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l. PURPOSE

Indications for determining medical necessity for Coronary Fractional Flow Reserve (FFR).

II. DEFINITIONS

Fractional flow reserve (FFR) is used to determine the functional significance of a coronary stenosis
in angiographically “intermediate” or “indeterminant” lesions which allows the operator to decide when
PCI may be beneficial or safely deferred. During coronary catheterization, a catheter is inserted into
the femoral (groin) or radial arteries (wrist) using a sheath and guidewire. FFR uses a small sensor
(transducer) on the tip of the wire to measure pressure, temperature, and flow in order to determine
the exact severity of the lesion during maximal blood flow (hyperemia). Hyperemia is induced by
injecting products such as adenosine or papaverine. A pullback of the pressure wire is performed,
and pressures are recorded across the vessel. FFR is then calculated as the ratio of distal coronary
pressure to aortic pressure measured during maximal hyperemia. A normal value for FFR is 1.0. FFR
<0.80 in an angiographically intermediate lesion (50-70% stenosis) is considered to be a significant
coronary lesion (>70% stenosis).

Appropriate Use Criteria (AUC score) for a service is one in which the expected incremental
information, combined with clinical judgment, exceeds the expected negative consequences by a
sufficiently wide margin for a specific indication that the procedure is generally considered acceptable
care and a reasonable approach for the indication. 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

[l. POLICY

Surgical procedures are reviewed and approved by Physicians and Nurses only. Utilization
Management staff (pharmacists, intake coordinators or any other type of lower level medical
staff) cannot review or approve surgical procedures within New Century Health.

Indications for approving a request for medical necessity are:

A. FFRis reasonable to assess angiographic intermediate coronary lesions (50% to 70% diameter
stenosis) and can be useful for guiding revascularization decisions in patients with Stable
Ischemic Heart Disease. (AUC Score 6)%234

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.

IV. PROCEDURE
A. In order to review a request for medical necessity, the following items must be submitted for
review:
1. Progress note that prompted request
2. Prior Diagnostic coronary angiogram
3. Noninvasive vascular testing

B. Primary codes appropriate for this service: FFR-93571, 93572.

V. APPROVAL AUTHORITY
A. Review — Utilization Management Department

B. Final Approval — Utilization Management Committee

VI. ATTACHMENTS
A. None
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