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Introduction 

The aortic valve is a valve that separates the main pumping chamber of the heart (the left 
ventricle) from the large artery that takes oxygen rich blood away from the heart and out to the 
body (the aorta). If the valve doesn’t completely open, it is called aortic stenosis. Aortic stenosis 
decreases the amount of oxygenated blood getting out to the body. Open surgery is one 
method of replacing a damaged aortic valve. A newer procedure — known as transcatheter 
aortic valve replacement or transcatheter aortic valve implantation — has been developed. It 
allows a replacement valve to be threaded through an artery and into the heart without open 
heart surgery. A catheter (a long thin, tube) is threaded through an artery, either in the leg or in 
the chest, and into the heart. The replacement valve is then lodged into the defective aortic 
valve. The new valve is then expanded, pushing aside parts of the old valve. This policy describes 
when transcatheter aortic valve replacement may be considered 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. 
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Policy Coverage Criteria  

 

Procedure Medical Necessity 
Transcatheter aortic valve 
replacement 

Transcatheter aortic valve replacement with a FDA‒approved 
transcatheter heart valve system, performed via an approach 
consistent with the device’s FDA-approved labeling, may be 
considered medically necessary for individuals with native 
valve aortic stenosis when ALL of the following conditions are 
present: 
• Severe aortic stenosis (see the Definition of Terms section) 

with a calcified aortic annulus 
AND 
• New York Heart Association (NYHA) heart failure class II, III, or 

IV symptoms (see the Definition of Terms section) 
AND 
• Left ventricular ejection fraction greater than 20% 
AND  
• Individual does not have unicuspid or bicuspid aortic valves 
 
Transcatheter aortic valve replacement with a transcatheter 
heart valve system approved for use for repair of a 
degenerated bioprosthetic valve (valve-in-valve) may be 
considered medically necessary when ALL of the following 
conditions are present: 
• Failure (stenosed, insufficient, or combined) of a surgical 

bioprosthetic aortic valve 
AND 
• New York Heart Association heart failure class II, III, or IV 

symptoms (see the Definition of Terms section) 
AND 
• Left ventricular ejection fraction greater than 20% 
AND  
• Individual is not an operable candidate for open surgery, as 

judged by at least 2cardiovascular specialists (cardiologist 
and/or cardiac surgeon); or individual is an operable candidate 
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Procedure Medical Necessity 
but is at high risk for open surgery (see the Definition of 
Terms section) 

 
Transcatheter aortic valve replacement is considered 
investigational for all other indications and when above 
criteria are not met. 

 

Procedure Investigational 
Cerebral embolic 
protection devices 

Use of a cerebral embolic protection device (e.g., Sentinel™) 
during transcatheter aortic  valve replacement procedures is 
considered investigational 

 

Documentation Requirements 
The individual’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 
• NYHA heart failure class symptoms 
• Left ventricular ejection fraction 
• Individual is at high risk for open surgery or is not an operable candidate for open surgery (see 

Definition of Terms below) 
• Whether transcatheter heart valve system is FDA approved and will be used in a manner 

consistent with FDA labeling 
 

Coding  

 

Code Description 
CPT 
33361 Transcatheter aortic valve replacement (TAVR/TAVI) with prosthetic valve; percutaneous 

femoral artery approach 

33362 Transcatheter aortic valve replacement (TAVR/TAVI) with prosthetic valve; open femoral 
artery approach 
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Code Description 
33363 Transcatheter aortic valve replacement (TAVR/TAVI) with prosthetic valve; open axillary 

artery approach 

33364 Transcatheter aortic valve replacement (TAVR/TAVI) with prosthetic valve; open iliac artery 
approach 

33365 Transcatheter aortic valve replacement (TAVR/TAVI) with prosthetic valve; transaortic 
approach (eg, median sternotomy, mediastinotomy) 

33366 Transcatheter aortic valve replacement (TAVR/TAVI) with prosthetic valve; transapical 
exposure (eg, left thoracotomy) 

33367 Transcatheter aortic valve replacement (TAVR/TAVI) with prosthetic valve; cardiopulmonary 
bypass support with percutaneous peripheral arterial and venous cannulation (eg, femoral 
vessels) (List separately in addition to code for primary procedure) 

33368 Transcatheter aortic valve replacement (TAVR/TAVI) with prosthetic valve; cardiopulmonary 
bypass support with open peripheral arterial and venous cannulation (eg, femoral, iliac, 
axillary vessels) (List separately in addition to code for primary procedure) 

33369 Transcatheter aortic valve replacement (TAVR/TAVI) with prosthetic valve; cardiopulmonary 
bypass support with central arterial and venous cannulation (eg, aorta, right atrium, 
pulmonary artery) (List separately in addition to code for primary procedure) 

33370 Transcatheter placement and subsequent removal of cerebral embolic protection device(s), 
including arterial access, catheterization, imaging, and radiological supervision and 
interpretation, percutaneous (List separately in addition to code for primary procedure)  

HCPCS 
C1884 Embolization protective system 

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). 

 

Related Information  

 

Definition of Terms 

Extreme risk or inoperable for open heart surgery: The U.S. Food and Drug Administration 
(FDA) definition of extreme risk or inoperable for open surgery is: 

• Predicted risk of operative mortality and/or serious irreversible morbidity 50% or higher for 
open surgery 
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High risk for open heart surgery: FDA definition of high risk for open surgery is:  

• Society of Thoracic Surgeons predicted operative risk score of 8% or higher; or 

• Judged by a heart team, which includes an experienced cardiac surgeon and a cardiologist, 
to have an expected mortality risk of 15% or higher for open surgery 

Intermediate risk: FDA definition of intermediate risk is: 

• Society of Thoracic Surgeons predicted operative risk score of 3% to 7%. 

Individuals with Society of Thoracic Surgeons predicted operative risk score of less than 3% or 
4% are considered at low risk for open surgery. 

