 
 

IV. Known coronary artery disease (78491, 78492) 
A. Body mass index*** greater or equal to 40 AND prior documentation of coronary artery 

disease**** AND one of the following: 
1. Chest pain syndrome**. 
2. Dyspnea on exertion. 
3. Two years after a percutaneous intervention 
4. Five years after a coronary artery bypass grafting. 
5. Asymptomatic and no intervention as defined in 3 and 4 above, a cardiac PET scan can be 

approved every two (2) years. 
* An online Framingham risk calculator can be accessed at the following link: 

http://www.intmed.mcw.edu/clincalc/heartrisk.html. 
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** Chest pain syndrome includes chest pain, chest tightness, chest 
burning, dyspnea, shoulder pain, and jaw pain. 

*** An online body mass index calculator can be accessed at the following link: 
http://www.nhlbisupport.com/bmi/. 

**** Accepted documentation of coronary artery disease: 
• Abnormal Catheterization 
• Abnormal CCTA 
• Abnormal Nuclear Stress Test/PET 
• Abnormal Stress Echo 
• Prior PCI 
• Prior CABG 
• Calcium score >10 

 

V. Standards 
A. Readers 

1. Physicians who perform* or interpret myocardial perfusion PET examinations must be cer-
tified by the American College of Radiology, the Certification Board for Nuclear Cardiology 
or equivalent certifying board deemed acceptable by the CareCore National Medical Advi-
sory Committee.  Any person whose current certification was issued before January of 
2000 must also document at least 40 hours of accredited training in the interpretation of 
myocardial perfusion PET examinations. 

B. Laboratories 
1. All myocardial perfusion PET imaging must be performed on a full ring PET scanner ac-

credited by the American College of Radiology or the Intersocietal Commission for the Ac-
creditation of Nuclear Laboratories.  PET/CT scanners will be given preference in determi-
nations of geographic need. 
• For the purposes of this document the person billing for the technical 

component of the examination will be deemed to be performing the 
examination. 
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 93303 Transthoracic Echocardiography for Congenital Cardiac     

Anomalies; Complete 
Transthoracic Echocar 93304 diography for Congenital Cardiac Ano-
malies; Follow-up or Limited Study 
Echocardiography, Transthoracic, R 93306 eal-time with Image Docu-

 93321 e and/or Continuous 

 93325  

 
If the requested echocardiogram is for follow-up on a previously abnormal echo then 

There are numerous broad categories of indications for an echocardiogram including: 

h as chest pain, palpitations/arrhythmia, shortness of 

• 
e 

e 
ogic or vascular occlusive event 

mentation (2D), Includes M-mode Recording, when Performed, 
Complete, with Spectral Doppler Echocardiography, and with 
Color Flow Doppler Echocardiography 
Echocardiography, Transthoracic, Real- 93307 time with Image Docu-
mentation (2D) with or without M-mode Recording; Complete 
Echocardiography, Transthoracic, Real-time with Image Docu- 93308 
mentation (2D) with or without M-mode Recording; Follow-up 
or Limited Study 
Doppler Echocard 93320 iography, Pulsed Wave and/or Continuous 
Wave with Spectral Display; Complete 
Doppler Echocardiography, Pulsed Wav
Wave with Spectral Display; Follow-up or Limited Study 
Doppler Echocardiography Color Flow Velocity Mapping 

 

CPT codes 93304, 93308, or 93321 are to be used. 
 

• Valvular heart disease 
• Symptoms/findings suc

breath, syncope or near-syncope, and atrial fibrillation 
Coronary artery disease 

• Hypertensive heart diseas
• Cardiomyopathy 
• Pericardial diseas
• Documented Neurol
• Diseases of the Great Vessels 
• Pulmonary vascular disease 
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I. Conditions permitting routine annual follow-up examinations 
A. Cardiac tumors 
B. Cardiac mass 
C. Atrial myxoma 
D. Congenital heart disease 
E. Adult congenital heart disease 
F. Patent ductus arteriosis 
G. Right ventricular dysplasia 
H. Cardiac resynchronization therapy 
 

II. For the following indications, an echocardiogram is allowed once.  Fol-
low-up echocardiograms for these indications must be based on the 
findings on the initial echocardiogram. 
A. Family history of genetically transmitted cardiac disease 
B. First-degree relative of a member with unexplained cardiomyopathy 
C. Sarcoidosis 
D. Amyloidosis 
 

III. General indications 
A. Valvular heart disease 

1. Heart murmur - An initial echocardiogram is medically indicated to assess a heart murmur 
but subsequent requests must be based on the findings of the initial study. 

2. Use of anorectic Fen-Phen - An initial echocardiogram is indicated to assess a member 
that has been treated with Fen-Phen but subsequent requests must be based on the find-
ings of the initial study. 

