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Left sided aortic arch with aberrant right subclavian artery
Anomalous left pulmonary artery

Double aortic arch

Ebstein’s anomaly

Eisenmenger’s syndrome

AT I®

VIIl. Syndromes with congenital heart disease *° (established diagnosis)
A. Holt-Oram syndrome

B. Anomalous pulmonary venous return

C. Marfan’s syndrome

D. Turner's syndrome

E. William syndrome

F. Trisomy 21 (Down’ syndrome)

G. Schone’s Syndrome
VII1. Anomalous coronary arteries % >°

IX. Marfan’s syndrome 2°

X.  Evaluation of left ventricular function
A. Echocardiogram suboptimal for diagnosis

X1. Evaluation of prosthetic valve
A. Echocardiogram suboptimal for diagnosis
B. Transesophageal echocardiogram suboptimal for diagnosis

XI11. Arrhythmogenic right ventricular dysplasia > "®
A. Tachycardia (>100 beats/min)
B. Supraventricular arrhythmia
1. Atrial fibrillation
2. Paroxysmal Atrial Tachycardia (PAT)
3. Supraventricular Tachycardia (SVT)
C. Right heart failure
D. Asymptomatic cardiomegaly

X111. Myocarditis >**

A. Documentation of episode of elevated cardiac enzymes

B. No evidence of significant coronary artery disease on recent angiogram or CCTA
XIV. Pericardial disease ***°
A. Differentiate constrictive cardiomyopathy from constrictive pericarditis
B. Tumor of the pericardium (known or suspected)
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C. Paracardiac masses

XV. Suspicion of intracardiac mass > **!

XV1. Venous mapping ?
A. Atrial fibrillation
B. Radiofrequency ablation planned

2,12-15

XVII.Cardiomyopathy
A. Sarcoidosis

1. Known diagnosis of sarcoidosis

2. Documented arrhythmia
a. Complete right bundle branch block
b. AV block

Hypertrophic cardiomyopathy

Amyloid

Cardiotoxic drugs and failed MUGA scan

Hemachromatosis

Hemosiderosis

Restrictive cardiomyopathy

GMmMmoOOw

XVI111. Myocardial viability *®

A. Documented myocardial ischemia
B. Revascularization planned

X1X. Complications of myocardial infarction *°
A. Possible cardiac aneurysm
1. Echocardiogram not diagnostic
B. Suspected mural thrombus of motion or clot
1. Echocardiogram not diagnostic
2. History or arterial embolization

XX. Aortic dissection ?
A. Unequal blood pressure in the arms
B. Rapid onset of "ripping, tearing, searing" severe chest or upper back or abdominal pain
C. Pain with abnormal appearance of aorta on prior imaging
1. Chest
2. Back
3. Abdominal
Syncope
Shortness of breath
Prior aortic aneurysm repair
Chest pain with evidence of a stroke
Loss of pulses

Tommo
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XXI. Valvular heart disase
A. Echocardiogram is non diagnostic or suboptimal
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1

l. Chest pain
A. Exertional substernal chest pain or discomfort relieved by rest
1. Men age 30-39
2. Women age 30-59
B. Atypical chest pain
1. Men 30 years of age or older
2. Women 50 years of age or older
C. Other types of chest pain
1. Men 40 years or older
2. Women 60 years or older
Unable to exercise
Uninterpretable EKG [One]
Wolfe-Parkinson-White Syndrome
Complete left bundle branch block
Ventricular paced rhythm
1mm ST depression with horizontal or downsloping ST segments

mo

honp =

1. Prior indeterminate cardiac catheterization *
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I.  Suspicion of congenital obstructive cardiac lesion '
A. Working diagnosis

Coarctation of the aorta

Aortic valve stenosis

Pulmonic valve stenosis

Mitral valve stenosis

Tricuspid valve stenosis or atresia

oo~

Il.  Atrial Septal Defect 1> (ASD)

A. Asymptomatic
1. Systolic ejection murmur with diastolic rumble
2. Echocardiogram inadequate visualization for surgical repair

B. Symptomatic
1. Dyspnea or Congestive Heart Failure
2. CVA with unknown etiology (paradoxical embolus)

C. Documented diagnosis by other imaging and planned surgical repair

I11.  Ventricular Septal Defect ™ (VSD)
A. Documented diagnosis by other imaging and planned surgical repair

IV. Tetralogy of Fallot *
A. Prior imaging
1. Chest x-ray suggestive of Tetralogy of Fallot
2. Echocardiogram suboptimal for diagnosis
B. Documented diagnosis by other imaging and planned surgical repair

V.  Ebstein’s anomaly *®
A. Documented diagnosis by other imaging and planned surgical repair
B. Prior imaging inadequate for diagnosis

VI. Other congenital heart disease

Truncus arteriosus

Transposition of the Great Vessels

Single left ventricle

Total anomalous pulmonary venous return

Endocardial cushion defect

Vascular rings and other congenital anomalies of the Great Vessels

mmoow>
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Left sided aortic arch with aberrant right subclavian artery
Anomalous left pulmonary artery

Double aortic arch

Ebstein’s anomaly

Eisenmenger’s syndrome

AT I®

VIIl. Syndromes with congenital heart disease *° (established diagnosis)
A. Holt-Oram syndrome

B. Anomalous pulmonary venous return

C. Marfan’s syndrome

D. Turner's syndrome

E. William syndrome

F. Trisomy 21 (Down’ syndrome)

G. Schone’s Syndrome

VII1. Anomalous coronary arteries® > °
IX. Marfan’s syndrome?®°

X.  Evaluation of left ventricular function
A. Echocardiogram suboptimal for diagnosis

X1. Evaluation of prosthetic valve
A. Echocardiogram suboptimal for diagnosis
B. Transesophageal echocardiogram suboptimal for diagnosis

XI11. Arrhythmogenic right ventricular dysplasia > "®
A. Tachycardia (>100 beats/min)
B. Supraventricular arrhythmia
1. Atrial fibrillation
2. Paroxysmal Atrial Tachycardia (PAT)
3. Supraventricular Tachycardia (SVT)
C. Right heart failure
D. Asymptomatic cardiomegaly

X111. Myocarditis >**

A. Documentation of episode of elevated cardiac enzymes

B. No evidence of significant coronary artery disease on recent angiogram or CCTA
XIV. Pericardial disease ***°
A. Differentiate constrictive cardiomyopathy from constrictive pericarditis
B. Tumor of the pericardium (known or suspected)
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C. Paracardiac masses

XV. Suspicion of intracardiac mass > **!

XV1. Venous mapping ?
A. Atrial fibrillation
B. Radiofrequency ablation planned

2,12-15

XVII.Cardiomyopathy
A. Sarcoidosis

1. Known diagnosis of sarcoidosis

2. Documented arrhythmia
a. Complete right bundle branch block
b. AV block

Hypertrophic cardiomyopathy

Amyloid

Cardiotoxic drugs and failed MUGA scan

Hemachromatosis

Hemosiderosis

Restrictive cardiomyopathy

GMmMmoOOw

XVI11. Myocardial viability™

A. Documented myocardial ischemia
B. Revascularization planned

X1X. Complications of myocardial infarction®®
A. Possible cardiac aneurysm
1. Echocardiogram not diagnostic
B. Suspected mural thrombus of motion or clot
1. Echocardiogram not diagnostic
2. History or arterial embolization

XX.  Aortic dissection?
A. Unequal blood pressure in the arms
B. Rapid onset of "ripping, tearing, searing" severe chest or upper back or abdominal pain
C. Pain with abnormal appearance of aorta on prior imaging
1. Chest
2. Back
3. Abdominal
Syncope
Shortness of breath
Prior aortic aneurysm repair
Chest pain with evidence of a stroke
Loss of pulses

Tommo
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XXI. Valvular heart disase
A. Echocardiogram is non diagnostic or suboptimal
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l. Determination of myocardial viability"
A. Documented myocardial ischemia
B. Revascularization planned

Il.  Chest pain and determination of myocardial viability
A. Exertional substernal chest pain or discomfort relieved by rest
1. Men age 30-39
2. Women age 30-59
B. Atypical chest pain
1. Men 30 years of age or older
2. Women 50 years of age or older
C. Other types of chest pain
1. Men 40 years or older
2. Women 60 years or older
Unable to exercise
Uninterpretable EKG [One]
1. Wolfe-Parkinson-White Syndrome
2. Complete left bundle branch block
3. Ventricular paced rhythm
4. >1mm ST depression which is horizontal or downsloping

mo

I11.  Prior indeterminate cardiac catheterization and determination of
myocardial viability *
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Medicare only

Coverage of this modality for coronary artery assessment is limited to devices that process thin, high
resolution slices (1 mm or less). The multi-detector scanner must have at least 16-slices per second
capability.

The test is never covered for screening, i.e., in the absence of signs, symptoms or disease.
Electron beam tomography (EBT) is not covered.

I. 75571 Calcium scoring™®
A. Quantitative calcium scoring is not a covered service in the Medicare Program. Calcium
scoring reported in isolation is felt to be a screening service. When performed in association
with CT angiography, the service is not separately payable.

Il. 75574 CCTAY®

A. Facilitation of the diagnostic cardiac evaluation of a patient with chest pain syndrome (e.g.
chest pain, anginal equivalent, angina, shortness of breath with exertion)

1. CCTA may be used in lieu of an imaging stress test if the clinician has a high degree of
suspicion that CAD is high on the differential diagnosis of the symptoms (high pretest
probability of disease).

2. It may be used to clarify a perfusion stress test that is non-diagnostic, equivocal, or is
inadequate in explaining the patient's symptoms

B. Facilitation of the management decision of a symptomatic patient with known coronary artery

disease

1. New or recurrent symptoms, or

2. After prior intervention (CABG, stent, etc.) when the results of the MDCT may guide the
decision for repeat invasive intervention

Assessment of suspected congenital anomalies of coronary circulation or Great Vessels

Assessment of coronary or pulmonary venous anatomy

1. Prior to pacemaker insertion or transcatheter ablation for dysrhythmia

E. Patient undergoing non-coronary artery cardiac surgery

Assessment of the symptomatic patient when presentation is suspicious of pulmonary emboli

or aortic dissection (see criteria for 71275)

G. Assessment of mediastinal or lung parenchymal lesions, the vascularity of which is unknown or

ill defined, but is critical to the diagnosis (see criteria for 71275)

oo

m
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NOTE: This procedure is contraindicated if the member has any one of the following:

l. Contraindications

Multifocal atrial tachycardia

Frequent Atrial Premature Contractions (APCs)

More than 50 Premature Ventricular Contractions hourly (PVCs)

Inability to lie flat

Inability to obtain a heart rate of <65 beats per minute after beta blockers
Calcium score of >1000

Normal cardiac catheterization <1 year ago

Body mass index of >40%

Inability to breath hold for >8 seconds

TIOGMMOOwW>

1. Planned electrophysiologic procedure *

This procedure is only performed prior to an electrophysiologic procedure such as ablation or
cardiac resynchronization therapy such as placement of a biventricular pacemaker or an Automatic
Implantable Cardioverter/Defibrillator (AICD).
A. Planned pulmonary vein ablation

1. Atrial fibrillation

a. Rate inadequately controlled on drug therapy

2. Paroxysmal atrial fibrillation
B. Planned placement of biventricular pacemaker
C. Planned placement of an AICD

References:

1. Hendel RC, Kramer CM, Patel MR et al, ACCF/ACR/SCCT/SCMR/ASNC/NASCI/SCAI/SIR 2006 Appropriateness criteria for cardiac
computed tomography and cardiac magnetic resonance imaging, accessed at http://www.acc.org/qualityandscience/clinical/pdfs/CCT.CMR.pdf
February 18, 2008.

Reviewed: 11/18/2009
Posted: 1/27/2010

Copyright © 2009 CareCore National. All rights reserved. 247
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924 www.carecorenational.com




CareCore National Criteria for Imaging Version 2.2009

NOTE: This procedure is contraindicated if the member has a known calcium score of >1000

I.  Presurgical planning ***

This procedure is only performed prior to an electrophysiologic procedure such as ablation or
cardiac resynchronization therapy such as placement of a biventricular pacemaker or an Automatic
Implantable Cardioverter/Defibrillator (AICD).
B. Planned pulmonary vein ablation

2. Atrial fibrillation

a. Rate inadequately controlled on drug therapy

3. Paroxysmal atrial fibrillation
D. Planned placement of biventricular pacemaker
E. Planned placement of an AICD
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1. Hendel RC, Kramer CM, Patel MR et al, ACCF/ACR/SCCT/SCMR/ASNC/NASCI/SCAI/SIR 2006 Appropriateness criteria for cardiac
computed tomography and cardiac magnetic resonance imaging, accessed at http://www.acc.org/qualityandscience/clinical/pdfs/CCT.CMR.pdf
February 18, 2008.
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(CCTA) (L25907), accessed at http://www.ngsmedicare.com/NGSMedicare/lcd/L25907 _active lcd.htm, June 8, 2009.
3.Highmark Medicare Services, LCD L27483- Computed Tomographic Angiography of the Chest, accessed at
http://www.highmarkmedicareservices.com/policy/mac-ab/127483-r4.html, June 8, 2009.
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l. Suspicion of congenital obstructive cardiac lesion
A. Working diagnosis
1. Coarctation of the aorta
2. Aortic valve stenosis
3. Pulmonic valve stenosis
4. Mitral valve stenosis
5. Tricuspid valve stenosis or atresia
B. Priorimaging
1. Documented diagnosis by other imaging and planned surgical repair
2. Chest x-ray suggestive consistent with working diagnosis
3. Echocardiogram inadequate visualization for surgery

I1.  Atrial Septal Defect (ASD) including Patent Foramen Ovale (PFO)
A. Prior imaging
1. Chest x-ray suggestive of ASD
2. Echocardiogram inadequate visualization for surgical repair
B. Asymptomatic
1. Systolic ejection murmur with diastolic rumble
2. Echocardiogram inadequate visualization for surgical repair
C. Symptomatic
1. Dyspnea or congestive heart failure
2. CVA with unknown etiology (paradoxical embolus)
D. Documented diagnosis by other imaging and planned surgical repair

I11.  Ventricular Septal Defect (VSD)
A. Documented diagnosis by other imaging and planned surgical repair

IV. Tetralogy of Fallot
A. Prior imaging
1. Chest x-ray suggestive of Tetralogy of Fallot
2. Echocardiogram inadequate visualization of anatomy
B. Documented diagnosis by other imaging and planned surgical repair

V.  Ebstein’s anomaly
A.  Documented diagnosis by other imaging and planned surgical repair

V1. Other congenital heart disease
A. Truncus arteriosus
B. Transposition of the Great Vessels
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Single left ventricle

Total anomalous pulmonary venous return

Endocardial cushion defect

Vascular rings and other congenital anomalies of the great vessels
Left sided aortic arch with aberrant right subclavian artery
Anomalous left pulmonary artery

Double aortic arch

Ebstein’s anomaly

Eisenmenger’s syndrome

ARETIOMMOO

VII. Syndromes with congenital heart disease (established diagnosis)
Holt-Oram syndrome also called heart-hand

Anomalous pulmonary venous return

Marfan’s syndrome

Turner’s syndrome

William syndrome

Trisomy 21 (Down syndrome)

Schone’s syndrome

GMmMmoOOw>
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NOTE: This procedure is contraindicated if the member has any one of the following
Multifocal atrial tachycardia
Frequent Atrial Premature Contractions (APCs)
More than 50 Premature Ventricular Contractions per hour (PVCs)
Inability to lie flat
Inability to obtain a heart rate of <65 beats per minute after beta blockers
Calcium score of >1000
Normal cardiac catheterization <1 year ago
Body mass index of >40%
Inability to breath hold for >8 seconds

I11.  Planned electrophysiologic procedure *

This procedure is only performed prior to an electrophysiologic procedure such as ablation or
cardiac resynchronization therapy such as placement of a biventricular pacemaker or an Automatic
Implantable Cardioverter/Defibrillator (AICD).
C. Planned pulmonary vein ablation

3. Atrial fibrillation

a. Rate inadequately controlled on drug therapy

4. Paroxysmal atrial fibrillation
F. Planned placement of biventricular pacemaker
G. Planned placement of an Automatic Implantable Cardioverter/Defibrillator (AICD)

I1.  New congestive heart failure and no cardiac imaging (cardiac

catheterization, CCTA, or stress test) in last 8 weeks *

A. Chest x-ray (current) with findings of CHF

B. Hospitalization for CHF with documented weight loss and improvement in symptoms with
diuretics

C. Outpatient CHF with documented weight loss and improvement in symptoms with  diuretics

D. Cardiomyopathy with ejection fraction of <60%

IV.  Known congestive heart failure and no prior CCTA or coronary
artery catheterization since the onset of the diagnosis of heart failure

V. 1V. Positive routine exercise stress test

A. EKG changes
1. >1 mm ST depression which is horizontal or downsloping
2. Ventricular tachycardia
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VI.

VII.

3. Supraventricular Tachycardia (SVT)
4. Multifocal PVCs (Premature Ventricular Contractions)
5. Heart block
6. Triplets
B. Drop in systolic blood pressure >10 mm Hg induced during the stress test
C. Chest pain during exercise stress test
D. Other findings [All]
1. No prior routine stress test within 2 years
2. Coronary artery catheterization not planned
3. No chest pain syndromet, dyspnea on exertion
4. Framingham risk <10%

New EKG findings on current exercise stress test compared to a routine
stress test done <2 years ago. Coronary artery catheterization not

planned
A. Chest pain syndromet with pretest probability low or very low (see chart 1 to determine pretest
probability of disease based on chest pain)
B. Prior coronary artery catheterization was normal or revealed <30% stenosis in all vessels
C. Prior CCTA
1. Normal
2. <40 % stenosis in all vessels
3. Calcium score <100

Abnormal imaging stress test (echo or nuclear) NO chest pain
syndromeft

A. New findings on current imaging stress test (echo or nuclear)
1. Framingham risk <10% (see chart 2)
2. Coronary artery catheterization is not planned
B. New findings on the current imaging stress (echo or nuclear) compared to one done in past two
years [One]
1. No prior evaluation or medical therapy
a. No coronary angiogram is planned
b. There are no symptoms of chest pain or dyspnea on exertion
c. The Framingham risk percentage is <10% (see chart 2 below)
2. Prior coronary angiogram was normal
3. Prior CCTA was normal

NEW chest pain syndromet *
A. Pretest probability is low or very low (See chart 1 to determine pretest probability of disease
based on chest pain) and routine stress test contraindicated
1. Inability to exercise
2. Diabetes
3. Current use of digoxin or digoxin derivative
4 Wolfe-Parkinson-White Syndrome
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5. Complete left bundle branch block
6. Ventricular paced rhythm
7. Poor heart rate response due to medication (beta blockers, calcium channel
blockers)
8. >1mm ST depression which is horizontal or downsloping -
B. Intermediate to high risk (see chart 2) normal uninterpretable or equivocal myocardial
perfusion imaging including EKG (CCTA is not to be approved for a member with very low to
low pretest probability of disease)

VIII. Pre-operative assessment for high-risk non-cardiac surgery

IX.

XI.