Severe aortic stenosis: For the use of the SAPIEN or CoreValve devices, severe aortic stenosis is 
defined by the presence of one or more of the following criteria: 

• An aortic valve area of less than or equal to 1 cm2 

• An aortic valve area index of less than or equal to 0.6 cm2/m2 

• A mean aortic valve gradient greater than or equal to 40 mm Hg 

• A peak aortic-jet velocity greater than or equal to 4.0 m/s 

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 

 

Evidence Review  
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Description 

Aortic stenosis is narrowing of the aortic valve opening, resulting in obstruction of blood flow 
from the left ventricle into the ascending aorta. Individuals with untreated, symptomatic severe 
aortic stenosis have a poor prognosis. Valve replacement is an effective treatment for severe 
aortic stenosis. Transcatheter aortic valve implantation (TAVI; also known as transcatheter aortic 
valve replacement [TAVR]) is being evaluated as an alternative to open surgery for individuals 
with aortic stenosis and to nonsurgical therapy for individuals with a prohibitive risk for surgery. 

 

Background 

Aortic Stenosis 

Aortic stenosis is defined as narrowing of the aortic valve opening, resulting in obstruction of 
blood flow from the left ventricle into the ascending aorta. Progressive calcification of the aortic 
valve is the most common etiology in North America and Europe, while rheumatic fever is the 
most common etiology in developing countries.1 Congenital abnormalities of the aortic valve, 
most commonly a bicuspid or unicuspid valve, increase the risk of aortic stenosis, but aortic 
stenosis can also occur in a normal aortic valve. Risk factors for calcification of a congenitally 
normal valve mirror those for atherosclerotic vascular disease, including advanced age, male 
gender, smoking, hypertension, and hyperlipidemia.1 Thus, the pathogenesis of calcific aortic 
stenosis is thought to be similar to that of atherosclerosis (i.e., deposition of atherogenic lipids 
and infiltration of inflammatory cells, followed by progressive calcification). 

The natural history of aortic stenosis involves a long asymptomatic period, with slowly 
progressive narrowing of the valve until the stenosis reaches the severe stage. At this time, 
symptoms of dyspnea, chest pain, and/or dizziness/syncope often occur, and the disorder 
progresses rapidly. Treatment of aortic stenosis is replacement of the diseased valve with a 
bioprosthetic or mechanical valve. 

 

Disease Burden 

Aortic stenosis is a relatively common disorder in elderly individuals and is the most common 
acquired valve disorder in the United States. Approximately 2% to 4% of people older than 65 
years of age have evidence of significant aortic stenosis,1 increasing up to 8% of people by age 
85 years.2 In the Helsinki Aging Study (1993), a population-based study of 501 individuals ages 
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75 to 86 years, the prevalence of severe aortic stenosis by echocardiography was estimated to 
be 2.9%.3 In the United States, more than 50,000 aortic valve replacements are performed 
annually due to severe aortic stenosis. 

Aortic stenosis does not cause substantial morbidity or mortality when the disease is mild or 
moderate in severity. By the time it becomes severe, there is an untreated mortality rate of 
approximately 50% within 2 years.4 Open surgical repair is an effective treatment for reversing 
aortic stenosis, and artificial valves have demonstrated good durability for up to 20 years.4 
However, these benefits are accompanied by a perioperative mortality of approximately 3% to 
4% and substantial morbidity,4 both of which increase with advancing age. 

 

Unmet Needs 

Many individuals with severe, symptomatic aortic stenosis are poor operative candidates. 
Approximately 30% of individuals presenting with severe aortic stenosis do not undergo open 
surgery due to factors such as advanced age, advanced left ventricular dysfunction, or multiple 
medical comorbidities.5 For individuals who are not surgical candidates, medical therapy can 
partially alleviate the symptoms of aortic stenosis but does not affect the underlying disease 
progression. Percutaneous balloon valvuloplasty can be performed, but this procedure has less 
than optimal outcomes.6 Balloon valvuloplasty can improve symptoms and increase flow across 
the stenotic valve but is associated with high rates of complications such as stroke, myocardial 
infarction, and aortic regurgitation. Also, restenosis can occur rapidly, and there is no 
improvement in mortality. As a result, there is a large unmet need for less invasive treatments 
for aortic stenosis in individuals who are at increased risk for open surgery. 

 

Treatment 

TAVI, also known as transcatheter aortic valve replacement (TAVR), has been developed in 
response to this unmet need and was originally intended as an alternative for individuals for 
whom surgery was not an option due to prohibitive surgical risk or for individuals at high risk for 
open surgery. The procedure is performed percutaneously, most often through the transfemoral 
artery approach. It can also be done through the subclavian artery approach and transapically 
using mediastinoscopy. Balloon valvuloplasty is first performed to open up the stenotic area. 
This is followed by passage of a bioprosthetic artificial valve across the native aortic valve. The 
valve is initially compressed to allow passage across the native valve and is then expanded and 



Page | 8 of 28  ∞ 

secured to the underlying aortic valve annulus. The procedure is performed on the beating heart 
without cardiopulmonary bypass. 

 

Summary of Evidence 

For individuals who have severe symptomatic aortic stenosis who are at prohibitive risk for open 
surgery who receive TAVI, the evidence includes a randomized controlled trial (RCT) comparing 
TAVI with medical management in individuals at prohibitive risk of surgery, a single-arm 
prospective trial, multiple case series, and multiple systematic reviews. The relevant outcomes 
are overall survival (OS), symptoms, morbid events, and treatment-related mortality and 
morbidity. For individuals who are not surgical candidates due to excessive surgical risk, the 
Placement of AoRTic TraNscathetER Valve Trial Edwards SAPIEN Transcatheter Heart Valve 
(PARTNER B) trial reported on results for individuals treated with TAVI by the transfemoral 
approach compared with continued medical care with or without balloon valvuloplasty. There 
was a large decrease in mortality for the TAVI individuals at one year compared with medical 
care. This trial also reported improvements in other relevant clinical outcomes for the TAVI 
group. There was an increased risk of stroke and vascular complications in the TAVI group. 
Despite these concerns, the overall balance of benefits and risks from this trial indicate that 
health outcomes are improved. For individuals who are not surgical candidates, no randomized 
trials have compared the self-expandable valve with best medical therapy. However, results from 
the single-arm CoreValve Extreme Risk Pivotal Trial met trialists’ pre-specified objective 
performance goal. The evidence is sufficient to determine that the technology results in an 
improvement in the net health outcome. 