3. Endocarditis - An echocardiogram is medically indicated if endocarditis is suspected 
based on: 
a. Fever of 101.4 degrees F that has been present for at least 7 days 
b. Member has documented bacteremia. 
c. Member with known endocarditis.  An echocardiogram is indicated within the first eight 

weeks of antibiotic therapy or after eight weeks if no prior echocardiogram was done 
d. After eight weeks, an echocardiogram request should be based on the findings of the 

initial study and follow-up would go to the appropriate pathway. 
4. Mitral valve prolapse - An echocardiogram is indicated once only for the physical findings 

of: 
a. Documented murmur or click 
b. If there is a first degree relative with mitral valve prolapse 
c. Future echocardiograms for these indications must be based on the findings seen on 

the initial echocardiogram. 
5. Pulmonic stenosis - An echocardiogram is indicated: 

a. Within a year of valvuloplasty 
b. If pulmonic stenosis is suggested by physical signs, symptoms, or other imaging pro-

cedures. 
c. Follow-up studies for documented pulmonic stenosis depend on age and pulmonary 

valve gradient. 
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i. For a member with a pulmonary valve mean gradient of 30 mm Hg or more, an 

echocardiogram is medically necessary if chest pain or syncope is present. 
ii. For a member with a pulmonary valve mean gradient of 30 mm Hg or more and 

asymptomatic, an echocardiogram is medically  necessary every two years. 
iii. If the initial echocardiogram had a pulmonary valve gradient of less than 30 mm 

Hg and the member is less than 20 years old, an echocardiogram can be ap-
proved every 12 months. 

iv. If the initial echocardiogram had a pulmonary valve gradient of less than 30 mmHg 
and the member is more than 20 years old, an echocardiogram is only indicated 
for new chest pain or dyspnea on exertion. 

6. Prosthetic heart valve - An echocardiogram to assess a prosthetic heart valve is appro-
priate: 
a. If there are new or changed signs, symptoms, or murmurs on exam. 
b. After a valve replacement 

i. An initial echocardiogram can be approved after valve replacement  
01. Follow-up studies can be approved yearly for members with an ejection frac-

tion of less than 50% 
02. Every two years for members with an ejection fraction of 50% or more 

ii. If a prosthetic valve has been documented to be leaking or narrowed by prior 
echocardiogram, then a follow-up echocardiogram can be approved every three 
months. 

7. Mitral regurgitation -  
a. A pregnant woman with known mitral regurgitation is allowed to have a follow-up 

echocardiogram during the course of pregnancy. 
b. Members with mild mitral regurgitation on a prior echocardiogram only qualify for a fol-

low-up study if one of the following is present: 
i. New dyspnea on exertion 
ii. Decreased exercise tolerance 
iii. Congestive heart failure 
iv. Documented changing murmur 

c. If the prior echocardiogram documented moderate mitral regurgitation, a follow-up 
study can be approved yearly or whenever the following exist: 
i. New dyspnea on exertion 
ii. Decreased exercise tolerance 
iii. Congestive heart failure 
iv. Documented changing murmur 

d. If the prior echocardiogram documented severe mitral regurgitation, a follow-up study 
can be approved every six months or whenever the following exist: 
i. New dyspnea on exertion 
ii. Decreased exercise tolerance 
iii. Congestive heart failure 
iv. Documented changing murmur 
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8. Mitral stenosis –  
a. An echocardiogram is indicated once within a year of a valvuloplasty. 
b. If mild mitral stenosis was seen on a prior echocardiogram defined as: 

i. Mean valve gradient of 5 mm Hg or less 
ii. Valve area greater than 1.5 cm2 
iii. Right ventricular systolic pressure between 26-39 mm Hg 

A repeat study is indicated only if the following exist: 
01. New dyspnea on exertion 
02. Decreased exercise tolerance 
03. Congestive heart failure 
04. Fatigue 

c. If moderate mitral stenosis was seen on a prior echocardiogram defined as: 
i. Mean valve gradient of 6-10 mm Hg, or valve area of 1.1-1.5 cm2. 
ii. Right ventricular systolic pressure between 40-69 mm Hg  

A repeat study is indicated only if the following exist: 
01. New dyspnea on exertion 
02. Decreased exercise tolerance 
03. Congestive heart failure 
04. Fatigue 

d. If severe mitral stenosis was seen on prior echocardiogram defined as: 
i. Mean valve gradient of greater than 10 mm Hg. 
ii. Valve area less than 1 cm2 
iii. Right ventricular systolic pressure of 70 mm Hg or greater 

A repeat study is indicated every year OR if the following exist: 
01. New dyspnea on exertion 
02. Decreased exercise tolerance 
03. Congestive heart failure 
04. Fatigue 

