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Description of Procedure or Service

Various devices are available for outpatient cardiac rhythm monitoring. These devices differ in the
types of monitoring leads used, the duration and continuity of monitoring, the ability to detect
arrhythmias without patient intervention, and the mechanism of delivery of the information from
patient to clinician. These devices may be used to evaluate symptoms suggestive of arrhythmias (eg,
syncope, palpitations), and may be used to detect atrial fibrillation (AF) in patients who have
undergone cardiac ablation of AF or who have a history of cryptogenic stroke.

Cardiac monitoring is routinely used in the inpatient setting to detect acute changes in heart rate or
rhythm that may need urgent response. For some clinical conditions, a more prolonged period of
monitoring in the ambulatory setting is needed to detect heart rate or rhythm abnormalities that may
occur infrequently. These cases may include the diagnosis of arrhythmias in patients with signs and
symptoms suggestive of arrhythmias, as well as, the evaluation of paroxysmal atrial fibrillation (AF).

Arrhythmia Detection in Patients With Signs/Symptoms of Arrhythmia
Cardiac arrhythmias may be suspected because of symptoms suggestive of arrhythmias, including

palpitations, dizziness, or syncope or presyncope, or because of abnormal heart rate or rhythm noted on
exam. A full discussion of the differential diagnosis and evaluation of each of these symptoms is
beyond the scope of this review, but some general principles on the use of ambulatory monitoring are
discussed.

Arrhythmias are an important potential cause of syncope or near-syncope, which in some cases may be
described as dizziness. An electrocardiogram (ECG) is generally indicated whenever there is suspicion
of a cardiac cause of syncope. Some arrhythmic causes will be apparent on ECG. However, in patients
in whom an ECG is not diagnostic, longer monitoring may be indicated. The 2009 joint guidelines from
the European Society of Cardiology and three additional medical specialty societies suggest that, in
individuals with clinical or ECG features suggesting an arrhythmic syncope, ECG monitoring is
indicated; the guidelines also state that the “duration (and technology) of monitoring should be selected
according to the risk and the predicted recurrence rate of syncope.” Similarly, guidelines from the
National Institute for Health and Care Excellence (2014) on the evaluation of transient loss of
consciousness, recommends the use of an ambulatory ECG in individuals with a suspected arrhythmic
cause of syncope. The type and duration of monitoring recommended, is based on the individual’s
history, particularly the frequency of transient loss of consciousness. The Holter monitor is
recommended if transient loss of consciousness occurs several times a week. If the frequency of
transient loss of consciousness is every 1 to 2 weeks, an external event recorder is recommended; and if
the frequency is less than once every 2 weeks, an implantable event recorder is recommended.

Similar to syncope, the evaluation and management of palpitations is patient-specific, but in cases
where the initial history, examination, and ECG findings are suggestive of an arrhythmia, some form of
ambulatory ECG monitoring is indicated. A position paper from the European Heart Rhythm
Association (2011) indicates that for individuals with palpitations of unknown origin who have clinical
features suggestive of arrhythmia, referral for specialized evaluation with consideration for ambulatory
ECG monitoring is indicated.
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Atrial Fibrillation (AF) Detection

AF is the most common arrhythmia in adults. It may be asymptomatic or be associated with a broad
range of symptoms, including lightheadedness, palpitations, dyspnea, and a variety of more nonspecific
symptoms (eg, fatigue, malaise). It is classified as paroxysmal, persistent, or permanent based on
symptom duration. Diagnosed AF may be treated with antiarrhythmic medications with the goal of rate
or thythm control. Other treatments include direct cardioversion, catheter-based radiofrequency- or
cryo-energy-based ablation, or one of several surgical techniques, depending on the patient’s
comorbidities and associated symptoms.

Stroke in AF occurs primarily as a result of thromboembolism from the left atrium. The lack of atrial
contractions in AF leads to blood stasis in the left atrium, and this low flow state increases the risk of
thrombosis. The area of the left atrium with the lowest blood flow in AF, and therefore the highest risk
of thrombosis, is the left atrial appendage. Multiple clinical trials have demonstrated that
anticoagulation reduces the ischemic stroke risk in patients at moderate or high risk of thromboembolic
events. Oral anticoagulation in patients with AF reduces the risk of subsequent stroke and is
recommended by American Heart Association, American College of Cardiology, and Heart Rhythm
Society (2014) joint guidelines for patients with a history of stroke or transient ischemic attack.

Ambulatory ECG monitoring may play a role in several situations in the detection of AF. In patients
who have undergone ablative treatment for AF, if ongoing AF can be excluded with reasonable
certainty, including paroxysmal AF which may not be apparent on ECG during an office visit,
anticoagulation therapy could potentially be stopped. In some cases where identifying paroxysmal AF
is associated with potential changes in management, longer term monitoring may be considered. There
are well-defined management changes that occur in patients with AF. However, until relatively recently
the specific role of long-term (ie. >48 hours) monitoring in AF was not well-described.