For individuals wiho have severe symptomatic aortic stenosis who are at high risk for open 
surgery who receive TAVI, the evidence includes two RCTs comparing TAVI with surgical repair 
in individuals at high risk for surgery and one RCT comparing two types of valves, multiple 
nonrandomized comparative studies, and systematic reviews of these studies. The relevant 
outcomes are OS, symptoms, morbid events, and treatment-related mortality and morbidity. For 
individuals who are high risk for open surgery and are surgical candidates, the PARTNER A trial 
reported noninferiority for survival at one year for the balloon-expandable valve compared with 
open surgery. In this trial, TAVI individuals also had higher risks for stroke and vascular 
complications. Nonrandomized comparative studies of TAVI versus open surgery in high-risk 
individuals have reported no major differences in rates of mortality or stroke between the two 
procedures. Since the publication of the PARTNER A trial, the CoreValve High Risk Trial 
demonstrated noninferiority for survival at one and two years for the self-expanding prosthesis. 
This trial reported no significant differences in stroke rates between groups. An RCT directly 
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comparing the Portico valve with other FDA-approved valves found an increase in safety 
outcomes with Portico at 30 days but no major differences at two years. Gender-specific meta-
analyses have found improved mortality with TAVI compared with surgical aortic valve 
replacement (SAVR) in women. The evidence is sufficient to determine that the technology 
results in an improvement in the net health outcome. 

For individuals who have severe symptomatic aortic stenosis who are at intermediate risk for 
open surgery who receive TAVI, the evidence includes three RCTs comparing TAVI with surgical 
repair including individuals at intermediate surgical risk, two RCTs only in individuals with 
intermediate risk, and multiple systematic reviews and nonrandomized cohort studies. The 
relevant outcomes are OS, symptoms, morbid events, and treatment-related mortality and 
morbidity. Five RCTs have evaluated TAVI in individuals with intermediate risk for open surgery. 
Three of them, which included over 4,000 individuals combined, reported noninferiority of TAVI 
versus SAVR for their composite outcome measures (generally including death and stroke). A 
subset analysis of individuals (n=383) with low and intermediate surgical risk from a fourth trial 
reported higher rates of death at two years for TAVI vs SAVR. The final study (N=70) had an 
unclear hypothesis and reported 30-day mortality rates favoring SAVR (15% vs 2%, p=0.07) but 
used a transthoracic approach. The rates of adverse events differed between groups, with 
bleeding, cardiogenic shock, and acute kidney injury higher in individuals randomized to open 
surgery and permanent pacemaker requirement higher in individuals randomized to TAVI. 
Subgroup analyses of meta-analyses and the transthoracic arm of the Leon et al (2010) RCT have 
suggested that the benefit of TAVI may be limited to individuals who are candidates for 
transfemoral access. Although several RCTs have two years of follow-up postprocedure, it is 
uncertain how many individuals require reoperation. The evidence is sufficient to determine that 
the technology results in an improvement in the net health outcome. 

For individuals who have severe symptomatic aortic stenosis who are at low risk for open 
surgery who receive TAVI, the evidence includes RCTs comparing TAVI with surgical repair in 
individuals selected without specific surgical risk criteria but including individuals at low surgical 
risk and RCTS enrolling only low surgical risk individuals, systematic reviews, and 
nonrandomized cohort studies. The relevant outcomes are OS, symptoms, morbid events, and 
treatment-related mortality and morbidity. Two RCTs (Evolut Low Risk Trial and the Study to 
Establish the Safety and Effectiveness of the SAPIEN 3 Transcatheter Heart Valve in Low-Risk 
Individuals Who Have Severe, Calcific, Aortic Stenosis Requiring Aortic Valve Replacement 
[PARTNER 3]) have been conducted exclusively in individuals at low surgical risk and one RCT, 
Nordic Aortic Intervention Trial (NOTION), included predominantly individuals at low surgical 
risk. In the Evolut Low Risk Trial, transcatheter aortic valve replacement (TAVR) was noninferior 
to SAVR with respect to the composite outcome of death or disabling stroke at 24 months. In 
the PARTNER 3 trial, the rate of the composite of death, stroke, or rehospitalization at one year 
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was significantly lower with TAVI than SAVR. In the NOTION trial, the risk of the composite 
outcome of death from any cause, stroke, or myocardial infarction (MI) at five years was similar 
for TAVI and SAVR and TAVR showed less structural valve deterioration than SAVR at six years. 
In the publicly sponsored UK TAVI trial, which was conducted in individuals aged 70 years or 
older with predominantly low surgical risk, TAVI was noninferior to SAVR with respect to all-
cause mortality at one year. The evidence is sufficient to determine that the technology results 
in an improvement in the net health outcome. 

For individuals who have valve dysfunction and aortic stenosis or regurgitation after open 
surgical aortic valve repair who receive transcatheter aortic “valve-in-valve” (ViV) implantation, 
the evidence includes observational studies including registry data with follow-up ranging from 
one month to five years and systematic reviews. The relevant outcomes are OS, symptoms, 
morbid events, and treatment-related mortality and morbidity. Recent meta-analyses of 
observational studies have compared ViV TAVI to redo-SAVR and have reported a reduced risk 
of short-term mortality (<30 days) with ViV TAVI. Beyond 30 days, meta-analyses have reported 
mortality outcomes that were similarly favorable or improved with redo-SAVR. The PARTNER 2 
registry reported a 50.6% rate of all-cause mortality after five years among individuals with high 
surgical risk; individuals who received a 23-mm SAPIEN XT valve had a significantly higher risk of 
mortality compared to those who received a 26-mm valve (hazard ratio, 1.55; 95% confidence 
interval, 1.09 to 2.20; p=.01). Given that no RCTs are available, selection bias cannot be ruled out.  
The evidence is insufficient to determine that the technology results in an improvement in the 
net health outcome. 

