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Introduction
An angiogram is a test that uses a special dye and a type of x-ray called fluoroscopy. A coronary

angiogram is specifically for the heart. After injecting the dye, a series of x-rays are taken to look

at how the blood is flowing through the arteries within the heart. The goal is to find out if these
arteries are narrowed or blocked. Information about the locations and extent of narrowing or

blockage helps determine whether treatment is needed and what type it should be. This policy
discusses when coronary angiography may be medically necessary.

Note:

The Introduction section is for your general knowledge and is not to be taken as policy coverage criteria. The
rest of the policy uses specific words and concepts familiar to medical professionals. It is intended for

providers. A provider can be a person, such as a doctor, nurse, psychologist, or dentist. A provider also can

be a place where medical care is given, like a hospital, clinic, or lab. This policy informs them about when a
service may be covered.

Policy Coverage Criteria

We will review for medical necessity this elective surgical procedure.

2.02.507_PBC (01-01-2023)

We also will review the site of service for medical necessity. Site of service is defined as the

location where the surgical procedure is performed, such as an off campus-outpatient hospital

or medical center, an on campus-outpatient hospital or medical center, an ambulatory surgical
center, or an inpatient hospital or medical center.

Site of Service for
Elective Surgical
Procedures

Medically necessary sites
of service:
•

Off campus-outpatient

hospital/medical center
•

On campus-outpatient

Medical Necessity

Certain elective surgical procedures will be covered in the most
appropriate, safe, and cost-effective site. These are the

preferred medically necessary sites of service for certain
elective surgical procedures

hospital/medical center
•

Ambulatory Surgical
Center

Inpatient hospital/medical
center

Certain elective surgical procedures will be covered in the most
appropriate, safe, and cost-effective site. This site is

considered medically necessary only when the patient has a

clinical condition which puts him or her at increased risk for

complications including any of the following (this list may not
be all inclusive):
•

Anesthesia Risk
o

o

•

Personal history of complication of anesthesia

o

Documentation of alcohol dependence or history of

o

Prolonged surgery (>3 hours)

o

Uncompensated chronic heart failure (NYHA class III or IV)

cocaine use

Cardiovascular Risk
o

Recent history of myocardial infarction (MI) (<3 months)

o

Poorly controlled, resistant hypertension*

o

Increased risk for cardiac ischemia (drug eluting stent

o

Symptomatic cardiac arrhythmia despite medication

o

•

ASA classification III or higher (see definition)

o

Recent history of cerebrovascular accident (< 3 months)
placed < 1 year or angioplasty <90 days)
Significant valvular heart disease

Liver Risk
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Site of Service for
Elective Surgical

Medical Necessity

Procedures

•

•
•

o

Advance liver disease (MELD Score > 8)**

o

Chronic obstructive pulmonary disease (COPD) (FEV1

o

Poorly controlled asthma (FEV1 <80% despite treatment)

Pulmonary Risk
<50%)

o

Moderate to severe obstructive sleep apnea (OSA)***

o

End stage renal disease (on dialysis)

o

Morbid obesity (BMI ≥ 50)

Renal Risk
Other
o
o

Pregnancy

Bleeding disorder (requiring replacement factor, blood

products, or special infusion product [DDAVP**** does not
meet this criterion])

o
Note:

Anticipated need for transfusion(s)
* 3 or more drugs to control blood pressure

** https://reference.medscape.com/calculator/meld-score-endstage-liver-disease

*** Moderate-AHI≥15 and ≤ 30, Severe-AHI ≥30

****DDAVP-Deamino-Delta-D-Arginine Vasopressin (Desmopressin)

Inpatient hospital/medical
center

This site of service is considered NOT medically necessary for
certain elective surgical procedures when the site of service
criteria listed above in this policy are not met.

Note: This policy only applies to adults age 19 and older

Condition

Medical Necessity

require medical review

for the following conditions that do not require medical

Conditions that do not

Coronary angiography may be considered medically necessary
review:
•
•
•

Congenital heart disease
Heart failure

Hypertrophic cardiomyopathy
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Condition

Medical Necessity
•
•

Kawasaki disease

Pulmonary artery extrinsic compressions of left main coronary
artery

•
•

Valvular disease

Post cardiac transplant
o

•
Coronary artery disease,
known or suspected

Patient has not undergone coronary angiography in the
preceding six months

Patient is 19 years of age or younger

Coronary angiography for known or suspected coronary artery
disease (CAD) may be considered medically necessary when
criteria for any ONE of the following conditions are met:

Angina
•

Stable angina in any of the following situations:

o

Recurrent angina within 9 months of percutaneous

o

Canadian Cardiovascular Society (CCS) class I or II

coronary intervention (PCI)

classification of angina (see Table in Related Information

section) with intolerance of or failure to respond to medical
treatment

•

o

CCS class III or IV classification of angina that improves to

o

CCS class III or IV classification of angina despite optimal

class I or II on medical treatment

medical treatment

Unstable angina or non-ST-elevation myocardial infarction,

and high or intermediate risk for adverse outcome, as indicated
by any of the following:
o

o

Ischemia related heart failure

o

Left ventricular ejection fraction (LVEF) < 40%

o

Persistent hemodynamic or electrical instability

o

Prior PCI* in past 6 months or prior CABG** in past 12

months

o

Suspected or confirmed new ST segment depression

o

Recurrent angina or ischemia at rest or low activity for > 20

o

•

Elevated troponin levels

Sustained ventricular arrhythmia

minutes despite optimal medical treatment

Suspected Prinzmetal’s angina (also known as variant angina)
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Condition

Medical Necessity
OR

High Risk for CAD based on Non-Invasive Findings
•

High risk for CAD is suspected based on findings from noninvasive testing, as indicated by any of the following:
o

Echocardiographic wall motion abnormality involving

o

High-risk Duke Treadmill Score (≤ -11) (see Table in

o

o

greater than 2 segments

Related Information section)

Left ventricular ejection fraction (LVEF) of 35% or less at rest

Stress electrocardiogram findings of ST-segment elevation,

or ventricular arrhythmia, or at least 2 mm of ST-segment

depression
o

Stress-induced large perfusion defect (particularly if

o

Stress-induced left ventricular dysfunction (exercise LVEF <

OR

anterior) or multiple moderate size perfusion defects
35%)

High Risk for CAD as evidenced on myocardial perfusion
imaging
•

Other evidence of high risk on myocardial perfusion imaging,
as indicated by any of the following:

o

A large, fixed perfusion defect with left ventricular dilatation

o

A stress-induced moderate perfusion defect with left

or increased lung uptake of radioisotope

ventricular dilatation or increased lung uptake of
radioisotope

o
OR

Left ventricular enlargement or transient post-stress
ischemic left ventricular dilatation

After acute myocardial infarction
•

After acute myocardial infarction, for risk-stratification when
any of the following are present:
o

Clinically significant heart failure during hospital course

o

Ischemia provoked by minimal exercise on noninvasive

o

Left ventricular ejection fraction of 45% or less, and patient

testing

unable to undergo noninvasive testing
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Condition

Medical Necessity
OR

Other high-risk factors
•

Ischemia that recurs (verified by clinical or noninvasive testing)
within 12 months of coronary artery bypass graft (CABG)

•

Suspected pericarditis (acute) when signs and symptoms,

troponin levels, and pattern of ST elevation cannot definitively
rule out acute infarction

•

Patient survived sudden cardiac arrest or has a sustained
ventricular tachycardia

•

Cardiac risk assessment needed prior to high-risk non-cardiac
surgery, for a patient with disability, illness, or physical
challenge that precludes non-invasive testing

•

Suspected stent thrombosis, either abrupt closure or subacute,
following percutaneous coronary intervention

•

Reevaluation of a specific area or structure with same imaging
modality, as indicated by 1 or more of the following:
o

Change in clinical status (e.g., worsening symptoms or new

o

Need for re-imaging either prior to or after performance of

o

Need for interval reassessment that may impact treatment

associated symptoms)

invasive procedure

plan

Coronary angiography for known or suspected coronary artery

disease is considered not medically necessary in the absence of
the above criteria.
Note:

* PCI: Percutaneous Coronary Intervention

** CABG: Coronary Artery Bypass Graft

Documentation Requirements

The patient’s medical records submitted for review should document that medical necessity
criteria are met. The record should include clinical documentation of:
•
•
•

Diagnosis/condition

History and physical examination documenting the severity of the condition
Results and/or reports from prior imaging or testing completed
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Documentation Requirements
•
•

Any prior procedures

Other high-risk factors

Coding

Code

Description

93454

Catheter placement in coronary artery(s) for coronary angiography, including

CPT

intraprocedural injection(s) for coronary angiography, imaging supervision and
interpretation;

93455

Catheter placement in coronary artery(s) for coronary angiography, including

intraprocedural injection(s) for coronary angiography, imaging supervision and

interpretation; with catheter placement(s) in bypass graft(s) (internal mammary, free
arterial, venous grafts) including intraprocedural injection(s) for bypass graft
angiography
93456

Catheter placement in coronary artery(s) for coronary angiography, including

intraprocedural injection(s) for coronary angiography, imaging supervision and
interpretation; with right heart catheterization

93457

Catheter placement in coronary artery(s) for coronary angiography, including

intraprocedural injection(s) for coronary angiography, imaging supervision and

interpretation; with catheter placement(s) in bypass graft(s) (internal mammary, free
arterial, venous grafts) including intraprocedural injection(s) for bypass graft
angiography and right heart catheterization
93458

Catheter placement in coronary artery(s) for coronary angiography, including

intraprocedural injection(s) for coronary angiography, imaging supervision and

interpretation; with left heart catheterization including intraprocedural injection(s) for
left ventriculography, when performed
93459