9. Aortic stenosis-  
a. An echocardiogram is indicated for suspected aortic stenosis. 
b. If mild aortic stenosis is documented defined as: 

i. Mean aortic valve gradient of 20 mm Hg or less 
ii. Valve gradient greater than 1.5 cm2  

A follow-up study can be approved every five (5) years or sooner if any of the fol-
lowing exist: 
01. Chest pain 
02. Dyspnea on exertion 
03. Syncope 
04. Left ventricular hypertrophy by electrocardiogram 
05. Change in left ventricular function found on other imaging modalities 

c. If moderate aortic stenosis is documented defined as: 
i. Mean aortic valve gradient of 20-40 mm Hg. 
ii. Valve area between 1-1.5 cm2 

A follow-up study can be approved every 2 years or sooner if any of the following 
exist: 
01. Chest pain 
02. Dyspnea on exertion 
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03. Syncope 
04. Left ventricular hypertrophy byeElectrocardiogram 
05. Change in left ventricular function found on other imaging modalities 

d. If severe aortic stenosis is documented defined as: 
i. Mean aortic valve gradient of more than 40 - Hg. 
ii. Valve area less than 1 cm2   

A follow-up study can be approved every year or sooner if any of the following ex-
ist: 
01. Chest pain 
02. Dyspnea on exertion 
03. Syncope 
04. Left ventricular hypertrophy by electrocardiogram 
05. Change in left ventricular function found on other imaging modalities 

10. Aortic regurgitation –  
a. An echocardiogram is indicated for suspected aortic regurgitation. 
b. If mild aortic regurgitation is documented, a follow-up study can be approved every 

three (3) years or sooner if any of the following exist: 
i. Chest pain 
ii. Change in exercise tolerance 

c. If moderate aortic regurgitation is documented, a follow-up study can be approved 
every 2 years or sooner if any of the following exist: 
i. Chest pain 
ii. Change in exercise tolerance 

d. If severe aortic regurgitation is documented 
i. Follow-up study can be approved every year 
ii. Follow-up study can be approved every six months 

01. If the systolic left ventricular dimension is less than 50mm 
02. Diastolic left ventricular dimension is less than 75mm.  
03. If severe aortic regurgitation is documented and the member is symptomatic 

or has a systolic left ventricular dimension of  greater than 55mm or diastolic 
left ventricular dimension of greater than 75mm, a follow-up echocardiogram is 
not needed, as the member is a surgical candidate for valve replacement. 

B. Symptoms/findings 
1. Chest pain - Chest pain is not an indication for an echocardiogram.  If chest pain is part of 

a symptom complex, follow the appropriate guideline for the primary diagnosis. 
2. Palpitations/arrhythmia –  

a. If a prior echocardiogram has been performed for this diagnosis, a repeat echocardio-
gram for this indication must be based on the findings seen on the initial echocardio-
gram. 

b. If no prior echocardiogram has been performed, and the palpitations have been di-
rectly linked to an arrhythmia documented by electrocardiographic tracing, an echo-
cardiogram can be approved for: 
i. Non-sustained ventricular tachycardia 
ii. Sustained or non-sustained supraventricular tachycardia 
iii. Ventricular tachycardia and premature ventricular contractions 

c. Atrial premature contractions do not require an echocardiogram as there is inadequate 
peer-reviewed literature to support this indication. 
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3. Dyspnea on exertion- In a member with new or changed dyspnea on exertion, an 
echocardiogram can be approved.  If the member has known congestive heart failure, a 2-
D echocardiogram (CPT 93307 and 93308) can be approved yearly. 

4. Syncope - 
a. If symptoms include complete loss of consciousness or control, related to vasovagal 

symptoms*, an echocardiogram is not indicated unless the symptoms are new or vary 
from prior episodes. 

b. If symptoms include complete loss of consciousness or control, unrelated to vasovagal 
symptoms*, an initial echocardiogram is allowed.  Repeat studies for this diagnosis are 
not allowed within four weeks of the prior echocardiogram and if there is recurrent syn-
cope with a known cause. 

5. Atrial fibrillation - An echocardiogram can be approved for the diagnosis of new onset 
atrial fibrillation.  If there has been a prior echocardiogram, a follow-up study can be 
approved after six (6) months for new onset atrial fibrillation.  An echocardiogram is 
indicated once for the evaluation of chronic atrial fibrillation. 

