














































































































































































































































































































































































































CT - Pelvis Paw

American Imaging Management ..

COMMON DIAGNOSTIC INDICATIONS FOR PELVIC CT:

DIFFUSE, UNEXPLAINED LOWER EXTREMITY EDEMA

* Advanced imaging may be used to exclude an occult pelvic tumor or lesion causing mass effect, not identified by
pelvic ultrasound, as the cause of vascular compression and resultant lower extremity edema

* Following duplex Doppler examination for lower extremity deep venous thrombosis (DVT)

LYMPHADENOPATHY
* For initial detection and follow-up

PALPABLE PELVIC MASS

PELVIC PAIN — UNEXPLAINED BY CLINICAL FINDINGS, PHY SICAL EXAMINATION AND OTHER IMAGING
STUDIES

* Choice of the best diagnostic imaging exam to evaluate pelvic pain is dependent on the location of the pain as
well as other factors (such as severity of pain; associated symptoms; laboratory findings; and age - pediatric
versus adult patient).

* The following studies represent alternative imaging, in specific clinical scenarios
Ultrasound:

1. For pelvic symptoms in the pediatric population — Ultrasound frequently provides diagnostic information,
without incurring radiation exposure from CT

2. For pelvic symptoms in females with non-specific lower pelvic pain— Pelvic Ultrasound (trans-abdominal
and trans-vaginal scans) usually provides excellent anatomic depiction of the uterus, adnexal structures
and cul-de-sac

Barium examination or Endoscopy: For symptoms related to the intestinal tract, such as pelvic pain secondary to
inflammatory bowel disease

* In other circumstances, pelvic CT may be indicated for evaluation of unexplained pelvic pain.

POST-OPERATIVE EVALUATION FOR COMPLICATIONS

* For suspected or known operative complications, particularly during the initial 6-8 weeks following open or
laparoscopic abdomino-pelvic surgery

PRE-OPERATIVE PLANNING FOR BARIATRIC SURGERY

TUMOR EVALUATION: PRIMARY NEOPLASM OR METASTATIC D ISEASE *°
* For initial staging and periodic follow-up
* May involve:
Colo-rectum
Gynecologic structures: Uterus, Cervix or Ovaries
Lymph Nodes
Prostate Gland
Small Intestines
Testicles
Urinary Bladder
Other pelvic and lower retroperitoneal structures

TRAUMA — SIGNIFICANT PELVIC INJURY

UNEXPLAINED WEIGHT LOSS — SIGNIFICANT WEIGHT LOSS E XCEEDING 10% OF DESIRABLE BODY
WEIGHT, OVER SHORT TIME INTERVAL
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COMMON DIAGNOSTIC INDICATIONS FOR PELVIC CT:

Additional Intestinal Indications:

APPENDICITIS *

APPENDICEAL OR PERI-APPENDICEAL MASS — UNEXPLAINED ON PHYSICAL EXAM AND OTHER IMAGING
STUDIES

BOWEL OBSTRUCTION OF UNKNOWN ETIOLOGY ®
* When the results will affect patient management decisions

ENTERITIS AND/OR COLITIS °
DIVERTICULITIS %

INFLAMMATORY BOWEL DISEASE (IBD)
Crohn’s Disease *
Ulcerative Colitis

* For suspected IBD, following endoscopic and/or barium examination or
* For follow-up of known IBD, with new signs/symptoms suggesting exacerbation

ISCHEMIC BOWEL %

Additional Genitourinary Tract Indications:

HYDRONEPHROSIS
» Evaluation for possible obstructing ureteral or urinary bladder lesion

PERSISTENT, UNEXPLAINED HEMATURIA
* Consider obtaining urine culture and/or renal/bladder ultrasound, prior to advanced imaging

URINARY TRACT CALCULUS DISEASE

UNDESCENDED (CRYPTORCHID) TESTICLE

* Following attempted localization with Ultrasound

Additional Vascular Abnormalities:

ANEURYSM OF LOWER ABDOMINAL AORTA, ILIAC ARTERIES O R BRANCH VESSELS
* |Initial diagnosis, particularly in obese patients

* Follow-up imaging with Ultrasound in non-surgical and non-obese patients, who are asymptomatic and have
aneurysms < 5 cm in diameter

* Suspected complication of an aneurysm, such as rupture or infection®® — requiring urgent imaging

AORTO-ILIAC DISSECTION
May evaluate with either CT or CTA

ENDOVASCULAR REPAIR OF ABDOMINAL AORTIC ANEURYSM "2

* May evaluate with CT or CTA

* Primary concerns are in monitoring aneurysm size, identifying stent migration and detecting endoleaks.