Catheter placement in coronary artery(s) for coronary angiography, including

intraprocedural injection(s) for coronary angiography, imaging supervision and

interpretation; with left heart catheterization including intraprocedural injection(s) for
left ventriculography, when performed, catheter placement(s) in bypass graft(s)
(internal mammary, free arterial, venous grafts) with bypass graft angiography
93460

Catheter placement in coronary artery(s) for coronary angiography, including

intraprocedural injection(s) for coronary angiography, imaging supervision and

interpretation; with right and left heart catheterization including intraprocedural
injection(s) for left ventriculography, when performed
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Code
93461

Description

Catheter placement in coronary artery(s) for coronary angiography, including

intraprocedural injection(s) for coronary angiography, imaging supervision and

interpretation; with right and left heart catheterization including intraprocedural

injection(s) for left ventriculography, when performed, catheter placement(s) in bypass
graft(s) (internal mammary, free arterial, venous grafts) with bypass graft angiography
C7516

Catheter placement in coronary artery(s) for coronary angiography, including

intraprocedural injection(s) for coronary angiography, with endoluminal imaging of
initial coronary vessel or graft using intravascular ultrasound (IVUS) or optical

coherence tomography (OCT) during diagnostic evaluation and/or therapeutic

intervention including imaging supervision, interpretation and report (new code
effective 1/1/2023)
C7517

Catheter placement in coronary artery(s) for coronary angiography, including
intraprocedural injection(s) for coronary angiography, with iliac and/or femoral artery
angiography, nonselective, bilateral or ipsilateral to catheter insertion, performed at
the same time as cardiac catheterization and/or coronary angiography, includes
positioning or placement of the catheter in the distal aorta or ipsilateral femoral or
iliac artery, injection of dye, production of permanent images, and radiologic
supervision and interpretation (new code effective 1/1/2023)

C7518

Catheter placement in coronary artery(ies) for coronary angiography, including

intraprocedural injection(s) for coronary angiography, imaging supervision and

interpretation, with catheter placement(s) in bypass graft(s) (internal mammary, free
arterial, venous grafts) including intraprocedural injection(s) for bypass graft

angiography with endoluminal imaging of initial coronary vessel or graft using

intravascular ultrasound (IVUS) or optical coherence tomography (OCT) during

diagnostic evaluation and/or therapeutic intervention including imaging, supervision,
interpretation and report (new code effective 1/1/2023)
C7519

Catheter placement in coronary artery(ies) for coronary angiography, including
intraprocedural injection(s) for coronary angiography, imaging supervision and
interpretation, with catheter placement(s) in bypass graft(s) (internal mammary, free
arterial, venous grafts) including intraprocedural injection(s) for bypass graft
angiography with intravascular doppler velocity and/or pressure derived coronary flow
reserve measurement (initial coronary vessel or graft) during coronary angiography
including pharmacologically induced stress (new code effective 1/1/2023)

C7520

Catheter placement in coronary artery(ies) for coronary angiography, including

intraprocedural injection(s) for coronary angiography, imaging supervision and

interpretation, with catheter placement(s) in bypass graft(s) (internal mammary, free
arterial, venous grafts) includes intraprocedural injection(s) for bypass graft

angiography with iliac and/or femoral artery angiography, nonselective, bilateral or

ipsilateral to catheter insertion, performed at the same time as cardiac catheterization

and/or coronary angiography, includes positioning or placement of the catheter in the
distal aorta or ipsilateral femoral or iliac artery, injection of dye, production of

permanent images, and radiologic supervision and interpretation (new code effective

1/1/2023)
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Code
C7521

Description

Catheter placement in coronary artery(ies) for coronary angiography, including

intraprocedural injection(s) for coronary angiography with right heart catheterization
with endoluminal imaging of initial coronary vessel or graft using intravascular
ultrasound (IVUS) or optical coherence tomography (OCT) during diagnostic
evaluation and/or therapeutic intervention including imaging supervision,
interpretation and report (new code effective 1/1/2023)

C7522

Catheter placement in coronary artery(ies) for coronary angiography, including

intraprocedural injection(s) for coronary angiography, imaging supervision and

interpretation with right heart catheterization, with intravascular doppler velocity

and/or pressure derived coronary flow reserve measurement (initial coronary vessel or
graft) during coronary angiography including pharmacologically induced stress (new
code effective 1/1/2023)

C7523

Catheter placement in coronary artery(ies) for coronary angiography, including

intraprocedural injection(s) for coronary angiography, imaging supervision and

interpretation, with left heart catheterization including intraprocedural injection(s) for
left ventriculography, when performed, with endoluminal imaging of initial coronary

vessel or graft using intravascular ultrasound (IVUS) or optical coherence tomography

(OCT) during diagnostic evaluation and/or therapeutic intervention including imaging
supervision, interpretation and report (new code effective 1/1/2023)
C7524