Patients with cryptogenic stroke are often monitored for the presence of AF, because AF is estimated to
be the cause of cryptogenic stroke in more than 10% of patients, and AF increases the risk of stroke.
Paroxysmal AF confers an elevated risk of stroke, just as persistent and permanent AF. In individuals
with a high risk of stroke, particularly those with a history of ischemic stroke that is unexplained by
other causes, prolonged monitoring to identify paroxysmal AF has been investigated.

Cardiac Rhythm Ambulatory Monitoring Devices

Ambulatory cardiac monitoring with a variety of devices permits the evaluation of cardiac electrical
activity over time, in contrast to a static ECG, which only permits the detection of abnormalities in
cardiac electrical activity at a single point in time.

A Holter monitor is worn continuously and records cardiac electrical output continuously throughout
the recording period. Holter monitors are capable of recording activity for up to about 24 to 72 hours.
Traditionally, most Holter monitors have 3 channels based on 3 ECG leads. However, some currently
available Holter monitors have up to 12 channels. Holter monitors are an accepted intervention in a
variety of settings where a short period (24-48 hours) of comprehensive cardiac rhythm assessment is
needed (eg, suspected arrhythmias when symptoms, such as syncope and palpitations are occurring
daily). These devices are not the focus of this policy.

Various classes of devices are available for situations where longer monitoring than can be obtained
with a traditional Holter monitor is needed. Because there may be many devices within each category, a
comprehensive description of each device is beyond the scope of this policy. Specific devices may vary
in how data are transmitted to the location where the ECG output is interpreted. Data may be
transmitted via cellular phone or landline, or by direct download from the device after its return to the
monitoring center. The device classes are described in Table 1.

Table 1: Ambulatory Cardiac Rhythm Monitoring Devices
| Device Class Description Device Examples |

Page 2 of 13

An Independent Licensee of the Blue Cross and Blue Shield Association



Ambulatory Event Monitors

Noncontinuous devices
with memory (event
recorder)

Continuous recording
devices with longer
recording periods

External memory loop
devices (patient- or
autotriggered)

Implantable memory
loop devices (patient-
or auto-triggered)

Mobile cardiac
outpatient telemetry

Devices not worn continuously but
rather activated by patient and
applied to skin in the precordial area
when symptoms develop

Devices continuously worn and
continuously record via >1 cardiac
leads and store data for a longer
period than traditional Holter (14 d)

Devices continuously worn and store
a single channel of ECG data in a
refreshed memory. When the device
is activated, the ECG is then recorded
from the memory loop for the
preceding 30-90 s and for next 60 s
or so. Devices may be activated by a
patient when symptoms occur
(patient-triggered) or by an
automated algorithm when changes
suggestive of an arrhythmia are
detected (auto-triggered).

Devices similar in design to external
memory loop devices but implanted
under the skin in the precordial
region

Continuously recording or auto-
triggered memory loop devices that
transmit data to a central recording
station with real-time monitoring and
analysis

Zio® Event Card
(iRhythm Technologies)
REKA E100™ (REKA
Health)

Zio®XT Patch and ZIO
ECG Utilization Service
(ZEUS) System
(iRhythm Technologies)

Patient-triggered:
Explorer™ Looping
Monitor (LifeWatch
Services)
Auto-triggered: LifeStar
AF Express™ Auto-
Detect Looping Monitor
(LifeWatch Services)
Auto-triggered or
patient-triggered: King
of Hearts Express® AF
(CardGuard Scientific
Survival)
Auto-triggered or
patient-triggered:
Reveal® XT ICM
(Medtronic) and
Confirm Rx Insertable
™ Cardiac Monitor
(Abbott)
Auto-triggered:
BioMonitor, Biotronik)

CardioNet MCOT
(BioTelemetry)
LifeStar Mobile Cardiac
Telemetry (LifeWatch
Services)

Zio AT(iRhythm)

There are also devices that combine features of multiple classes. For example, the LifeStar ACT Ex
Holter (LifeWatch Services) is a 3-channel Holter monitor, but is converted to a mobile cardiac
telemetry system if a diagnosis is inconclusive after 24 to 48 hours of monitoring. The BodyGuardian®
Heart Remote Monitoring System (Preventice Services) is an external auto-triggered memory loop
device that can be converted to a real-time monitoring system. The eCardio Verité™ system (eCardio)
can switch between a patient-activated event monitor and a continuous telemetry monitor. The
Spiderflash-T (LivaNova) is an example of an external auto-triggered or patient-triggered loop

recorder, but, like the Zio®Patch, can record 2 channels for 14 to 40 days.