* Prior to and surveillance following placement of Stent Graft

* Society of Interventional Radiology: Post-procedure recommended follow-up in asymptomatic patients: 18
Initial baseline CTA is recommended in less than 1 month post-stent graft placement
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COMMON DIAGNOSTIC INDICATIONS FOR PELVIC CT:

If there are no problems related to the stent graft, then scans are obtained at 6 month intervals for 2 years
Thereafter, an annual follow-up CTA may be performed

* If symptoms/problems related to the stent graft occur, then more frequent imaging may be needed

ARTERIOVENOUS MALFORMATION (AVM)

* CTA or MRA are the modalities of choice for evaluating these vascular lesions

THROMBOSIS IN THE SYSTEMIC AND PORTAL VENOUS CIRCUL ATIONS

* May follow initial evaluation with Doppler Ultrasound

Additional Osseous Indications:

STRESS / INSUFFICIENCY FRACTURE IN THE PELVIS

* Radiographs are a required first step, before other imaging is performed 2

ACUTE PELVIC TRAUMA, FOR FRACTURE EVALUATION

* Radiographs should be performed prior to CT in most circumstances

HIP OSTEONECROSIS

* When the patient is unable to undergo hip MRI or Radionuclide Bone Scintigraphy, which are more sensitive
modalities than hip CT, in individuals with normal hip films or inconclusive radiographic evidence of hip
osteonecrosis

* In known hip osteonecrosis and femoral head collapse by radiography, CT may help in the pre-operative planning,
to define the location and extent of disease in patients with painful hips 22

OSSEOUS TUMOR EVALUATION IN THE PELVIS

* Radionuclide Bone Scintigraphy is a frequently used imaging modality for detection of skeletal metastases from
most primary tumors and usually preceeds request for CT. z

* When an abnormality is detected on bone scanning, radiographs of the anatomic area are usually performed to
document whether finding(s) may be secondary to a benign process, such as osteoarthritis or fracture.

CHRONIC HIP PAIN, WITH NEGATIVE X-RAY AND SUSPECTED OSTEOID OSTEOMA

* Requires negative or inconclusive hip radiographs prior to CT imaging

SACROILITIS

* Following sacroiliac joint radiographs

SUSPICION OF PELVIC OSTEOMYELITIS OR SEPTIC ARTHRITIS
* When the patient is unable to undergo Hip MRI or Radionuclide Bone Scintigraphy

REFERENCES/LITERATURE REVIEW:

1. VandenBerg, Jos C. Inguinal hernias:MRI and ultrasound. Magn Reson Imaging Clin N Am 2004;12:689-705.
2. Hopper KD, Singapuri K, Finkel A. Body CT and Oncologic Imaging. Radiology 2000; 215:27-40.

3. Jeong YY, Kang HK, Chung TW, et al. Uterine Cervical Carcinoma After Therapy: CT and MR Imaging Findings.
RadioGraphics 2003;23:969-981.

4. Cannistra S. Cancer of the Ovary. N EnglJ Med 2004;351:2519-2529.
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8. Maglinte DT, Heitkamp DE, Howard TJ, et al. Current Concepts in Imaging of Small Bowel Obstruction. Radiol Clinics N Am

133
Copyright © 2009, American Imaging Management, Inc. All Rights Reserved.



CT - Pelvis AA:'-/'T‘ regeme
merican Imaging Management..
REFERENCES/LITERATURE REVIEW:
2003; 31(2): 263-283.