C. Coronary artery disease 
1. Acute myocardial infarction - An echocardiogram can be approved within three (3) 

months of an acute myocardial infarction providing there is documentation of: 
a. Elevated cardiac enzymes at the time of the infarct 
b. New Q waves on electrocardiogram 

2. Left Ventricular Function Assessment - See Section E (Cardiomyopathy) below. 
3. Myocardial ischemia, angina, unstable angina, acute coronary syndrome; These indica-

tions are not supported by peer-reviewed literature as an indication for an echocardiogram. 
D. Hypertensive heart disease 

1. Left ventricular hypertrophy - An echocardiogram can be approved once for this indication. 
2. Dyspnea on exertion - See B3 (Dyspnea on Exertion) above 
3. Congestive heart failure - See E4 (Congestive Heart Failure )below 
4. Diastolic dysfunction - An echocardiogram can be approved once for this indication.  If 

there is new shortness of breath and a known diagnosis of diastolic dysfunction - See B3 
(Dyspnea on Exertion) above 

E. Cardiomyopathy 
1. Hypertrophic cardiomyopathy - An echocardiogram can be approved: 

a. Once 
i. If there is suspicion of hypertrophic cardiomyopathy on physical exam, electrocar-

diogram 
ii. There is a family history of hypertrophic cardiomyopathy. 

b. A follow-up study can be performed if: 
i. Hypertrophic cardiomyopathy has been documented on prior echocardiogram 
ii. Member has new signs or symptoms. 

c. Members with a family history of hypertrophic cardiomyopathy can have a yearly 
echocardiogram. 

2. Monitoring chemotherapy toxicity - A 2-D echocardiogram (CPT 93307 and 93308) can 
be approved for members on cardiotoxic chemotherapy. 

3. Diastolic dysfunction - See D4 (Diastolic Dysfunction) above 
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4. Congestive heart failure - If a member meets the definition of congestive heart failure be-
low, an initial echocardiogram can be approved and a follow-up 2-D echocardiogram (CPT 
93307 and 93308) can be approved yearly for this diagnosis or at any time if worsening 
shortness of breath occurs. 
a. Pulmonary vascular congestion on chest X-ray 
b. A documented hospitalization or outpatient treatment regimen showing weight loss 

and symptom improvement with diuretics 
c. A known ejection fraction less than 50% 

F. Pericardial disease 
1. Pericarditis - If signs or symptoms including chest pain with a rub, or chest pain with dif-

fuse ST elevation on an electrocardiogram are present, an echocardiogram can be ap-
proved. 

2. Pericardial constriction - An echocardiogram can be approved for this indication if any of 
the following signs or symptoms are present: 
a. Fatigue, hypotension 
b. Reflex tachycardia 
c. Jugular venous distention 
d. Hepatomegaly with ascities and peripheral edema 
e. Dyspnea on exertion 
f. Orthopnea 
g. Cough 

3. Post-surgical pericardial disease - If the member is less than 12 weeks from pericardial 
surgery, an echocardiogram can be approved if any of the following are present: 
a. Chest pain 
b. Dyspnea on exertion 
c. Syncope 
d. Hypotension 
e. Pulsus paradoxus 
f. Jugular venous distention 
g. Tachycardia 

4. Pericardial effusion –  
a. If a pericardial effusion is suspected, an echocardiogram can be approved 
b. If the effusion is small or mild, no follow-up echocardiogram is supported by peer-

reviewed literature in the absence of new signs or symptoms. 
c. If the effusion is moderate or large and there are no new symptoms, a follow-up 2-D 

echocardiogram (CPT 93307 and 93308), can be approved. 
d. If the effusion is moderate or large, a follow-up can be approved if there are findings 

of: 
i. Chest pain 
ii. Dyspnea on exertion 
iii. Syncope 
iv. Hypotension 
v. Pulsus paradoxus 
vi. Jugular venous distension 
vii. Tachycardia 
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G. Neurologic or vascular occlusive event 
1. Neurologic event - If a member has a new diagnosis of transient ischemic attack or 

cerebrovascular accident, an echocardiogram can be approved provided this study was 
not performed during a hospitalization for this event. 

2. Peripheral vascular occlusion - If a member has been documented to have an embolic 
event to the peripheral vascular system, an echocardiogram can be approved provided this 
study was not performed during a hospitalization for this event. 

H. Diseases of the Great Vessels 
1. Aortic aneurysm - An echocardiogram can be approved for the diagnosis of suspected 

aortic aneurysm and yearly thereafter for this diagnosis. 
2. Marfan's syndrome - An echocardiogram can be approved for the diagnosis of Marfan's 

syndrome and yearly thereafter for this diagnosis. 
3. Aortic dissection - An aortic dissection is not an indication for an echocardiogram. 
4. Prior surgical repair of an aortic aneurysm or dissection - One echocardiogram is 

allowed within a year of repair for an aortic aneurysm or dissection. 
I. Pulmonary vascular disease 

1. One echocardiogram is allowed for suspected pulmonary hypertension. 
2. If there is a known diagnosis of pulmonary hypertension documented on prior echocardio-

gram, echo angiography, or right heart catheterization, a follow-up echocardiogram can be 
approved if there is: 
a. Dyspnea on exertion 
b. Syncope or decreased exercise tolerance provided no echocardiogram was performed 

within the last six (6) months. 
3. If a member is on treatment for pulmonary hypertension (i.e. Flolan or nitrous oxide); an 

echocardiogram can be approved every three months regardless of symptoms. 
 