For individuals who have symptomatic aortic stenosis who receive a cerebral embolic protection 
device while undergoing TAVI, the evidence includes four RCTs of individuals with low- to high-
risk for open surgery. Relevant outcomes are OS, symptoms, morbid events, and treatment-
related mortality and morbidity. Three RCTs have primarily focused on the number and/or 
volume of new brain lesions detected on magnetic resonance imaging with unclear correlations 
to neurocognitive outcomes. Only one of these trials (CLEAN-TAVI) found a significant reduction 
in brain lesion number; however, the relevance of this trial is limited as it used a precursor to the 
currently marketed Sentinel device. The largest and most recent trial (PROTECTED TAVR) 
enrolled 3000 individuals and did not find a significant reduction in the incidence of 
periprocedural stroke within 72 hours or before hospital discharge. Prior trials have generally 
failed to demonstrate neurocognitive protection or significant reductions in major cardiac and 
cerebrovascular events. Studies have not stratified results by operative risk levels and have 
suggested differential benefits based on valve type. The evidence is insufficient to determine 
that the technology results in an improvement in the net health outcome. 
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Ongoing and Unpublished Clinical Trials 

Some currently ongoing and unpublished trials that might influence this policy are listed in 
Table 1. 

 

Table 1. Summary of Key Trials  

NCT No. Trial Name Planned 
Enrollment 

Completion 
Date 

Ongoing 
NCT05002088a Retrospective Assessment of the Portico Transcatheter 

Aortic Valve for Valve-in-Valve Use 
100 Jun 2027 

NCT03042104a Evaluation of Transcatheter Aortic Valve Replacement 
Compared to Surveillance for Patients with Asymptomatic 
Severe Aortic Stenosis 

901 Mar 2032 

NCT03112980 Randomized, Multi-Center, Event-Driven Trial of TAVI versus 
SAVR in Patients with Symptomatic Severe Aortic Valve 
Stenosis and Intermediate Risk of Mortality - DEDICATE 

1417 Mar 2027 

NCT01586910a Surgical Replacement and Transcatheter Aortic Valve 
Implantation (SURTAVI) 

1746 (actual 
enrollment) 

Nov 2026 

NCT01057173 Transcatheter Versus Surgical Aortic Valve Implantation in 
Patients With Severe Aortic Valve Stenosis (NOTION) 

280 Apr 2033 

NCT01314313a The PARTNER II Trial "Placement of AoRTic TraNscathetER 
Valves Trial" (US) [Edwards Study 2010-12] 

2032 Nov 2024 

NCT02163850a SALUS Trial: TranScatheter Aortic Valve Replacement System 
Pivotal Trial The Safety and Effectiveness of the Direct Flow 
Medical Transcatheter Aortic Valve System 

878 Dec 2021 
(unknown) 

NCT01737528 Society of Thoracic Surgeons and American College of 
Cardiology Transcatheter Valve Therapy Registry (STS/ACC 
TVT Registry) 

16,000 Jun 2035 

NCT02628899 Feasibility of Transcatheter Aortic Valve Replacement in 
Low-Risk Patients With Symptomatic, Severe Aortic Stenosis 

300 Jan 2023 

NCT02000115a Portico Re-sheathable Transcatheter Aortic Valve System US 
IDE Trial 

1150 Jul 2025 

NCT02825134a Nordic Aortic Valve Intervention Trial 2 - A Randomized 
Multicenter Comparison of Transcatheter Versus Surgical 

372 Jun 2029 

https://www.clinicaltrials.gov/ct2/show/NCT05002088?term=NCT05002088&draw=2&rank=1
https://www.clinicaltrials.gov/ct2/show/NCT03042104?term=NCT03042104&draw=2&rank=1
https://www.clinicaltrials.gov/ct2/show/NCT03112980?term=NCT03112980&draw=2&rank=1
https://www.clinicaltrials.gov/ct2/show/NCT01586910?term=NCT01586910&rank=1
https://www.clinicaltrials.gov/ct2/show/NCT01057173?term=NCT01057173&rank=1
https://www.clinicaltrials.gov/ct2/show/NCT01314313?term=NCT01314313&rank=1
https://www.clinicaltrials.gov/ct2/show/NCT02163850?term=NCT02163850&rank=1
https://www.clinicaltrials.gov/ct2/show/NCT01737528?term=NCT01737528&rank=1
https://www.clinicaltrials.gov/ct2/show/NCT02628899
https://www.clinicaltrials.gov/ct2/show/NCT02000115
https://www.clinicaltrials.gov/ct2/show/NCT02825134
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NCT No. Trial Name Planned 
Enrollment 

Completion 
Date 

Aortic Valve Replacement in Younger Low Surgical Risk 
Patients With Severe Aortic Stenosis (NOTION-2) 

NCT02675114a A Prospective, Randomized, Controlled, Multi-Center Study 
to Establish the Safety and Effectiveness of the SAPIEN 3 
Transcatheter Heart Valve in Low Risk Patients Who Have 
Severe, Calcific, Aortic Stenosis Requiring Aortic Valve 
Replacement (PARTNER 3) 

1000 Dec 2029 

NCT: national clinical trial. 
a Denotes industry-sponsored or cosponsored trial. 

 

Clinical Input Received from Physician Specialty Societies and Academic 
Medical Centers 

While the various physician specialty societies and academic medical centers may collaborate 
with and make recommendations during this process, through the provision of appropriate 
reviewers, input received does not represent an endorsement or position statement by the 
physician specialty societies or academic medical centers, unless otherwise noted. 

 

2016 Input 

In response to requests, input was received from two specialty societies (one of which provided 
two responses) and two academic medical centers (one of which provided three responses) 
while this policy was under review in 2016. Although there was no support for the use of valve-
in-valve TAVI to replace a failed bioprosthetic valve in general use, there was general support for 
the use of valve-in-valve TAVI for patients at high and prohibitive risk for surgery. 