9. Kirkpatrick IDC, Greenberg HM. Evaluating the CT Diagnosis of Clostridium Difficile Colitis: Should CT Guide Therapy? AJR
2001;176:635-639.

10. Ferzoco, LB, Raptopoulos, V, Silen W. Acute Diverticulitis. N Engl J Med 1998;338:1521-1526.

11. Stollman NH, Raskin JB. Diagnosis and Management of Diverticular Disease of the Colon in Adults. Am J Gastroenterology
1999 94: 3110-3121.

12. Hanauer SB, Sandborn W. Management of Crohn’s Disease in Adults. Am J Gastroenterology 2001;96:635-643
13. Wiesner W, Khurana B, Ji H, et al. CT of Acute Bowel Ischemia. Radiology 2003; 226: 635-650.

14. Kim AY, Ha HK. Evaluation of Suspected Mesenteric Ischemia: Efficacy of Radiologic Studies. Radiol Clinics N Am 2003;
41(2): 327-342.

15. Teichman JMH. Acute Renal Colic from Ureteral Calculus. N Engl J Med 2004; 350: 684-693.
16. Macedo TA, Stanson AW, Oderich GS, et al. Infected Aortic Aneurysms: Imaging Findings. Radiology 2004; 231: 250-257.

17. Rozenbilt AM, Patlas M, Rosenbaum AT, et al. Detection of Endoleaks after Endovascular Repair of Abdominal Aortic
Aneurysm: Value of Unenhanced and Delayed Helical CT Acquisitions. Radiology 2003; 227: 426-433.

18. Geller SC. Imaging Guidelines for Abdominal Aortic Aneurysm Repair with Endovascular Stent Grafts. J Vasc Interv Radiol
2003; 14: S263-S264.

19. Armerding MD, Rubin GD, Beaulieu CF, et al. Aortic Aneurysmal Disease: Assessment of Stent-Graft Treatment — CT versus
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CPT CODES:

72195........ MRI of Pelvis, without contrast
72196........ MRI of Pelvis, with contrast
72197........ MRI of Pelvis, without contrast, followed by re-imaging with contrast

STANDARD ANATOMIC COVERAGE:

* lliac Crests to Ischial Tuberosities
* Pelvic MRI may include imaging of the following anatomic structures:
- Urinary Bladder
- Lower Retroperitoneum
- lliofemoral Lymph Nodes
- Sacrum and lliac Bones
- Sacroailiac (Sl) Joint
- Prostate Gland and Seminal Vesicles in Males
- Uterus, Cervix, Vagina and Ovaries in Females
* Coverage may vary, depending on the specific clinical indication for the exam

IMAGING CONSIDERATIONS:

* Depending on the patient’s presenting signs and symptoms, pelvic imaging should be directed to the most
appropriate modality for clinical work-up

* Diagnostic evaluation of the pelvis may be performed with:

- Pelvic ultrasound (trans-abdominal and trans-vaginal), which is the initial imaging modality for most gynecologic
abnormalities

- Transabdominal pelvic sonography is also used for urinary bladder assessment, such as post-void residual urine
volume

- Endoscopy and barium examinations are well established procedures for intestinal evaluation
- Cystoscopy is often used for lower urinary tract assessment
- PelvicCT
- Pelvic MRI
* Verification of cystic lesions in the pelvis is usually well-established with Ultrasound.
* Ultrasound studies may be limited in obese patients.

* The CPT code assignment for an MRI procedure is based on the anatomic area imaged. Authorization requests for
multiple MRI imaging of the same anatomic area to address patient positional changes, additional sequences or
equipment are not allowed.

* Duplicative services, such as pelvic CT and MR, are subject to high level review to evaluate for medical necessity.