A. High risk surgerytt
1. Aortic and other major vascular surgery
2. Peripheral arterial vascular surgery
3. Anticipated prolonged surgical procedures associated with large fluid shifts and/or blood
loss
B. Framingham risk <10%
C. Noimaging stress test (echo or nuclear) within the past year

Valvular heart disease and heart catheterization is not planned*

Suspected congenital anomalies of the coronary circulation®

A. Myocardial ischemia documented on stress test and coronary angiography demonstrating a
smooth vessel constriction

B. Young patient (under 35) with exertional syncope or exertional chest pain and one of the
following
1. Normal 12 lead EKG
2. Normal stress test
3. Normal myocardial perfusion scan

Failed coronary artery catheterization

A. Positive myocardial perfusion scan

B. Symptomatic patient after coronary artery bypass surgery or PCl including stents
1. Exertional chest pain relieved by either rest or nitroglycerin
2. Chest tightness

tChest pain syndrome includes chest pain, chest tightness, chest burning, dyspnea,
shoulder pain, and jaw pain.

Tt The following surgeries are considered to be either Intermediate Risk or Low Risk
and do not qualify for preoperative evaluation by CCTA:

Carotid endarterectomy
Head and neck surgery
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Intraperitoneal or intrathoracic surgery
Orthopedic surgery (including joint replacement)
Prostate surgery

Endoscopic surgery

Superficial procedures

Cataract surgery

Breast surgery

Bariatric surgery

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

and scored:

1) Substernal Chest Pain=1
2) Arm Pain=0

3) Jaw Pain=0

4) Relieved by Nitroglycerin or Rest=1
5) Shortness of Breath=0
6) Nocturnal=0

7) Pain or Discomfort with Inspiration= 0

8) Discomfort at Rest = 0

9) Exercise Induced or emotionally Induced=1

A score of 3 qualifies as typical angina, a score of 2 qualifies as atypical angina, and 0-1
qualifies as non-anginal. This description then is applied to the age/sex criteria as follows:

The pre-test probability is defined as high, intermediate, low, or very low. This is

applied to the criteria sets for determination of the need for CCTA.

Framingham risk assessment is a calculation to predict the 10 year risk of heart disease in
an individual member. The calculation is made from member age, sex, most recent lipid
values and blood pressure, as well as smoking history and the presence of diabetes. A
sample calculator can be found on-line at: http://www.intmed.mew.edu/clincalc/heartrisk.html 2
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CHART 1
Determination of Pretest Probability for Coronary Disease Based on
Chest Pain!
The following assessment is used to determine pre-test probability of coronary artery disease based on
description of the character of chest pain, member age and sex. This assessment will define the chest pain

as typical angina, atypical angina, and nonanginal chest pain. This description then is applied to the
age/sex criteria as follows

Age | Gender | Typical/Definite Atypical/Probable Angina Nonanginal Chest Asymptomatic
Years Angina Pectoris Pectoris Pain
30-39 | Men Intermediate Intermediate Low Very Low
Women | Intermediate Very Low Very Low Very Low
40-49 | Men High Intermediate Intermediate Low
Women | Intermediate Low Very Low Very Low
50-59 | Men High Intermediate Intermediate Low
Women | Intermediate Intermediate Low Very Low
=60 Men High Intermediate Intermediate Low
Women | High Intermediate Intermediate Low
High: Greater than 90% Intermediate: Between 10% | Low: Between 5% and 10% | Very Low: Less than 5% pre-
pretest probability and 90% pre-test probability | pre-test probability test probability

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

Atypical angina (probable): Chest pain or discomfort that lacks one of the characteristics of definite or typical angina.

Non-anginal chest pain: Chest pain or discomfort that meets one or none of the typical angina characteristics.

Chart 2
Framingham Risk Assessment for Coronary Artery Disease!

Framingham risk assessment is a calculation to predict the 10-year risk of heart disease in an individual
member. The calculation is made from member age, sex, most recent lipid values and blood pressure, as

well as smoking history and presence of diabetes. A sample calculator can be found on-line at:
http://www.intmed.mcw.edu/clincalc/heartrisk.html

CHD Risk Level Framingham Score
Low Less than 10%
Moderate Between 10% and 20%
High Greater than 20%

Framingham Coronary Heart Disease (CHD) risk: The exact Framingham risk percentage is
applied, if required, to the determination of need for the requested CCTA.
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NOTE: This procedure is contraindicated if the member has a known calcium score of >1000
I.  Presurgical planning ***
This procedure is only performed prior to an electrophysiologic procedure such as ablation or
cardiac resynchronization therapy such as placement of a biventricular pacemaker or an Automatic
Implantable Cardioverter/Defibrillator (AICD).
D. Planned pulmonary vein ablation

4. Atrial fibrillation

a. Rate inadequately controlled on drug therapy

5. Paroxysmal atrial fibrillation
H. Planned placement of biventricular pacemaker
| Planned placement of an AICD

I1. Equivocal exercise or imaging stress test
A. Low to intermediate pretest probability of disease (See chart 1 to determine pretest probability
of disease based on chest pain)
B. Unable to attain adequate heart rate (HR < 85% maximum predicted HR)
C. Attenuation artifact on nuclear stress test
D. Poor or inadequate imaging window for echo stress test

I11. Chest pain syndrome 1
A Pretest probability is low or very low (see chart 1 to determine pretest probability of disease
based on chest pain) and routine stress test contraindicated
Inability to exercise
Diabetes
Current use of digoxin or digoxin derivative
Wolfe-Parkinson-White Syndrome
Complete left bundle branch block
Ventricular paced rhythm
Poor heart rate response due to medication (beta blockers, calcium channel blockers)
>1mm ST depression which is horizontal or downsloping
ardlac catheterization is not planned

NN~

B.

(®)
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V.

VI.

Known coronary artery disease (prior bypass, PCI including
angioplasty and/or stent, prior cardiac catheterization with coronary

artery stenosis)
A. Chest Pain
B. Dyspnea

Pre-operative assessment for high-risk non-cardiac surgery with no

known coronary artery disease
A. High risk surgerytt
1. Aortic and other major vascular surgery
2. Peripheral arterial vascular surgery
3. Anticipated prolonged surgical procedures associated with large fluid shifts and/or blood
loss

Suspected congenital anomalies of the coronary circulation *
A. Young patient (under 35) with exertional syncope or exertional chest pain and one of the
following
1. Normal 12 lead EKG
2. Normal stress test
3. Normal myocardial perfusion scan

tChest pain syndrome includes chest pain, chest tightness, chest burning, dyspnea,
shoulder pain, and jaw pain.

11 High risk surgery includes:

Emergent operations especially in the elderly

Aortic and other major vascular surgery

Peripheral vascular surgery

Anticipated prolonged surgical procedures associated with large fluid shits and/or blood loss

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

and scored:

) Substernal Chest Pain=1

) Arm Pain=0

) Jaw Pain=0

) Relieved by Nitroglycerin or Rest=1

) Shortness of Breath=0

) Nocturnal=0

) Pain or Discomfort with Inspiration= 0
)

1
2
3
4
5
6
7
8) Discomfort at Rest =0
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9) Exercise Induced or emotionally Induced=1
A score of 3 qualifies as typical angina; a score of 2 qualifies as atypical angina, and 0-1
qualifies as non-anginal. This description then is applied to the age/sex criteria as follows:

The pre-test probability is defined as high, intermediate, low, or very low. This is

applied to the criteria sets for determination of the need for CCTA.

Framingham risk assessment is a calculation to predict the 10 year risk of heart disease in

an individual member. The calculation is made from member age, sex, most recent lipid
values and blood pressure, as well as smoking history and the presence of diabetes. A
sample calculator can be found on-line at: http://www.intmed.mcw.edu/clincalc/heartrisk.html 2

CHART 1
Determination of Pretest Probability for Coronary Disease Based on
Chest Pain?
The following assessment is used to determine pre-test probability of coronary artery disease based on
description of the character of chest pain, member age and sex. This assessment will define the chest pain

as typical angina, atypical angina, and nonanginal chest pain. This description then is applied to the
age/sex criteria as follows

Age | Gender | Typical/Definite Atypical/Probable Angina Nonanginal Chest Asymptomatic
Years Angina Pectoris Pectoris Pain
30-39 | Men Intermediate Intermediate Low Very Low
Women | Intermediate Very Low Very Low Very Low
40-49 | Men High Intermediate Intermediate Low
Women | Intermediate Low Very Low Very Low
50-59 | Men High Intermediate Intermediate Low
Women | Intermediate Intermediate Low Very Low
=60 Men High Intermediate Intermediate Low
Women | High Intermediate Intermediate Low
High: Greater than 90% Intermediate: Between 10% | Low: Between 5% and 10% | Very Low: Less than 5% pre-
pretest probability and 90% pre-test probability | pre-test probability test probability

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

Atypical angina (probable): Chest pain or discomfort that lacks one of the characteristics of definite or typical angina.

Non-anginal chest pain: Chest pain or discomfort that meets one or none of the typical angina characteristics.
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NOTE: This procedure is contraindicated if the member has a known calcium score of >1000

Pre surgical planning ***

This procedure is only performed prior to an electrophysiologic procedure such as ablation or
cardiac resynchronization therapy such as placement of a biventricular pacemaker or an Automatic
Implantable Cardioverter/Defibrillator (AICD).
E. Planned pulmonary vein ablation

5. Atrial fibrillation

a. Rate inadequately controlled on drug therapy

6. Paroxysmal atrial fibrillation
J.  Planned placement of biventricular pacemaker
K. Planned placement of an AICD

Equivocal exercise or imaging stress test
E. Low to intermediate pretest probability of disease (See chart 1 to determine pretest probability
of disease based on chest pain)
F. Unable to attain adequate heart rate (HR < 85% maximum predicted HR)
G. Attenuation artifact on nuclear stress test
H. Poor or inadequate imaging window for echo stress test

Chest pain syndrome t
A Pretest probability is low or very low (see chart 1 to determine pretest probability of disease
based on chest pain) and routine stress test contraindicated

1. Inability to exercise
2. Diabetes
3. Current use of digoxin or digoxin derivative
4. Wolfe-Parkinson-White Syndrome
5. Complete left bundle branch block
6. Ventricular paced rhythm
7. Poor heart rate response due to medication (beta blockers, calcium channel blockers)
8. >1mm ST depression which is horizontal or downsloping
B. Cardiac catheterization is not planned
VI1I. Known coronary artery disease (prior bypass, PCI including
angioplasty and/or stent, prior cardiac catheterization with coronary
artery stenosis)
Copyright © 2009 CareCore National. All rights reserved. 261

400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924 www.carecorenational.com




CareCore National Criteria for Imaging Version 2.2009

A. Chest Pain
B. Dyspnea

VIII. Pre-operative assessment for high-risk non-cardiac surgery with no

known coronary artery disease

A. High risk surgerytt
1. Aortic and other major vascular surgery
2. Peripheral arterial vascular surgery

3. Anticipated prolonged surgical procedures associated with large fluid shifts and/or blood
loss

IX. Suspected congenital anomalies of the coronary circulation *
A. Young patient (under 35) with exertional syncope or exertional chest pain and one of the
following
1. Normal 12 lead EKG
2. Normal stress test
3. Normal myocardial perfusion scan

tChest pain syndrome includes chest pain, chest tightness, chest burning, dyspnea,
shoulder pain, and jaw pain.

11 High risk surgery includes:
Emergent operations especially in the elderly
Aortic and other major vascular surgery
Peripheral vascular surgery
Anticipated prolonged surgical procedures associated with large fluid shits and/or blood loss

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

and scored:

1) Substernal Chest Pain=1
2) Arm Pain=0
3) Jaw Pain=0
4) Relieved by Nitroglycerin or Rest=1
5) Shortness of Breath=0
6) Nocturnal=0
7) Pain or Discomfort with Inspiration= 0
8) Discomfort at Rest =0
9) Exercise Induced or emotionally Induced=1
A score of 3 qualifies as typical angina; a score of 2 qualifies as atypical angina, and 0-1
qualifies as non-anginal. This description then is applied to the age/sex criteria as follows:
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The pre-test probability is defined as high, intermediate, low, or very low. This is

applied to the criteria sets for determination of the need for CCTA.

Framingham risk assessment is a calculation to predict the 10 year risk of heart disease in

an individual member. The calculation is made from member age, sex, most recent lipid
values and blood pressure, as well as smoking history and the presence of diabetes. A
sample calculator can be found on-line at: http://www.intmed.mcw.edu/clincalc/heartrisk.html 2

CHART 1
Determination of Pretest Probability for Coronary Disease Based on
Chest Pain!
The following assessment is used to determine pre-test probability of coronary artery disease based on
description of the character of chest pain, member age and sex. This assessment will define the chest pain

as typical angina, atypical angina, and nonanginal chest pain. This description then is applied to the
age/sex criteria as follows

Age | Gender | Typical/Definite Atypical/Probable Angina Nonanginal Chest Asymptomatic
Years Angina Pectoris Pectoris Pain
30-39 | Men Intermediate Intermediate Low Very Low
Women | Intermediate Very Low Very Low Very Low
40-49 | Men High Intermediate Intermediate Low
Women | Intermediate Low Very Low Very Low
50-59 | Men High Intermediate Intermediate Low
Women | Intermediate Intermediate Low Very Low
=60 Men High Intermediate Intermediate Low
Women | High Intermediate Intermediate Low
High: Greater than 90% Intermediate: Between 10% | Low: Between 5% and 10% | Very Low: Less than 5% pre-
pretest probability and 90% pre-test probability pre-test probability test probability

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

Atypical angina (probable): Chest pain or discomfort that lacks one of the characteristics of definite or typical angina.

Non-anginal chest pain: Chest pain or discomfort that meets one or none of the typical angina characteristics.
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l. Peripheral arterial vascular disease *

Intermittent claudication

Fatigue

Erectile dysfunction

Diminished femoral pulses

Non healing ulcer

Gangrene

Absent or weak peripheral pulses

Rest ABI <0.9 in symptomatic member

Exercise ABI <0.90 in symptomatic member with rest ABI >0.90
Toe brachial index <0.90 or pulse volume recording evidence of peripheral vascular disease if
the ABI >1.30

ST IOMMoOO >

Il.  Aneurysm
A. Known aortic aneurysm documented on prior CT, CTA, MRI, MRA or ultrasound and evidence
of PVD
Intermittent claudication
Fatigue
Erectile dysfunction
Diminished femoral pulses
Non healing ulcer
Gangrene
Absent or weak peripheral pulses
Rest ABI < 0.9 in symptomatic member
Exercise ABI <0.90 in symptomatic member with rest ABI >0.90
Toe brachial index <0.90 or pulse volume recording evidence of peripheral vascular
disease if the ABI >1.30
B. Pulsatile or expansile mass on abdominal, vaginal, or rectal exam and negative US
C. Aneurysm detected US exam and evidence of PVD
Intermittent claudication
Fatigue
Erectile dysfunction
Diminished femoral pulses
Non healing ulcer
Gangrene
Absent or weak peripheral pulses
Rest ABI < 0.9 in symptomatic member
Exercise ABI <0.90 in symptomatic member with rest ABI >0.90
Toe brachial index <0.90 or pulse volume recording evidence of peripheral vascular
disease if the ABI >1.30

CLOWOXNOOR LN =~
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I11.  Prior Aneurysm Repair
A. Periodic follow-up of known AAA will be allowed once every six months
1. Inadequate ultrasound
2. No surgical repair
B. New onset of pain
C. Postoperative evaluation following repair including endovascular repair (stent graft)
1 month after repair
3 months after repair
6 months after repair
Annually after repair
Suspicion of endoleak

oo

Reference:
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The rapid evolution of CT, MRI and ultrasound technology in the last decade permits the acquisition of data sets
that can be manipulated by computer software into multiplanar images without exposing patients to additional
radiation (CT), or time (MRI). Multiplanar 2D images can be created from a multidetector CT data set almost
instantly. These codes are not to be used for 2D multiplanar images created from the original data set for CT, MRI
or ultrasound.

These codes refer to 3D images only. In some cases (CTA and MRA and Breast MRI) the 3D images are
considered to be included in the primary imaging code since these studies should not be interpreted without them.
In other circumstances, the 3D images bring additional value to a study and may significantly impact on image
interpretation and clinical management. It is often difficult to predict this postoperatively.

Some of the common indications are:

. Bone Tumor
Il.  Complex facial trauma

I11.  Complex fracture
A. Comminuted fractures of the humerus
B. Comminuted fractures of the femur
C. Comminuted fractures of the fibula
D. Comminuted fractures of the tibia
E. Fractures of the pelvis

IV. Congenital anomalies of the ear

V.  Craniosynostosis

V1. Developmental dysplasia of the hip
VII. Dislocation of sternoclavicular joint
VIIIl. Eagles’s syndrome

IX. Evaluation of the ossicles of the ear
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X.  Fracture of the acetabulum

XI.  Pectus deformity

XIl. Pre-operative planning for congenital anomaly repair
XIII. Pre-operative planning of disc surgery

XIV. Pre-operative planning of joint prosthesis

XV. Pre-operative planning of scoliosis surgery

XVI. Suspicion of fracture with negative x-ray
A. Pelvis
B. Scapula

Reviewed: 1/21/09
Posted: 4/1/09
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l. Prior positive CT or other imaging study that is being followed either at
intervals to assess therapy or to clarify a finding. This is commonly used
for sinus imaging and must meet the criteria for 70486.
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l. Evaluation of gestational age 2

Il.  Evaluation of first trimester bleeding'?

I11.  Confirmation of fetal cardiac activity

IV. Date gestation prior to elective pregnancy termination®?
V.  Evaluation of first trimester abdominal or pelvic pain'?
VI. Evaluation of suspected ectopic pregnancy?

VII. Evaluated for suspected hydatidiform mole?

VI11. Diagnosis and documentation of multiple geastations®

References:

1. AIUM Practice guideline for the performance of an Antepartum obstetric ultrasound examination, J Ultrasound Med, 2003; 22:1116-1125.
2. ACOG Committee on Practice Bulletins-obstetrics, ACOG Practice Bulletin, Clinical management guidelines for obstetrician-gynecologists,
Ultrasonography in pregnancy, Number 98, October 2008, Obstetrics and Gynecology, 2008;112(4):951-965

Reviewed: 1/21/09
Posted: 4/1/09

Copyright © 2009 CareCore National. All rights reserved. 269
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924 www.carecorenational.com




CareCore National Criteria for Imaging Version 2.2009

I.  Evaluation of gestational age **

Il.  Evaluation of first trimester bleeding *

I11.  Confirmation of fetal cardiac activity

IV. Date gestation prior to elective pregnancy termination

V.  Evaluation of first trimester abdominal or pelvic pain *
VI. Evaluation of suspected ectopic pregnancy?
VII. Evaluated for suspected hydatidiform mole?

V111. Diagnosis and documentation of multiple geastations®

References:

1. AIUM Practice guideline for the performance of an Antepartum obstetric ultrasound examination, J Ultrasound Med, 2003; 22:1116-1125.
2. ACOG Committee on Practice Bulletins-obstetrics, ACOG Practice Bulletin, Clinical management guidelines for obstetrician-gynecologists,
Ultrasonography in pregnancy, Number 98, October 2008, Obstetrics and Gynecology, 2008;112(4): 951-965
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l. Routine anatomic screening exam performed from 17 to 23 weeks

(permitted once per pregnancy)

A. Follow up examinations directed at one specific question, (e.g. fetal growth, heart rate,
placental position) should be coded 76815

B. Follow up examinations following a finding on 76805 should be coded 76816

C. Follow up examinations regarding fetal growth should be coded 76816

References:

1.ACOG Committee on Practice Bulletins-obstetrics, ACOG Practice Bulletin, Clinical management guidelines for obstetrician-
gynecologists, Ultrasonography in pregnancy, Number 58, December 2004, Obstetrics and Gynecology, 2004; 104(6):1449-1466
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I.  Routine anatomic screening exam®* performed from 17 to 23 weeks

(permitted once per pregnancy per additional fetus)

A. Follow up examinations directed at one specific question, (e.g. Fetal growth, heart rate,
placental position) should be coded 76815

B. Follow up examinations following a finding on 76805 should be coded 76816

C. Follow up examinations regarding fetal growth should be coded 76816

References:

1. AIUM Practice guideline for the performance of an Antepartum obstetric ultrasound examination, J Ultrasound Med, 2003;
22:116-1125.