 

2014 Input 

In response to requests, input was received from two specialty societies (one of which provided 
two responses) and six academic medical centers while this policy was under review in 2014. All 
reviewers who responded considered TAVI medically necessary for patients with severe aortic 
stenosis with a calcified aortic annulus and New York Heart Association functional class II, III, or 
IV symptoms, and who are not candidates for open surgery or who are operable candidates but 

https://www.clinicaltrials.gov/ct2/show/NCT02675114?term=NCT02675114&draw=2&rank=1
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are at high risk for open surgery. Most reviewers would require a patient to have a left 
ventricular ejection fraction greater than 20% for the procedure to be medically necessary. All 
reviewers indicated support for limiting the use of TAVI to patients who are not candidates for 
open surgery or who are operable candidates but are at high-risk for open surgery, and most 
supported using the FDA definition of high risk and extreme risk for surgery. Most reviewers 
noted that self-expanding valves have been associated with higher rates of postprocedural 
pacemaker requirements but that neither type of valve was clearly superior to the other. 

 

Practice Guidelines and Position Statements 

The purpose of the following information is to provide reference material. Inclusion does not 
imply endorsement or alignment with the policy conclusions. 

Guidelines or position statements will be considered for inclusion if they were issued by, or 
jointly by, a U.S. professional society, an international society with U.S. representation, or 
National Institute for Health and Care Excellence (NICE). Priority will be given to guidelines that 
are informed by a systematic review, include strength of evidence ratings, and include a 
description of management of conflict of interest. 

 

American College of Cardiology and American Heart Association  

In 2014, the American College of Cardiology and the American Heart Association published joint 
guidelines on the management of valvular heart disease.103 Both groups issued a joint focused 
update in 2017.104 In 2020, a new full guideline was published that replaces the 2014 revision 
and 2017 focused update.105 The 2020 guidelines made the following recommendations on 
timing of intervention and choice of surgical or transcatheter intervention for treatment of aortic 
stenosis (see Table 2). Additionally, the guidelines state the following: 

• "Treatment of severe aortic stenosis with either a transcatheter or surgical valve prosthesis 
should be based primarily on symptoms or reduced ventricular systolic function. Earlier 
intervention may be considered if indicated by results of exercise testing, biomarkers, rapid 
progression, or the presence of very severe stenosis." 

• "Indications for TAVI are expanding as a result of multiple randomized trials of TAVI versus 
surgical aortic valve replacement. The choice of type of intervention for a patient with severe 
aortic stenosis should be a shared decision-making process that considers the lifetime risks 
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and benefits associated with type of valve (mechanical versus bioprosthetic) and type of 
approach (transcatheter versus surgical)." 

 

Table 2. Recommendations on Surgical or Transcatheter Intervention for 
Aortic Stenosis 

 
Recommendation COR LOE 
Timing of Intervention of AS 
“In adults with severe high-gradient AS (Stage D1) and symptoms of exertional dyspnea, heart 
failure, angina, syncope, or presyncope by history or on exercise testing, AVR is indicated." 

I A 

“In asymptomatic patients with severe AS and a left ventricular ejection fraction <50% (Stage 
C2), AVR is indicated." 

I B 

“In asymptomatic patients with severe AS (Stage C1) who are undergoing cardiac surgery for 
other indications, AVR is indicated." 

I B 

"In symptomatic patients with low-flow, low-gradient severe AS with reduced left ventricular 
ejection fraction (Stage D2), AVR is recommended." 

I B 

"In symptomatic patients with low-flow, low-gradient severe AS with reduced left ventricular 
ejection fraction (Stage D3), AVR is recommended if AS is the most likely cause of symptoms." 

I B 

“In apparently asymptomatic patients with severe AS (Stage C1) and low surgical risk, AVR is 
reasonable when an exercise test demonstrates decreased exercise tolerance (normalized for 
age and sex) or a fall in systolic blood pressure of ≥10 mmHg from baseline to peak exercise." 

IIa B 

“In asymptomatic patients with very severe AS (defined as an aortic velocity of ≥5 m/s) and low 
surgical risk, AVR is reasonable." 

IIa B 

“In apparently asymptomatic patients with severe AS (Stage C1) and low surgical risk, AVR is 
reasonable when the serum B-type natriuretic peptide level is >3 times normal." 

IIa B 

"In asymptomatic patients with high-gradient severe AS (Stage C1) and low surgical risk, AVR is 
reasonable when serial testing shows an increase in aortic velocity ≥0.3 m/s per year." 

IIa B 

"In asymptomatic patients with severe high-gradient AS (Stage C1) and a progressive decrease 
in left ventricular ejection fraction on at least 3 serial imaging studies to <60%, AVR may be 
considered. 

IIb B 

"In patients with moderate AS (Stage B) who are undergoing cardiac surgery for other 
indications, AVR may be considered. 

IIb C 

Choice of SAVR Versus TAVI for Patients for Whom a Bioprosthetic AVR is 
Appropriate 
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"For symptomatic and asymptomatic patients with severe AS and any indication for AVR who 
are <65 years of age or have a life expectancy >20 years, SAVR is recommended." 

I A 

"For symptomatic patients with severe AS who are 65 to 80 years of age and have no anatomic 
contraindication to transfemoral TAVI, either SAVR or transfemoral TAVI is recommended after 
shared decision-making about the balance between expected patient longevity and valve 
durability." 

I A 

"For symptomatic patients with severe AS who are >80 years of age or for younger patients 
with a life expectancy of < 10 years and no anatomic contraindication to transfemoral TAVI, 
transfemoral TAVI is recommended in preference to SAVR." 

I A 

"In asymptomatic patients with severe AS and a left ventricular ejection fraction <50% who are 
≤80 years of age and have no anatomic contraindication to transfemoral TAVI, the decision 
between TAVI and SAVR should follow the same recommendations as for symptomatic patients 
in the 3 recommendations above." 

I B 

"For asymptomatic patients with severe AS and an abnormal exercise test, very severe AS, rapid 
progression, or an elevated B-type natriuretic peptide, SAVR is recommended in preference to 
TAVI." 