Patient Compatibility Issues:

* Artifact due to patient motion may have a particularly significant impact on exam quality.
* Breath hold requirements:

Some imaging sequences require breath holding and this may be difficult or impossible for some patients.
* Claustrophobic patients:

- Patients with claustrophobia may need to be premedicated in order to tolerate the imaging procedure. Rarely patients
with severe claustrophaobia will not be suitable candidates for imaging
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IMAGING CONSIDERATIONS:
Biosafety Issues:

* Ordering and imaging providers are responsible for considering biosafety issues prior to MRI examination, to ensure patient
safety. Among the generally recognized contraindications to MRI exam performance are permanent pacemakers (some
newer models are MRI compatible) or implantable cardioverter-defibrillators (ICD), intracranial aneurysm surgical clips that
are not compatible with MR imaging, as well as other devices considered unsafe in MRI scanners (including certain implanted
materials in the patient as well as external equipment, such as portable oxygen tanks).

* Contrast utilization is at the discretion of the ordering and imaging providers.

Ordering Issues :
* This guideline does not supersede the enrollee’s health plan medical policy specific to pelvic MRI.

* There are uncommon circumstances when both CT and MRI exams should be ordered for the same clinical presentation.
The specific rationale for each study must be delineated at the time of request.

In general, follow-up CT and MRI exams should be performed only when there is a clinical change, with new signs or
symptoms.

Request for re-imaging due to technically limited exams is the responsibility of the imaging providers.

COMMON DIAGNOSTIC INDICATIONS FOR PELVIC MRI:

The following diagnostic indications for Pelvic MRI are accompanied by pre-test considerations as well as supporting clinical data and
prerequisite information:

ADENOMYOSIS OF THE UTERUS 2

ADNEXAL MASS(ES) **°

Usually performed to further evaluate problematic cases which are initially detected on pelvic ultrasound. Some uses
of Pelvic MRI in adnexal lesion evaluation include: differentiation of an ovarian mass from an exophytic or
pedunculated fibroid; more confident identification of an ovarian dermoid/teratoma, following an ultrasound or other
imaging exam; and demonstration of findings to suggest malignancy in some adnexal masses.

* Includes assessment of suspected hemorrhagic cystic lesions and tumors

CONGENITAL UTERINE ANOMALY

* Following abnormal pelvic imaging with Ultrasound or CT
DISSEMINATED INTRA-PERITONEAL TUMOR

ENDOMETRIOSIS *

* Following pelvic ultrasound

INFECTIOUS OR INFLAMMATORY PROCESS OF THE SOFT TISSUES

* CT is usually the imaging modality of choice for infectious and inflammatory conditions
Including but not limited to the following: **
Abscess

Diffuse Inflammation

OSTEOMYELITIS OR SEPTIC ARTHRITIS

BILATERAL HIP OSTEONECROSIS (AVASCULAR NECROSIS; AS EPTIC NECROSIS) °

* MRI is the modality of choice for evaluation of osteonecrosis, particularly when there is clinical suspicion with hip
pain and negative or inconclusive hip radiographs

LYMPHADENOPATHY

* When Pelvic CT is non-diagnostic
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* May be useful for differentiating enlarged lymph nodes from vascular structures (with flow void on MRI), as follow-up
from an unenhanced pelvic CT exam

OBSTETRICAL ABNORMALITIES, FOLLOWING AN ABNORMAL OR EQUIVOCAL PRE-NATAL (OBSTETRICAL)
ULTRASOUND

TUMOR EVALUATION: PRIMARY NEOPLASM OR METASTATIC D ISEASE

* MRI staging and follow-up evaluation for biopsy-proven malignancies of the following structures:
Uterus, Cervix, Vagina or Vulva
Rectum
Testicles
Ovaries
Urinary Bladder
Prostate
Musculoskeletal Tumor

1,3-4,7-11

UTERINE ARTERY EMBOLIZATION PROCEDURES **
» Often performed for treatment of persistent bleeding from uterine fibroids
* Following pelvic ultrasound for confirmation of masses

PELVIC FLOOR DISORDERS ASSOCIATED WITH URINARY OR B OWEL INCONTINENCE

COMMON DIAGNOSTIC INDICATIONS FOR PELVIC MRI:

PELVIC VENOUS THROMBOSIS EVALUATION

* Following non-diagnostic or failed Doppler Ultrasound examination

SACROILIAC JOINT IMAGING FOR SACROILIITIS

* Following sacro-iliac joint radiographs

SACRAL INSUFFICIENCY FRACTURE

* Following pelvic or sacral radiographs

SIGNIFICANT PELVIC INJURY

* Following pelvic or sacral radiographs

UNDESCENDED (CRYPTORCHID) TESTICLE

* Following attempted localization with ultrasound

IN PATIENTS WITH APPROPRIATE AIM GUIDELINE INDICATI ONS FOR PELVIC CT, WHEN CT IS EXPECTED
TO BE LIMITED, DUE TO CONTRAINDICATIONS (SUCH AS A HISTORY OF ALLERGIC REACTION TO
IODINATED RADIOGRAPHIC CONTRAST MATERIAL)

FOR CLARIFICATION OF QUESTIONABLE OR ABNORMAL FINDI NGS ON OTHER PELVIC IMAGING STUDIES

REFERENCES/LITERATURE REVIEW:

1. Fielding JR. MR Imaging of the Female Pelvis. Radiol Clin N Am 2003; 41: 179-192.

2. TamiK, Kaori T, Ito T, et al. MR Imaging Findings of Adenomyosis: Correlation with Histopathologic Features and Diagnostic
Pitfalls. RadioGraphics 2005:25:21-40.

3.  Kinkel K, Lu Y, Mehdizade A, et al. Intermediate Ovarian Mass at US: Incremental Value of Second Imaging Test for
Characterization — Meta-analysis and Bayesian Analysis. Radiology (published online before print) 2005;10:1148.

4.  Szklaruk J, Tamm EP, Choi H, et al. MR Imaging of Common and Uncommon Large Pelvic Masses. RadioGraphics 2003;403-
424,
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Pelvis

CPT CODES:

72191 ......... Computed tomographic angiography, pelvis, with contrast material(s), including noncontrast images, if
performed, and image postprocessing

72198......... Magnetic resonance angiography, pelvis; without contrast, followed by re-imaging with contrast

STANDARD ANATOMIC COVERAGE:

¢ |liac Crests to Ischial Tuberosities

* Scan coverage may vary, depending on the specific clinical indication for the exam.

CODING CONSIDERATIONS:

* CT Angiography utilizes the data obtained from standard CT imaging. A request for a CT exam in addition to a CT
Angiography of the same anatomic area during the same imaging session is inappropriate.

* Requests for Pelvic CTA or MRA in addition to a request for a MRA or CTA abdominal aorta and bilateral
iliofemoral lower extremity runoff study are not allowed.

IMAGING CONSIDERATIONS:

* Doppler Ultrasound examination is an excellent means to identify a wide range of vascular abnormalities, both
arterial and venous in origin. This well-established modality should be considered in the initial evaluation of many
vascular disorders listed below.

* MRA should also be considered in patients with a history of either previous contrast reaction to intravascular
administration of iodinated radiographic contrast material or atopy.

e CTA should be considered, unless contraindicated, in patients who cannot undergo MRA, due to either an inability
to tolerate MRA examination (for example, secondary to claustrophobia) or biosafety issues. Among the generally
recognized contraindications to MRI exam performance are indwelling pacemakers or implantable cardioverter-
defibrillators (ICD), intracranial aneurysm surgical clips that are not compatible with MR imaging, as well as other
devices considered unsafe in MRI scanners (including implanted materials in the patient as well as external
equipment, such as portable oxygen tanks).

* Duplicative services, such as CTA and MRA of the same anatomic area, are subject to high level review to
evaluate for medical necessity.

* Request for re-imaging due to technically limited exams is the responsibility of the imaging provider.