2. ACOG Committee on Practice Bulletins-obstetrics, ACOG Practice Bulletin, Clinical management guidelines for obstetrician-
gynecologists, Ultrasonography in pregnancy, Number 58, December 2004, Obstetrics and Gynecology, 2004; 104(6):1449-
1466
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I.  Suspected congenital anomaly *2

A. Abnormal triple or quadruple screen
B. Abnormal AFP

C. Maternal Age at delivery >35 yrs

D.

Exposure to teratogens

1. Alcohol 2. Primidone

3. Dilantin (hydantoin) 4. Coumadin

9. Amphetamines 6. Progesterone

7. Lithium 8. Cyclophosphamide
9. Azathioprine 10. Quinine

11. Methotrexate 12. Cytarabine

13. Carbamazepine 14. Thalidomide

15. Oral contraceptives 16. Daunorubicin

17. Chlordiazepoxide 18. Trifluoperazine

19. Paramethadione 20. Dextroamphetamine
21. Codeine 22. Trimethadione

23. Penicillamine 24. Diazepam (valium)
25. Cortisone 26. Valproic Acid

Il. Maternal disease™?
Diabetes mellitus
Connective tissue disorder
Renal disease
Hypertension
Isoimmunization
Preeclampsia or eclampsia
1. Hypertension

2. Edema

3. Proteinuria
Congenital heart disease
Malnutrition

mmoow>

—I®

Parvo virus
CMV

Rubella
Toxoplasmosis
HIV

oo~

Maternal exposure to an infectious agent: [One]

Copyright © 2009 CareCore National. All rights reserved.
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I1l. Past obstetrical history 2

A
B.
C.

E.
F.
G.

IV. Co

Prior pregnancy with a congenital anomaly

Prior pregnancy with placental abnormality
Microsomia

1. Baby weighing <2500 grams at term or

2. Less than the 10th percentile of expected weight
Macrosomia

1. Baby weighing >4000 grams at term or

2. Greater than the 90th percentile of expected weight
Placenta Previa

Polyhydramnios

Oligohydramnios

ngenital anomaly suspected on 76805

V.  Multiple gestations *°

V1. InVitro Fertilization (IVF)

References:

1. AIUM Practice guideline for the performance of an Antepartum obstetric ultrasound examination, J Ultrasound Med, 2003; 22:116-1125.

2. ACOG Committee on Practice Bulletins-obstetrics, ACOG Practice Bulletin, Clinical management guidelines for obstetrician-gynecologists,
Ultrasonography in pregnancy, Number 58, December 2004, Obstetrics and Gynecology, 2004; 104(6):1449-1466.

3. Schinzel AAGL, Smith DW, and Miller JR, Monozygotic twinning and structural defects, Journal of Pediatrics, 1979; 95:921-930.

4. Filly RA, Goldstein RB, and Callen PW, Monochorionic twinning: sonographic assessment, AJR, 1990; 154:459-469.

5. Beasley E, Megerian G, Gerson A, et al, Monoamniotic twins: case series and proposal for antenatal management, Obstetrics and
Gynecology, 1999; 93:130-134.
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I.  Suspected congenital anomaly *?

A. Abnormal triple or quadruple screen
B. Abnormal AFP
C. Abnormal nuchal translucency

1. >2.0mm at 11 weeks

2. >2.8mm at 14 weeks

D. Maternal age at delivery >35 years
E. Exposure to teratogens
F. InVitro Fertilization (IVF)
1. Alcohol 2. Primidone
3. Dilantin (hydantoin) 4. Coumadin
9. Amphetamines 6. Progesterone
7. Lithium 8. Cyclophosphamide
9. Azathioprine 10. Quinine
11. Methotrexate 12. Cytarabine
13. Carbamazepine 14. Thalidomide
15. Oral contraceptives 16. Daunorubici
17. Chlordiazepoxide 18. Trifluoperazine
19. Paramethadione 20. Dextroamphetamine
21. Codeine 22. Trimethadione
23. Penicillamine 24. Diazepam (valium)
25. Cortisone 26. Valproic Acid
Il.  Maternal disease **
A. Diabetes mellitus
B. Connective tissue disorder
C. Renal disease
D. Hypertension
E. Isoimmunization
F. Pre-eclampsia or eclampsia
1. Hypertension
2. Edema
3. Proteinuria
G. Congenital heart disease
H. Malnutrition
| Maternal exposure to an infectious agent [One]
1. Parvo virus
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CMV

Rubella
Toxoplasmosis
HIV

oo™

I11. Past obstetrical history *?
A. Prior pregnancy with a congenital anomaly
B. Prior pregnancy with placental abnormality
C. Microsomia
1. Baby weighing < 2500 grams at term or
2. Less than the 10th percentile of expected weight
Macrosomia
Baby weighing >4000 grams at term or
Greater than the 90th percentile of expected weight
Placenta previa
Polyhydramnios
Oligohydramnios

TIOMMmMO

IV. Congenital anomaly suspected on 76805
V.  Multiple gestations *°

V1. InVitro Fertilization (IVF)

References:

1. AIUM Practice guideline for the performance of an Antepartum obstetric ultrasound examination, J Ultrasound Med, 2003; 22:1116-1125.
2. ACOG Committee on Practice Bulletins-obstetrics, ACOG Practice Bulletin, Clinical management guidelines for obstetrician-gynecologists,
Ultrasonography in pregnancy, Number 98, October 2008, Obstetrics and Gynecology, 2008;112(4):951-965.

3. Schinzel AAGL, Smith DW, and Miller JR, Monozygotic twinning and structural defects, Journal of Pediatrics, 1979; 95:921-930.

4. Filly RA, Goldstein RB, and Callen PW, Monochorionic twinning: sonographic assessment, AJR, 1990; 154:459-469.

5. Beasley E, Megerian G, Gerson A, et al, Monoamniotic twins: case series and proposal for antenatal management, Obstetrics and
Gynecology, 1999; 93:130-134.
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. 76813 - Ultrasound, pregnant uterus first trimester nuchal translucency
measurement, transabdominal or transvaginal approach; single or first
gestation !

A. Evaluation of nuchal translucency at gestational age between 10-14 weeks; 76813 for a single

fetus and 76814 for each additional fetus
B. This may be certified once per pregnancy

Il. 76814 - Ultrasound, pregnant uterus first trimester nuchal translucency
measurement, transabdominal or transvaginal approach; each
additional gestation*

A. Evaluation of nuchal translucency at gestational age between 10-14 weeks; 76813 for a single

fetus and 76814 for each additional fetus
B. This may be certified once per pregnancy

Reference:

1. ACOG Committee on Practice Bulletins-Obstetrics, ACOG Committee on Genetics and the Society for Maternal-Fetal Medicine Publications
Committee, ACOG Practice Bulletin, Clinical management guidelines for obstetrician-gynecologists, Number 77, January, 2007, Obstetrics and
Gynecology, 2007; 109(1):217-226.
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2

l. Determination of fetal presentation or size in third trimester *

Il.  Determination of placental location *
A. Vaginal bleeding
B. Low lying placenta on prior imaging

I1l. Determination of amniotic fluid volume'?

IV. Detection of fetal heart activity if not determined by Doppler
V.  Abdominal and pelvic pain

V1. Vaginal bleeding

VII. Evaluation of cervical insufficiency

References:

1. AIUM Practice guideline for the performance of an Antepartum obstetric ultrasound examination, J Ultrasound Med, 2003; 22:1116-1125.
2. ACOG Committee on Practice Bulletins-obstetrics, ACOG Practice Bulletin, Clinical management guidelines for obstetrician-gynecologists,
Ultrasonography in pregnancy, Number 98, October 2008, Obstetrics and Gynecology, 2008;112(4):951-965.
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I.  Follow up of previously detected fetal abnormality '

Il.  Evaluation of fetal growth by comparison with prior imaging **

I11.  Monitoring of fetal well being in cases of maternal disease '

Diabetes mellitus
Connective tissue disorder
Renal disease
Hypertension
Isoimmunization
Pre-eclampsia

Eclampsia

Congenital heart disease
Malnutrition

Thrombophilia
Hyperthyroidism
Hypothyroidism

Maternal exposure to an infectious agent [One]
Parvo virus

CMV

Rubella
Toxoplasmosis

HIV

TrXCTIOMMOO®>

abrond =

IV. Evaluation after amniocentesis or other intrauterine intervention 1?2

References:

1. AIUM Practice guideline for the performance of an Antepartum obstetric ultrasound examination, J Ultrasound Med, 2003; 22:116-1125.
2. ACOG Committee on Practice Bulletins-obstetrics, ACOG Practice Bulletin, Clinical management guidelines for obstetrician-gynecologists,
Ultrasonography in pregnancy, Number 58, December 2004, Obstetrics and Gynecology, 2004; 104(6):1449-1466
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This code is not to be used for the evaluation of nuchal translucency.

I.  Risk of pre-term labor"* (weekly up to 26 weeks)
A. Vaginal bleeding
B. Uterine contractions
C. Other risks of pre-term labor
Previous pre-term delivery
Maternal age <18 or >40
Multiple gestations
Maternal history of spontaneous second trimester abortion
Maternal complications

oo~

a. Uterine fibroids or anomalies
b. Known cervical abnormality
c. Cervical Incompetence

d. Cerclage in place

e. Vaginal infection

6. IUGR
7. Retained IUD

I1.  Evaluation of fetal anatomy not adequately seen on transabdominal
scan

I11. Evaluation of placenta previa > °

References:

1. ACOG Committee on Practice Bulletins-obstetrics, ACOG Practice Bulletin, Management of preterm labor, Bulletin Number 43, May 2003,
Obstetrics and Gynecology, 2003; 101:1039-1047

2. Jeffries J, Atwood L, Bates L, et al, Institute for Clinical Systems Improvement(ICISI), Health Care Guideline: management of Labor, Second
edition, March, 2007, accessed at http://www.icsi.org/labor/labor _management of full version 2.html December 2, 2007

3. Fleischer AC, Andreotti RF, Bohm-Velez M et al, Expert panel on women'’s imaging, American College of Radiology Appropriateness
Criteria, Premature cervical dilatation,_accessed at

http://www.acr.org/SecondaryMainMenuCategories/quality safety/app_criteria/pdf/ExpertPanelon\Womensimaging/PrematureCervicalDilatation
Doc8.aspx December 2, 2007.

4. lams, JD, Prediction and early detection of preterm labor, Obstetrics and Gynecology, 2003; 101(2):402-412.

5.Thurmond A, Fleischer AC, Andreotti RF, et al, Expert panel on women'’s imaging, American College of Radiology Appropriateness Criteria,
Second and third trimester bleeding, accessed at

http://www.acr.org/SecondaryMainMenuCategories/quality safety/app _criteria/pdf/ExpertPanelonWWomensimaging/SecondandThird TrimesterBI
eedingDoc9.aspx December 2, 2007.

6. Guidelines and Audit Committee of the Royal College of Obstetricians and Gynaecologists, Guideline NO. 27, Placenta previa and placenta
previa accrete: Diagnosis and Management, accessed at http://www.rcog.org.uk/resources/Public/pdf/placenta_previa_accreta.pdf December
2,2007.
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l. Fetal growth problem documented on prior ultrasound *”
A. Fetal problems

Multiple gestations

IUGR Fetal weight in <10th percentile of expected weight

Oligohydramnios (amniotic fluid index or volume <10)

Polyhydramnios

Malpresentation of fetus

Known fetal anomaly

Known partial or complete placenta previa

Post dates (gestation >41 weeks)

Non-stress test non reactive

Decreased fetal movement

Elevated AFP (This value must be related to age of gestation. An abnormal AFP at 10

weeks cannot be used; it must be an abnormal AFP for the gestational age.)
12. Low PAPP-A

B. Maternal disease

Diabetes

Connective tissue disorder

Isoimmunization (fetal hemolytic anemia)

Renal disease

Hypertension

Malnutrition

Pre-eclampsia/eclampsia

Congenital heart disease

Thyroid disease

Hemoglobinopathy

Antiphospholipid antibody

~OoO0XONOR LN =

—

~OoO0ONoOORWN =

—

Il.  Maternal exposure to infectious agent :
Parvo virus

CMV

Rubella

Toxoplasmosis

HIV

moow»

I11.  Previous unexplained fetal demise
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. IUGR (fetus below 10th percentile in weight for true gestational age) **

Il.  Risk of placental insufficiency

Recreational drug abuse

Alcohol

Diabetes

History of previous pregnancy with IUGR

Anti-phospholipid antibodies

Hyperthyroidism which is poorly controlled

Hemoglobinopathies such as S-thalassemia, sickle cell anemia, SC
Hypertension

SLE

Chronic renal insufficiency

CTIEMMmMOO W

I11. Discordant twin pregnancy (variation greater than 20%)
IV. Oligohydramnios

V. Red blood cell (erythrocyte) alloimmunization (isoimmunization)

References:
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I.  Maternal factors **
A. Maternal congenital heart disease
B. Excessive alcohol intake
C. Family history of first degree relative with congenital heart disease
D. Exposure to drugs known to increase the risk of congenital heart disease
1. Lithium
2. Folate antagonists
3. Anticonvulsants
4. Excessive alcohol intake
Maternal seizure disorder, even if they are not presently taking anticonvulsants
Exposure to prostaglandin synthetase inhibitors
. Maternal medical iliness such as
Diabetes
Rubella infection
Systemic lupus erythematosis
Phenylketonuria
Anti Ro/SSA
Anti La/SSB antibodies

@ mm

ok wh

Il. Fetal factors 23

Suspected cardiac anomaly during basic sonogram
Extracardiac anomaly

Aneuploidy or thickened nuchal fold

Nonimmune hydrops

Suspected or documented fetal arrhythmia

Abnormal fetal situs

Increased nuchal translucency at 11-14 weeks of gestation
Chromosomal abnormality

Twin-twin transfusion syndrome

Following an abnormal or incomplete cardiac evaluation on an anatomic scan, four-chamber
study

Two vessel umbilical cord

ST IOMMmMUOUO W

~
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. Approve

This CPT code refers to a guidance procedure for a biopsy or other intervention, and should be
certified upon request.

Formerly 76355
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. Approve on request
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I.  Approve on request

Formerly 76394
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I.  Approve on request

Formerly 76370
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. MRI demonstrating abnormality
A. Recent MRI (within the past 4 weeks) demonstrating an abnormality which requires biopsy

1. Non palpable mass
a. Targeted ultrasound after MRI which does not demonstrate a concordant site to biopsy
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. Approve on request

Formerly 76394
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l. When necessary to confirm rupture of silicon breast implants in
asymptomatic patients whose screening ultrasound shows rupture

Il.  Asymptomatic member 3 years after the placement of silicon implants
and every 2 years thereafter

I11.  To detect silicon implant rupture in symptomatic patients whose
ultrasound shows no rupture

IV. To detect local tumor recurrence in breast cancer patients who have
undergone mastectomy and breast reconstruction with an implant

V.  Patient with new diagnosis of breast cancer

V1. To detect local tumor recurrence in patients with a personal history of
breast cancer and scarring from prior biopsies, radiation or surgery
that results in uninterpretable mammography and ultrasound

VII. To detect the extent of residual cancer in the recently postoperative
breast with positive pathological margins after incomplete lumpectomy
when the patient still desires breast conservation and local re-excision is
planned

VIII. To detect and stage patients with new diagnosis of Invasive Lobular
Carcinoma (ILC) for tailored therapy, especially when breast
conservation is being considered

IX. To localize the site of primary occult breast cancer in patients with
adenocarcinoma suggestive of breast cancer discovered as axillary node
metastasis or distant metastasis without focal findings on physical
examination or on mammography/ultrasonography

X.  Toevaluate patients with high genetic risk of breast cancer
A. Patient is a confirmed carrier of BRCA1 or BRCA2 gene mutations
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Patient has a relative who is a confirmed carrier of the BRCA1 or BRCA2 gene
mutation

Male relative with breast cancer

Gail model lifetime risk of 20% or more

One or more relatives with either 2 breast cancers or both breast and ovarian cancer
Family history of breast or ovarian cancer and Ashkenazi Jewish background
Personal or first degree relative with history of Li-Fraumeni syndrome

Personal or first degree relative with history of Cowden’s syndrome

Personal or first degree relative with history of Bannayan-Riley- Ruvalcaba syndrome

XI. To evaluate patients with a high risk of breast cancer based on a
diagnosis of Lobular Carcinoma In situ (LCIS) **°

XI1. History of radiation therapy to the chest between the ages of 10-30

XI1I. Indeterminate breast imaging

A

Patients with indeterminate mammograms and sonograms if there is new onset of [One]

1. Nipple retraction

2. Unilateral drainage from the nipple that is bloody or clear

All other requests for breast MRI based on indeterminate mammography and/or ultrasound
that do not meet the above criteria must be sent for physician review. All imaging reports
should be requested and available for the medical director to review. Only a physician may
approve a breast MRI on the basis of abnormal mammography and or ultrasound.

XIV. Neoadjuvant chemotherapy*

A

Prior to the start of chemotherapy
1. No prior breast MRI after the diagnosis of breast cancer

B. After completion of chemotherapy to evaluate response prior to surgery

XV. Breast MRI for ANY of the following indications is not covered because
there is insufficient scientific evidence to support its use:

A

D.
E. To differentiate cysts from solid lesions (ultrasound indicated)

References:

To confirm implant rupture in symptomatic patients whose ultrasonography shows rupture
especially with implants >10 years old (ultrasound sufficient to proceed with removal)

B. To screen for breast cancer in non high genetic risk women
C.

To evaluate breasts before biopsy in an effort to reduce the number of surgical biopsies for
benign lesions
To differentiate benign from malignant breast disease, especially clustered microcalcifications

1. Berb, WA, Caskey Cl, Hamper UM, et al, Single-and double-lumen silicone breast implant integrity: Prospective evaluation of MR and US
criteria, Radiology, 1995; 197:45-52.
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2. Harris DM, Ganott MA, Shestak KC, et al, Silicone implant rupture: detection with US, Radiology, 1993; 187:761-768.

3. Important Information for women about breast reconstruction with INAMED silicone-filled breast implants, accessed at
http://www.fda.gov/cdrh/pdf2/P020056e.pdf November 5, 2007.

4. Rankin SC, MRI of the breast, BJR, 2000; 73:806-818.

5 Lehman CD, Gatsonis C, Kuhl CK, et al, MRI evaluation of the contralateral breast in women with recently diagnosed breast cancer, New
Eng J Med 2007; 356(13):1295-1303.