Catheter placement in coronary artery(ies) for coronary angiography, including
intraprocedural injection(s) for coronary angiography, imaging supervision and
interpretation, with left heart catheterization including intraprocedural injection(s) for
left ventriculography, when performed, with intravascular doppler velocity and/or
pressure derived coronary flow reserve measurement (initial coronary vessel or graft)
during coronary angiography including pharmacologically induced stress (new code
effective 1/1/2023)

C7525

Catheter placement in coronary artery(ies) for coronary angiography, including
intraprocedural injection(s) for coronary angiography, imaging supervision and
interpretation, with left heart catheterization including intraprocedural injection(s) for
left ventriculography, when performed, catheter placement(s) in bypass graft(s)
(internal mammary, free arterial, venous grafts) with bypass graft angiography with
endoluminal imaging of initial coronary vessel or graft using intravascular ultrasound
(IVUS) or optical coherence tomography (OCT) during diagnostic evaluation and/or
therapeutic intervention including imaging supervision, interpretation and report (new
code effective 1/1/2023)

C7526

Catheter placement in coronary artery(ies) for coronary angiography, including
intraprocedural injection(s) for coronary angiography, imaging supervision and
interpretation, with left heart catheterization including intraprocedural injection(s) for
left ventriculography, when performed, catheter placement(s) in bypass graft(s)
(internal mammary, free arterial, venous grafts) with bypass graft angiography with
intravascular doppler velocity and/or pressure derived coronary flow reserve
measurement (initial coronary vessel or graft) during coronary angiography including
pharmacologically induced stress (new code effective 1/1/2023)
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Code
C7527

Description

Catheter placement in coronary artery(ies) for coronary angiography, including

intraprocedural injection(s) for coronary angiography, imaging supervision and

interpretation, with right and left heart catheterization including intraprocedural

injection(s) for left ventriculography, when performed, with endoluminal imaging of
initial coronary vessel or graft using intravascular ultrasound (IVUS) or optical

coherence tomography (OCT) during diagnostic evaluation and/or therapeutic

intervention including imaging supervision, interpretation and report (new code
effective 1/1/2023)
C7528

Catheter placement in coronary artery(ies) for coronary angiography, including

intraprocedural injection(s) for coronary angiography, imaging supervision and

interpretation, with right and left heart catheterization including intraprocedural

injection(s) for left ventriculography, when performed, with intravascular doppler

velocity and/or pressure derived coronary flow reserve measurement (initial coronary
vessel or graft) during coronary angiography including pharmacologically induced
stress (new code effective 1/1/2023)
C7529

Catheter placement in coronary artery(ies) for coronary angiography, including

intraprocedural injection(s) for coronary angiography, imaging supervision and

interpretation, with right and left heart catheterization including intraprocedural

injection(s) for left ventriculography, when performed, catheter placement(s) in bypass
graft(s) (internal mammary, free arterial, venous grafts) with bypass graft angiography
with intravascular doppler velocity and/or pressure derived coronary flow reserve

measurement (initial coronary vessel or graft) during coronary angiography including
pharmacologically induced stress (new code effective 1/1/2023)
C7552

Catheter placement in coronary artery(s) for coronary angiography, including

intraprocedural injection(s) for coronary angiography, imaging supervision and

interpretation; with catheter placement(s) in bypass graft(s) (internal mammary, free
arterial, venous grafts) including intraprocedural injection(s) for bypass graft

angiography and right heart catheterization with intravascular doppler velocity and/or
pressure derived coronary flow reserve measurement (coronary vessel or graft) during
coronary angiography including pharmacologically induced stress, initial vessel (new
code effective 1/1/2023)
C7553

Catheter placement in coronary artery(s) for coronary angiography, including

intraprocedural injection(s) for coronary angiography, imaging supervision and

interpretation; with right and left heart catheterization including intraprocedural

injection(s) for left ventriculography, when performed, catheter placement(s) in bypass
graft(s) (internal mammary, free arterial, venous grafts) with bypass graft angiography
with pharmacologic agent administration (e.g., inhaled nitric oxide, intravenous

infusion of nitroprusside, dobutamine, milrinone, or other agent) including assessing
hemodynamic measurements before, during, after and repeat pharmacologic agent
administration, when performed (new code effective 1/1/2023)
Note:

CPT codes, descriptions and materials are copyrighted by the American Medical Association (AMA). HCPCS
codes, descriptions and materials are copyrighted by Centers for Medicare Services (CMS).
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Related Information
Definition of Terms
American Society of Anesthesiologists (ASA) Score:
ASA 1 A normal healthy patient.

ASA 2 A patient with mild systemic disease.

ASA 3 A patient with severe systemic disease.

ASA 4 A patient with severe systemic disease that is a constant threat to life.
ASA 5 A moribund patient who is not expected to survive
New York Heart Association (NYHA) Classification:
Class I No symptoms and no limitation in ordinary physical activity, e.g., shortness of breath

when walking, climbing stairs etc.

Class II Mild symptoms (mild shortness of breath and/or angina) and slight limitation during
ordinary activity.

Class III Marked limitation in activity due to symptoms, even during less-than-ordinary
activity, e.g., walking short distances (20–100 m). Comfortable only at rest.