COMMON DIAGNOSTIC INDICATIONS FOR PELVIC CTA/MRA:

The following diagnostic indications for Pelvic CTA and MRA are accompanied by pre-test considerations as well as supporting
clinical data and prerequisite information:

ANEURYSM
Of the Lower Abdominal Aorta, lliac Arteries or Other Pelvic Branch Vessel

PSEUDOANEURYSM
Of the Lower Abdominal Aorta, lliac Arteries or Other Pelvic Branch Vessel

DISSECTION *
Of the Lower Abdominal Aorta, lliac Arteries or Other Pelvic Branch Vessel

INTRAMURAL HEMATOMA
Of the Lower Abdominal Aorta, lliac Arteries or Other Pelvic Branch Vessel
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COMMON DIAGNOSTIC INDICATIONS FOR PELVIC CTA/MRA:
ARTERIOVENOUS MALFORMATION (AVM) OR FISTULA (AVF)

STENOSIS OR OCCLUSION OF THE LOWER ABDOMINAL AORTA, ILIAC ARTERIES OR OTHER BRANCH
VESSELS IN THE PELVIS 23

Due to:
- Atherosclerosis
- Thromboembolism
- Other Causes
MESENTERIC ISCHEMIA

* May have an acute or chronic and progressive (intestinal or abdominal angina) presentation

VENOUS THROMBOSIS OR OCCLUSION

* Consider initial evaluation with Doppler Ultrasound
- Systemic Venous System, including Lower IVC and/or llio-femoral Luminal Thrombosis
- Mesenteric Venous System in Pelvis

TRAUMATIC VASCULAR INJURY
SUSPECTED LEAK FOLLOWING ABDOMINAL AORTIC SURGERY

ENDOVASCULAR STENT GRAFT PLACEMENT FOR ABDOMINAL AO RTIC ANEURYSM REPAIR **°

* Stent grafts must be documented as MR-compatible prior to MRA

* Primary concerns are in monitoring aneurysm size, identifying stent migration and detecting endoleaks.

* Prior to and surveillance following placement of a Stent Graft

* Society of Interventional Radiology: Post-procedure recommended follow-up in asymptomatic patients: 4
- Initial baseline CTA is recommended in less than 1 month post-stent graft placement
- If there are no problems related to the stent graft, then scans are obtained at 6 month intervals for 2 years
- Thereafter, an annual follow-up CTA may be performed

* If symptoms/problems related to the stent graft occur, then more frequent imaging may be needed

VASCULAR ANATOMIC DELINEATION FOR OTHER SURGICAL AN D INTERVENTIONAL PROCEDURES:
* For vascular delineation prior to operative resection of a pelvic neoplasm

* For pre- and post-procedure evaluation of bypass grafts, stents and vascular anastomoses
VASCULAR INVASION OR COMPRESSION BY A PELVIC TUMOR
VASCULITIS

UNEXPLAINED BLOOD LOSS IN THE PELVIS

REFERENCES/LITERATURE REVIEW:
1. Frauenfelder MD, Thomas et al. Nontraumatic Emergent Abdominal Vascular Conditions: Advantages of Multi-Detector Row CT
and Three-Dimensional Imaging. RadioGraphics. 2004;24:496

2. Martin Michael L. Multidector CT angiography of the Aortoiliac System and Lower Extremities: A Prospective Comparison with
Digital Subtraction Angiography. AJR, April 2003;180:1085-1091

3.  Ruehm Stefan G, et al. Pelvic and Lower Extremity Arterial Imaging: Diagnostic Performance of Three-Dimensional Contrast-
Enhanced MR Angiography. AJR, 2000. 174:1127-1135

4. Gellar M.D, Stuart C, et al. Imaging Guidelines for Abdominal Aortic Aneurysm Repair with Endovascular Stent Grafts. J. Vasc
Interv Radiol 2003; 14:5263-S264

5. Armerding MD, Mark D, et al. Aortic Aneurysmal Disease: Assessment of Stent-Graft Treatment-CT versus Conventional
Angiography. Radiology. 2000;215:138-146
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6. Tolia M.D, Anuj J. Type Il Endoleaks after Endovascular Repair of Abdominal Aortic Aneurysms: Natural History. Radiology
2005;235:683-686
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CPT CODES:

74150........ CT of Abdomen, without contrast

74160........ CT of Abdomen, with contrast

74170........ CT of Abdomen, without contrast, followed by re-imaging with contrast
and

72192........ CT of Pelvis, without contrast

72193........ CT of Pelvis, with contrast

72194........ CT of Pelvis without contrast, followed by re-imaging with contrast

STANDARD ANATOMIC COVERAGE:

* Diaphragmatic Dome through Pubic Symphysis
* Scan coverage may vary, depending on the specific clinical indication

CODING CONSIDERATIONS:

* For CT Colonography see Category Ill codes 0066T or 0067T. Do not report codes 74150-74170 (CT abdomen)
and 72192 — 72194 (CT Pelvis) with 0066T — 0067T.