6. Saslow D, Boetes C, Burke W, et al, American cancer society guidelines for breast screening with MRI as an adjunct to mammography, CA,
A CaJ Clin, 2007; 57(2):75-89.
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l. Marrow reconversion

A. Severe anemias, especially thalassemia

B. X-ray findings of:
1. Expansion of medullary flat bones
2. Bilateral paraspinal masses (particularly in the thorax)
3. Pleural-based masses

Il.  Marrow infiltration or replacement
Leukemia

Lymphoma

Metastasis

Primary bone tumors

Plasmacytoma

Multiple myeloma

Mmoo w >

I11.  Myeloid depletion
A. Untreated aplastic anemia

IV. Bone marrow ischemia

Trauma

Sickle cell anemia

Endogenous (Cushing's syndrome) and exogenous corticosteroid excess
Dysbaric osteonecrosis (generally called “the bends”)

Alcoholism

Gaucher's disease

mmo o w>

V.  Marrow response after radiation therapy
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I.  Hyperthyroidism “** CPT 78000-78010
A. Must have TSH <0.40mIU/L
B. Elevated T3 and/or T4
C. Subclinical hyperthyroidism
1. TSH <0.40mlU/L

Il.  Thyroid nodule CPT 78006-78011 46
A. US guided FNA contraindicated
B. US guided FNA (after at least 2 attempts) reported as showing results that are “equivocal’,
‘indeterminate”, “suspicious”, “follicular lesion”, or “follicular neoplasm”
C. TSH decreased <0.40mlU/L

I1l.  Substernal goiters CPT 78010 *?
A. CT or MRI nondiagnostic or not feasible
B. Clinical findings
1. Exertional dyspnea
2. Wheezing
3. Cough
4. Dysphagia

IV. Congenital hypothyroidism ** CPT 78006-78007

A. Infant recently diagnosed
B. Repeat assessment, child of 3 years of age
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V.  Assessment of thyroid remnant after thyroidectomy, prior to ablation *
> CPT 78006, 78007

VI. Thyroiditis (Hashimotos’s, viral, drug induced)®
A. Pain or tenderness of the thyroid gland
1. No history or trauma with acute onset of pain
2. TSH<0.40mlIU/L

VII. Calculate ablative dose ** CPT 780018 and 78020
A. Known diagnosis of thyroid cancer and evidence of residual thyroid tissue after thyroidectomy
1. Any level of thyroglobulin
2. US positive for mass with FNA demonstrating thyroid cancer
3. Positive scan for thyroid metastases 78018

VI11. Suspected recurrent or metastatic thyroid cancer CPT 78015-78018 *
5,6,15

A. Established diagnosis of follicular or papillary carcinoma of the thyroid after thyroid ablation by
surgery or other means [One]
1. Baseline 4 - 12 weeks after ablation (may be repeated at any frequency if additional
ablations are required.)
Annual exams until negative scan
Thyroglobulin levels increasing without thyrogen stimulation
Thyroglobulin levels >2 after thyrogen stimulation
Thyroglobulin levels after thyrogen stimulation are higher than previous levels after
stimulation
6. Anti-thyroglobulin antibody present (scan may be certified every 12 months)
7. New neck mass
B. Hdrthle cell cancer

koo™
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6. National Comprehensive Cancer Center; accessed at http://www.nccn.org/professionals/physician_gls/PDF/thyroid.pdf November 20, 2008.
7. Society of Nuclear Medicine Procedure Guideline for Thyroid Scintigraphy version 2.0, approved February 7, 1999, David V. Becker, et al,
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I.  Enlarged parathyroid gland or suspected parathyroid adenoma **
A. Preoperative study for known parathyroid adenoma
B. Parathyroid hormone >55pg/mL
C. Serum calcium >10.2mg/dL

References:

1. Kukora JS, Zeiger MA, Clark OH, et al, American Association of Clinical Endocrinologists and the American Association of Endocrine
Surgeons position statement of the diagnosis and management of primary hyperparathyroidism, Endocrine Practice, 2005; 11(1):49-54.

2. GAo P, Scheibel S, D’Amour P, et al., Development of a novel immunoradiometric assay exclusively for biologically active whole parathyroid
hormone 1-84: implication for improvement of accurate assessment of parathyroid function, J bone and Mineral Research, 2001; 16(4):605-
614.

3. Bioelezikian JP and Silverberg SJ, Asymptomatic primary hyperparathyroidism, New Eng J Med, 2004; 350:1746-1751.

4. Bilezikian Jp, Potts JT Jr, Fuleihan GEH, et al., Summary statement from a workshop on asymptomatic primary hyperparathyroidism: a
perspective for the 215t Century, J Clin Endocrinol Metab, 2002; 87:553-561.
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I.  Adrenal mass by CT or MRI '
A. Distinguish adenomas from hyperplasia
1. Elevated cortisol (Cushing’s syndrome)
a. Serum >23 pg/dL
b. Hypertension
C. 24 hour urinary cortisol >100 ug/24 hours
2. Elevated aldosterone (Conn’s syndrome)
a. Blood >15 ng/dL
b. Urine >85 ug/24hours
c. Decreased serum potassium <3.7 mEq/L
d. Decreased serum rennin <1.9 ng/mL/hour
e. Hypertension
3. Elevated androgens
a. Acne
b. Hirsutism
B. Evaluation of pheochrocytoma
1. Hypertension
2. Abnormal laboratory tests
a. Urinary VMA >7 mg/24 hours
b. 24 hour metanephrine-free epinephrine and norepinephrine >100 ug
. 24 hour total metanephrine >1.3mg
C. Evaluation of neuroblastoma
1. Urinary VMA > 7 mg/24 hours
2. 24 hour urinary VMA and homovanillic acid
Evaluation of ganglioneuroma
Evaluation of ganglioneuroblastoma
Evaluation of paraganglioneuroma
May have history of MEN (Multiple Endocrine Neoplasms) type IIA (Sipple syndrome)
1. Medullary carcinoma of thyroid
2. Pheochrocytoma [a and b]
a. Hypertension
b. Abnormal laboratory tests
i.  Urinary VMA >7 mg/ 24 hours
ii. 24 hour metanephrine-free epinephrine and norepinephrine >100 ug
iii. 24 hour total metanephrine >1.3mg
H. History of neurofibromatosis
| History of von Hippel-Lindau disease
1. Pheochromocytoma
a. Hypertension
b. Abnormal laboratory tests
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i.  Urinary VMA >7 mg/24 hours
ii. 24 hour metanephrine-free epinephrine and norepinephrine >100 ug
iii. 24 hr total metanephrine > 1.3mg
Il.  Primary Aldosteronism (Conn’s syndrome) > *°
A. Elevated aldosterone
1. Blood >15 ng/dL
2. Urine >85 ug/24 hours
B. Hypertension

I1l.  Cushing’s syndrome >’
A. Hypertension
B. Elevated serum or urine cortisol levels
1. Serum >23 pg/dL
2. 24 hour urinary cortisol >100 ug/24 hours
3. Overnight dexamethasone suppression test positive

IV. Pheochromocytoma **°
A. Hypertension
B. Abnormal laboratory tests
1. Urinary VMA > 7 mg/24 hours
2. 24 hour metanephrine-free epinephrine and norepinephrine >100 g
3. 24 hour total metanephrine >1.3mg

V.  Hyperandrogenism %

A. Virilization in women (Hirsutism, acne, hair loss, polycystic ovary syndrome)
1. Total testosterone >80/ng/dL
2. Free testosterone >2.4 ng/dL
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These studies are rarely performed. Marrow imaging is best done with MRI; these should be performed
only if MRl is not feasible.

l. Determine extent of marrow in myeloproliferative disorders
I1.  Detection of ischemic or infarcted regions in sickle cell disease
I11. Dysbaric osteonecrosis (generally called “the bends”)

IV. Avascular necrosis

V.  Detection of asymmetric marrow distribution in tumors such as
A. Myeloma
B. Hodgkin's disease
C. Metastatic disease

V1. Staging of polycythemia rubra vera, myelofibrosis and aplastic anemia

VII. Suspected osteomyelitis [C and (A or Bor D or E or F or G or H)]
A. Pain
B. X-ray non-diagnostic
C. Clinical findings [One]
1. ESR >20 mm/hr
2. Fever>1004
3. Leukocytosis, WBC >12,000/cu.mm
4. C - reactive protein >10mg/L
5. Blood culture positive
History of infection elsewhere
History of diabetes, dialysis or peripheral vascular disease
History of penetrating injury or surgery
Sinus tract, poor wound or fracture healing
Pre-operative evaluation of osteomyelitis [MRI preferred]

=FoSuNuls
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This is rarely used. For most indications CT is the preferred imaging modality to evaluate the spleen.

l. If CT is not available 78185 can be used

A. Suspected splenic trauma
B. Spleen size
C. LUQ mass
D. Suspected splenic [One]
1. Metastases
2. Cysts
3. Abscess
4. Infarct

I1.  Localization of spleen for radiation ports (if no radiation treatment
planning CT is available)

I11.  Asplenia’
IV. Suspected functional accessory spleen *
V.  Evaluation of splenic function *

V1. Non-specific symptoms in LUQ (if neither ultrasound nor CT is
available)

References:

1. Royal HD, Brown ML, Drum DE, Society of Nuclear Medicine Procedure guideline for hepatic and splenic imaging 3.0, version 3.0,
approved July 20, 2003 accessed at http://interactive.snm.org/docs/pg_ch10 0403.pdf July 8, 2008.
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3

l. Sentinel node mapping -
A. Must have tissue diagnosis of:
1. Breast cancer
2. Melanoma
3. Merkel cell carcinoma
4. Head and neck cancer

Il.  Lymphedema of the lower extremity *
A. Must have negative venous Doppler including evaluation for valvular insufficiency
B. History of Milroy’s disease
C. Previous pelvic lymph node biopsy, dissection

References:

1. Lyman GH, Giuliano AE, Somerfield MR et al, American Society of Clinical Oncology Guideline recommendations for sentinel lymph node
biopsy in early-stage breast cancer, J Clini Oncol, 2005; 23:7703-7720.

2. Scottish Intercollegiate Guidelines Network, Cutaneous melanoma, a national clinical guideline, accessed at
http://www.sign.ac.uk/pdf/sign72.pdf July 6, 2008.

3. Alazraki N, Glass EC, Castronovo F, et al, Society of Nuclear Medicine Procedure Guideline for lymphoscintigraphy ad use of intraopertive
gamma probe for sentinel lymph node localization in melanoma of intermediate thickness, version 1.0, approved July 15, 2002, accessed at
http://interactive.snm.org/docs/pg_ch24 0403.pdf July 6, 2008.

4. McNeill GC, Witte MH, Witte CL, et al, Whole-body lymphangioscintigraphy: preferred method for initial assessment of the peripheral
lymphatic system, Rad, 1989; 172:495-502.
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These studies are rarely indicated, CT, US and MRI are generally preferred.

l. Evaluation, if US, CT and MRI are not available or are inconclusive of

liver and spleen *
A. Masses
1. Primary tumors
2. Metastases
3. Abscess
B. Size, shape, and position
C. Trauma

I1.  Differentiating hepatic hemangiomas and Focal Nodular Hyperplasia
(FNH) from other hepatic masses

I11. Diffuse hepatic disease such as cirrhosis, hepatitis 2
IV. Elevated liver function tests

V.  Evaluation of hepatic artery catheters for chemotherapy infusion ?

References:

1. Foley WD, Bree RL, Gay SB, et al, Expert Panel on Gastrointestinal Imaging, American College of Radiology Appropriateness Criteria- liver
lesion characterization, accessed at
http://www.acr.org/SecondaryMainMenuCategories/quality_safety/app_criteria/pdf/ExpertPanelonGastrointestinallmaging/liverLesionCharacteri
zationDoc9.aspx July 8, 2008.

2. Royal HD, Brown ML, Drum DE, Society of Nuclear Medicine Procedure guideline for hepatic and splenic imaging 3.0, version 3.0,
approved July 20, 2003 accessed at http://interactive.snm.org/docs/pg_ch10 0403.pdf July 8, 2008.
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I.  Acute cholecystitis 2
A. US non-diagnostic for cystic duct obstruction or not available
B. Clinical findings
1. RUQ Pain
2. RUQ Tenderness

I1.  Chronic cholecystitis
A. Evidence of gallstones on prior ultrasound
B. Recurrent right upper quadrant pain

I11.  Chronic acalculous cholecystitis (Biliary dyskinesia or determination of

gallbladder ejection fraction)

A. Recurrent right upper quadrant abdominal pain
B. Biliary colic

C. No evidence of gallstones on ultrasound

IVV. Dysfunction of sphincter oddi
V.  Suspected bile leak after trauma or surgery

VI. Evaluation of liver function
A. Pre-operative assessment of post-operative remnant
B. Monitoring of liver regeneration

References:

1. Bree RL, Foley WD, Gay SB, et al, Expert Panel on Gastrointestinal Imaging, American College of Radiology Appropriateness Criteria- right
upper quadrant pain, accessed at
http://www.acr.org/SecondaryMainMenuCategories/quality_safety/app_criteria/pdf/ExpertPanelonGastrointestinallmaging/RightUpperQuadrant
PainDoc13.aspx July 8, 2008.

2. WEissmann GS, Frank MS, Bernstein LH, et al, Rapid and accurate diagnosis of acute cholecystitis with %mTc-HIDA cholescintigraphy, AJR,
1979; 132:523-528.
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I.  Evaluation of parotid masses to allow pre-operative diagnosis of
Warthin’s tumor

Il. Evaluation of salivary gland function in patients with dry mouth
A. Xerostomia
B. Sjégren’s syndrome
C. Sialadenitis
D. After head and neck irradiation

I11. Evaluation of children with cerebral palsy
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l. Dysphagia
A. Chest Pain
B. Difficulty swallowing solids initially and then liquids

Il.  Gastroesophageal reflux
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I.  Evaluation of *°
A. Meckel's diverticulum
1. Must have lower Gl bleeding, usually bright red blood per rectum
B. Barrett's Esophagus

1. Must have clinical history of dyspepsia, esophagitis
I1.  Evaluation of pulmonary or mediastinal masses suspected of containing
gastric mucosa >®
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l. Confirmation of GE reflux

A. Pediatric
1. Symptomatic
a. Vomiting
b. Belching
c. Failure to thrive
d. Refusal of food
e. Chest pain
2. Asymptomatic
a. Family history of Barrett’s esophagus or esophageal carcinoma
B. Adult
1. Chronic heartburn
2. Dysphagia
3. Family history of Barrett’s esophagus or esophageal carcinoma
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I.  Delayed gastric emptying in patients (gastroparesis)
A. Symptoms
1. Nausea
2. Vomiting of old food ingested several hours earlier
3. Bloating
4. Early satiety
5. Post prandial fullness, nausea, vomiting or recurrent aspiration
6. Unexplained poor glucose control in diabetes
7. Gastroesophageal reflux refractory to medical management

Il.  Pediatric patients with gastroesophageal reflux or rumination syndrome
and suspicion of delayed gastric emptying

I1l. Rapid gastric emptying (Dumping syndrome) *°
A. Must have two or more of the following symptoms:

Crampy abdominal discomfort

Nausea

Diarrhea

Belching

Tachycardia

Palpitations

Diaphoresis

Lightheadedness

N WD~
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I.  Evaluation of lower Gl bleeding
A. Hematest positive stool
B. Indeterminate colonoscopy of lower Gl bleeding
C. Active Gl bleeding

References:

1. American Gastroenterological Association Medical Position Statement: Evaluation and management of occult and obscure gastrointestinal

bleeding, Gastroenterology, 2000; 118:197-200.
2. Raju GS, Gerson L, Das A, et al, American Gastroenterological Association (AGA) Institute medical position statement on obscure

gastrointestinal bleeding, Gastroenterology, 2007; 133:1694-1696.
3. AGA Technical review on the evaluation and management of occult and obscure gastrointestinal bleeding, Gastroenterology, 2000;

118:201-221.

Reviewed: 1/21/09
Posted: 4/1/09

Copyright © 2009 CareCore National. All rights reserved. 318
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924 www.carecorenational.com




CareCore National Criteria for Imaging Version 2.2009

l. Findings
A. Decreased plasma albumin or globulins
B. Peripheral edema or anasarca
C. No active Gl bleeding
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I.  Evaluation for ectopic gastric mucosa *?

A. Active Gl bleeding
B. Unexplained anemia with guaic positive stools

Rferences:

1. Morton KA, Clark PB, et al, Diagnostic Nuclear Medicine, Amursys, 2007, (8):122-125.
2. Thrall JH, Zeissman HA, Nuclear Medicine, The Requisites, Mosby, 2001, 288-289.

Reviewed: 1/21/09
Posted: 4/1/09

Copyright © 2009 CareCore National. All rights reserved. 320
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924 www.carecorenational.com




CareCore National Criteria for Imaging Version 2.2009

l. Approve for evaluation of shunt patency and function in a patient with
ascites (Leveen shunt, Denver shunt)
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A SPECT scan may be approved for any of the indications listed below. It includes a whole body bone
scan. Indication X1 is specific for SPECT. The need for SPECT may not be obvious until the time of the
scan and a change of code may be requested for clarification of findings on the whole body scan. A repeat
scan should not be necessary in order to perform a SPECT study.

. Tumor*®
A. Metastases
1. Breast cancer
a. Initial evaluation of patient with new diagnosis of breast cancer stage Il or higher
b. Prior evidence of bone metastases
c. Elevated alkaline phosphatase
2. Prostate cancer
a. Initial diagnosis
b. Surveillance
i. Rising PSA on 2 consecutive tests
ii. Elevated alkaline phosphatase
iii. Bone pain
iv. Known prior bone metastases

3. Bone pain or elevated alkaline phosphatase with known malignancy
4. Initial staging of renal cell carcinoma
5. Initial staging of small cell lung cancer (SCLC)

a. PET scan not done or planned
B. Primary bone tumor
1. Abnormality discovered on x-ray, CT or MRI
2. Known primary bone malignancy evaluation for extent and metastases

Il.  Suspected fracture % (for stress fractures may request three phase scan

[78315])
A. Pain at site
1. Decreased with rest
2. Worsened with activity
B. Two negative x-rays at least 10 days apart for all suspected fractures except hip fracture

I11.  Suspected avascular necrosis (osteonecrosis, osteochondritis dissecans,
OCD) ? [MRI is the preferred imaging test]
A. Chronic bone pain and one risk factor
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8.

9.

1.

1.

o=

Nookwh =

Excessive alcohol use and smoking
HIV infection
SLE
History of steroid use
Sickle cell disease
Renal transplant
Trauma
a. Fracture
b. Dislocation
Biphosphonate use
Coagulopathy
B. Knee pain at joint and x-ray non-diagnostic
Knee pain
2. Swelling, tenderness or stiffness
3. Pain with passive movement
C. Talus pain at joint and x-ray non-diagnostic
Pain with passive movement
2. Chronic pain after sprain or sprains
D. Hip pain, x-ray non-diagnostic
Pain in groin or buttocks
Worse with ambulation
Present at night
Pain with internal rotation of leg
Limited Range of Motion (ROM)

IV. Osteomyelitis > ' [MRI or Three phase bone scan (78315) preferred if

not a follow-up study]
A. Suspected osteomyelitis
Pain

2. Clinical findings

1.

ok w

V.  Loosening of prosthesis X-ray nondiagnostic

a.

® oo o

f.