I B 

"For patients with an indication for AVR for whom a bioprosthetic valve is preferred but valve 
or vascular anatomy or other factors are not suitable for transfemoral TAVI, SAVR is 
recommended." 

I A 

"For symptomatic patients of any age with severe AS and a high or prohibitive surgical risk, 
TAVI is recommended if predicted post-TAVI survival is >12 months with an acceptable quality 
of life." 

I A 

"For symptomatic patients with severe AS for whom predicted post-TAVI or post-SAVR survival 
is <12 months or for whom minimal improvement in quality of life is expected, palliative care is 
recommended after shared decision-making, including discussion of patient preferences and 
values." 

I C 

"In critically ill patients with severe AS, percutaneous aortic balloon dilation may be considered 
as a bridge to SAVR or TAVI." 

IIb C 

Intervention for Prosthetic Valve Stenosis 
"In patients with symptomatic severe stenosis of a bioprosthetic or mechanical prosthetic valve, 
repeat surgical intervention is indicated unless surgical risk is prohibitive." 

I B 

"For severely symptomatic patients with bioprosthetic aortic valve stenosis and high or 
prohibitive surgical risk, a transcatheter ViV procedure is reasonable when performed at a 
Comprehensive Valve Center." 

IIa B 

"For patients with significant bioprosthetic valve stenosis attributable to suspected or 
documented valve thrombosis, oral anticoagulation with a VKA is reasonable." 

IIa B 

Prosthetic Valve Regurgitation 
"In patients with intractable hemolysis or HF attributable to prosthetic transvalvular or 
paravalvular leak, surgery is recommended unless surgical risk is high or prohibitive." 

I B 
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"In asymptomatic patients with severe prosthetic regurgitation and low operative risk, surgery 
is reasonable." 

IIa B 

"In patients with prosthetic paravalvular regurgitation with the following: 1) either intractable 
hemolysis or NYHA class III or IV symptoms and 2) who are at high or prohibitive surgical risk 
and 3) have anatomic features suitable for catheter-based therapy, percutaneous repair of 
paravalvular leak is reasonable when performed at a Comprehensive Valve Center." 

IIa B 

"For patients with severe HF symptoms caused by bioprosthetic valve regurgitation who are at 
high to prohibitive surgical risk, a transcatheter ViV procedure is reasonable when performed at 
a Comprehensive Valve Center." 

IIa B 

AS: aortic stenosis; AVR: aortic valve replacement; COR: class of recommendation; LOE: level of evidence; SAVR: 
surgical aortic valve replacement; TAVI: transcatheter aortic valve implantation; ViV: valve-in-valve; VKA: vitamin K 
antagonist. 

 

National Institute for Health and Care Excellence 

In June 2019, the National Institute For Health And Care Excellence (NICE) published 
interventional procedures guidance [IPG653] regarding valve-in-valve TAVI for aortic 
bioprosthetic valve dysfunction.106 The guidance was informed by an Interventional procedure 
overview described previously.92 The guidance recommendation is that "Current evidence on the 
safety and efficacy of valve-in-valve transcatheter aortic valve implantation (ViV-TAVI) for aortic 
bioprosthetic dysfunction is adequate to support the use of this procedure provided that 
standard arrangements are in place for clinical governance, consent and audit." 

In November 2021, the NICE updated their guidance on heart valve disease. They recommend 
patients be offered TAVI if SAVR is contraindicated or the patient is at high surgical risk.107 

 

Medicare National Coverage 

The Centers for Medicare & Medicaid Services published a decision memo on the use of TAVR 
in 2012 and 2019.108 The 2019 memo indicated that Centers for Medicare & Medicaid Services 
covers TAVI when used according to FDA indications when the following conditions are met: 

• Device has FDA approval. 

• The patient (preoperatively and postoperatively) is under the care of a heart team including 
an experienced cardiac surgeon and interventional cardiologist, who have independently 
examined the patient, as well as providers from other physician groups, advanced patient 
practitioners, nurses, research personnel and administrators 
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• The interventional cardiologist(s) and cardiac surgeon(s) jointly participate in the intra-
operative technical aspects of TAVR 

• The hospital meets qualifications for performing TAVR 

• The heart team and hospital are participating in a prospective, national, audited registry that 
follows patients for at least one year and collects specific patient, practitioner and facility 
level outcomes 

• The registry collects necessary data and has an analysis plan to address specific questions 
and results are reported publicly 

The memo also stated that TAVR could be covered for non-FDA-approved indications under the 
Coverage with Evidence Development program. The following is a summary of the main 
conditions required for Coverage with Evidence Development: 

• The interventional cardiologist(s) and cardiac surgeon(s) jointly participate in the intra-
operative technical aspects of TAVR 

TAVR is performed within a clinical study that has the following characteristics: 

• “The clinical study must adhere to the… standards of scientific integrity and relevance to the 
Medicare population.” 

• The study must address quality of life and adverse events at follow-up periods of one year or 
longer. 

 

Regulatory Status 

Multiple manufacturers have transcatheter aortic valve devices with U.S. Food and Drug 
Administration (FDA) approval. Regulatory status data for these devices are listed in Table 3. 

 

Table 3. FDA-Approved Transcatheter Aortic Valve Device Systems 

Device and Indication Manufacturer Date 
Cleared 

PMA 

Edwards SAPIEN Transcatheter Heart Valve System™ 

Severe native aortic valve stenosis determined to be inoperable for 
open aortic valve replacement (transfemoral approach) 

Edwards 
Lifesciences 

11/11 P100041 
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Device and Indication Manufacturer Date 
Cleared 

PMA 

Edwards SAPIEN™ Transcatheter Heart Valve, Model 9000TFX 

Expanded to include high-risk aortic stenosis (transapical approach) 

Edwards 
Lifesciences 

10/12 P110021 

Edwards SAPIEN XT Transcatheter Heart Valve (model 9300TFX) and 
accessories 

Severe native aortic valve stenosis at high or greater risk for open 
surgical therapy 

Edwards 
Lifesciences 

07/14 P130009 

Expanded to include failure of bioprosthetic valve in high or greater 
risk for open surgical therapy 