* Vasovagal syndrome is a usually transitory condition that is marked by fainting associated with 
hypotension, peripheral vasodilation, and bradycardia resulting from increased stimulation of 
the vagus nerve - also called neurocardiogenic syncope or vasodepressor syncope.  The situa-
tions that trigger this reaction are diverse and include having blood drawn, straining while uri-
nating, defecating, or coughing.  The reaction also can be due to emotional stress, fear, or 
pain. 
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 93350  Echocardiography, Transthoracic, Real-time with Image Docu-

mentation (2D), Includes M-mode Recording, when Performed, 
During Rest and Cardiovascular Stress Test Using Treadmill, 
Bicycle Exercise and/or Pharmacologically Induced Stress, 
with Interpretation and Report with or without M-mode Re-
cording, During Rest and Cardiovascular Stress Test, with In-
terpretation and Report 

 93351 Echocardiography, Transthoracic, Real-time with Image Docu-
mentation (2D), Includes M-mode Recording, when Performed, 
During Rest and Cardiovascular Stress Test Using Treadmill, 
Bicycle Exercise and/or Pharmacologically Induced Stress, 
with Interpretation and Report with or without M-mode Re-
cording, During Rest and Cardiovascular Stress Test, with In-
terpretation and Report; Including Performance of Continuous 
Electrocardiographic Monitoring, with Physician Supervision 

 
 

I. Assessment of an asymptomatic member prior to non-cardiac surgery 
Members scheduled for non-cardiac surgery may require an echo stress test within four weeks of 
surgery to assess cardiac risk in an effort to reduce peri-operative complications.  The acceptable 
risk depends on whether the surgery is deemed "High", "Intermediate", or "Low" risk surgery and 
whether or not the member has pre-existing coronary artery disease. 

 

The ACC defines the following: 
· High risk surgery -  

1. Emergent operations, especially in the elderly 
2. Aortic and other major vascular surgeries 
3. Peripheral vascular surgeries 
4. Anticipated prolonged surgical procedures associated with large fluid 

shifts and/or blood loss 
 
· Intermediate risk surgery -  

1. Carotid endarterectomy 
2. Head and neck surgery 
3. Intraperitoneal and intrathoracic surgery 
4. Orthopedic surgery 
5. Prostate surgery 
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· Low risk surgery - 
1. Endoscopic surgeries 
2. Superficial procedures 
3. Cataract surgery 
4. Breast surgery 

 
The indications for an echo stress test for members prior to non-cardiac surgery are 
as follows: 
A.  High risk non-cardiac surgery 
B.  Intermediate risk non-cardiac surgery 

An echo stress test is medically necessary prior to intermediate risk non-cardiac surgery if no 
normal imaging stress or coronary angiography with in the last year and one of the following: 
1. Known coronary artery disease 
2. Known congestive heart failure 
3. Diabetes 
4. Prior stroke or transient ischemic attack 
5. Creatinine level of 2.0 mg/dl or greater 
6. Framingham risk of 10% or greater 
7. Uninterpretable electrocardiogram 
 
Note:  Asymptomatic members planning low risk surgery do not require MPI.  
Send for medical review. 
 

II. Assessment of a member discharged within the last eight weeks after 
hospitalization for a cardiac condition, providing the member did not 
have a symptom-limited stress test or a positive imaging study prior to 
discharge 
A. Atrial fibrillation:  If the member has not had an imaging stress test within two years prior to the 

hospitalization, and has: 
1. Framingham risk* percentage of >10% 
2. Diabetes 
 

If the Framingham risk* is <10% and there are no contraindications to a routine exercise stress 
test, then an echo stress test is not supported by adequate peer-reviewed literature as a routine 
stress test can be performed as the initial test modality.  Contraindication to a routine exercise 
stress test include diabetes, inability to exercise, digoxin use, inability to raise heart rate due to 
electrical system disease or medication that cannot be stopped or an uninterpretable 
electrocardiogram.  The ACC defines an uninterpretable electrocardiogram as a ventricular paced 
rhythm, left bundle branch block, Wolfe-Parkinson-White syndrome or ≥1mm ST depression at 
baseline. 

 
B. Myocardial ischemia (including myocardial infarction, unstable angina, or chest pain syn-

drome**) 
1. And NONE: 

a. Heart catheterization 

______________________________________________________________________________________________________ 
Copyright © 2009 CareCore Cardiology.  A division of CareCore National.  All Rights Reserved.                              Page 43 of 51 
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924   www.carecorenational.com 
 

  



CareCore Cardiology                                                                                                   Criteria for Cardiology Management V1.2009 
___________________________________________________________________________________________________________________________________________________________ 

b. Coronary CT angiography 
c. Symptom-limited stress test prior to discharge 

2. Percutaneous intervention was performed during the hospitalization and lesions of the 
coronary anatomy of >50% were present but not fixed, an echo stress test is medically 
necessary. 