Class IV Severe limitations. Experiences symptoms even while at rest. Mostly bedbound
patients

Angina and Heart Failure Classification Tools
The Canadian Cardiovascular Society (CCS) grading of angina, sometimes referred to as the CCS
Functional Classification of Angina, is commonly used for classifying the severity of angina.

CCS Functional Classification of Angina
Class I. Ordinary physical activity does not cause angina, such as walking and climbing stairs. Angina with
strenuous or rapid or prolonged exertion at work or recreation.

Class II. Slight limitation of ordinary activity. Walking or climbing stairs rapidly, walking uphill, walking or stair
climbing after meals, or in cold, or in wind, or under emotional stress or only during the few hours after

awakening. Walking more than two blocks on the level and climbing more than one flight of ordinary stairs at a
normal pace and in normal conditions.
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CCS Functional Classification of Angina
Class III. Marked limitation of ordinary physical activity. Walking one or two blocks on the level and climbing
one flight of stairs in normal conditions and at normal pace.

Class IV. Inability to carry on any physical activity without discomfort – anginal syndrome may be present at
rest.

Duke Treadmill Score (DTS)
The DTS is a point system that incorporates the results from exercise duration on the treadmill,

the magnitude of ST segment deviation on EKG, and exercise-induced angina. The test identifies
patients with a high probability of severe coronary artery disease (triple vessel or left main

coronary artery disease) that may be found at angiography and who have a higher mortality risk.
The Duke Treadmill Score is calculated as:
DTS = Exercise time (minutes) - (5 x ST deviation in mm) - (4 x angina index)

Risk level

Score

5-year mortality

Intermediate risk

score between +5 and -11

10%

High risk

score ≤ -11

35%

Low risk

score ≥ to +5

3%

Evidence Review
Description
Cardiac angiography is an invasive procedure that includes fluoroscopy after injection of

contrast material via catheter into the great vessels, chambers, and coronary vessels of the heart,
as well as venous and arterial bypass grafts or other arterial conduits such as the mammary

arteries. In addition to demonstrating areas of impeded, regurgitant, or otherwise abnormal

blood flow, cardiac angiography with right heart catheterization or left ventriculography enables
quantitative assessment of myocardial function, such as left ventricular ejection fraction, cardiac
output, or degree of shunting. It also enables quantitative assessment of coronary blood flow.
If a blockage is found, a percutaneous coronary intervention (PCI) such as angioplasty may be

done to open the blockage. This may be done during the same procedure or at a later time. If
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there are many blockages or blockages in certain areas, a coronary artery bypass may be
indicated.

Risks of coronary angiography include cardiac tamponade, arrhythmias, injury to a catheterized

artery, low blood pressure, allergic reaction to contrast dye, excessive bleeding, kidney damage,
stroke, or heart attack.

Coronary angiography refers specifically to the imaging of the coronary arteries to investigate
coronary artery disease.

Background
For coronary artery disease, cardiac angiography may be indicated for evaluation of stable

angina when symptoms cannot be medically controlled, are disabling, and when interventional

treatment has been proposed as the next form of therapy. Qayyum and colleagues performed a

systematic review to evaluate whether routine invasive strategy improves cardiovascular

outcomes more than selective invasive strategies for acute coronary syndrome. They evaluated
10 trials with a total of 10,648 patients and found that a routine invasive strategy cannot be
proven to reduce deaths or nonfatal myocardial infarction.

Cardiac angiography use is discouraged in patients who have mild angina that is responsive to

medication, with no evidence of ischemia on noninvasive testing. One major study is the Clinical
Outcomes Utilizing Revascularization and Aggressive Drug Evaluation (COURAGE) trial. This

study looked at 2,287 patients with stable coronary artery disease who were randomized to
optimal medical therapy (OMT) with or without percutaneous coronary intervention (PCI).

During a median 4.6-year follow-up, the study revealed no significant differences in the primary
end point of all-cause mortality or nonfatal myocardial infarction [MI] or major secondary end
points (composites of death/MI/stroke; hospitalization for acute coronary syndromes [ACSs]).
There were no significant differences between treatment arms for the composite of cardiac

death or MI or in any of the major pre-specified composite cardiovascular events during longterm follow-up, even after excluding peri-procedural MI as an outcome of interest. Overall,

cause-specific cardiovascular outcomes paralleled closely the primary and secondary composite
outcomes of the trial as a whole. Compared with an initial management strategy of OMT alone,
addition of PCI did not decrease the incidence of major cardiovascular outcomes including

cardiac death or the composite of cardiac death/MI/ACS/stroke in patients with stable coronary
artery disease.
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The National Institute for Health and Care Excellence (NICE) recommends coronary angiography
for patients with stable angina only when symptoms are not satisfactorily controlled with
optimal medical treatment.