Edwards 
Lifesciences 

10/15 P130009/
S034 

Expanded to include severe aortic stenosis with intermediate surgical 
risk 

Edwards 
Lifesciences 

08/16 P130009/
S057 

SAPIEN 3 THV System, a design iteration 

Severe aortic stenosis with high or greater risk for open surgical 
therapy 

Edwards 
Lifesciences 

6/15 P140031 

Expanded to include failure of a bioprosthetic valve with high or 
greater risk for open surgical therapy 

Edwards 
Lifesciences 

6/17 P140031/
S028 

SAPIEN 3 Ultra THV System, a design iteration 

Note: In August 2019, FDA issued a recall for the Edwards SAPIEN 3 
Ultra Transcatheter Heart Valve System (Recall event ID: 83293) due 
to “reports of burst balloons which have resulted in significant 
difficulty retrieving the device into the sheath and withdrawing the 
system from the patient during procedures” 

Edwards 
Lifesciences 

12/18 P140031 

Expanded to include severe aortic stenosis with low surgical risk Edwards 
Lifesciences 

08/19 P140031/
S085 

Expanded to include failure of a bioprosthetic valve with high or 
greater risk for open surgical therapy 

Edwards 
Lifesciences 

09/20 P140031/
S112 

Medtronic CoreValve System™ 

Severe native aortic stenosis at extreme risk or inoperable for open 
surgical therapy 

Medtronic 
CoreValve 

01/14 P130021 

Expanded to include high risk for open surgical therapy Medtronic 
CoreValve 

06/16 P130021/
S002 

Expanded to include intermediate risk for open surgical therapy Medtronic 
CoreValve 

07/17 P130021/
S033 

Medtronic CoreValve Evolut R System™ 

Design iteration for valve and accessories 

Medtronic 
CoreValve 

06/15 P130021/
S014 
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Device and Indication Manufacturer Date 
Cleared 

PMA 

Expanded to include intermediate risk for open surgical therapy Medtronic 
CoreValve 

07/17 P130021/
S033 

Medtronic CoreValve Evolut PRO System™ 

Design iteration for valve and accessories, includes porcine 
pericardial tissue wrap 

Medtronic 
CoreValve 

03/17 P130021/
S029 

Expanded to include intermediate risk for open surgical therapy Medtronic 
CoreValve 

07/17 P130021/
S033 

Expanded to include severe aortic stenosis with low surgical risk Medtronic 
CoreValve 

08/19 P130021/
S058 

Medtronic CoreValve Evolut PRO+ System™ (design iteration) Medtronic 
CoreValve 

08/19 P130021/
S059 

Medtronic Evolut™FX System (design iteration) Medtronic 
CoreValve 

8/21 P130021/
S091 

LOTUS Edge™ Valve System 

Severe native aortic stenosis at high or greater risk for open surgical 
therapy 

(See Note below) 

Boston Scientific 
Corporation 

04/19 P180029 

Portico™ with FlexNav™ 

Severe native aortic stenosis at high or greater risk for open surgical 
therapy 

Abbott Medical 09/21 P190023 

FDA: U.S. Food and Drug Administration: PMA: premarket approval. 

 

Note: In January 2021, Boston Scientific Corporation announced a global, voluntary recall of all 
unused inventory of the LOTUS Edge™ Valve System due to complexities associated with the 
product delivery system.7 There are no safety concerns for patents who have the LOTUS Edge™ 
Valve System currently implanted. Boston Scientific has chosen to retire the entire LOTUS 
product platform immediately rather than develop and reintroduce an enhanced delivery 
system. All related commercial, clinical, research and development, and manufacturing activities 
will cease. 

Other transcatheter aortic valve systems are under development. The following repositionable 
valves are under investigation: 

• JenaValve™ (JenaValve Technology); designed for transapical placement. The FDA granted 
breakthrough designation to this device system in January 2020. 
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In June 2017, the Sentinel™ Cerebral Protection System (Boston Scientific, previously Claret 
Medical, Inc. ) was granted a de novo classification by the FDA (DEN160043; class II; product 
code: PUM.)8  The Sentinel system is a temporary catheter indicated for use as an embolic 
protection deice to capture and remove thrombus/debris while performing transcatheter aortic 
valve replacement procedures. The diameters of the arteries at the site of filter placement 
should be between 9 mm to 15 mm for the brachiocephalic and 6.5 mm to 10 mm in the left 
common carotid. The new classification applies to this device and substantially equivalent 
devices of this generic type. 

On August 3, 2021, the FDA Circulatory System Devices Panel of the Medical Devices Advisory 
Committee met to discuss and make recommendations on the 510(k) submission for the 
TriGUARD 3™ Cerebral Embolic Protection Device (Keystone Heart).9 With the Sentinel system 
serving as the predicate device, the panel expressed that the proposed indications for use of the 
TriGUARD 3 device were not supported by the safety and effectiveness data from the REFLECT II 
trial. Previously, the TriGUARD 3 device was granted Conformité Européene (CE) mark approval 
in Europe in March 2020. 9,10, 
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History  

 

Date Comments 
02/27/12 New Policy – Add to Surgery section. Policy created with literature search through 

October 2011; considered medically necessary for patients who are not surgical 
candidates; investigational for all other indications. 

09/27/12 Update Coding Section – ICD-10 codes are now effective 10/01/2014. 

02/11/13 Replace policy. Policy updated with literature review, references 7, 15, 16, 18, 20, 23-28, 
30 added. Medically necessary indications added for patients who are at high risk for 
open surgery using the transfemoral approach, and patients who are at high risk for 
open surgery using the transapical approach. Investigational statement added for 
treatment of degenerated bio-prosthetic valve or failed TAVI (Valve-in-Valve 
approach), and for vascular approaches other than transfemoral or transapical. Codes 
updated. 

12/23/13 Coding Update. Add new CPT 33366, effective 01/01/14; 0318T discontinued effective 
12/31/13; deleted codes 0256T – 0259T removed. 