Related Policies

Facility Billing Requirements

***Note: This Medical Policy is complex and technical. For questions concerning the technical
language and/or specific clinical indications for its use, please consult your physician.
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Policy

BCBSNC will provide coverage for Ambulatory Event Monitors when it is determined to be
medically necessary because the medical criteria and guidelines shown below are met.

Outpatient Cardiac Telemetry (also known as mobile cardiac outpatient telemetry or MCOT) is
considered investigational. BCBSNC does not cover services that are considered investigational.

Benefits Application

Please refer to Certificate for availability of benefits. This policy relates only to the services or supplies
described herein. Benefits may vary according to benefit design; therefore certificate language should
be reviewed before applying the terms of the policy.

When Ambulatory Event Monitors are covered

The use of patient-activated or auto-activated external ambulatory event monitors (AEMs) and long-
term ambulatory monitoring may be considered medically necessary as a diagnostic alternative to
Holter monitoring in the following situations:

e Individuals who experience infrequent symptoms (less frequently than every 48 hours)
suggestive of cardiac arrhythmias (i.e., palpitations, dizziness, presyncope, or syncope)

e Individuals with atrial fibrillation who have been treated with catheter ablation, and in whom
discontinuation of systemic anticoagulation is being considered

e Individuals treated for atrial fibrillation to monitor for asymptomatic episodes in order to
evaluate treatment response

e Individuals with cryptogenic stroke who have a negative standard work-up for atrial
fibrillation including a 24-hour Holter monitor.

The use of implantable ambulatory event monitors, either patient-activated or auto-activated, may be
considered medically necessary in the following situations:

e The small subset of individuals who experience recurrent symptoms so infrequently that a
prior trial of other external ambulatory event monitors has been unsuccessful.

e Individuals who require long-term monitoring for atrial fibrillation or possible atrial
fibrillation.

The use of continuous ambulatory monitors that record and store information for periods longer
than 48 hours may be considered medically necessary as a diagnostic alternative to Holter
monitoring or patient-activated or auto-activated external ambulatory event monitors in the
following situations:

e Individuals who experience infrequent symptoms (less frequently than every 48 hours)
suggestive of cardiac arrhythmias (i.e., palpitations, dizziness, presyncope, or syncope).

e Individuals with atrial fibrillation who have been treated with catheter ablation, and in
whom discontinuation of systemic anticoagulation is being considered.

e Individuals with cryptogenic stroke who have a negative standard work-up for atrial
fibrillation including a 24-hour Holter monitor.

When Ambulatory Event Monitors are not covered

Outpatient cardiac telemetry (also known as mobile cardiac outpatient telemetry or MCOT) is
considered investigational as a diagnostic alternative in individuals who experience infrequent
symptoms (less frequently than every 48 hours) suggestive of cardiac arrhythmias (i.e., palpitations,
dizziness, presyncope, or syncope).
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Other uses of ambulatory event monitors, including outpatient cardiac telemetry and mobile
applications, are considered investigational, including but not limited to monitoring asymptomatic
individuals with risk factors for arrhythmia, monitoring effectiveness of antiarrhythmic therapy and
detection of myocardial ischemia by detecting ST segment changes.

Policy Guidelines

For the use of patient- or auto-activated external ambulatory event monitors or continuous ambulatory
monitoring for storing information more than 48 hours, in patients with signs and/or symptoms
suggestive of arrhythmia(s) , the evidence includes prospective and retrospective studies reporting on
the diagnostic yield. Relevant outcomes include overall survival and morbid events. Observational
studies have consistently shown that continuous monitoring with longer recording periods detects more
arrhythmias than 24- or 48-hour Holter monitoring. Particularly for patients who, without the more
prolonged monitoring, would only undergo shorter term monitoring, the diagnostic yield is likely to
identify arrhythmias that may have therapeutic implications. The evidence is sufficient to determine
that the technology results in an improvement in the net health outcome.

For the use of long term ambulatory cardiac monitoring for patients with atrial fibrillation following
ablation or with cryptogenic stroke with a negative standard workup for AF, the evidence includes
RCTs comparing ambulatory event monitoring with standard care, and observational studies. Relevant
outcomes include overall survival, morbid events, medication use, and treatment-related morbidity.
RCTs evaluating a long term monitoring strategy post-stroke or after catheter ablation for AF report
significantly higher rates of AF detection. The available evidence suggests that long-term monitoring
for atrial fibrillation after cryptogenic stroke or postablation is associated with improved outcomes.
However, the specific type of monitoring associated with the best outcomes is not well-defined because
different long-term monitoring devices were used across the studies. Trials that have demonstrated
improved outcomes have used either event monitors or implantable monitors. In addition, there are
individual patient considerations that may make one type of monitor preferable over another. The
evidence is sufficient to determine that the technology results in an improvement in the net health
outcome.