Specialty society guidelines recommend cardiac angiography for risk assessment in patients with
stable ischemic heart disease when clinical characteristics and the results of noninvasive testing

suggest a high likelihood of severe disease. For example, cardiac angiography is indicated when
noninvasive imaging suggests the possibility of left main coronary artery stenosis or severe
multi-vessel disease, or to guide percutaneous interventions.

Practice Guidelines and Position Statements
ACCF / AHA/ ACP / AATS / PCNA / SCAI / STS Guideline
In 2012, the American College of Cardiology Foundation/American Heart Association task force

on practice guidelines, and the American College of Physicians, American Association for

Thoracic Surgery, the Preventive Cardiovascular Nurses Association, Society for Cardiovascular
Angiography and Interventions, and the Society of Thoracic Surgeons

(ACCF/AHA/ACP/AATS/PCNA/SCAI/STS) guideline for the diagnosis and management of
patients with stable ischemic heart disease (SIHD) 12 detailed indications for coronary

angiography.

3.2.1. Coronary Angiography as an Initial Testing Strategy to Assess Risk:
Recommendations

Class I (Should be performed)
•

Patients with SIHD who have survived sudden cardiac death or potentially life-threatening

ventricular arrhythmia should undergo coronary angiography to assess cardiac risk. (Level of
Evidence: B – Single RCT or nonrandomized studies)

•

Patients with SIHD who develop symptoms and signs of heart failure should be evaluated to

determine whether coronary angiography should be performed for risk assessment. (Level of
Evidence: B – Single RCT or nonrandomized studies))
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3.2.2. Coronary Angiography to Assess Risk After Initial Workup With
Noninvasive Testing: Recommendations
Class I (Should be performed)
•

Coronary arteriography is recommended for patients with SIHD whose clinical characteristics
and results of noninvasive testing indicate a high likelihood of severe IHD and when the

benefits are deemed to exceed risk. (Level of Evidence: C – Consensus opinion, case studies

or standard of care)

Class IIa (It is reasonable to perform)
•

Coronary angiography is reasonable to further assess risk in patients with SIHD who have
depressed LV function (EF <50%) and moderate risk criteria on noninvasive testing with

demonstrable ischemia (Level of Evidence: C - Consensus opinion, case studies or standard

of care)
•

Coronary angiography is reasonable to further assess risk in patients with SIHD and

inconclusive prognostic information after noninvasive testing or in patients for whom

noninvasive testing is contraindicated or inadequate. (Level of Evidence: C - Consensus

opinion, case studies or standard of care)
•

Coronary angiography for risk assessment is reasonable for patients with SIHD who have

unsatisfactory quality of life due to angina, have preserved LV function (EF >50%), and have
intermediate risk criteria on noninvasive testing. (Level of Evidence: C - Consensus opinion,
case studies or standard of care)

Class III: (No benefit)
•

Coronary angiography for risk assessment is not recommended in patients with SIHD who
elect not to undergo revascularization or who are not candidates for revascularization

because of comorbidities or individual preferences. (Level of Evidence: B – Single RCT or
nonrandomized studies)
•

Coronary angiography is not recommended to further assess risk in patients with SIHD who
have preserved LV function (EF >50%) and low-risk criteria on noninvasive testing. (Level of

Evidence: B – single RCT or nonrandomized studies)
•

Coronary angiography is not recommended to assess risk in patients who are at low risk

according to clinical criteria and who have not undergone noninvasive risk testing. (Level of
Evidence: C - Consensus opinion, case studies or standard of care)
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•

Coronary angiography is not recommended to assess risk in asymptomatic patients with no

evidence of ischemia on noninvasive testing. (Level of Evidence: C - Consensus opinion, case
studies or standard of care)

In 2014, the ACC/AHA/AATS/PCNA/SCAI/STS Focused Update of the Guideline for the Diagnosis
and Management of Patients With Stable Ischemic Heart Disease14 specified a Class I

recommendation for coronary angiography as useful in patients with presumed stable ischemic
heart disease who have unacceptable ischemic symptoms despite guideline-directed medical
treatment and who are amenable to, and candidates for, coronary revascularization.

In 2006, the ACC/AHA/ESC guidelines for management of patients with ventricular arrhythmias
and the prevention of sudden cardiac death11 suggested it may be the only diagnostic tool

available for a patient unable to have exercise treadmill testing or stress imaging due to

intolerance to pharmacologic stress or other technical reasons (e.g., obesity, severe pulmonary
disease). It also is indicated in patients resuscitated from cardiac arrest or premonitory death
rhythms, such as polymorphic ventricular tachycardia or sustained ventricular tachycardia.

Several different risk scoring systems and clinical prediction tools (such as SYNTAX and ACUITY)
have been created to help differentiate patients who are likely to have significant obstructive

disease on coronary angiography from those who are not, as well as to help determine optimal
revascularization strategy and clinical outcomes. Specialty society guidelines state that

calculation of the Society of Thoracic Surgeons (STS) and SYNTAX scores is reasonable in

patients who have unprotected left main coronary artery lesions and complex coronary artery
disease.

