
 

  

 
     

    

  

 

 

   

   

   

 

 

 

 

  

  

  

  

 

   

 

 

 

Cardio Policy:
 

Stress Echocardiography
 
POLICY NUMBER 

UM CARDIO_1123  

SUBJECT 

Stress Echocardiography with or without doppler  

DEPT/PROGRAM 

UM Dept  

PAGE 1 OF 5 

DATES COMMITTEE REVIEWED 

07/22/11, 12/12/12, 03/10/14,  05/21/14, 

05/15/15, 08/12/15, 11/28/16, 12/21/16, 

10/10/17, 02/13/19, 03/08/19, 04/08/19, 

09/11/19, 12/11/19, 05/13/20, 01/13/21, 

03/10/21, 06/09/21, 08/11/21, 02/09/22, 

07/13/22, 12/14/22, 02/01/23, 05/10/23, 

12/20/23  

APPROVAL DATE 

December 20, 2023  

EFFECTIVE DATE 

December 22, 2023  

COMMITTEE APPROVAL DATES 

07/22/11, 12/12/12, 03/10/14, 05/21/14, 

05/15/15, 08/12/15, 11/28/16, 12/21/16, 

10/10/17, 02/13/19, 03/08/19, 04/08/19, 

09/11/19, 12/11/19, 05/13/20, 01/13/21, 

03/10/21, 06/09/21, 08/11/21, 02/09/22, 

07/13/22, 12/14/22, 02/01/23, 05/10/23, 

12/20/23  

PRIMARY BUSINESS OWNER: UM COMMITTEE/BOARD APPROVAL 

Utilization Management Committee  

URAC STANDARDS 

HUM v8: UM 1-2; UM 2-1  

NCQA STANDARDS 

UM 2  

ADDITIONAL AREAS OF IMPACT 

CMS REQUIREMENTS STATE/FEDERAL REQUIREMENTS APPLICABLE LINES OF BUSINESS 

Commercial, Exchange, Medicaid  

I.  PURPOSE  

Indications for determining medical necessity for Stress Echocardiography with or without doppler. 

II .  DEFINITIONS  

Stress echocardiography is an exercise stress test which utilizes echocardiography to provide 

information on exercise tolerance, ischemic burden, and structural heart disease including valvular 

disease and provides analysis of left ventricular function. 

Cardiac Doppler ultrasound is a form of ultrasound that can detect and measure blood flow. Doppler 

ultrasound depends on the Doppler Effect, a change in the frequency of a wave resulting from the 

motion of a reflector, the red blood cell. There are three types of Doppler ultrasound performed during 

a cardiac Doppler examination: 

A. Pulsed Doppler 

B. Continuous wave Doppler 

C. Color flow Doppler 

High global CAD risk is defined as 10 -year CAD risk of greater than 20%. CAD equivalents (e.g., 

DM, PAD) can also define high-risk. 

10- year CAD risk (%) is defined based on the risk factors- Sex, Age, Race, Total Cholesterol, HDL-

Cholesterol, Systolic Blood Pressure, and Treatment for High Blood Pressure, Diabetes Mellitus, and 

Smoker. 

An appropriate diagnostic or therapeutic procedure is one in which the expected clinical benefit 

exceeds the risks or negative consequences of the procedure by a sufficiently wide margin such that 



 
   

 

 
 

 

 

   

   

   

 

 

 

 

 

 

 

 

the procedure is generally considered acceptable or reasonable care. The ultimate objective of AUC 

is to improve patient care and health outcomes in a cost–effective manner but is not intended to 

ignore ambiguity and nuance intrinsic to clinical decision making. 

Appropriate Care - Median Score 7-9 

May be Appropriate Care - Median Score 4-6 

Rarely Appropriate Care - Median Score 1-3 

Guideline directed medical therapy (GDMT) are outlined by joint American College of Cardiology  

(ACC)/American Heart Association (AHA) in cardiovascular clinical practice guidelines as  Class I 

recommendation. These are maximally tolerated medications for a cardiovascular condition, when 

prescribed, have shown to improve healthcare outcomes  such as  survival along with significant  

reduction in major adverse cardiovascular events and hospitalization. For all recommended drug 

treatment regimens, the prescriber  should confirm the dosage with product insert material and 

carefully evaluate for contraindications and interactions11,12,13,14,15,16,17,18,19 .  

II I.  POLICY  

Indications for approving a request for medical necessity are: 

A.	 The patient has symptoms which require further investigation by stress testing and the patient  

has a significantly abnormal baseline EKG or patient is on a medication (such as digoxin), which 

would make interpretation of a standard  exercise test (without imaging) inaccurate. No imaging 

stress test within the last 6 months. (AUC Score 8)1,2,4,5,6  

B.	 The patient has abnormal or non-diagnostic standard exercise test and stress  echocardiography 

is being performed to evaluate stress induced cardiac abnormality. No imaging stress test within 

the last 6 months. (AUC Score 8)1,2,4,5,6    

C.	 Evaluation of a patient who has an abnormal or non-diagnostic standard (“plain”)  exercise test 

(i.e., unable to reach 75-100% of their age predicted maximal heart rate by physiologic exercise) 

or has a recent ventricular wall motion abnormality demonstrated by another imaging modality  

and stress echo is being performed in order to determine if the patient has myocardial ischemia. 