Evidence for patients who are asymptomatic with risk factors for atrial fibrillation who receive long
term ambulatory cardiac monitoring, includes RCTs and observational studies. Relevant outcomes
include overall survival, morbid events, medication use, and treatment-related morbidity. The studies
show the use of ambulatory monitors would result in higher AF detection compared with routine care.
Randomized controlled trials found higher AF detection and initiation of anticoagulants with
monitoring, but no impact on health outcomes. The only RCT (LOOP Trial) with sufficient statistical
power and duration to evaluate health outcomes found no difference between monitoring and standard
care on the primary endpoint of combined stroke or systemic arterial embolism (HR 0.80; 95% CI 0.61
to 1.05; P =.11) or any secondary endpoints after 6 years of follow-up. The evidence is insufficient to
determine that the technology results in an improvement in the net health outcome.

For the evaluation of patients with signs and/or symptoms suggestive of arrhythmia with infrequent
symptoms who receive patient- or autoactivated implantable ambulatory event monitors, the evidence
includes RCTs comparing implantable loop recorders (ILRs) with shorter term monitoring, usually 24-
48 hour Holter monitoring, as well as observational studies. Relevant outcomes include overall
survival, morbid events, medication use, and treatment-related morbidity. Studies of prolonged ILRs in
patients report high rates of arrhythmia detection, compared with shorter external event monitoring or
Holter monitoring. These studies support the use of a progression in diagnostics from an external event
monitor to ILR in cases where longer monitoring is needed. The evidence is sufficient to determine
that the technology results in an improvement in the net health outcome.

Evidence for the use of outpatient cardiac telemetry for patients with signs and/or symptoms of
arrhythmia, includes 1 RCT and nonrandomized studies evaluating rates of arrhythmia detection using
outpatient cardiac telemetry. Relevant outcomes are overall survival and morbid events. The available
evidence suggests that outpatient cardiac telemetry is at least as good at detecting arrhythmias as
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ambulatory event monitoring. However, studies have not evaluated whether the real-time monitoring
feature of outpatient cardiac telemetry leads to reduced cardiac events and mortality. The evidence is
insufficient to determine that the technology results in an improvement in the net health outcome.

Billing/Coding/Physician Documentation Information

This policy may apply to the following codes. Inclusion of a code in this section does not guarantee that
it will be reimbursed. For further information on reimbursement guidelines, please see Administrative
Policies on the Blue Cross Blue Shield of North Carolina web site at www.bcbsnc.com. They are listed
in the Category Search on the Medical Policy search page.

Applicable codes: 93224, 93225, 93226, 93227, 93228, 93229, 93241, 93242, 93243, 93244, 93245,
93246, 93247, 93248, 93268, 93270, 93271, 93272, 93298, 33285, 33286, C1764, E0616, 0650T

BCBSNC may request medical records for determination of medical necessity. When medical records are
requested, letters of support and/or explanation are often useful, but are not sufficient documentation unless
all specific information needed to make a medical necessity determination is included.

Scientific Background and Reference Sources

BCBSNA Medical Policy Reference Manual, 2.02.08, 11/1/99.

Specialty Matched Consultant Advisory Panel, 9/00

Medical Policy Advisory Group - 10/00

Specialty Matched Consultant Advisory Panel - 8/2002

BCBSA Medical Policy Reference Manual, 2.02.08, 7/12/02

BCBSA Medical Policy Reference Manual [Electronic Version]. 2.02.08, 04/29/03
Specialty Matched Consultant Advisory Panel - 6/2004

BCBSA Medical Policy Reference Manual [Electronic Version]. 2.02.08, 9/18/07

Rothman SA, Laughlin JC, Seltzer J, et al. The diagnosis of cardiac arrhythmias: a prospective multi-
center randomized study comparing mobile cardiac outpatient telemetry versus standard loop event
monitoring. J Cardiovasc Electrophysiol 2007; 18(3):1-7.

Olson JA, Fouts AM, Padanilam BJ, et al. Utility of mobile cardiac outpatient telemetry for the
diagnosis of palpitation, presyncope, syncope, and the assessment of therapy efficacy. J Cardiovasc
Electrophysiol 2007; 18:473-7.

BCBSA Medical Policy Reference Manual [Electronic Version]. 2.02.08, 5/14/09
Specialty Matched Consultant Advisory Panel — 3/2010
BCBSA Medical Policy Reference Manual [Electronic Version]. 2.02.08, 9/16/10

Kadish AH, Reiffel JA, Clauser J et al. Frequency of serious arrhythmias detected with ambulatory
cardiac telemetry. Am J Cardiol 2010;105:1313-1316.

Hindricks G, Pokushalov E, Urban L et al. Performance of a new leadless implantable cardiac monitor
in detecting and quantifying atrial fibrillation: Results of the XPECT trial. Circ Arrthythm
Electrophysiol 2010; 3:141-147.