Occupation of Patient that Involves Safety of Others
Abnormal results on noninvasive testing help determine cardiac risk regardless of occupation.

Indications for proceeding directly to coronary angiography, without non-invasive risk stratifying
studies, do not change based on occupation. Factors such as age or sedentary lifestyle alone, in
absence of other diagnoses listed in the policy statement; do not convey risk sufficient to

proceed directly with coronary angiography. Thus, the occupation of the patient, coupled with a
factor such as sedentary lifestyle, does not, by itself, convey risk and coronary angiography
would be considered not medically necessary.
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06/10/13
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New policy. Add to Cardiology section. This policy is approved with a 90-day hold for
provider notification and will be effective on October 1, 2013.

08/15/13

Update Related Policies. Change title to policy 2.02.508.

10/17/13

Update Related Policies. Change title to policy 2.02.508

10/13/14

Annual Review. Policy extensively re-written. Policy statements reorganized but intent

is unchanged. Policy updated with literature search. Reference to using MCG as a tool
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Date

Comments

to guide determinations is removed. References added. Diagnosis codes (both ICD-9
and ICD-10) removed from the policy.

12/22/14

Interim Review. Reference #1 removed. Related Policies 6.01.03 and 6.01.43 archived

08/11/15

Annual Review. Policy updated with literature search. Reference added. Investigational

and removed.

statement on Coronary Artery Calcium Scoring deleted because this technology is

reviewed by AIM and the policy has been archived. Remainder of policy statement
unchanged.
01/12/16

Annual Review. Policy reviewed. Literature search did not prompt adding new

03/01/17

Annual Review, approved February 14, 2017. Policy reviewed with literature search, no

04/11/17

Policy moved into new format; no change to policy statements. Evidence Review

03/01/18

Annual Review, approved February 27, 2018. Minor edits for clarity. Otherwise, no

references. Policy statements unchanged.

references added. Policy statements unchanged.
section reformatted.

change to policy statements. Reference added. Note added that this policy has been

revised. Added Surgery Site of Service criteria, which becomes effective June 1, 2018.
06/01/18

Minor update; removed note and link to updated policy. Surgery Site of Service criteria

03/01/19

Annual Review, approved February 5, 2019. Reference added. Added indication of post

05/01/19

Minor update, clarified Site of Service requirements.

04/01/20

Delete policy, approved March 10, 2020. This policy will be deleted effective July 2,

07/02/20

Delete policy.

11/01/20

Policy reinstated effective February 5, 2021, approved October 13, 2020. Policy update

10/01/21

Annual Review, approved September 2, 2021. Policy updated with literature review. No

05/01/22

Annual Review, approved April 25, 2022. Policy updated with literature review. No

01/01/23

Coding update. Added new HCPC codes Add C7516, C7517, C7518, C7519, C7520,

becomes effective.

cardiac transplant when criteria are met.

2020, and replaced with InterQual criteria for dates of service on or after July 2, 2020.

with literature review. Reference added. Policy statements unchanged.
references added. Policy statements unchanged.

references added. Policy statements unchanged except for minor edits only.

C7521, C7522, C7523, C7524, C7525, C7526, C7527, C7528, C7529, C7552, and C7553.

Disclaimer: This medical policy is a guide in evaluating the medical necessity of a particular service or treatment. The
Company adopts policies after careful review of published peer-reviewed scientific literature, national guidelines and

local standards of practice. Since medical technology is constantly changing, the Company reserves the right to review
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and update policies as appropriate. Member contracts differ in their benefits. Always consult the member benefit

booklet or contact a member service representative to determine coverage for a specific medical service or supply.

CPT codes, descriptions and materials are copyrighted by the American Medical Association (AMA). ©2023 Premera
All Rights Reserved.

Scope: Medical policies are systematically developed guidelines that serve as a resource for Company staff when

determining coverage for specific medical procedures, drugs or devices. Coverage for medical services is subject to
the limits and conditions of the member benefit plan. Members and their providers should consult the member

benefit booklet or contact a customer service representative to determine whether there are any benefit limitations
applicable to this service or supply. This medical policy does not apply to Medicare Advantage.
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Discrimination is Against the Law
Premera Blue Cross (Premera) complies with applicable Federal and Washington state civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera does not exclude people or treat them differently because of race,
color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera provides free aids and services to people with disabilities to
communicate effectively with us, such as qualified sign language interpreters and written information in other formats (large print, audio, accessible
electronic formats, other formats). Premera provides free language services to people whose primary language is not English, such as qualified interpreters
and information written in other languages. If you need these services, contact the Civil Rights Coordinator. If you believe that Premera has failed to
provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation,
you can file a grievance with: Civil Rights Coordinator ─ Complaints and Appeals, PO Box 91102, Seattle, WA 98111, Toll free: 855-332-4535, Fax: 425-918-5592,
TTY: 711, Email AppealsDepartmentInquiries@Premera.com. You can file a grievance in person or by mail, fax, or email. If you need help filing a
grievance, the Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence Ave SW, Room 509F, HHH Building, Washington, D.C. 20201,
1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
Washington residents: You can also file a civil rights complaint with the Washington State Office of the Insurance Commissioner, electronically through
the Office of the Insurance Commissioner Complaint Portal available at https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status, or by
phone at 800-562-6900, 360-586-0241 (TDD). Complaint forms are available at https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.
Alaska residents: Contact the Alaska Division of Insurance via email at insurance@alaska.gov, or by phone at 907-269-7900 or 1-800-INSURAK (in-state,
outside Anchorage).