ESR >20 mm/hr

Fever >100.4

Leukocytosis, WBC >12,000/cu.mm
C-reactive protein >10 mg/ml

Blood culture positive

X-ray suggestive of osteomyelitis

History of infection elsewhere

History of diabetes, dialysis or peripheral vascular disease
History of penetrating injury or surgery

Sinus tract, poor wound or fracture healing

12

A. Pain at site, worsened with weight bearing
B. Limp or antalgic gait
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VI. Complex regional pain syndrome or reflex sympathetic dystrophy?* **

A. Local pain and tenderness
B. Flushing or diminished blood flow
C. Skin changes

VII. Myositis ossificans™* *°

requested]

A. Heterotopic calcification seen on x-ray
1. Recent trauma or surgery
2. Pain swelling and erythema at site

[Three phase bone scan (78315) may be

VI11. Suspected frostbite'® [Three phase bone scan (78315) may be
requested]

IX. Suspected child abuse*’
A. For most children, plain x-rays are suggested as the initial examination
B. If false negative x-ray exam is suspected scintigraphy may be certified

X.  Paget's disease
A. Deformity of skull, jaw or clavicle
B. Aching pain, worse at night, especially in pelvis
C. Elevated alkaline phosphatase

X1. Indications for Single Photon Emission CT (SPECT) [78320]"%%
Clarification of equivocal findings on planar bone scan

Spondylolysis with CT or MRI non-diagnostic or not feasible

Avascular necrosis of hip

Temporomandibular joint disease

Pediatric or adolescent back pain

moow>
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I.  Suspected frostbite *

Il.  Suspected stress fracture %*
A. Insidious or gradual onset of activity related pain
B. Pain on palpation or Range of Motion (ROM)
C. Initial radiographs (x-rays) normal
I1l.  Osteomyelitis* *°
A. MRI contraindicated
B. Suspected osteomyelitis
1. Pain
2. Clinical findings
a. ESR >20 mm/hr
Fever >100.4
Leukocytosis, WBC >12,000/cu.mm
C-reactive protein >10 mg/L
Blood culture positive
f.  X-ray suggestive of osteomyelitis
History of infection elsewhere
History of diabetes, dialysis or peripheral vascular disease
History of penetrating injury or surgery
Sinus tract, poor wound or fracture healing

® oo o

o0k w

IV. Loosening of prosthesis x-ray non-diagnostic °
A. Pain at site, worsened with weight bearing
B. Limp or antalgic gait

V.  Myositis ossificans "®
A. Heterotopic calcification seen on x-ray
1. Recent trauma or surgery
2. Pain swelling and erythema at site
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As stated in the definition this is not an imaging study, and is rarely performed. If requested for a patient
with congestive heart failure (CHF) it may be certified after the requester is informed that this is NOT an
imaging exam or MUGA examination. It should not be certified with any other 784xx code.
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l. Calculation of left and right ventricular ejection fractions

Il. Assessment of wall motion

I11.  Quantitation of right to left shunts

Reviewed: 1/21/09
Posted: 4/1/09

Copyright © 2009 CareCore National. All rights reserved. 329
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924 www.carecorenational.com




CareCore National Criteria for Imaging Version 2.2009

This is an obsolete examination that has been largely superseded by vascular ultrasound, MRA and CTA.
It is of occasional value when these newer examinations are not feasible.
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These are obsolete examinations that have been largely superseded by vascular ultrasound, MRA and
CTA. They may be of occasional value when these newer examinations are not feasible.
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l. Evaluation for “hibernating myocardium” or myocardial viability

A. Evidence of ischemia
1. By stress imaging (nuclear or echo)
2. By angiography

B. Revascularization procedure contemplated

I1.  Clinical suspicion of cardiac sarcoid

A. Known diagnosis of sarcoidosis
B. Documented arrhythmia
1. Complete right bundle branch block
2. AV block
C. Abnormal wall motion of left ventricle on echocardiogram
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These are obsolete examinations that have been largely superseded by SPECT.
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1

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

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

The American College of Cardiology defines surgical risk as follows:

¢ High Risk Surgery-
1. Emergent operations, especially in the elderly
2. Aortic and other major vascular surgeries
3. Peripheral vascular surgeries
4. Anticipated prolonged surgical procedures associated with large fluid shifts and/or blood loss.

¢ Intermediate Risk Surgery-

Carotid endarterectomy

Head and neck surgery

Intraperitoneal and intrathoracic surgery
Orthopedic surgery

Prostate surgery

oo~

e Low Risk Surgery-
1. Endoscopy
2. Superficial procedures
3. Cataract surgery
4. Breast surgery

A. Intermediate risk surgery -

Framingham riskt percentage is >10%

Diabetes

Renal insufficiency with creatinine of 2 mg/dl or more
History of CVA

History of compensated or prior heart failure
Significant arrhythmia

a. Atrial fibrillation

b. Symptomatic bradycardia
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B.

c. Third degree AV (Atrioventricular) heart block
d. Mobitz Il AV (Atrioventricular) heart block

7. Severe valvular disease aortic stenosis
a. Mitral stenosis

High risk surgery

Il.  Assessment of a member discharged within the last eight weeks after

hospitalization or ER visit for a cardiac condition
A.

2,3

Discharged, without a positive or symptom-limited stress test

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

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

B.

Myocardial ischemia (including myocardial infarction, unstable angina, or chest pain syndrome
1)
1. Percutaneous intervention was performed during the hospitalization and lesions of the
coronary anatomy of >50% were present but not fixed
2. None of the following prior to discharge
a. Heart catheterization
b. Coronary CT angiography
c.  Symptom limited stress test prior to discharge
Congestive heart failure
1. New diagnosis and NONE of the following
a. Cardiac catheterization
b. Coronary CT Angiogram (CCTA)
c. Imaging (nuclear or echo) stress test during or since hospitalization
2. Recurrent congestive heart failure and and NONE of the following:
a. Cardiac Catheterization within the last 3 years
b. Coronary CT Angiogram (CCTA) within the last 3 years
c. Imaging (nuclear or echo) stress test within the last 2 years
3. Recurrent congestive heart failure and 40% or greater stenosis in any coronary artery
documented by catheterization or Coronary CT Angiogram (CCTA) and NONE of the
following:
a. Cardiac Catheterization within the last 3 years
b. Coronary CT Angiogram (CCTA) within the last 3 years
c. Imaging (nuclear or echo) stress test within the last year
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4. Recurrent congestive heart failure and maximum coronary artery stenosis of less than
40% in any vessel and NONE of the following:
a. Cardiac catheterization within the last 3 years
b. Coronary CT Angiogram (CCTA) within the last 3 years
c. Noimaging (nuclear or echo) stress test within the last 2 years

D. Syncope or near syncope

1. Imaging (nuclear or echo) stress test more than 1 year ago or never

2. Cardiac Catheterization test more than 1 year ago or never

3. Coronary CT Angiogram (CCTA) test more than 1 year ago or never

I11.  Assessment of a member with known coronary artery disease *
A. Asymptomatic or stable
1. No CHF certify every two years
2. CHF yearly
3. Percutaneous Intervention (PCI)
a. Two years after the procedure
4. Coronary artery bypass graft
a. 5years after surgery
b. Every 2 years after the first post operative study
5. Known coronary artery stenosis of greater than 50%
a. Cardiac catheterization or coronary artery CT angiogram more than 1 year ago
B. New or changed chest pain or chest pain syndrome tt

IV. The assessment of a symptomatic or asymptomatic member without

documented coronary artery disease °
A. Framingham riskt percentage >10%
1. Symptomatic
a. Previous nuclear stress test normal
b. Worsening or recurrent symptoms
2. Asymptomatic every 2 years
B. Diabetes
1. Symptomatic (chest pain or shortness of breath)
a. Nuclear stress test normal >1 year ago
b. New or worsening symptoms with nuclear stress test <1 year ago
2. Asymptomatic every 2 years
C. Uninterpretable electrocardiogram and another finding
1. Defined as
a. Ventricular paced rhythm
b. Left bundle branch block
c. Wolfe-Parkinson-White syndrome
d. >1mm ST depression at baseline
2. Other findings
a. Atrial fibrillation

b. Chest pain
c. Dyspnea on exertion
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d. Syncope
D. Digoxin or similar medications and another indication in VI
E. Abnormal routine exercise stress test
1. The definition of an abnormal routine exercise test is 1 mm or greater ST depression which
is horizontal or downsloping
a. Heart catheterization not planned
b. Coronary artery CT angiogram not planned
2. Chest pain during the exercise stress test
3. PVCs during the exercise stress test
4. Drop in systolic blood pressure of > 10 mmHg
F. Inability to attain an adequate heart rate due to electrical system disease or medications that
cannot be withdrawn
G. Inability to exercise due to medical illness
H. Ventricular tachycardia
l.

Ejection fraction <560%
1. Symptomatic every year
2. Asymptomatic every 2 years

T An online Framingham risk calculator can be accessed at the follow link:
http://www.intmed.mcw.edu/clincalc/heartrisk.html.

Tt Chest pain syndrome includes chest pain, chest tightness, chest burning, dyspnea, shoulder pain, and
jaw pain

References:

1. Fleisher LA, Beckman JA, Brown KA, et al, ACC/AHA 2007 guidelines on perioperative cardiovascular evaluation and care for non cardiac
surgery: a report of the American College of Cardiology/American Heart Association Task Force on Practice Guidelines, J Am Coll cardiol,
2007; 50:159-241.

2. Brindis RG, Douglas PS, Hendel RC, et al, ACCF/ASNC appropriateness criteria for single-photon emission computed tomography
myocardial perfusion imaging (SPECT MPI): a report of the American College of Cardiology Foundation Quality Strategic Directions Committee
Appropriateness Criteria Working Group and the American Society of Nuclear Cardiology. J Am Coll Cardiol 2005; 46:1587- 1605.

3. Strickberger SA, Benson DW, Biaggioni I, et al, FAHA AHA/ACCF Scientific statement on the evaluation of syncope from the American
Heart Association Councils on Clinical Cardiology, Cardiovascular Nursing, Cardiovascular Disease in the Young, and Stroke, and the Quality
of Care and Outcomes Research Interdisciplinary Working Group; and the American College of Cardiology Foundation In Collaboration With
the Heart Rhythm Society, J Am Coll Cardiol, 2006; 47:473-484, doi:10.1016/}.jacc.2005.12.019.
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This is NOT a screening test for asymptomatic patients.

SPECT is not medically necessary if the PET Myocardial Perfusion Imaging is equivocal or inconclusive.

Chest pain or chest pain syndromet

A Uninterpretable EKG

1. Complete left bundle branch block

2. Ventricular paced rhythm

3. Wolf Parkinson White syndrome

4. ST changes with > 1 mm ST depression

Left ventricular hypertrophy

Digoxin or similar medication

Diabetes*

Angina

1. Substernal chest pain or discomfort provoked by exertion or emotional stress and relieved
by rest and/or nitroglycerin**

moow

Known coronary artery Disease
A. Asymptomatic or stable
1. Prior positive MPI, or PET myocardial perfusion imaging or prior cardiac catheterization
demonstrating coronary artery disease
2. No revascularization ( CABG or PCl including angioplasty and/or stent) procedure within
the past 2 years
B. Symptomatic
1. Chest pain or chest pain syndrome
Chest Pain
Chest burning
Jaw pain
Chest tightness
Dyspnea
f. . Shoulder pain
C. Documented myocardial infarction in the past

oo o
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V.

\2

VI.

No known coronary artery disease
A. No chest pain syndrome
1. New onset of congestive heart failure
2. New onset of decreased LV ejection fraction less than 50%
3. Diabetes * and asymptomatic every 2 years
B. Abnormal Exercise or treadmill stress test ***
1. >1mm ST depression which is horizontal or downsloping
2. PVCs induced during stress
3. Drop of >10mm Hg in systolic blood pressure during the stress test
4. Chest pain during the stress test

Assessment prior to non-cardiac surgery
A. High risk surgerytt
1. Emergency procedures
2. Aortic or other major vascular procedures
3. Peripheral vascular Surgery
4. Anticipated prolonged surgical procedures with large fluid shits and/or blood loss such as
but not limited to liver transplant, hepatic resection, radical prostatectomy
9. Asymptomatic
a. No evidence of prior imaging stress test or catheterization in the past year
B. Intermediate risk surgery including carotid endarterectomy, head and neck surgery, orthopedic
surgery, abdominal surgery, chest surgery
1. Diabetes
Renal insufficiency with creatinine of 2mg/dl or more
History of prior stroke or CVA
History of compensated heart failure
Arrhythmia
a. Atrial fibrillation
b. Symptomatic bradycardia
c. Third degree AV heart block
d. Mobitz type Il AV block
6. Severe valvular disease
7. Poor functional exercise capacity secondary to function limiting comorbidities

oo™

Congenital anomalies of the coronary arteries

Cardiomyopathy
A. Cardiac catheterization is not planned
B. Ejection fraction <50%

tChest pain syndrome includes chest pain, chest tightness, chest burning, dyspnea,
shoulder pain, and jaw pain.

Tt High risk surgery includes:
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Emergent operations especially in the elderly

Aortic and other major vascular surgery

Peripheral vascular surgery

Anticipated prolonged surgical procedures associated with large fluid shits and/or blood loss

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

and scored:

Substernal Chest Pain=1

Arm Pain=0

Jaw Pain=0

Relieved by Nitroglycerin or Rest=1
Shortness of Breath=0

Nocturnal= 0

Pain or Discomfort with Inspiration= 0
Discomfort at Rest = 0

Exercise Induced or emotionally Induced=1

O 00 NO O WhN —~
—_— —— — — — — — ~— ~—

A score of 3 qualifies as typical angina; a score of 2 qualifies as atypical angina, and 0-1
qualifies as non-anginal. This description then is applied to the age/sex criteria as follows:

The pre-test probability is defined as high, intermediate, low, or very low. This is

applied to the criteria sets for determination of the need for CCTA.

Framingham risk assessment is a calculation to predict the 10 year risk of heart disease in

an individual member. The calculation is made from member age, sex, most recent lipid
values and blood pressure, as well as smoking history and the presence of diabetes. A
sample calculator can be found on-line at: http://www.intmed.mcw.edu/clincalc/heartrisk.html 2
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CHART 1
Determination of Pretest Probability for Coronary Disease Based on
Chest Pain 2
The following assessment is used to determine pre-test probability of coronary artery disease based on
description of the character of chest pain, member age and sex. This assessment will define the chest pain
as typical angina, atypical angina, and nonanginal chest pain. This description then is applied to the
age/sex criteria as follows

Age | Gender | Typical/Definite Atypical/Probable Angina Nonanginal Chest Asymptomatic
Years Angina Pectoris Pectoris Pain
30-39 | Men Intermediate Intermediate Low Very Low
Women | Intermediate Very Low Very Low Very Low
40-49 | Men High Intermediate Intermediate Low
Women | Intermediate Low Very Low Very Low
50-59 | Men High Intermediate Intermediate Low
Women | Intermediate Intermediate Low Very Low
=60 Men High Intermediate Intermediate Low
Women | High Intermediate Intermediate Low
High: Greater than 90% Intermediate: Between 10% | Low: Between 5% and 10% | Very Low: Less than 5% pre-
pretest probability and 90% pre-test probability | pre-test probability test probability

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

Atypical angina (probable): Chest pain or discomfort that lacks one of the characteristics of definite or typical angina.

Non-anginal chest pain: Chest pain or discomfort that meets one or none of the typical angina characteristics.

References:

1. LCD for Cardiovascular Nuclear Medicine (L26859) accessed at http://www.ngsmedicare.com/NGSMedicare/lcd/L26859_active_Icd.htm ,
June 8, 2009

2. Hendel RC, Kramer CM, Patel MR, et al, ACCF/ACR/SCCT/SCMR/ASNC/NASCI/SCAI/SIR 2006 Appropriateness Criteria for Cardiac
Computed Tomography and Cardiac Magnetic Resonance Imaging, accessed at
http://www.acc.org/qualityandscience/clinical/pdfs/CCT.CMR.pdf February 18, 2008.

Notes:
*Diabetes added as an indication to the basic LCD

** Definition of Angina from_Hendel RC, Kramer CM, Patel MR, et al, ACCF/ACR/SCCT/SCMR/ASNC/NASCI/SCAI/SIR 2006
Appropriateness Criteria for Cardiac Computed Tomography and Cardiac Magnetic Resonance Imaging, accessed at
http://www.acc.org/qualityandscience/clinical/pdfs/CCT.CMR.pdf February 18, 2008

*** Abnormal exercise stress test added as an indication to basic LCD
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These are obsolete examinations that have been largely superseded by other imaging modalities and CPT
codes.
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A first pass or multi-gated acquisition (MUGA) scan uses a radioisotope circulating in the blood to assess
ventricular function. Similar data is collected during myocardial perfusion examinations (represented by
CPT codes 78478 and 78480) and can also be derived from echography and certain CT and MR
examinations.

l. Evaluation of left ventricular function
A. New or worsening CHF
B. Re-evaluation of Left Ventricular Ejection Fraction (LVEF) of <45%
C. Evaluation of LVEF prior to, during and after potentially cardiotoxic chemotherapy
1. Adriamycin
2. |darubicin
3. Mitoxantrone
4. Daunorubicin
5. Hercerptin
6. Mitoxantrone
7. Doxorubicin
8. Epirubicin
9. 5FU (5flourouriacil)
10. Paclitaxel
11.  Cytoxin
12.  Mitomycin C
13. Trastuzamab

I1.  Evaluation of an intracardiac shunt, ventricular or atrial septal defects
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A first pass or multi-gated acquisition (MUGA) uses a radioisotope circulating in the blood to assess
ventricular function. Similar data is collected during myocardial perfusion examinations (represented by
CPT codes 78478 and 78480) and can also be derived from echography and certain CT and MR
examinations.
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A first pass or multi-gated acquisition (MUGA) scan uses a radioisotope circulating in the blood to assess
ventricular function. Similar data is collected during myocardial perfusion examinations (represented by
CPT codes 78478 and 78480) and can also be derived from echography and certain CT and MR
examinations.

. Evaluation of left ventricular function
A. New or worsening CHF
B. Re-evaluation of Left Ventricular Ejection Fractino (LVEF) of <45%
C. Evaluation of LVEF prior to, during and after potentially cardiotoxic chemotherapy
1. Adriamycin
2. |darubicin
3. Mitoxantrone
4. Daunorubicin
5. Hercerptin
6. Mitoxantrone
7. Doxorubicin
8. Epirubicin
9. 5FU (5flourouriacil)
10. Paclitaxel
11. Cytoxin
12.  Mitomycin C
13. Trastuzamab

I1.  Evaluation of an intracardiac shunt
A. Ventricular or atrial septal defect proven by echography or other imaging
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A first pass or multi-gated acquisition (MUGA) scan uses a radioisotope circulating in the blood to assess
ventricular function. Similar data is collected during myocardial perfusion examinations (represented by
CPT codes 78478 and 78480) and can also be derived from echography and certain CT and MR
examinations.

l. Evaluation of left ventricular function
A. New or worsening CHF
B. Re-evaluation of LVEF of less than 45%
C. Evaluation of LVEF prior to, during and after potentially cardiotoxic chemotherapy
1. Adriamycin
2. |darubicin
3. Mitoxantrone
4. Daunorubicin
5. Hercerptin
6. Mitoxantrone
7. Doxorubicin
8. Epirubicin
9. 5FU (5flourouriacil)
10. Paclitaxel
11. Cytoxin
12. Mitomycin C
13. Trastuzamab

I1.  Evaluation of an intracardiac shunt
A. Ventricular or atrial septal defect proven by echography or other imaging
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ALL PET SCANS REQUIRE WRITTEN HISTORIES.

This is NOT a screening test for asymptomatic patients.

Myocardial perfusion imaging (PET) may be certified for patients who meet the criteria below after stress
imaging that is non-diagnostic or inconsistent with the clinical state (equivocal) and who are being
considered for catheterization. A copy of the stress imaging report must be submitted prior to authorization
of the PET scan.