Hanke T, Charitos EI, Stierle U et al. Twenty-four-hour holter monitor follow-up does not provide
accurate heart rhythm status after surgical atrial fibrillation ablation therapy: up to 12 months
experience with a novel permanently implantable heart rhythm monitor device. Circulation 2009;
120:S177-S184.

Specialty Matched Consultant Advisory Panel 4/2011
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BCBSA Medical Policy Reference Manual [Electronic Version]. 2.02.08, 10/4/11

Medical Director review 12/2011

Specialty Matched Consultant Advisory Panel review 4/2012

Medical Director review 8/2012

BCBSA Medical Policy Reference Manual [Electronic Version]. 2.02.08, 11/8/12

Medical Director review 12/2012

Specialty Matched Consultant Advisory Panel review 4/2013

Medical Director review 4/2013

Calkins H, Kuck KH, Cappato R et al. 2012 HRS/EHRA/ECAS expert consensus statement on
catheter and surgical ablation of atrial fibrillation: recommendations for patient selection,
procedural techniques, patient management and follow-up, definitions, endpoints, and research
trial design. J Interv Card Electrophysiol 2012; 33(2):171-257.
http://europace.oxfordjournals.org/content/14/4/528.long

Kamel H, Navi BB, Eljjovich L et al. Pilot randomized trial of outpatient cardiac monitoring after

cryptogenic stroke. Stroke 2013; 44(2):528-30.
http://stroke.ahajournals.org/content/44/2/528.long

Ritter MA, Kochhauser S, Duning T et al. Occult atrial fibrillation in cryptogenic stroke:
detection by 7-day electrocardiogram versus implantable cardiac monitors. Stroke 2013;
44(5):1449-52. http://stroke.ahajournals.org/content/44/5/1449.1ong

BCBSA Medical Policy Reference Manual [Electronic Version]. 2.02.08, 10/10/13

Medical Director review 11/2013

Specialty Matched Consultant Advisory Panel review 4/2014

Barrett PM, Komatireddy R, Haaser S et al. Comparison of 24-hour Holter monitoring with 14-
day

novel adhesive patch electrocardiographic monitoring. Am J Med 2014; 127(1):95 el1-7.
January CT, Wann LS, Alpert JS et al. 2014 AHA/ACC/HRS Guideline for the Management of
Patients With Atrial Fibrillation: Executive Summary: A Report of the American College of
Cardiology/American Heart Association Task Force on Practice Guidelines and the Heart
RhythmSociety. Circulation 2014.

Culebras A, Messe SR, Chaturvedi S et al. Summary of evidence-based guideline update:
prevention of stroke in nonvalvular atrial fibrillation: report of the Guideline Development
Subcommittee of the American Academy of Neurology. Neurology 2014; 82(8):716-24.
BCBSA Medical Policy Reference Manual [Electronic Version]. 2.02.08, 7/10/14

Medical Director review 8/2014

BCBSA Medical Policy Reference Manual [Electronic Version]. 2.02.08, 11/13/14
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Specialty Matched Consultant Advisory Panel review 4/2015

Medical Director review 4/2015

BCBSA Medical Policy Reference Manual [Electronic Version]. 2.02.08, 7/9/15

Specialty Matched Consultant Advisory Panel review 4/2016

Medical Director review 4/2016

Task Force for the Diagnosis Management of Syncope, European Society of Cardiology,
European Heart Rhythm Association, et al. Guidelines for the diagnosis and management of
syncope (version 2009). Eur Heart J.

Raviele A, Giada F, Bergfeldt L, et al. Management of patients with palpitations: a position paper
from the European Heart Rhythm Association. Europace. Jul 2011;13(7):920-934. PMID
21697315

Solomon MD, Yang J, Sung SH, et al. Incidence and timing of potentially high-risk arrhythmias
detected through long term continuous ambulatory electrocardiographic monitoring. BMC
Cardiovasc Disord. 2016;16(1):35. PMID 26883019

Verma A, Champagne J, Sapp J, et al. Discerning the incidence of symptomatic and
asymptomatic episodes of atrial fibrillation before and after catheter ablation (DISCERN AF): a
prospective, multicenter study. JAMA Intern Med. Jan 28 2013;173(2):149-156. PMID 23266597
Krahn AD, Klein GJ, Yee R, et al. Randomized assessment of syncope trial: conventional
diagnostic testing versus a prolonged monitoring strategy. Circulation. Jul 3 2001;104(1):46-51.
PMID 11435336