No recent imaging  stress test within the last 12 months. (AUC  Score 8)1,2,4,5,6    

D.	 Stress echocardiography is done in a patient with newly diagnosed CAD or congestive heart 

failure to evaluate the extent of myocardial ischemia or to assess myocardial viability using 

Dobutamine infusion during test. No recent imaging  stress test.  (AUC  Score 9)1,2,4,5,6    

E.	 Stress Echocardiography with Doppler to evaluate symptoms, exercise capacity and the 

hemodynamic consequences of mitral or aortic valve disease, especially in patients with severe 

valve disease who deny  symptoms or present equivocal symptoms. No imaging  stress test within 

the last   6 months. (AUC Score 7)1,2,4,5,6    

F.	 Stress Echocardiography is appropriate in a patient who has not undergone revascularization and 

has a prior abnormal exercise stress test or Coronary Calcium Agatston Score  greater than 100. 

No stress echocardiogram within the last 6 months. (AUC Score 7)1,3,4,5    

G.	 Stress Echocardiography may be appropriate in a patient who is asymptomatic or has  stable 

symptoms with a prior Coronary Calcium Agatston Score  greater than 400 (AUC Score 8)1,3,4,5  or  

has high global CAD risk with Coronary  Calcium Agatston Score 100-400 (AUC Score 7)1,3,4,5  no 

imaging stress test within the last 6months.  
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H.	 Stress Echocardiography is appropriate as a follow up testing in a patient with new or worsening 

symptoms and has obstructive CAD on invasive coronary angiography or abnormal Coronary  

Calcium Agatston Score  greater than 100. No imaging stress test within the last 6 months (AUC  

Score 8)  1,3,4,5    

I.	 Evaluation with a Stress Echocardiography test may be considered in an asymptomatic patient 

who has had CABG greater than or equal to  5yrs with a stress test performed  greater than or 

equal to 2 years (AUC SCORE 7)1,2,3,4,5  or had PCI greater than or equal to 3 years with a stress 

test performed greater than or equal to 2 years. (AUC Score 7)1,2,4,5,6  

J.	 Stress Echocardiography is appropriate in patients with unknown or  low functional capacity (less 

than 4 METS), with  greater than  1 clinical risk factor and or had a normal stress test done greater 

than or equal to 6 months, for pre-op evaluation in vascular surgery or organ  transplant.  (AUC 

Score 8)1,2,4,5,6  

K.	 Stress Echocardiography is indicated in  symptomatic  patients with high risk  CAD risk factors 

and/or  who are also suspected to have pulmonary hypertension, to rule out underlying coronary 

ischemia with no prior stress test within the last 6 months. (AUC Score 7)1,2,4,5,6  

L.	 In patients with suspected low-flow, low-gradient severe AS with reduced LVEF (Stage D2), low-

dose dobutamine stress testing with echocardiographic or invasive hemodynamic measurements 

is reasonable to further define severity and assess contractile reserve. (AUC Score 6)2,3,6  

M.	 Apart from the specific scenarios indicated above, stress testing of asymptomatic individuals is 

reasonable when there are other signs of cardiac pathology e.g., new EKG abnormalities, new 

wall motion abnormalities on an echo, or a new decrease in LVEF as detected by another  

modality.  (AUC Score 7)1,2,4,5,6  

N.	 Stress echo  is appropriate to perform for cardiovascular risk  stratification, prior to any organ 

transplant. No stress echo done within the last 6 months. (AUC SCORE 7)2,8,9,10,11  

Limitations: 

A.	 Requests for services that are part of a surveillance protocol for patients who are involved in a 

clinical trial are considered out of scope (OOS) for New Century Health and cannot be reviewed. 

B.	 Before stress echocardiography can be considered for CAD and/or mitral valve disease the 

following must be considered: Predicted or observed lack of adequate response  to maximally 

tolerated GDMT12,13,14,15,16,17,18,19,20,21  

IV.  PROCEDURE  

A.  To review a request for medical necessity, the following items must be submitted for review:  

1.	 Progress note that prompted request 

2.	 Recent EKG (within 10 days), if available 

3.	 Most recent Stress test/ECHO report 

B.	 Primary codes appropriate for this service: Stress Echo without doppler – 93351, Stress Echo 

with doppler-93351, 93320, 93325; Stress echo as per 93351, but without continuous 

electrocardiographic monitoring - 93350 

V. 	  APPROVAL  AUTHORITY  

A.	 Review – Utilization Management Department 
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B.	 Final Approval – Utilization Management Committee 

VI.  ATTACHMENTS  

A.	 None 

VII.  REFERENCES  
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