May be used in place of SPECT imaging only for patients who are severely obese (BMI of 40 or more) or
have silicone breast implants and who meet the following criteria:

l. Asymptomatic, prior to non-cardiac surgery
A. With known coronary artery disease
1. For intermediate or high risk non-cardiac surgery documented within the last year by:
a. Nuclear stress test
b. Echo stress test
c. CCTA
d. Cardiac catheterization
B. No prior history of coronary artery disease-
1. For intermediate risk surgery, a nuclear stress test is medically necessary if
a. Framingham riskf percentage is >10%
b. If a member has diabetes
2. For high risk surgery, a nuclear stress test is medically necessary

The ACC defines the following:
e High risk surgery:
1. Emergent operations, especially in the elderly
2. Aortic and other major vascular surgeries
3. Peripheral vascular surgeries
4. Anticipated prolonged surgical procedures associated with large fluid shifts and/or blood
loss

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

o Low risk surgery (Note: asymptomatic members planning low risk surgery do not require
MPI):
1. Endoscopic surgeries
2. Superficial procedures
3. Cataract surgery
4. Breast surgery

I1.  Discharged within the last eight weeks after hospitalization for a cardiac

condition
A. Discharged, without positive or symptom-limited stress test, for
1. Atrial fibrillation- if the member has not had an imaging stress test within two years prior to
the hospital discharge, and has:
a. Framingham riskt percentage of >10% or
b. Diabetes
B. Myocardial ischemia (including myocardial infarction, unstable angina, or chest pain syndrome 1t)
1. And none of the following:
a. Heart catheterization
b. CCTA
c. Symptom limited stress test prior to discharge
2. Percutaneous intervention was performed during the hospitalization and lesions of the
coronary anatomy of >50% were present but not fixed, a myocardial PET scan can be
certified if the member has a BMI of 40 or more or has silicone breast implants
C. Congestive heart failure
1. New diagnosis and NONE of the following:
a. Cardiac catheterization
b. Coronary CT Angiogram (CCTA)
c. Imaging (nuclear or echo) stress during or since hospitalization
2. Recurrent congestive heart failure and no known coronary artery disease and NONE of
the following:
a. Cardiac catheterization within the last three years
b. Coronary CT Angiogram (CCTA) within the last three years
c. Imaging (nuclear or echo) stress test during or since hospitalization
3. Recurrent congestive heart failure and 40% or greater stenosis in any coronary artery
documented by catheterization or Coronary CT Angiogram (CCTA) and NONE of the
following:
a. Cardiac Catheterization within the last 3 years
b. Coronary CT Angiogram (CCTA) within the last 3 years
c. Imaging (nuclear or echo) stress test within the last year
4. Recurrent congestive heart failure and either no known coronary artery disease or
maximum coronary artery stenosis of less than 40% in any vessel and NONE of the
following:
a. Cardiac catheterization within the last 3 years
b. Coronary CT Angiogram (CCTA) within the last 3 years
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c. Noimaging (nuclear or echo) stress test within the last 2 years
D. Syncope or near syncope
1. Imaging (nuclear or echo) stress test more than 1 year ago or never
2. Cardiac Catheterization test more than 1 year ago or never
3. Coronary CT Angiogram (CCTA) test more than 1 year ago or never

In the absence of known coronary artery disease, a routine exercise stress test is the first-line test
provided; there are no contraindications to a routine exercise stress test as described in section 1A
above.

t If the Framingham risk is <10% and there are no contraindications to a routine exercise stress
test then the routine stress test should be performed prior to a myocardial PET scan.
Contraindications to a routine exercise stress test include diabetes, inability to exercise, digoxin
use, inability to raise heart rate due to electrical system disease or medication that cannot be
stopped or an uninterpretable electrocardiogram. The ACC defines an uninterpretable
electrocardiogram as a ventricular paced rhythm, left bundle branch block, Wolfe-Parkinson-White
syndrome or >1mm ST depression at baseline. If the routine exercise stress test is positive, the
member needs a nuclear stress test. If the member has a BMI of more than 40 or silicone breast
implants, a myocardial PET scan can be certified instead of the standard nuclear myocardial
perfusion stress test.

I11.  Known cardiac disease
A. Asymptomatic or stable
1. No CHF, certify every two years
2. CHF yearly
3. Percutaneous Intervention (PCI)
a. Two years after the procedure
4. Coronary artery bypass graft
a. 5 years after surgery
b. Every 2 years after the first post operative study
5. Known coronary artery stenosis of greater than 50%
a. Cardiac catheterization or coronary artery CT angiogram more than 1 year
ago
B. New or changed chest pain or chest pain syndromett

IV. The assessment of a symptomatic or asymptomatic member without
documented coronary artery disease

A routine exercise stress test is the first-line test with the indications listed below unless the member meets one of
the following criteria and then a myocardial PET scan can be certified if the member has a BMI of 40 or greater or
has silicone breast implants
A. Framingham riskt percentage >10%
1. Symptomatic
a. Previous nuclear stress test normal
b. Worsening or recurrent symptoms
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2. Asymptomatic every 2 years
B. Diabetes
1. Symptomatic (chest pain or shortness of breath)
a. Nuclear stress test normal > 1 year ago
b. New or worsening symptoms with nuclear stress test < 1 year ago
2. Asymptomatic every 2 years
C. Uninterpretable electrocardiogram and another finding
1. Defined as
a. Ventricular paced rhythm
b. Left bundle branch block
c. Wolfe-Parkinson-White syndrome
d. >1mm ST depression at baseline
2. Other findings [One]
a. Atrial fibrillation

b. Chest pain
c. Dyspnea on exertion
d. Syncope

Digoxin use and any other similar medication
Abnormal routine exercise stress test
1. =1 mm or greater ST depression with horizontal or down-sloping ST segments
2. During routine stress test the member developed
Chest pain but had no electrocardiogram changes
Ventricular tachycardia, multifocal premature ventricular contractions, triplets,
Supraventricular tachycardia
Heart block induced during the routine stress test
e. Drop in systolic blood pressure of >10 mmHg.
F. Inability to attain an adequate heart rate due to electrical system disease or medications that
cannot be withdrawn, or
G. Member unable to exercise due to medical illness
H. Ventricular tachycardia

mo

o

oo

T An online Framingham risk calculator can be accessed at the follow link:
http://www.intmed.mcw.edu/clincalc/heartrisk.html.

t1 Chest pain syndrome includes chest pain, chest tightness, chest burning, dyspnea, shoulder
pain, and jaw pain.
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This is NOT a screening test for asymptomatic patients.

May be used in place of SPECT maging but not in addition to for Medicare members. May be used if
SPECT imaging is equivocal or inconclusive. However, SPECT is not medically necessary if the PET
Myocardial Perfusion Imaging is equivocal or inconclusive.

l. Chest pain or chest pain syndrome
A. Uninterpretable EKG
1. Complete left bundle branch block
2. Ventricular paced rhythm
3. Wolf Parkinson White syndrome
4. ST changes with >1 mm ST depression which is horizontal or downsloping
Left ventricular hypertrophy
Digoxin or similar medication
Diabetes *
Angina
1. Substernal chest pain or discomfort provoked by exertion or emotional stress and relieved
by rest and/or nitroglycerin **

mo oW

Il.  Known coronary artery disease
A. Asymptomatic or stable
1. Prior positive MPI, or PET myocardial perfusion imaging or prior cardiac catheterization
demonstrating coronary artery disease
2. No revascularization ( CABG or PCl including angioplasty and/or stent) procedure within
the past 2 years
B. Symptomatic
1. Chest pain or chest pain syndrome
Chest pain
Chest burning
Jaw pain
Chest tightness
Dyspnea
Shoulder pain

~® a0 o
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I11.  No known coronary artery disease
A. No chest pain syndrome

1.
2.
3.
B. Abn
1.

2.
3.
4

New onset of congestive heart failure

New onset of decreased LV ejection fraction less than 50%
Diabetes and asymptomatic every 2 years

ormal Exercise or treadmill stress test ***

>1mm ST depression which is horizontal or downsloping

PVCs induced during stress

Drop of >10mm Hg in systolic blood pressure during the stress test
Chest pain during the stress test

IV. Assessment prior to non-cardiac surgery
A. High risk surgerytt

1.
2
3.
4

5.

Emergency procedures

. Aortic or other major vascular procedures

Peripheral vascular Surgery

. Anticipated prolonged surgical procedures with large fluid shits and/or blood loss such as

but not limited to liver transplant, hepatic resection, radical prostatectomy
Asymptomatic
a. No evidence of prior imaging stress test or catheterization in the past year

B. Intermediate risk surgery including carotid endarterectomy, head and neck surgery, orthopedic
surgery, abdominal surgery, chest surgery

1.

oo™

6.

Diabetes

Renal insufficiency with creatinine of 2mg/dl or more
History of prior stroke or CVA

History of compensated heart failure

Arrhythmia

a. Atrial fibrillation

b. Symptomatic bradycardia

c. Third degree AV heart block

d. Mobitz type Il AV block

Severe valvular disease

V.  Congenital anomalies of the coronary arteries

VI. Cardiomyopathy
A. Cardiac catheterization is not planned
B. Ejection fraction <560%

VI1I. Documented myocardial infarction in the past

tChest pain
shoulder pai
Tt High risk

syndrome includes chest pain, chest tightness, chest burning, dyspnea,
n, and jaw pain.
surgery includes:
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Emergent operations especially in the elderly

Aortic and other major vascular surgery

Peripheral vascular surgery

Anticipated prolonged surgical procedures associated with large fluid shits and/or blood loss

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

and scored:

Substernal Chest Pain=1

Arm Pain=0

Jaw Pain=0

Relieved by Nitroglycerin or Rest=1
Shortness of Breath=0

Nocturnal= 0

Pain or Discomfort with Inspiration= 0
Discomfort at Rest = 0

Exercise Induced or emotionally Induced=1

O 00 NO Ok WhN —~
—_— —— — — — ~— — ~— ~—

A score of 3 qualifies as typical angina; a score of 2 qualifies as atypical angina, and 0-1
qualifies as non-anginal. This description then is applied to the age/sex criteria as follows:

The pre-test probability is defined as high, intermediate, low, or very low. This is

applied to the criteria sets for determination of the need for CCTA.

Framingham risk assessment is a calculation to predict the 10 year risk of heart disease in

an individual member. The calculation is made from member age, sex, most recent lipid
values and blood pressure, as well as smoking history and the presence of diabetes. A
sample calculator can be found on-line at: http://www.intmed.mcw.edu/clincalc/heartrisk.html 2
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CHART 1
Determination of Pretest Probability for Coronary Disease Based on
Chest Pain2
The following assessment is used to determine pre-test probability of coronary artery disease based on
description of the character of chest pain, member age and sex. This assessment will define the chest pain
as typical angina, atypical angina, and nonanginal chest pain. This description then is applied to the
age/sex criteria as follows

Age | Gender | Typical/Definite Atypical/Probable Angina Nonanginal Chest Asymptomatic
Years Angina Pectoris Pectoris Pain
30-39 | Men Intermediate Intermediate Low Very Low
Women | Intermediate Very Low Very Low Very Low
40-49 | Men High Intermediate Intermediate Low
Women | Intermediate Low Very Low Very Low
50-59 | Men High Intermediate Intermediate Low
Women | Intermediate Intermediate Low Very Low
=60 Men High Intermediate Intermediate Low
Women | High Intermediate Intermediate Low
High: Greater than 90% Intermediate: Between 10% | Low: Between 5% and 10% | Very Low: Less than 5% pre-
pretest probability and 90% pre-test probability | pre-test probability test probability

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

Atypical angina (probable): Chest pain or discomfort that lacks one of the characteristics of definite or typical angina.

Non-anginal chest pain: Chest pain or discomfort that meets one or none of the typical angina characteristics.

References:

1. LCD for Cardiovascular Nuclear Medicine (L26859) accessed at_http://www.ngsmedicare.com/NGSMedicare/lcd/L 26859 _active Icd.htm
June 8, 2009

2. Hendel RC, Kramer CM, Patel MR, et al, ACC/ACR/SCCT/SCMR/ASNC/NASCI/SCAI/SIR 2005 appropriateness criteria for cardiac
computed tomography and cardiac magnetic resonance imaging: a report of the American College of Cardiology Foundation Quality Strategic
Directions Committee Appropriateness Criteria Working Group, American College of Radiology, Society of Cardiovascular Computed
Tomography, Society for Cardiovascular Magnetic Resonance, American Society of Nuclear Cardiology, North American Society for Cardiac
Imaging, Society for Cardiovascular Angiography and Interventions and Society of Interventional Radiology, J Am Coll Cardiol, 2006; 48:1475-
1497.

Notes:
*Diabetes added as an indication to the basic LCD

** Definition of Angina_from Hendel RC, Kramer CM, Patel MR, et al, ACCF/ACR/SCCT/SCMR/ASNC/NASCI/SCAI/SIR 2006
Appropriateness Criteria for Cardiac Computed Tomography and Cardiac Magnetic Resonance Imaging, accessed at
http://www.acc.org/qualityandscience/clinical/pdfs/CCT.CMR.pdf February 18, 2008

*** Abnormal exercise stress test added as an indication to basic LCD
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A first pass or multi-gated acquisition (MUGA) scan uses a radioisotope circulating in the blood to assess
ventricular function. Similar data is collected during myocardial perfusion examinations (represented by
CPT codes 78478 and 78480) and can also be derived from echography and certain CT and MR
examinations.

l. Evaluation of left ventricular function
A. New or worsening CHF
B. Re-evaluation of Left Ventricular Ejection Fraction (LVEF) of <45%
C. Evaluation of LVEF prior to, during and after potentially cardiotoxic chemotherapy
1. Adriamycin
2. |darubicin
3. Mitoxantrone
4. Daunorubicin
5. Hercerptin
6. Mitoxantrone
7. Doxorubicin
8. Epirubicin
9. 5FU (5flourouriacil)
10. Paclitaxel
11.  Cytoxin
12. Mitomycin C
13. Trastuzamab

I1.  Evaluation of an intracardiac shunt
A. Ventricular or atrial septal defect proven by echography or other imaging
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A first pass or multi-gated acquisition (MUGA) scan uses a radioisotope circulating in the blood to assess
ventricular function. Similar data is collected during myocardial perfusion examinations (represented by
CPT codes 78478 and 78480) and can also be derived from echography and certain CT and MR
examinations.

l. Evaluation of left ventricular function
A. New or worsening CHF
B. Re-evaluation of LVEF of less than 45%
C. Evaluation of LVEF prior to, during and after potentially cardiotoxic chemotherapy
1. Adriamycin
2. |darubicin
3. Mitoxantrone
4. Daunorubicin
5. Hercerptin
6. Mitoxantrone
7. Doxorubicin
8. Epirubicin
9. 5FU (5flourouriacil)
10. Paclitaxel
11.  Cytoxin
12. Mitomycin C
13. Trastuzamab

I1.  Evaluation of an intracardiac shunt
A. Ventricular or atrial septal defect proven by echography or other imaging
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This series of studies represent the range of options for ventilation and perfusion lung scanning. Since
there are codes that cover perfusion-only exams, ventilation-only exams and combined ventilation and
perfusion exams, only one of these codes can be requested for a single date of service. Perfusion only and
ventilation only lung scans are occasionally useful, but have been largely replaced by other modalities.

l. For follow-up of an equivocal recent ventilation-perfusion lung scan to
evaluate for interval change *®

Il.  For suspected Pulmonary Embolism (PE), in general only ventilation-
perfusion (also called VQ studies), CPT 78584, 78585, 78588
should be certified '
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There are a series of CPT codes covering lung scanning. Any code that deals only with ventilation or
perfusion are rarely used. Those codes that cover both ventilation and perfusion should be reviewed using
the criteria below.

In general, only ventilation-perfusion, also called VQ, (CPT 78584, 78585, 78588) studies should be
requested.

l. Suspected Pulmonary Embolus (PE) [CT with contrast or CT
pulmonary arteriography are also appropriate and are preferred]

A. For evaluation of suspected pulmonary embolism
1. Clinical findings
Sudden onset of dyspnea
Pleuritic chest pain
Cough
Hemoptysis
Tachypnea
Hypoxia
Known DVT by sonography or by abdominal, pelvic or extremity CT or MRI
New onset of atrial fibrillation
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There are a series of CPT codes covering lung scanning. Any code that deals only with ventilation or
perfusion are rarely used. Those codes that cover both ventilation and perfusion should be reviewed using
the criteria below.

In general, only ventilation-perfusion, also called VQ, (CPT 78584, 78585, 78588) studies should be
requested.

l. Suspected Pulmonary Embolus (PE) [CT with contrast or CT
pulmonary arteriography are also appropriate and are preferred]

A. For evaluation of suspected pulmonary embolism
1. Clinical findings
Sudden onset of dyspnea
Pleuritic chest pain
Cough
Hemoptysis
Tachypnea
Hypoxia
Known DVT by sonography or by abdominal, pelvic or extremity CT or MRI
New onset of atrial fibrillation
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This series of studies represent the range of options for ventilation and perfusion lung scanning. Since
there are codes that cover perfusion-only exams, ventilation-only exams and combined ventilation and
perfusion exams, only one of these codes can be requested for a single date of service.

l. For suspected Pulmonary Embolism (PE), in general only ventilation-
perfusion (also called VQ studies), CPT 78584, 78585, 78588 should be
certified. °
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This series of studies represent the range of options for ventilation and perfusion lung scanning. Since
there are codes that cover perfusion-only exams, ventilation-only exams and combined ventilation and
perfusion exams, only one of these codes can be requested for a single date of service.

l. For suspected Pulmonary Embolism (PE), in general only ventilation-
perfusion (also called VQ studies), CPT 78584, 78585, 78588 should be
certified. '
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There are a series of CPT codes covering lung scanning. Any code that deals only with ventilation or
perfusion are rarely used. Those codes that cover both ventilation and perfusion should be reviewed using
the criteria below.

In general, only ventilation-perfusion, also called VQ, (CPT 78584, 78585, 78588) studies should be
requested

l. Suspected Pulmonary Embolus (PE) [CT with contrast or CT
pulmonary arteriography are also appropriate and are preferred]

A. For evaluation of suspected pulmonary embolism
1. Clinical findings
Sudden onset of dyspnea
Pleuritic chest pain
Cough
Hemoptysis
Tachypnea
Hypoxia
Known DVT by sonography or by abdominal, pelvic or extremity CT or MRI
New onset of atrial fibrillation
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This series of studies represent the range of options for ventilation and perfusion lung scanning. Since
there are codes that cover perfusion-only exams, ventilation-only exams and combined ventilation and
perfusion exams, only one of these codes can be requested for a single date of service.

l. For suspected Pulmonary Embolism (PE), in general only ventilation-
perfusion (also called VQ studies), CPT 78584, 78585, 78588 should be
certified. '
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This series of studies represent the range of options for ventilation and perfusion lung scanning. Since
there are codes that cover perfusion-only exams, ventilation-only exams and combined ventilation and
perfusion exams, only one of these codes can be requested for a single date of service.

l. For suspected Pulmonary Embolism (PE), in general only ventilation-
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certified. '

References:

1. Bettman MA, Lyders EM, Yucel EK, et al, Expert Panel on Cardiac Imaging, American College of Radiology Appropriateness Criteria, Acute
chest pain-suspected pulmonary embolism, accessed at
http://www.acr.org/SecondaryMainMenuCategories/quality_safety/app_criteria/pdf/ExpertPanelonCardiovascularimaging/AcuteChestPainSusp
ectedpulmonaryembolismUpdateinProgressDoc4.aspx July 6, 2008.