Language Assistance
ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 800-722-1471 (TTY: 711).
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 800-722-1471 (TTY: 711).
注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 800-722-1471 (TTY：711）。
CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho bạn. Gọi số 800-722-1471 (TTY: 711).
주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 800-722-1471 (TTY: 711) 번으로 전화해 주십시오.
ВНИМАНИЕ: Если вы говорите на русском языке, то вам доступны бесплатные услуги перевода. Звоните 800-722-1471 (телетайп: 711).
LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 800-722-1471 (TTY: 711).
MO LOU SILAFIA: Afai e te tautala Gagana fa'a Sāmoa, o loo iai auaunaga fesoasoan, e fai fua e leai se totogi, mo oe, Telefoni mai: 800-722-1471 (TTY: 711).
ໂປດຊາບ: ຖ້ າວ່ າ ທ່ ານເວ້ າພາສາ ລາວ, ການບໍລິການຊ່ ວຍເຫຼື ອດ້ ານພາສາ, ໂດຍບໍ່ເສັຽຄ່ າ, ແມ່ ນມີພ້ ອມໃຫ້ ທ່ ານ. ໂທຣ 800-722-1471 (TTY: 711).
注意事項：日本語を話される場合、無料の言語支援をご利用いただけます。800-722-1471 （TTY:711）まで、お電話にてご連絡ください。
PAKDAAR: Nu saritaem ti Ilocano, ti serbisyo para ti baddang ti lengguahe nga awanan bayadna, ket sidadaan para kenyam. Awagan ti 800-722-1471 (TTY: 711).
УВАГА! Якщо ви розмовляєте українською мовою, ви можете звернутися до безкоштовної служби мовної підтримки. Телефонуйте за
номером 800-722-1471 (телетайп: 711).
ប្រយ័ត្ន៖ បរើសិនជាអ្ន កនិយាយ ភាសាខ្មែ រ, បសវាជំនួយខ្ននកភាសា បោយមិនគិត្ឈ្នល
ួ គឺអាចមានសំរារ់រំប រ ើអ្ន ក។ ចូ រ ទូ រស័ព្ទ 800-722-1471 (TTY: 711)។
ማስታወሻ: የሚናገሩት ቋንቋ ኣማርኛ ከሆነ የትርጉም እርዳታ ድርጅቶች፣ በነጻ ሊያግዝዎት ተዘጋጀተዋል፡ ወደ ሚከተለው ቁጥር ይደውሉ 800-722-1471 (መስማት ለተሳናቸው: 711).
XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 800-722-1471 (TTY: 711).
.)711 : (رقم هاتف الصم والبكم800-722-1471  اتصل برقم. فإن خدمات المساعدة اللغوية تتوافر لك بالمجان، إذا كنت تتحدث اذكر اللغة:ملحوظة
ਧਿਆਨ ਧਿਓ: ਜੇ ਤੁਸੀਂ ਪੰ ਜਾਬੀ ਬੋਲਿੇ ਹੋ, ਤਾਂ ਭਾਸ਼ਾ ਧ ਿੱ ਚ ਸਹਾਇਤਾ ਸੇ ਾ ਤੁਹਾਡੇ ਲਈ ਮੁਫਤ ਉਪਲਬਿ ਹੈ। 800-722-1471 (TTY: 711) 'ਤੇ ਕਾਲ ਕਰੋ।
เรี ยน: ถ้าคุณพูดภาษาไทยคุณสามารถใช้บริ การช่วยเหลือทางภาษาได้ฟรี โทร 800-722-1471 (TTY: 711).
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfügung. Rufnummer: 800-722-1471 (TTY: 711).
UWAGA: Jeżeli mówisz po polsku, możesz skorzystać z bezpłatnej pomocy językowej. Zadzwoń pod numer 800-722-1471 (TTY: 711).
ATANSYON: Si w pale Kreyòl Ayisyen, gen sèvis èd pou lang ki disponib gratis pou ou. Rele 800-722-1471 (TTY: 711).
ATTENTION : Si vous parlez français, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 800-722-1471 (ATS : 711).
ATENÇÃO: Se fala português, encontram-se disponíveis serviços linguísticos, grátis. Ligue para 800-722-1471 (TTY: 711).
ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 800-722-1471 (TTY: 711).
. تماس بگیريد800-722-1471 (TTY: 711)  با. تسهیالت زبانی بصورت رايگان برای شما فراهم می باشد، اگر به زبان فارسی گفتگو می کنید: توجه
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