Edvardsson N, Garutti C, Rieger G, et al. Unexplained syncope: implications of age and gender
on patient characteristics and evaluation, the diagnostic yield of an implantable loop recorder,
and the subsequent treatment. Clin Cardiol. Oct 2014;37(10):618-625. PMID 24890550
Hindricks G, Pokushalov E, Urban L, et al. Performance of a new leadless implantable cardiac
monitor in detecting and quantifying atrial fibrillation: Results of the XPECT trial. Circ
Arrhythm Electrophysiol. Apr 2010;3(2):141-147. PMID 20160169

Ziegler PD, Rogers JD, Ferreira SW, et al. Real-world experience with insertable cardiac
monitors to find atrial fibrillation in cryptogenic stroke. Cerebrovasc Dis. 2015;40(3-4):175-181.
PMID 26314298

BCBSA Medical Policy Reference Manual [Electronic Version]. 2.02.08, 5/2016

Medical Director review 5/2016

Specialty Matched Consultant Advisory Panel review 4/2017

Medical Director review 4/2017

BCBSA Medical Policy Reference Manual [Electronic Version]. 2.02.08, 5/2017

Medical Director review 5/2017

Specialty Matched Consultant Advisory Panel review 4/2018
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Medical Director review 4/2018
BCBSA Medical Policy Reference Manual [Electronic Version]. 2.02.08, 5/2018
Medical Director review 5/2018

BCBSA Medical Policy Reference Manual [Electronic Version]. 2.02.08, 6/2019

Specialty Matched Consultant Advisory Panel review 10/2019

Medical Director review 10/2019

BCBSA Medical Policy Reference Manual [Electronic Version]. 2.02.08, 6/2020
Specialty Matched Consultant Advisory Panel review 10/2020

Medical Director review 10/2020

BCBSA Medical Policy Reference Manual [Electronic Version]. 2.02.08, 6/2021
Specialty Matched Consultant Advisory Panel review 10/2021

Medical Director review 10/2021

Specialty Matched Consultant Advisory Panel review 10/2022

Medical Director review 10/2022

Svendsen JH, Diederichsen SZ, Hejberg S, et al. Implantable loop recorder detection of atrial

fibrillationto prevent stroke (The LOOP Study): a randomised controlled trial. Lancet. Oct 23
2021; 398(10310):1507-1516. PMID 34469766

Moya A, Sutton R, Ammirati F, et al. Guidelines for the diagnosis and management of syncope
(version2009). Eur Heart J. Nov 2009; 30(21): 2631-71. PMID 19713422

National Institute for Health and Care Excellence (NICE). Transient loss of consciousness
(‘blackouts")in over 16s [CG109]. 2014; https://www.nice.org.uk/guidance/cg109.

Mittal S, Movsowitz C, Steinberg JS. Ambulatory external electrocardiographic monitoring: focus
onatrial fibrillation. ] Am Coll Cardiol. Oct 18 2011; 58(17): 1741-9. PMID 21996384

Christensen LM, Krieger DW, Heojberg S, et al. Paroxysmal atrial fibrillation occurs often in
cryptogenicischaemic stroke. Final results from the SURPRISE study. Eur J Neurol. Jun 2014; 21(6):
884-9. PMID24628954

Specialty Matched Consultant Advisory Panel review 10/2023

Medical Director review 10/2023
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9/00

10/2000
9/02

12/03
7/29/04

3/30/06

4/21/08

Specialty Matched Consultant Advisory Panel. Revised section, "When Ambulatory Event
Monitors are not covered" to include routine monitoring for effectiveness of antiarrhythmic
therapy and when used for asymptomatic patients.

Original policy issued. Medical Policy Advisory Group - Approved.

Specialty Matched Consultant Advisory Panel review. When Covered and When Not
Covered sections clarified. Code 93232 added to policy. New sources added. No criteria
change.

Benefits Application and Billing/Coding sections updated for consistency.

Specialty Matched Consultant Advisory Panel review 06/08/2004 with no changes made to
criteria. HCPCS Codes G0004, G0005, G0006 and GO007 removed (deleted 2003) from
Billing and Coding information. CPT codes 33282, 33284 and HCPCS E0616 added.
References added.

Specialty Matched Consultant Advisory Panel review 2/27/06 with no changes made to
coverage criteria. Added information regarding "Outpatient Cardiac Telemetry” to
Description, Policy and Policy Guidelines sections to indicate that this technology is
considered investigational. Added policy number to Key Words section. HCPCS codes
effective 4/1/06 added to policy.