02/10/14 Replace policy. Policy updated with literature review through November 15, 2013. 
References 8, 18, 19, 22, 23, 27 added. Policy statement revised to include medically 

https://www.nice.org.uk/guidance/ipg653
https://www.nice.org.uk/guidance/ng208/chapter/Recommendations#interventions
https://www.cms.gov/medicare-coverage-database/details/nca-decision-memo.aspx?NCAId=293
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Date Comments 
necessary indication for TAVI by the transapical approach for patients who are not 
suitable candidates for open surgery. ICD-10 Procedure codes 35.05 and 35.22 
removed from the policy; they were provided for informational purposes only. 

12/17/14 Annual Review. Policy statement revised to remove statement that “procedures 
performed via the transaxillary, transiliac, transaortic, or other approaches” are 
investigational, to reflect the approval of the CoreValve device that is labeled for use 
via transaxillary, transfemoral, and transaortic approaches. Policy statement added 
stating that devices should be used according to their FDA approved indication. 
Clinical input supported proposed policy statements. Policy updated with literature 
review through September 1, 2014, and the results of clinical input. References 9-10, 
15-17, 23, 28-34, 36, 41-43, 45, 47, 49-52, 57-59 added; others renumbered/removed. 
Policy statements changed as noted. ICD-9 and ICD-10 diagnosis and procedure codes 
removed; these do not relate to policy adjudication. 

12/08/15 Annual Review. Policy reviewed. No new references added. Policy statements 
unchanged.  

02/01/16 Coding update. Added 93799. 

11/01/16 Annual Review, changes approved October 11, 2016. Medically necessary policy 
statement added for valve-in-valve implantation in patients at high or prohibitive risk 
for open surgery. Policy updated with literature review through December 9, 2015, 
references added. Policy statement added as noted. Coding update, removed unlisted 
CPT code 93799. 

05/01/17 Annual Review, changes approved April 11, 2017. Policy updated with literature review 
through December 22, 2016; references 20, 31-34, 45, 48-55, and 85 added. Policy 
statements unchanged. 

10/24/17 Policy moved to new format; no change to policy statements. 

07/01/18 Annual Review, approved June 22, 2018. Policy updated with literature review through 
February 2018; references 19, 26, 37, 42-50, 58-60, 68, and 82-83 added. Policy 
statements changed to add patients at intermediate surgical risk to first medically 
necessary statement. 

04/01/19 Minor update, added Documentation Requirements section. 

05/01/19 Annual Review, approved April 2, 2019. Policy updated with literature review through 
February 2019; references 73-76 added. Policy statements unchanged. 

04/01/20 Delete policy, approved March 10, 2020. This policy will be deleted effective July 2, 
2020, and replaced with InterQual criteria for dates of service on or after July 2, 2020. 
Policy updated with literature review through November 2019; references added. 
Medically Necessary policy statement related to patients with native valve aortic 
stenosis changed to add an exclusion for patients with unicuspid or bicuspid aortic 
valve and to add an inclusion for patients at low risk for open surgery, Policy statement 
changes are effective April 1, 2020. 
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Date Comments 
07/02/20 Delete policy. 

11/01/20 Policy reinstated effective February 5, 2021, approved October 13, 2020. Policy 
statements unchanged.  

05/01/21 Annual Review, approved April 1, 2021. Policy updated with literature review through 
January 9, 2021; references added. Policy statements unchanged. 

01/01/22 New policy approved December 14, 2021. This policy replaces 7.01.132 Transcatheter 
Aortic-Valve Implantation for Aortic Stenosis. This is effectively a policy renumber. 
Added policy statement that use of a cerebral embolic protection device during TAVR 
procedures is considered investigational. CPT code 33370 added. HCPCS code C1884 
added.  

05/01/22 Annual Review, approved April 11, 2022. Policy updated with literature review through 
December 29, 2021; references added. Policy statements unchanged. 

05/01/23 Policy renumbered to 7.01.132 Transcatheter Aortic-Valve Implantation for Aortic 
Stenosis from 7.01.585, approved April 11, 2023. Policy updated with literature review 
through January 3, 2023; references added. Minor editorial refinements to existing 
policy statements; intent unchanged. Changed the wording from "patient" to 
"individual" throughout the policy for standardization. Removed effective date from 
CPT code 33370. 

 

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 
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: ຖ້າວ່າ ທ່ານເວ ້ າພາສາ ລາວ, ການບໍລິການຊ່ວຍເຫ ຼື ອດ້ານພາສາ, ໂດຍບ່ໍເສັຽຄ່າ, ແມ່ນມີພ້ອມໃຫ້ທ່ານ. 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៖  បរើសិនជាអ្នកនិយាយ ភាសាខ្មែរ, បសវាជំនួយខ្ននកភាសា បោយមិនគិត្ឈ្ន លួ គឺអាចមានសំរារ់រំបរ ើអ្នក។  ចូរ ទូរស័ព្ទ   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 والبكم:    800-722-1471:  إذا كنت تتحدث اذكر اللغة، فإن خدمات المساعدة اللغوية تتوافر لك بالمجان.  اتصل برقم  ملحوظة

ਧਿਆਨ ਧਿਓ: ਜੇ ਤੁਸੀਂ ਪੰਜਾਬੀ ਬੋਲਿੇ ਹ,ੋ ਤਾਂ ਭਾਸ਼ਾ ਧ ਿੱ ਚ ਸਹਾਇਤਾ ਸੇ ਾ ਤੁਹਾਡੇ ਲਈ ਮੁਫਤ ਉਪਲਬਿ ਹ।ੈ 800-722-1471 (TTY: 711) 'ਤ ੇਕਾਲ ਕਰੋ। 
เรียน: ถา้คุณพูดภาษาไทยคุณสามารถใชบ้ริการช่วยเหลือทางภาษาไดฟ้รี  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 بگیريد.   1471-722-800 (TTY: 711): اگر به زبان فارسی گفتگو می کنید، تسهیالت زبانی بصورت رايگان برای شما فراهم می باشد. با  توجه 

mailto:AppealsDepartmentInquiries@Premera.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status
https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx
mailto:insurance@alaska.gov