IMAGING CONSIDERATIONS:

* Radiation dosimetry: For abdominal and pelvic CT combinations, the typical effective radiation dose is
approximately 10 milliSieverts (mSv) for each individual component, or 20 mSv for the combination study. For
both exams, this dosage correlates with an estimated 1,000 Chest X-Ray equivalents or approximately 9 years of
natural background radiation.

* When ordering abdominal and pelvic CT exams, consideration should be given to the benefits as well as the risks
from radiation exposure and ramifications of false positive studies (both financial and psychological), which may
require further work-up with other imaging modalities or follow-up surveillance with CT.

* Many health plans do not currently provide benefit coverage for screening exams (in patients without signs and
symptoms of disease) that use advanced imaging.

* Contrast-enhanced CT may be contraindicated in certain circumstances, such as a documented severe allergic
reaction to intravenous contrast material and renal insufficiency.

* Depending on the presenting signs and symptoms, other diagnostic studies including Ultrasound, Barium
Examinations and Endoscopy may be useful.

* For most gallbladder and hepatobiliary conditions, certain renal abnormalities (for example, detection of
hydronephrosis and differentiation of cystic, complex and solid lesions) and ascites evaluation, initial imaging
should be considered using Ultrasound.

* Verification of cystic lesions in the abdominal and pelvis is usually well-established with Ultrasound.
* Ultrasound studies may be limited in obese patients.

* Duplicative services, such as abdomino-pelvic CT and MRI, are subject to high level review to evaluate for medical
necessity.

* Request for re-imaging due to a technically limited exam is the responsibility of the imaging
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COMMON DIAGNOSTIC INDICATIONS FOR ABDOMINAL & PELVI C COMBINATION CT:

The following diagnostic indications for Combined Abdominal and Pelvic CT Exams are accompanied by pre-test considerations as
well as supporting clinical data and prerequisite information

This section contains:

* General Abdominal and Pelvic CT Indications
* Additional Hepatobiliary Indications

* Additional Gastrointestinal Indications

* Additional Genitourinary Indications

¢ Additional Splenic Indications

¢ Additional Vascular Indications

General Abdominal and Pelvic CT Indications:

ABDOMINAL / PELVIC PAIN — unexplained by clinical findings, physical examination and other imaging studies

* Choice of the best diagnostic imaging exam to evaluate abdominal pain is dependent on the location of the pain
as well as other factors (such as severity of pain; associated symptoms; laboratory findings; and age - pediatric
versus adult patient).

* The following studies represent alternative imaging of abdomino-pelvic pain, in specific clinical scenarios

- Ultrasound:
1. Forright upper quadrant pain, in all age groups — Abdominal Ultrasound is often the initial study of
choice

2. For abdominal symptoms in the pediatric population — Abdominal Ultrasound frequently provides
diagnostic information, without incurring radiation exposure from CT

3. For pelvic symptoms in females — Pelvic Ultrasound (trans-abdominal and trans-vaginal scans) usually
provides excellent anatomic depiction of the uterus, adnexal structures and cul-de-sac

Plain Abdominal Radiographs: For initial evaluation of the bowel gas pattern, abnormal abdominal calcifications,
pneumoperitoneum and other abnormalities

Upper or Lower Endoscopy: For symptoms related to the gastrointestinal tract, such as epigastric pain
secondary to peptic ulcer disease

ABNORMAL FINDINGS ON OTHER IMAGING EXAMS THAT REQUI RE FURTHER EVALUATION
e For example, abdominal radiographs demonstrating abnormal calcifications suspicious for urinary tract calculus
disease
ASCITES
* Following preliminary evaluation on an Abdominal Ultrasound

CONGENITAL ANOMALY
* Often performed when further evaluation is recommended after Ultrasound or other imaging exam