Description section extensively revised for clarity. Outpatient cardiac telemetry is
considered investigational. Deleted statement from Policy Guidelines section regarding
Telemedicine billed under the evaluation and management codes. Specialty Matched
Consultant Advisory Panel review 3/12/08. No change to policy statement. (adn)

01/05/09 Added new CPT codes 93228 and 93229 to Billing/Coding section. (adn)

7/20/09

1/5/10

Description section revised. Policy statement changed to read, "Outpatient Cardiac
Telemetry (also known as mobile cardiac outpatient telemetry or MCOT) is considered not
medically necessary." Criteria in the When AEM is Covered section deleted and replaced
with the following statements: The use of patient-activated or auto-activated external
ambulatory event monitors may be considered medically necessary as a diagnostic
alternative to Holter monitoring in patients who experience infrequent symptoms (less
frequently than every 48 hours) suggestive of cardiac arrhythmias (i.e., palpitations,
dizziness, presyncope, or syncope). The use of implantable ambulatory event monitors,
either patient activated or auto-activated, may be considered medically necessary only in
the small subset of patients who experience recurrent symptoms so infrequently that a prior
trial of Holter monitor and other external ambulatory even monitors has been unsuccessful.
Information in the When AEM is Not Covered section deleted and replaced with the
following statements: Outpatient cardiac telemetry (also known as mobile cardiac
outpatient telemetry or MCOT) is considered not medically necessary as a diagnostic
alternative in patients who experience infrequent symptoms (less frequently than every 48
hours) suggestive of cardiac arrhythmias (i.e., palpitations, dizziness, presyncope, or
syncope). Other uses of ambulatory event monitors, including outpatient cardiac telemetry,
are considered investigational, including but not limited to monitoring effectiveness of
antiarrhythmic therapy and detection of myocardial ischemia by detecting ST segment
changes. Rationale in the Policy Guidelines section revised. References updated. (adn)

HCPCS Codes S0345, S0346, S0347 deleted.

4/27/10  Specialty Matched Consultant Advisory Panel review 3/24/2010. Removed Medical Policy

1/4/11

number. No changes to policy (mco)

CPT codes 93230, 93231, 93233, 93235, 93236 and 93237 deleted from Billing/Coding

section. (mco)
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5/10/11

12/30/11

5/15/12

10/01/12

1/15/13

4/30/13

12/10/13

5/13/14

Specialty Matched Consultant Advisory Panel 4/2011. Added information to “Description”
section regarding implantable continuous “memory loop” devices with autotrigger.
References updated. (mco)

New product information added to “Description” section. New codes effective 1/1/2012:
0295T, 0296T, 0297T, 0298T added to “Billing/Coding” section. “When Covered” section
revised to include the following statement: “The use of auto-activated external ambulatory
event monitors may be considered medically necessary in patients treated for atrial
fibrillation to monitor for asymptomatic episodes in order to evaluate treatment response.”
The “When not Covered” section revised to include the following statement: “The use of
long-term ambulatory monitoring, i.e., Zio™ Patch, Zio™ Event Card and the Zeus ECG
Utilization Service, is considered not medically necessary because the clinical (health)
outcomes and cost effectiveness of extended monitoring have not been shown to be
superior to other available approaches.” Policy Guidelines updated. References updated.
Medical Director review 12/2011.(mco)

Specialty Matched Consultant Advisory Panel review 4/2012. No changes to policy
statements. (mco)

Revised the following statement in the “When Covered” section: “The use of patient-
activated or auto-activated external ambulatory event monitors and long-term ambulatory
monitoring may be considered medically necessary as a diagnostic alternative to Holter
monitoring in patients who experience infrequent symptoms (less frequently than every 48
hours) suggestive of cardiac arrhythmias (i.e., palpitations, dizziness, presyncope, or
syncope).” Deleted the following statement from the “When not Covered” section:
“The use of long-term ambulatory monitoring, i.e., Zio™ Patch, Zio™ Event Card and
the Zeus ECG Utilization Service, is considered not medically necessary because the
clinical (health) outcomes and cost effectiveness of extended monitoring have not
been shown to be superior to other available approaches.” Removed 0296T, 0297T
and 0298T from the Billing/Coding section. Medical Director review 8/2012. (mco)

Description section extensively revised. “When Covered” revised to state: “The use of
patient-activated or auto-activated external ambulatory event monitors and long-term
ambulatory monitoring may be considered medically necessary as a diagnostic alternative
to Holter monitoring in:Patients who experience infrequent symptoms (less frequently than
every 48 hours) suggestive of cardiac arrhythmias (i.e., palpitations, dizziness, presyncope,
or syncope),Patients with atrial fibrillation who have been treated with catheter ablation,
and in whom discontinuation of systemic anticoagulation is being considered; Patients
treated for atrial fibrillation to monitor for asymptomatic episodes in order to evaluate
treatment response.” “When not Covered” section revised to state: “Other uses of
ambulatory event monitors, including outpatient cardiac telemetry, are considered
investigational, including but not limited to monitoring effectiveness of antiarrhythmic
therapy, for patients with cryptogenic stroke, and detection of myocardial ischemia by
detecting ST segment changes.” References updated. Medical Director review 12/2012.
(mco)

Specialty Matched Consultant Advisory panel review 4/2013. Medical Director review
4/2013. No changes to Policy Statements. (mco)