2. Fesmikre FM, Kline JA, and Wolf SJ |, Members of the Clinical Policies Subcommittee on Suspected Pulmonary Embolism, Clinical policy:
critical issues in the evaluation and management of adult patients presenting with suspected pulmonary embolism, Ann Emerg Med, 2003;
41:257-270.

3. Parker JA, Coleman RE, Hilson AJW, et al, Society of Nuclear Medicine Procedure guideline for lung scintigraphy, version 3.0, approved
February 7, 2004, accessed at http://interactive.snm.org/docs/Lung%20Scintigraphy v3.0.pdf July 6, 2008.

4. Stanford W, Yucel KE, Bettman MA, et al, Expert Panel on Cardiovascular Imaging, American College of Radiology Appropriateness Criteria,
Acute chest pain- no ecg or enzyme evidence of myocardial ischemia/infarction, accessed at
http://www.acr.org/SecondaryMainMenuCategories/quality_safety/app_criteria/pdf/ExpertPanelonCardiovascularimaging/AcuteChestPainNoEC
GorEnzymeEvidenceofMyocardiallschemialnfarctionDoc1.aspx July 6, 2008.

5. Campbell IA, Fennerty A, and Miller AC, British Thoracic Society guidelines for the management of suspected acute pulmonary embolism,
Thorax, 2003; 58:470-484

Reviewed: 1/21/09
Posted: 4/1/09

Copyright © 2009 CareCore National. All rights reserved. 364
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924 www.carecorenational.com




CareCore National Criteria for Imaging Version 2.2009

This series of studies represent the range of options for ventilation and perfusion lung scanning. Since
there are codes that cover perfusion-only exams, ventilation-only exams and combined ventilation and
perfusion exams, only one of these codes can be requested for a single date of service.

l. For suspected Pulmonary Embolism (PE), in general only ventilation-
perfusion (also called VQ studies), CPT 78584, 78585, 78588 should be
certified.
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Also known as pulmonary split crystal function study.

. Pre-operative assessment for planned segmental, lobar or lung removal *?

References:

1. Morton KA, Clark PB, et al, Diagnostic Nuclear Medicine, Amursys, 2007; (4)2-15.
2. Thrall JH, Zeissman HA, Nuclear Medicine, The Requisites, Mosby, 2001, 145-165
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These are obsolete studies and are rarely ordered.

l. 78600-78606 *
a. Establish brain death

Reference:

1. New York State Department of Health, Guidelines for Determining Brain Death, December 2005, pg. 7-8.
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I.  Dementia, memory loss *

Il.  Seizure disorder 2

I11.  Immunocompromised patients with mass lesion detected on CT or MR
for differentiation of lymphoma and infection *

References:
1. Guedj E, Brain SPECT perfusion of frontotemporal dementia associated with motor neuron disease, Neurology, 2007; 69 (5):488-490.

2. Thrall JH, Zeissman HA, Nuclear Medicine, The Requisites, Mosby, 2001, 313-314.
3. Thrall JH, Zeissman HA, Nuclear Medicine, The Requisites, Mosby, 2001, 314-316.
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I.  Primary brain tumor*
A. Pre-operative study tumor resection with margins not defined on MRI or CT
B. Post treatment determination of viable tumor versus radiation necrosis

Il.  Movement disorder %2

A. Suspected Huntington's chorea [(1 or 2 or 3) + (4 and 5)]
1. lrregular lurching gait
2. Speech disturbance
3. Positive family history
4. MRIis non diagnostic
5. Genetic testing unavailable

B. Progressive ataxia of undetermined etiology

I1l.  Seizure*
A. Reserved for patients in whom seizures are not responsive to adequate dosage of medication,
in whom surgery is planned, and in whom MRI has failed to define the “seizure focus.”
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I.  Dementia™?

NOTE: Currently only Medicare has adopted the following criteria.

A. Clinical manifestations

1. Progressive cognitive decline (suspected Alzheimer's) with Mini Mental State score of 24
or less on two exams at least 6 months apart
2. Other symptoms

Aphasia language disturbance
Apraxia impaired ability to carry out motor activities despite intact motor function
Agnosia failure to identify objects despite intact sensory function
Memory loss
Confusion
Disorientation
Behavioral disturbance

h. Deterioration in intellectual function
B. No observed medical conditions to explain dementia

1. Lab blood and urine results non-diagnostic for etiology of mental status change [Any two

must be normal]
Thyroid-function tests
Vitamin B12 level
Blood urea nitrogen (BUN)
Serum electrolyte
Blood glucose levels, and

f.  Liver-function
C. Prior non-contributory SPECT, non-contrast MRI or CT
D. Planned medical intervention if AD is diagnosed
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This procedure is considered to be investigational and/or experimental
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I.  Tumor perfusion '
A. Must be a participant in an approved clinical trial
B. Must have a brain tumor documented by CT or MRI not responding to standard therapy

References:

1. Centers for Medicare and Medicaid services NCD for pet (fdg) Brain, cervical, ovarian, pancreatic , small cell lung and testicular cancers

(220.6.14) accessed at
http://www.cms.hhs.gov/mcd/viewncd.asp?ncd_id=220.6.14&ncd_version=1&basket=ncd%3A220%2E6%2E14%3A1%3APET+%28FDG%29+

for+Brain%7C%7C+Cervical%7C%7C+0Ovarian%7C%7C+Pancreatic%7C%7C+Small+Cell+Lung%7C%7C+and+Testicular+Cancers
November 25, 2008.

2. Centers for Medicare and Medicaid Services, NCD for PET scans (220.6), accessed at

http://www.cms.hhs.gov/mcd/viewncd.asp?ncd _id=220.6&ncd_version=3&basket=ncd%3A220%2E6%3A3%3APET+Scans November 25,

2008.
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l. Cerebral Ischemia !

1. Establish brain death

Reference:

1. Thrall JH, Zeissman HA, Nuclear Medicine, The Requisites, Mosby, 2001, 312-313.

Reviewed: 1/21/2009
Posted: 4/1/2009

Copyright © 2009 CareCore National. All rights reserved. 373
400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924 www.carecorenational.com




CareCore National Criteria for Imaging Version 2.2009

l. Evaluation of normal pressure hydrocephalus vs. obstructive
hydrocephalus *

A. Suspected obstructive hydrocephalus
1. Clinical findings
a. Headache
Papilledema
Diplopia
Mental status changes
Gait disturbance or ataxia
Seizure

Aneurysm
Intraventricular or SAH (Subarachnoid Hemorrhage)
Meningitis
e. Hydrocephalus on prior imaging
B. Normal pressure hydrocephalus
1. Apraxic gait
2. Dementia
3. Urinary incontinence
4. Hyrdrocephalus on prior imaging

I1.  Known hydrocephalus with worsening symptoms

References:

1. Dormont D, Seidenwurm DJ, Davis PC, et al, Expert Panel on Neurologic Imaging, American College of Radiology
Appropriateness Criteria, Dementia and movement disorders, accessed at
http://www.acr.org/SecondaryMainMenuCategories/quality safety/app_criteria/pdf/ExpertPanelonNeurologicimaging/Neurodege
nerativeDisordersUpdateinProgressDoc9.aspx , August 11, 2009.
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l. Cerebrospinal ventriculography
A. Evaluation of internal shunt
B. Evaluation of porencephalic cyst
C. Evaluation of posterior fossa cyst
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l. Shunt evaluation
A. Patient with ventricular-peritoneal, ventricular-pleural or ventricular venous shunt that is

suspected of malfunctioning
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l. Shunt evaluation
A. Patient with ventricular-peritoneal or ventricular-pleural or ventricular venous shunt that is

suspected of malfunctioning
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l. CSF rhinorrhea

I1. CSF otorrhea

I11.  Post lumbar puncture headache
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l. Excessive tearing and clinical suspicion of obstruction of nasolacrimal
duct
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l. Renal transplant follow-up per protocol

I1.  Kidney salvage versus nephrectomy

I11.  Recurrent flank pain with normal VP
A. CT and US non-diagnostic
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l. Renal transplant follow-up per protocol

Il.  Kidney salvage versus nephrectomy

I11.  Recurrent flank pain with normal IVP
A. CT and US non-diagnostic

Reviewed: 1/21/09
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. Renovascular hypertension, suspected renal artery stenosis
A. Severe hypertension (diastolic blood pressure greater than 110 mm Hg) with either:
1. Progressive renal insufficiency
2. Refractoriness to aggressive medical therapy
Grade Ill or grade IV retinopathy
Hypertension in a patient with
1. Diffuse atherosclerosis
2. Incidentally detected asymmetry of kidney size
D. Hypertension with an acute elevation in plasma creatinine concentration unexplained or after
therapy with an ACE inhibitor
Acute worsening of previously stable hypertension
Abdominal bruit
Recurring acute pulmonary edema
Hypokalemia with normal or elevated plasma renin levels in the absence of diuretic therapy
An acute deterioration in renal function following therapy with an ACE inhibitor or an ARB
should suggest the possibility of bilateral renal artery stenosis

o

T Ieomm

Il.  Kidney salvage versus nephrectomy

I11. Recurrent flank pain with normal VP
A. CT and US non-diagnostic

IV. Suspected obstructive uropathy [Diuretic enhanced studies included

here]
A. Prior imaging (IVP or sonography) suggesting obstruction
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l. Renovascular hypertension, suspected renal artery stenosis

A. Severe hypertension (diastolic blood pressure greater than 110 mm Hg) with either
1. Progressive renal insufficiency
2. Refractoriness to aggressive medical therapy
Grade Ill or grade IV retinopathy
Hypertension in a patient with
1. Diffuse atherosclerosis
2. Incidentally detected asymmetry of kidney size (by imaging)
D. Hypertension with an acute elevation in plasma creatinine concentration unexplained or after
therapy with an ACE inhibitor
Acute worsening of previously stable hypertension
Abdominal bruit
Recurring acute pulmonary edema
Hypokalemia (< 3.5 mmol/L) with normal or elevated plasma renin (>1 ng/ml/Hr) levels in the
absence of diuretic therapy

o

Temm

I1.  Suspected obstructive uropathy [Diuretic enhanced studies included
here]
A. Prior imaging (IVP or sonography) suggesting obstruction
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l. Renovascular hypertension, suspected renal artery stenosis
A. Severe hypertension (diastolic blood pressure greater than 110 mm Hg) with either:
1. Progressive renal insufficiency
2. Refractoriness to aggressive medical therapy
Grade Ill or grade IV retinopathy
Hypertension in a patient with
1. Diffuse atherosclerosis
2. Incidentally detected asymmetry of kidney size (by imaging)
D. Hypertension with an acute elevation in plasma creatinine concentration unexplained
after therapy with an ACE inhibitor
Acute worsening of previously stable hypertension
Abdominal bruit
Recurring acute pulmonary edema
Hypokalemia (< 3.5) with normal or elevated plasma renin levels in the absence of diuretic
therapy

oW

Tomm

Il.  Suspected obstructive uropathy [Diuretic enhanced studies included
here]
A. Prior imaging (IVP or sonography) suggesting obstruction
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. Renal transplant follow-up per protocol

Il.  Kidney salvage versus nephrectomy

I11.  Recurrent flank pain with normal 1VP
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This is a test performed using a radioisotope and a counter. It does not involve imaging, but may be
ordered in error by someone actually seeking a renal scan with function.
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l. Suspicion of urinary retention

Must have non diagnostic ultrasound of the bladder for post void residual urine
Urgency

Frequency

Hesitancy

Recurrent urinary tract infections

moow>>
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This study is almost exclusively performed in children.

l. Suspected vesicoureteral reflux
A. Clinical evidence of recurrent urinary tract infections
B. Known reflux
C. Prenatal diagnosis of hydronephrosis

I1.  Antenatal renal pelvis measuring 5 mm (hydronephrosis) or more
I11.  Clinical evidence of recurrent urinary tract infections
IV. Known reflux

V.  Sibling with proven ureteral reflux
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l. Testicular scan - vascular flow
A. Suspected testicular torsion; to differentiate inflammation from ischemia in a painful testis
B. Non-diagnostic evaluation by color Doppler ultrasound, or US not available

Reviewed: 1/21/09
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I.  Octreoscan*
A. Neuroendocrine tumors of stomach, small bowel or pancreas
B. Medullary thyroid carcinoma (patient must have an established diagnosis)
C. Carcinoid tumors
1. Elevated 5HIAA
D. Other neuroendocrine tumors-Elevated blood levels [One]
Gastrin (Gastrinoma)
Somatostatin (Vipoma)
Vasoactive Intestinal Polypeptide (VIP)
Glucagon > 200pg/ml
Pancreatic polypeptide
Multiple Endocrine Neoplasia type-1 (MEN-1)
Multiple Endocrine Neoplasia type-2 (MEN-2)

Nookwd =

Il.  Prostascint scan 2
Before prostascint scan may be certified the patient must have the following non-diagnostic or
negative imaging studies (chest x-ray, bone scan, and CT or MRI scan abdomen and pelvis)
A. New diagnosis of biopsy proven prostate carcinoma
1. Gleason score of 7 or more
2. PSA>10
B. Patients with a history of prostate carcinoma treated with a radical prostatectomy
1. The patient must have a rising PSA. A rising PSA means any increase in the
PSA level on two or more consecutive tests after the first or reference test. The
levels can be <10.
C. Patients with a history of prostate carcinoma treated with radiation or seed implantation, etc.,
but without prostatectomy, must have a rising PSA.
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I11.  Gallium scan
A. Lymphoma and Hodgkin’s disease
1. No PET scan within 2 months
B. Sarcoid
C. Suspected inflammatory reaction

IV. Zevalin chemotherapy *

References:

1. Clark OH, Ajani J, Benson AB, et al, NCCN Neuroendocrine Tumors Panel Members, NCCN Practice Guidelines in Oncologn-v1.2008,
Neuroendocrine Tumors, accessed at http://www.nccn.org/professionals/physician_gls/PDF/neuroendocrine.pdf June 30, 2008.

2. Mohler J, Bahnson RR, Boston B, et al, NCCN Prostate Cancer Panel Members, NCCN Practice Guidelines in Oncologn-v1.2008, Prostate
Cancer, accessed at http://www.nccn.org/professionals/physician_gls/PDF/neuroendocrine.pdf June 30, 2008.

3. Kahn, et al, Prostascint in the evaluation of patients with residual or recurrent prostate cancer after radical prostatectomy, Journal of Urology,
1998; 159(6)2041-2046.

4. Conti PS, White C, Pieslor P, et al, the role of imaging with '"In-Ibritumopmab Tiuxetan in the Ibritumomab Tiuxetan (Zevalin) regimen:
results from a Zevalin imaging registry, J Nucl Med, 2005; 46:1812-1818.
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l. Suspected osteomyelitis
A. Pain
B. X-ray non-diagnostic
C. Clinical findings
1. ESR >20 mm/hr
2. Fever>100.4
3. Leukocytosis, WBC >12,000/cu.mm
4. C - reactive protein >10mg/L
5. Blood culture positive
History of infection elsewhere
History of diabetes, dialysis or peripheral vascular disease
History of penetrating injury or surgery
Sinus tract, poor wound or fracture healing
Pre-operative evaluation of osteomyelitis [MRI preferred]

ITOoTMmMo

I1.  Cellulitis
A. Local pain
B. Erythema
C. Swelling
D. Heat

I11. Peritonitis

IV. Inflammatory granulomatous process
A. Tuberculosis
B. Sarcoidosis

V.  Pulmonary infection and inflammatory disease

V1. Pneumonia
A. Lung abscess
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Tuberculosis

Sarcoidosis

Pneumocystis carinii

Adult Respiratory Distress Syndrome (ARDS)
Cytomegalovirus (CMV)

Lymphadenitis

Actinomyces

Nocardia

Aspergillus

Cryptococcosis

R~ IE@MMOUO®

VIil. D

A. Cytoxan

B. Busulfan

C. Bleomycin
D. Amiodarone
E. Nitrofurantoin

VIII. Urinary tract infections
A. Pyelonephritis
B. Diffuse interstitial nephritis

Reviewed: 1/21/09
Posted: 4/1/09

rug induced pulmonary reactions or toxicity

Copyright © 2009 CareCore National. All rights reserved.

393

400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924 www.carecorenational.com




CareCore National Criteria for Imaging Version 2.2009

General Statements !

PET may be approved in a patient with known diagnosis of malignancy to determine  optimal

anatomic site for biopsy or other invasive diagnostic procedure.

Staging and restaging:

1. May be used if standard diagnostic imaging work up (US, CT, MRI) is inconclusive

2. May replace conventional imaging when conventional imaging will be inadequate for
accurate staging and clinical management will depend upon the stage of disease.

3. Routine monitoring of tumor response during treatment (when no change in therapy
is planned) is not covered.

4. Restaging after completion of therapy to detect residual disease, recurrence, and extent
of recurrence is a valid indication.

Requests for suspected recurrence should include changes in the clinical status of the patient

leading to the suspicion.

1. New symptoms

2. Elevated tumor markers or other laboratory changes

If you receive a request for PET/CT and CT for the same date of service and the requesting

provider provides you with the name and number of a treatment protocol and the requested

studies meet criteria you may approve all the requested studies.

I.  Breast carcinoma®®

A

B.
C.
D.

Must have tissue diagnosis of breast cancer

Initial staging and restaging

Evaluating response to treatment

Suspected recurrence

1. New palpable lesion in axilla or adjacent area

2. Rising tumor markers

3. Changes on other imaging

PET is not to be used to:

1. Establish the diagnosis of breast cancer or to detect the primary lesion.
2. Clarify a finding on mammography, physical examination, MRI or ultrasound.
3. Evaluate axillary nodes
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Il.  Thyroid carcinoma **2

A. Must have tissue diagnosis of thyroid cancer (follicular, papillary, Hirthle cell and anaplastic
thyroid cancer) and have been treated by thyroidectomy and/or radioiodine ablation.
1. Indicated for staging and restaging in patients with
a. Negative 1131 and/ or thallium 201 scans (whole body)
b. Thyroglobulin level detectable on hormone replacement therapy
c. Thyroglobulin >2 micro grams/liter after thyrogen stimulation
2. Medullary thyroid cancer
a. Elevated or rising calcitonin
I1l.  Head and neck cancers >***°
A. Evaluation of patient with metastatic cervical lymph node(s) to establish primary site
B. Staging of patient with known primary head and neck cancer
C. Monitor response to therapy.
1. Radiation therapy - no sooner than 1 month after completion of treatment (If done too
soon, may give false positive result.)
2. Surgery - no sooner than 6 weeks after surgery.
3. Chemotherapy - no sooner than 1-2 weeks after completion of first cycle.
4. Evaluation for possible recurrence
D. Monitoring for recurrence
1. Stable clinical situation
a. 4-6 months after therapy
b. 1 year after therapy
c. Annually thereafter if requested
2. Altered clinical situation

IV. Solitary pulmonary nodule by CXR: >*"*

This criterion is for evaluation of newly discovered solitary pulmonary nodule. Biopsy or CT may be
performed for changes or equivocal findings on CXR. Multiple nodules are not covered by these criteria
unless one is significantly larger than the others or is new since a prior chest x-ray. Such a lesion should
be treated as a solitary nodule.