C. Congestive heart failure 
1. New diagnosis, and NONE: 

a. Heart Catheterization 
b. Coronary CT Angiogram 
c. Imaging stress study performed during or since hospitalization. 

2. Recurrent congestive heart failure 
a. Member has not had a heart catheterization or coronary CT angiogram within three 

years prior but had an imaging stress test more than two years prior, then an echo 
stress is medically necessary, provided no left heart catheterization is planned. 

b. Member had a heart catheterization or coronary CT angiogram within three years prior, 
the need for echo stress testing depends on the findings. 
i. If the catheterization or coronary CT angiogram was normal, an echo stress test is 

not supported by adequate peer-reviewed literature. 
ii. If there were no lesions of >40% seen, then an echo stress test is medically 

necessary every two years. 
iii. If there were any lesions >40% seen, then an echo stress test is medically 

necessary yearly. 
D. Syncope or near syncope 

1. Within the last year, regardless of the findings of coronary artery disease, may be ap-
proved if NONE of the following were performed: 
a. Imaging stress test 
b. Heart catheterization 
c. Coronary CT angiogram 

2. After one year from an imaging stress test, heart catheterization, or coronary CT an-
giogram, an echo stress test is medically necessary if coronary artery disease was docu-
mented. 

 
In the absence of known coronary artery disease, a routine exercise stress test 
is the first-line test, provided there are no contraindications to a routine exercise 
stress test as described in section IIA above. 
 

III. Assessment of a member with known cardiac disease 
A. Member stable or with no symptoms 

1. With CHF, every year 
2. No CHF, an echo stress test every two years 
3. Two years after a percutaneous intervention 

B. New or changed chest pain or chest pain syndrome** 
C. Congestive heart failure 

1. An echo stress test is medically necessary every two years in the absence of coronary 
artery disease. 

2. Yearly if coronary artery disease is present 
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D. SEND FOR REVIEW 
1. Heart catheterization or coronary CT angiogram done within the last year showed no 

stenotic lesion >50% and there are no symptoms of chest pain or chest pain syndrome**. 
2. An echo stress test is not supported by adequate peer-reviewed literature within five years 

after coronary artery bypass grafting in the absence of chest pain or chest pain syn-
drome**.  Thereafter an echo stress is medically necessary every two years.  See III-C for 
symptomatic members. 

3. An echo stress test is not supported by adequate peer-reviewed literature within two years 
of percutaneous intervention in the absence of chest pain or chest pain syndrome**. 

 
IV. Valvular heart disease  

A. Aortic stenosis 
1. An ejection fraction >40%, echo stress test is not supported by adequate peer-reviewed 

literature for a member with aortic stenosis. 
2. Ejection fraction is <40% and: 

a. No echocardiogram performed 
b. No prior echo stress test 
c. Last echo stress test was more than one year ago. 
d. Mean aortic valve gradient on echocardiogram was >10 mm HG 

B. Hypertrophic cardiomyopathy 
1. An echo stress test is medically necessary for a member with documented hypertrophic 

cardiomyopathy by echocardiogram on a yearly basis. 
2. If there are no findings of hypertrophic cardiomyopathy on echocardiogram, then an echo 

stress test is not supported by adequate peer-reviewed literature for that diagnosis. 
C. Mitral Regurgitation 

An echo stress test is medically necessary for an asymptomatic member with severe mitral re-
gurgitation if all of the following criteria are met:  
1. Ejection fraction >60 % on prior cardiac imaging. 
2. Left ventricular end-systolic diameter on prior echocardiogram <40 mm. 
3. No echo stress test within the last six (6) months. 

D. Aortic Insuffiency 
An echo stress test is medically necessary for an asymptomatic member with severe aortic in-
suffiency if all of the following criteria are met:  
1.   Ejection fraction >50 % on prior cardiac imaging. 
2. Left ventricular systolic dimension on prior echocardiogram <55 mm or left ventricular dia-

stolic dimension on prior echocardiogram <75 mm 
3. No echo stress test within the last six (6) months 

 
V. Assessment of member without documented coronary artery disease 

A routine exercise stress test is the first-line test with the indications listed below, unless the 
member meets one of the following criteria for echo stress imaging: 
A. Framingham risk* percentage >10% and asymptomatic, an echo stress test can be approved 

every two years 
B. Diabetes:  An echo stress test is medically necessary every two years for all diabetic members 

in the absence of symptoms. 
C. Digoxin use 
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D. Uninterpretable electrocardiogram (The ACC defines an uninterpretable electrocardiogram as 
a ventricular paced rhythm, left bundle branch block, Wolfe-Parkinson-White syndrome or ≥1 
mm ST depression at baseline) and: 
1. Atrial fibrillation 
2. Chest pain 
3. Dyspnea on exertion 
4. Syncope 

E. Abnormal routine exercise stress test 
1. The definition of abnormal is 1 mm or greater J point depression (ST 80) with horizontal or 

down-sloping ST segments.  A member with this abnormality may qualify for an echo 
stress test if no heart catheterization or coronary CT angiogram is planned. 