Description section updated. References updated. Policy Guidelines updated. Medical
Director review 11/2013. (mco)

Specialty Matched Consultant Advisory Panel review 4/2014. Medical Director review
4/2014. No changes to Policy Statements. (mco)

8/26/14 Description section updated. Added following coverage criterion to “When Covered” section:

“Patients with cryptogenic stroke who have a negative standard work-up for atrial
fibrillation including a 24-hour Holter monitor.” Policy Guidelines updated. References
updated. Medical Director review 8/2014. (mco)
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12/30/14 References updated. Billing/Coding section updated to include codes: 0296T, 0297T, 0298T
Policy Guidelines section updated. When Covered section updated to indicate that
continuous monitors with longer recording periods may be considered medically necessary
with criteria. Policy statement unchanged. (td)

7/1/15  Specialty Matched Consultant Advisory Panel review 4/29/2015. Medical Director review
4/2015. Policy Statements remain unchanged. References updated . (td)

9/1/15  Description section updated. Policy Statement and When Covered section updated to reflect
change in MCOT coverage statement from not medically necessary to investigational.
Policy Guidelines section updated. References updated. (td)

5/31/16 Specialty Matched Consultant Advisory Panel review 4/27/2016. Medical Director review
4/2016.

7/26/16  Description section extensively revised with addition of the Ambulatory Cardiac Rhythm
Monitoring Devices Table 1. Policy Statement updated to include “Patients who require
long-term monitoring for atrial fibrillation or possible atrial fibrillation”. Policy Guidelines
extensively updated. References updated. Medical Director review 5/2016. (jd)

5/26/17 Minor update to Description section. References updated. Specialty Matched Consultant
Advisory Panel review 4/2017. Medical Director review 4/2017. (jd)

6/30/17 Table 1: Ambulatory Cardiac Rhythm Monitoring Devices updated under Description
section. References updated. Medical Director review 5/2017. (jd)

12/29/17 Codes 0497T, 0498T added to code section, effective 1/1/18. (jd)

5/11/18 Minor revisions to Table 1. Specialty Matched Consultant Advisory Panel review
4/2018. Medical Director review 4/2018. (jd)

6/8/18  “When not Covered” section revised to state: “Other uses of ambulatory event monitors,
including outpatient cardiac telemetry and mobile applications, are considered
investigational, including but not limited to monitoring asymptomatic patients with
risk factors for arrhythmia, monitoring effectiveness of antiarrhythmic therapy and
detection of myocardial ischemia by detecting ST segment changes.” Policy guidelines and
references updated. Policy notificed 6/8/18 for effective date 8/10/18. Medical Director
review. (jd)

12/31/18  Billing/Coding section updated: deleted codes 33282 and 33284; added 33285, 33286 for
effective date 1/1/19. (jd)

7/1/19 Description section and references updated. Medical Director review 5/2019. (jd)

10/29/19  Specialty Matched Consultant Advisory Panel review 10/2019. Medical Director
review 10/2019. (jd)

11/12/19 The following code was added to the Billing/Coding section: C1764. (jd)

11/10/20 References updated. Specialty Matched Consultant Advisory Panel review 10/2020.
Medical Director review 10/2020. (jd)

12/30/20 The following codes were added to the Billing/Coding section effective 1/1/21: 93241,
93242, 93243, 93244, 93245, 93246, 93247, 93248. (jd)
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7/1/21 The following code was added to the Billing/Coding section effective 7/1/21: 0650T.
(Jd

11/2/21  Minor update to Table 1 in Description section. References updated. Specialty
Matched Consultant Advisory Panel review 10/2021. Medical Director review
10/2021. (jd)

5/31/22  The following reimbursement policy was added to Related Policies section: Facility
Billing Requirements. (jd)

11/1/22  Minor edits to Description section. Billing/Coding section and References updated. No
change to policy statement. Specialty Matched Consultant Advisory Panel review
10/2022. Medical Director review 10/2022. (tm)

12/30/22 Updated Billing/Coding section to delete 0497T and 0498T effective 1/1/2023. (tm)

11/7/23  Description section, Policy Guidelines and References updated. When Covered and
Not Covered sections edited for clarity, no change to policy statement. Specialty
Matched Consultant Advisory Panel review 10/2023. Medical Director review
10/2023. (tm)

Medical policy is not an authorization, certification, explanation of benefits or a contract. Benefits and eligibility are
determined before medical guidelines and payment guidelines are applied. Benefits are determined by the group contract and
subscriber certificate that is in effect at the time services are rendered. This document is solely provided for informational
purposes only and is based on research of current medical literature and review of common medical practices in the treatment
and diagnosis of disease. Medical practices and knowledge are constantly changing and BCBSNC reserves the right to review
and revise its medical policies periodically.
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