A. Size greater than 8mm but less than 4cm (40mm) AND CT nondiagnostic for malignancy
V. Lungcarcinoma> ™%
A. Initial staging of lung cancer (after tissue diagnosis is established)
B. Restaging after chemotherapy or radiation therapy
1. No sooner than 12 weeks after completion of radiation therapy unless there is a
change in clinical or imaging findings suggestive of recurrence or progression.
C. Monitoring response to treatment when a change in therapy is anticipated
VI. Colorectal carcinoma®®
A. Initial staging (after tissue diagnosis is established)
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B. Evaluation of radiofrequency ablation (or similar procedure) of metastases
1. After procedure to evaluate effect and confirm adequate margins
2. May be repeated after each procedure
C. Evaluation of response to chemotherapy of hepatic metastases with the intent of changing
therapy based on the result of the PET scan. If there is no consideration of a change in
therapy, a PET or PET/CT scan is not indicated.
1. No sooner than 4-5 weeks of treatment (about 1 complete cycle)
2. |Ifthere is a good response to therapy, there is no need to repeat until the termination of
the course of therapy unless there is a change in clinical status i.e. increasing CEA.
Rising CEA (2 consecutive tests or any significant increase over baseline >2.5 in smoker)
Restaging after completion of therapy
Periodic surveillance not more frequently than every 6 months unless there is a change in
clinical status (i.e. rising CEA *; change on physical examination; elevation of liver function
tests; new findings on chest x-ray etc.)

mmo

VIIl. Lymphoma/Hodgkin’s Disease ***°

A. Initial staging (after tissue diagnosis is established).

B. Periodic assessment during chemotherapy (not more frequently than after 2 cycles)

C. Restaging (establish new baseline) after therapy is completed.

D. Periodic assessment during remission (not more frequently than every 3-12 months for first 2-3

years and then annually up to 5 years)

PET may be used to determine response to chemotherapy and may be performed as early as

7 days after the initiation of chemotherapy. Follow up studies are not needed until completion

of the course of chemotherapy unless there is a change in clinical status.

F. PET may be approved after completion of 1st line treatment to determine if additional
treatment or closer follow-up is needed.

G. New symptoms or findings:

Night sweats

Weight loss

ESR >30 mm/hr

Fever >100.4 (unknown etiology) > one week

Suspected metastasis by CXR, MR, or CT

m

oo~

VIII. Esophageal carcinoma®’

A. Initial staging of known esophageal cancer
B. Reevaluation of patients treated with either chemotherapy or radiation therapy
C. Reevaluation for suspected recurrence
1. Changed findings on endoscopy or imaging
2. Inability to perform endoscopy
3. Lymphadenopathy
IX. Cervical carcinoma **®
A. Initial staging
B. Monitor response to therapy
C. Evaluate for recurrence
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X.  Ovarian carcinoma 296"

A. Not for initial staging and does not replace second look surgery after completion of initial
treatment.
B. Evaluation of recurrence
1. Elevated tumor markers *
2. Change in physical examination or clinical condition
X1. Pancreatic carcinoma *® "#"
A. Pancreatic mass on CT or MRI
B. Abnormal ERCP
C. Unexplained jaundice
XI11. Gastric carcinoma """
A. Must have established tissue diagnosis of gastric cancer
B. Initial staging
C. Evaluation of response to chemotherapy
D. Restaging

XI11. Testicular carcinoma 2 &

tumor)
A. Initial staging requires PET/CT if feasible as neither modality alone is as accurate.
B. Asingle post therapy PET exam may be approved 4 or more weeks after therapy
1. Iffirst post therapy scan is negative and the markers remain negative, then no further PET
scans are indicated unless the markers turn positive
C. Subsequent follow up PET studies may be approved if there is an abnormal lab value:
1. Elevated tumor markers *
2. BetaHCG
3. Alpha Fetoprotein *
4. Residual mass on CT
D. If the second post therapy PET scan is negative and the tumor markers remain elevated or
rise, another post therapy follow up PET in 1-3 months is indicated.
1. Ifthe third PET scan is negative, continued surveillance without PET is appropriate.
2. If any post therapy scan is positive, follow up exams may be authorized at 3 month
intervals.

(seminoma or non-seminomatous germ cell

X1V. GIST (Gastrointestinal Stromal Tumor) %%
A. Must have established tissue diagnosis
B. Initial staging
C. Response to chemotherapy (initial evaluation may be as soon as 1 month after initiation of
chemotherapy or sooner as indicated by clinical situation)
D. Evaluation for recurrence
XV. Soft tissue sarcoma®®
A. Must have an established tissue diagnosis of intermediate or high grade sarcoma
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XVI.

XVII.Multiple myeloma

B. Initial staging
C. Restaging and evaluation for possible local recurrence

i . 90
Endometrial carcinoma
A. Must have an established tissue diagnosis
B. Patient must be status post surgery
C. Must have elevated tumor markers
1. CA 125 or CEA or CA 19-9

91-94

A. Must have an established diagnosis of myeloma
B. This may be used for staging or restaging

XVII1.Melanoma®®8

A. PET does not substitute for biopsy of the lesion, but is useful in detecting an unknown primary
when metastases have been found.

B. In known disease, detection of distal metastases

C. Restaging after therapy

XIX. Thymoma %

A. Established tissue diagnosis of thymoma

B. Myasthenia gravis with an anterior mediastinal mass demonstrated on CXR, CT or MRI
C. Initial staging

D. Restaging after completion of therapy (one time only)

E. Not allowed for surveillance

XX. Ewing’s Sarcoma and Osteogenic Sarcoma
A. Must have an established diagnosis
B. Initial staging
C. Restaging
XXI. Initial staging of an occult cancer ®
A. Must have either
1. An established diagnosis of malignancy of unknown primary site or
2. Indeterminate histology on biopsy
B. Primary site cannot be determined by
1. Endoscopy
2. Prior CT
3. Prior MRI
C. May not be used for restaging carcinoma of unknown primary
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General Statements

1. PET or PET/CT cannot be certified for initial staging for beneficiaries with a diagnosis of
prostate cancer. However, it may be certified for restaging or response to therapy if the
beneficiary is enrolled in and registered with the NOPR.

2. PET or PET/CT cannot be certified for the initial diagnosis of male or female breast cancer

3. PET or PET/CT cannot be certified for evaluation of axillary nodes in beneficiaries with a
diagnosis of breast cancer

4. PET or PET/CT cannot be certified for the evaluation of regional lymph nodes in beneficiaries
with a diagnosis of melanoma

5. PET or PET/CT cannot be certified for initial diagnosis or initial staging of cervical cancer unless
there is documentation that standard imaging is negative for extrapelvic metastases unless
the beneficiary is enrolled in and registered with the NOPR.

6. PET or PET/CT may be certified for subsequent treatment of women with known diagnosis of
cervical cancer.

7. PET or PET/CT may be certified one time only for all other biopsy proven solid tumors. For some
cancers, additional scans may be certified as indicated below.

8. PET or PET/CT may be certified one time only for beneficiaries with a very strong suspicion of a
solid tumor based on standard imaging (must have results of these tests).

9. PET and PET/CT may be certified for subsequent treatment for beneficiaries who have
documented diagnosis of tumors of the breast, esophagus, colon or rectum, head and neck (non
thyroid) cancer, lymphoma, melanoma, non small cell lung cancer and thyroid cancer as indicated
below.
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10. PET and PET/CT may be certified for subsequent treatment in women with known diagnosis of
ovarian cancer.
11. PET or PET/CT may be certified for initial and subsequent evaluation of members with
documented diagnosis of myeloma.
12. For all solid tumors subsequent PET or PET/CT scans may be certified if the beneficiary and
rendering site are enrolled in and registered the NOPR
13. PET and PET/CT may not be certified for beneficiaries who have an established diagnosis of a
solid tumor but who are asymptomatic with no signs or symptoms of disease and are not
currently in treatment.
14. PET and PET/CT may be approved in a beneficiary with known diagnosis of malignancy to
determine the optimal anatomic site for biopsy or other invasive diagnostic procedure.
I.  Breast carcinoma*®
A. Must have tissue diagnosis of breast cancer
B. Staging of patients with distant metastases
C. Restaging of women with known metastasis
D. Evaluating response to treatment with locally advanced and metastatic disease when a change
in therapy is contemplated
E. Suspected recurrence
1. New palpable lesion in axilla or adjacent area
2. Rising tumor markers
3. Changes on other imaging
F. PET is not to be used to:
1. Establish the diagnosis of breast cancer or to detect the primary lesion
2. Clarify a finding on mammography, physical examination, MRI or ultrasound
3. Evaluate axillary nodes
4. Not indicated for surveillance imaging in asymptomatic women with no signs or symptoms or laboratory
findings suggestive of recurrent disease
Il.  Thyroid carcinoma **"*
A. Must have tissue diagnosis of thyroid cancer (follicular, papillary, and medullary Hrthle cell
and have been treated by thyroidectomy and/or radioiodine ablation.
1. Indicated for staging and restaging in patients with
a. Negative 1131 and/ or thallium 201 scans (whole body)
b. Thyroglobulin level >10ng/ml
c. Thyroglobulin >2 pugrams/liter after thyrogen stimulation
B. Not indicated for surveillance of an asymptomatic individual who is currently not in  treatment and has no signs,
symptoms or laboratory tests suggesting recurrence of disease.
I11.  Head and neck cancers !
A. Evaluation of patient with metastatic cervical lymph node(s) to establish primary site
Copyright © 2009 CareCore National. All rights reserved. 404

400 Buckwalter Place Boulevard, Bluffton, SC 29910 (800) 918-8924 www.carecorenational.com




CareCore National Criteria for Imaging Version 2.2009

V.

VI.

ocow

m

Non small cell lung cancer (NSCLC)
A.
B.

C.

mo

Staging of patient with known primary head and neck cancer

Restaging after completion of therapy- surgery, chemotherapy, radiation therapy

Monitor response to therapy only if a change in therapy is anticipated

1. Radiation therapy - no sooner than 1 month after completion of treatment (If done too soon
may give false positive result)

2. Surgery - no sooner than 6 weeks after surgery

3. Chemotherapy - no sooner than 1-2 weeks after completion of first cycle

Symptomatic member with new signs or symptoms of disease

Not indicated for surveillance of an asymptomatic individual who is currently not in treatment

and has no signs, symptoms or laboratory tests suggesting recurrence of disease.

1,3,15-24

CT demonstrates a lung mass or solitary pulmonary nodule < to 4cm
Initial staging of non small cell lung cancer that is pathologically confirmed
Restaging after completion of treatment-surgery, chemotherapy, radiation therapy
1. No sooner than 12 weeks after completion of radiation therapy unless there is a
change in clinical or imaging findings suggestive of recurrence or progression.
Monitoring response to therapy only when a change in therapy is anticipated
Not indicated for surveillance of an asymptomatic individual who is currently notin treatment
and has no signs, symptoms or laboratory tests suggesting recurrence of disease.

Small cell lung cancer *

A
B.

C

Colorectal carcinoma
A.
B.

D.
E.

CT demonstrates a lung mass or solitary pulmonary nodule less than or equal to 4cm

Initial staging of small cell lung cancer that is pathologically confirmed

Restaging after completion of treatment-surgery, chemotherapy or radiation therapy may be
certified if the beneficiary and rendering site are enrolled in and registered with the
NOPR

Monitoring response to therapy may be certified if the beneficiary and rendering site are
enrolled in and registered with the NOPR

Not indicated for surveillance of an asymptomatic individual who is currently notin  treatment
and has no signs, symptoms or laboratory tests suggesting recurrence of disease.

1,3,27-35

Initial staging (after tissue diagnosis is established)

Evaluation of radiofrequency ablation (or similar procedure) of metastases

1. After procedure to evaluate effect and confirm adequate margins

2. May be repeated after each procedure

Evaluation of response to chemotherapy of hepatic metastases with the intent of changing

therapy based on the result of the PET scan. If there is no consideration of a change in

therapy, a PET or PET/CT scan is not indicated.

1. No sooner than 4-5 weeks of treatment (about 1 complete cycle)

2. Ifthere is a good response to therapy there is no need to repeat until the termination of the
course of therapy, unless there is a change in clinical status i.e. increasing CEA.

Rising CEA (>2.5 in nonsmoker and >5.0 in a smoker)

Restaging after completion of therapy
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VII.

VIII.

IX.

F. Notindicated for surveillance of an asymptomatic individual who is currently notin  treatment
and has no signs, symptoms or laboratory tests suggesting recurrence of disease.
Lymphoma/Hodgkin’s Disease **3¢*
A. Initial staging (usually after tissue diagnosis is established)
B. Restaging after completion of therapy
C. Monitor response to therapy if a change in treatment is anticipated
D. New symptoms or findings:
1. Night sweats
2. Weight loss
3. ESR >30 mm/hr
4. Fever >100.4 (unknown etiology) >one week
5. Suspected metastasis by CXR, MRI, CT
E. PET is notindicated for surveillance imaging during remission in an asymptomatic
beneficiary with no signs or symptoms of disease
Esophageal carcinoma %%
A. Initial staging of known esophageal cancer (must have tissue diagnosis)
B. Restaging of patients treated with either surgery, chemotherapy or radiation therapy
C. Reevaluation for suspected recurrence in a symptomatic individual with new signs or
symptoms of disease
1. Changed findings on endoscopy or imaging
2. Inability to perform endoscopy
3. Lymphadenopathy
Monitoring response to treatment if a change in therapy is anticipated
PET is not indicated for surveillance imaging during remission in an asymptomatic
beneficiary with no signs or symptoms of disease

mo

Cervical carcinoma ?>%

A. Initial staging for women with biopsy proven cervical cancer
1. Determine optimal anatomic site for an invasive procedure
2. Determine if the beneficiary is a candidate for an invasive diagnostic or therapeutic
procedure
3. Determine the anatomic extent of tumor when the recommended anti-tumor treatment
depends on the extent of the tumor
B. PET is not indicated for surveillance imaging during remission in an asymptomatic
beneficiary with no signs or symptoms of disease

Ovarian carcinoma »*+*

A. Initial staging with a tissue diagnosis
B. Evaluation of recurrence in a symptomatic member with signs and/or symptoms of
of disease
1. Elevated tumor markers
a. >35U/mL
2. Change in physical examination or clinical condition
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C. Monitoring response to treatment if a change in therapy is anticipated
D. PET is not indicated for surveillance imaging during remission in an asymptomatic
beneficiary with no signs or symptoms of disease

X1. Pancreatic carcinoma *
A. Must have a tissue diagnosis
B. Initial staging
C. Monitoring response to treatment if a change in therapy is anticipated and if the beneficiary
and rendering site are enrolled in and registered with the NOPR
D. Restaging after completion of treatment-surgery, chemotherapy or radiation therapy may be
certified if the beneficiary and rendering site are enrolled in and registered with the
NOPR
E. Suspected recurrence in a symptomatic member with new signs or symptoms
1. Beneficiary and rendering site are enrolled in and registered with the NOPR
2. Rising tumor markers
a. Ca19-9>120U/mL
b. Ca 27.29 >100U/mL
c. Ca125>35U/mL
3. New or increasing jaundice or bilirubin levels
a. Direct bilirubin >0.3mg/mL
b. Indirect bilirubin >1.9mg/mL
4. Other abnormal liver function tests
a. AST >34 IUIL
b. ALP or alkaline phosphatase >147IU/L
5. New onset of weight loss
6. Ascites
F. PET is not indicated for surveillance imaging during remission in an asymptomatic
beneficiary with no signs or symptoms of disease

XI1. Testicular carcinoma (seminoma or non-seminomatous germ cell tumor)

1,25

A. Must have tissue diagnosis

B. Initial staging

C. Monitoring response to treatment if change in therapy is anticipated and if the beneficiary and
rendering site are enrolled in and registered with the NOPR

D. Restaging after completion of therapy-surgery, radiation or chemotherapy and if the
beneficiary and rendering site are enrolled in and registered with the NOPR

E. Suspected recurrence in a symptomatic member with new signs or symptoms and
if the beneficiary and rendering site are enrolled in and registered with the NOPR

F. PET is not indicated for surveillance imaging during remission in an asymptomatic
beneficiary with no signs or symptoms of disease

XI111. Soft tissue sarcoma*
A. Must have an established tissue diagnosis
B. Initial staging
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C. Monitoring response to treatment if change in therapy is anticipated and if the beneficiary and
rendering site are enrolled in and registered with the NOPR

D. Restaging after completion of therapy-surgery, radiation or chemotherapy and if the
beneficiary and rendering site are enrolled in and registered with the NOPR

E. Suspected recurrence in a symptomatic member with new signs or symptoms and
if the beneficiary and rendering site are enrolled in and registered with the NOPR

F. PET is not indicated for surveillance imaging during remission in an asymptomatic
beneficiary with no signs or symptoms of disease

X1V. Melanoma*

Must have tissue diagnosis

Initial staging other than regional lymph nodes

In known disease, detection of distal metastases

NOT PERMITTED FOR EVALUATION OF REGIONAL NODES

Monitoring response to therapy when a change is anticipated

Restaging after completion of therapy

Symptomatic individual with new signs or symptoms of disease

PET is not indicated for surveillance imaging during remission in an asymptomatic
beneficiary with no signs or symptoms of disease

ToMmMYU O >

XV. Prostate’

A. May not be used for initial staging

B. Monitoring response to treatment if change in therapy is anticipated and if the beneficiary and
rendering site are enrolled in and registered with the NOPR

C. Restaging after completion of therapy-surgery, radiation or chemotherapy if the beneficiary
and rendering site are enrolled in and registered with the NOPR

D. Suspected recurrence in a symptomatic member with new signs or symptoms and
if the beneficiary and rendering site are enrolled in a prospective clinical study that
meets the requirements of CMS and is registered with the NOPR

E. PET is not indicated for surveillance imaging during remission in an asymptomatic
beneficiary with no signs or symptoms of disease

XVI. Myeloma %%

Established diagnosis

Initial staging

Restaging after completion of initial therapy

Suspected recurrence in symptomatic individual with new signs and symptoms of disease
PET is not indicated for surveillance imaging during remission in an asymptomatic
beneficiary with no signs or symptoms of disease

moow>

XVII. All other solid tumors*
A. Initial staging with a pathologic diagnosis ONE TIME ONLY
B. Monitoring response to treatment if a change in therapy is anticipated and if the beneficiary
and rendering site are enrolled in and registered with the NOPR
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C. Restaging after completion of therapy- surgery, radiation, chemotherapy if the beneficiary and
rendering site are enrolled in and registered with the NOPR

D. Suspected recurrence in a symptomatic member with new signs or symptoms and
if the beneficiary and rendering site are enrolled in a prospective clinical study that
meets the requirements of CMS and is registered with the NOPR

E. PET is not indicated for surveillance imaging during remission in an asymptomatic
beneficiary with no signs or symptoms of disease

XVIII. Other cancers*

A. Initial staging only if the beneficiary and rendering site are enrolled in and registered with
the NOPR

B. Monitoring response to treatment if change in therapy is anticipated and if the beneficiary and
rendering site are enrolled in and registered with the NOPR

C. Restaging after completion of therapy-surgery, radiation or chemotherapy if the beneficiary
and rendering site are enrolled in and registered with NOPR

D. Suspected recurrence in a symptomatic member with new signs or symptoms
if the beneficiary and rendering site are enrolled in a prospective clinical study that
meets the requirements of CMS and is registered with the NOPR

E. PET is not indicated for surveillance imaging during remission in an asymptomatic
beneficiary with no signs or symptoms of disease
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