2. If during the routine stress test the member developed chest pain but had no 
electrocardiogram changes, an echo stress test can be approved. 

3. If there was ventricular tachycardia, multifocal premature ventricular contractions, triplets, 
supraventricular tachycardia, or heart block induced during the routine stress test, an echo 
stress test can be approved. 

4. If there is a drop in systolic blood pressure of >10 mm Hg during a routine exercise stress 
test, an echo stress test can be approved. 

F. Inability to attain an adequate heart rate due to electrical system disease or medications that 
cannot be withdrawn 

G. Member unable to exercise due to medical illness 
H. Syncope:  A member with syncope and no known coronary artery disease, who does not meet 

other criteria for an echo stress test, requires a first-line routine exercise stress test. 
I. New or changed chest pain or dyspnea- A member with new or changed chest pain or chest 

pain syndrome** (and no known coronary artery disease) requires a first-line routine exercise 
stress test if no other criteria for an echo stress test are met. 

J. Documented ventricular tachycardia 
 

* An online Framingham risk calculator can be accessed at the follow link: 
http://www.medcalc.com/heartrisk.html  

 
** Chest pain syndrome includes chest pain, chest tightness, chest burning, 

dyspnea, shoulder pain, and jaw pain. 
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93510  Left Heart Catheterization, Retrograde, from the Brachial Ar-

tery, Axillary Artery or Femoral Artery; Percutaneous 
93511 Left Heart Catheterization, Retrograde, from the Brachial Ar-

tery, Axillary Artery or Femoral Artery; Percutaneous by Cut-
down 

93524 Combined transseptal and retrograde left heart catheterization 
93526 Combined right heart catheterization and retrograde left heart 

catheterization 
 

 
 
CareCore Cardiology Management (CCCM) has developed the following guidelines 
for coronary angiography. These criteria do not apply to left heart catheterizations that 
will not include a coronary angiogram. The indications for coronary angiography in-
clude: 

 
I. Assessment of member with cardiomyopathy 

A. Ejection fraction is <50% 
1. Prior abnormal CT angiogram 
2. No prior coronary angiogram 
3. Abnormal imaging stress test indicating ischemia 
4. Normal prior imaging stress test more than one year ago with worsening: 

a. Dyspnea on exertion 
b. Paroxysmal nocturnal dyspnea or  
c. Orthopnea 

5. Normal prior imaging stress test more with new: 
a. Dyspnea on exertion 
b. Paroxysmal nocturnal dyspnea or  
c. Orthopnea 

6. Abnormal prior coronary angiogram and worsening: 
a. Dyspnea on exertion 
b. Paroxysmal nocturnal dyspnea or  
c. Orthopnea 

7. Normal prior coronary angiogram more than five years ago and: 
a. Dyspnea on exertion 
b. Paroxysmal nocturnal dyspnea or  
c. Orthopnea 

B. Ejection fraction of 50% or more must have prior non-invasive work-up. 
1. Imaging stress test or  
2. Coronary CT angiography 
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II. Assessment of member with prior coronary revascularization 

A. Reoccurrence of symptoms that were identical to the symptoms that led to the 
revascularization 

B. All other symptoms require a non-invasive evaluation, such as imaging stress testing, since a 
coronary angiogram is not supported by adequate peer-reviewed literature as the initial test. 
 

III. Assessment of member with known or suspected coronary artery dis-
ease 
A. High pretest probability assessment (Rule 1 below) and no heart catheterization, coronary CT 

angiogram, routine exercise stress test, nuclear stress test or echo stress test, a coronary an-
giogram is medically necessary. 

B. Member with heart catheterization or coronary CT angiogram in the last 2 years: 
1. Prior coronary CT angiogram (CCTA) 

a. Normal CCTA does not require a catheterization as there is no peer-reviewed literature 
to support this indication. 

b. Abnormal CCTA 
i. Chest pain AND non-obstructive coronary artery disease or uninterpretable CCTA 

due to extensive coronary artery calcification, AND high pretest probability 
assessment (See Rule 1). 

ii. Prior CCTA showing a proximal left anterior descending or left main stenosis of 
50% or more 

iii. Prior CCTA showing a right coronary or left circumflex stenosis of 50% or more 
and new or changed chest pain or dyspnea on exertion 

2. Prior coronary angiogram  
a. Abnormal AND new or changed chest pain or dyspnea on exertion. 

C. Positive stress test (routine exercise stress test, nuclear stress test or echo stress test) 
1. If a member had an imaging stress test in the last three (3) months that showed reversible 

ischemia, a coronary angiogram is medically necessary. 
2. If a member had a positive routine exercise stress test in the last three (3) months, a 

coronary angiogram is medically necessary. 
3. Negative imaging stress test for reversible ischemia, but WITH chest pain, if the Pre-Test 

Probability Assessment (Rule 1 below) places the member at high pre-test risk based on 
the character of chest pain, age, and sex, a coronary angiogram is medically necessary. 

4. Routine exercise stress test that was not positive, but WITH chest pain, if the Pre-Test 
Probability Assessment (Rule 1 below) places the member at high pre-test risk based on 
the character of chest pain, age, and sex, a coronary angiogram is medically necessary.  

 
IV. Assessment of member with congestive heart failure [A and B, C, or D] 

A. To meet criteria for congestive heart failure, one of the following must be documented: 
1. Pulmonary vascular congestion on chest X-ray 
2. Hospitalization for congestive heart failure with documented weight loss and symptom im-

provement with diuretics. 
3. Outpatient congestive heart failure management with documented weight loss and symp-

tom improvement with diuretics 

______________________________________________________________________________________________________ 

B. No prior coronary angiogram or CCTA has been performed since the onset of congestive heart 
failure. 
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C. Prior catheterization or coronary CT angiogram 
1. Coronary CT Angiography (CCTA) was abnormal 
2. Coronary angiogram showed coronary artery disease or was more than five (5) years ago 

and no coronary disease was documented AND worsening: 
a. Dyspnea on exertion 
b. Paroxysmal nocturnal dyspnea or  
c. Orthopnea 

D. Imaging stress test 
1. Abnormal (indicative of ischemia) since the onset of congestive heart failure 
2. Normal since the onset of congestive heart failure, and there are new symptoms of: 

a. Dyspnea on exertion 
b. Paroxysmal nocturnal dyspnea or  
c. Orthopnea 

3. Normal greater than one year ago and since the onset of congestive heart failure, and 
there are worsening symptoms of: 
a. Dyspnea on exertion 
b. Paroxysmal nocturnal dyspnea or  
c. Orthopnea 

 
V. Assessment of member with valvular heart disease 

A. A coronary angiogram is medically necessary for the assessment of the coronary arteries prior 
to valve replacement surgery. 

 
VI. Assessment of member with cardiac arrest/ventricular tachycardia 

A. Coronary angiogram is medically necessary for assessment of the coronary arteries in a 
member with cardiac arrest or ventricular tachycardia. 

 
VII. Prior cardiac transplant 
 
VIII. Planned closure of atrial septal defect or patent foramen ovale  
 
IX. Constrictive pericarditis 
 
X. Aortic dissection 
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Rule 1:  Determination of pretest probability for coronary disease based on 
 chest pain 
 

The following assessment is used to determine the pre-test probability of coronary artery disease based on 
a description of the character of chest pain, member age and sex.  This assessment will define the chest 
pain as typical angina, atypical angina, and non-anginal chest pain. 

 30– 39   Men   Intermediate   Intermediate   Low   Very low  

  Women   Intermediate   Very low   Very low   Very low  

 40– 49   Men   High   Intermediate   Intermediate   Low  

  Women   Intermediate   Low   Very low   Very low  

 50– 59   Men   High   Intermediate   Intermediate   Low  

  Women   Intermediate   Intermediate   Low   Very low  

 > 60  Men   High   Intermediate   Intermediate   Low  

  Women   High   Intermediate   Intermediate   Low  

 High :  Greater 
than 90% pre-test 
probability 

Intermediate: 
Between 10% and 
90% pre-test 
probability 

Low:    
Between 5% 
and 10% pre-
test probability 

Very Low: Less 
than 5% pre-test 
probability 

Typical angina (definite) : 1) Substernal chest pain or discomfort that is 2) provoked by exertion 
or emotional stress and 3) relieved by rest and/or nitroglycerin.

Atypical angina (probable):  Chest pain or discomfort that lacks one of the characteristics of 
definite or typical angina.
Non-anginal chest pain:  Chest pain or discomfort that meets one or none of the typical angina 

characteristics.

Nonanginal    
Chest Pain

Asymptomatic
Pre-Test Probability of CAD by Age, Gender, and Symptoms  

 Age     
Years

Gender Typical/Definite      
Angina Pectoris

 Atypical/Probable    
Angina Pectoris  

 

The pre-test probability is thus defined as high, intermediate, low, or very low.  This is applied to the criteria 
sets for determination of the need for coronary angiography. 
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