FEVER OF UNKNOWN ORIGIN
* Following standard work-up to localize the source

HEMATOMA / HEMORRHAGE
* For detection or surveillance of a recent intra-abdominal or retroperitoneal bleed

HERNIA
* For diagnosis of a hernia suspected from surgical consultation

Including but not limited to the following types of hernia:
Femoral
Incisional
Internal
Inguinal
Spigelian (through semilunar line, lateral to rectus abdominis muscle)

- Ventral
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COMMON DIAGNOSTIC INDICATIONS FOR ABDOMINAL & PELVI C COMBINATION CT:

* For complications of hernias:
Bowel Obstruction
Incarceration
Gangrene
Intestinal Strangulation

INFECTIOUS OR INFLAMMATORY PROCESS

Including but not limited to the following:
Abscess

Diffuse Inflammation / Phlegmon
Fistula

DIFFUSE, UNEXPLAINED LOWER EXTREMITY EDEMA

* Advanced imaging may be used to exclude an occult pelvic tumor or lesion causing mass effect, not identified by
pelvic ultrasound, as the cause of vascular compression and resultant lower extremity edema.

* Following duplex Doppler examination for lower extremity deep venous thrombosis (DVT)

LYMPHADENOPATHY
* For initial detection and follow-up

PALPABLE ABDOMINAL / PELVIC MASS

POST-OPERATIVE EVALUATION FOR COMPLICATIONS
* For suspected or known operative complications, particularly during the initial 6-8 weeks following open or
laparoscopic abdomino-pelvic surgery
PRE-OPERATIVE PLANNING FOR BARIATRIC SURGERY

RETROPERITONEAL ABNORMALITY - FIBROSIS, INFLAMMATIO N AND NEOPLASM
TRAUMA

* Following significant blunt or penetrating injury to the Abdomen and Pelvis

TUMOR EVALUATION: PRIMARY NEOPLASM
* For diagnosis

* Initial staging

* Periodic follow-up

Note: For colorectal cancer surveillance, the American Society of Clinical Oncology (ASCO) recommends the following
2005 practice guideline regarding use of CT:

“Panel recommends annual computed tomography (CT) of the chest and abdomen for 3 years after primary therapy
for patients who are at higher risk of recurrence and who could be candidates for curative-intent surgery; pelvic CT
scan for rectal cancer surveillance, especially for patients with several poor prognostic factors, including those who
have not been treated with radiation.”
TUMOR EVALUATION: METASTATIC DISEASE

* For diagnosis

* Initial staging

* Periodic follow-up after treatment

May involve the following anatomic areas: *°
- Adrenal Glands
Biliary Tract
Gynecologic Structures: Uterus, Cervix or Ovaries
Kidneys
Liver
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COMMON DIAGNOSTIC INDICATIONS FOR ABDOMINAL & PELVI C COMBINATION CT:

Lymph Nodes

Other abdomino-pelvic and retroperitoneal structures
Pancreas

Spleen

Stomach, Small Intestines or Colo-Rectum

Urinary Bladder

UNEXPLAINED WEIGHT LOSS — SIGNIFICANT WEIGHT LOSS E XCEEDING 10% OF DESIRABLE BODY WEIGHT,
OVER SHORT TIME INTERVAL

Additional Gastrointestinal Indications:

APPENDICITIS &

APPENDICEAL OR PERI-APPENDICEAL MASS — UNEXPLAINED ON PHYSICAL EXAM AND OTHER IMAGING
STUDIES

DIVERTICULITIS *1°

INFLAMMATORY BOWEL DISEASE (IBD)
Crohn’s Disease™®
Ulcerative Colitis

* For suspected IBD, following endoscopic and/or barium examination
* For follow-up of known IBD, with new signs/symptoms suggesting exacerbation

BOWEL OBSTRUCTION OF UNKNOWN ETIOLOGY

* When the results will affect patient management decisions
ISCHEMIC BOWEL *?
ENTERITIS AND/OR COLITIS *

Additional Pancreatic Indications:

ACUTE PANCREATITIS, WITH SUSPECTED COMPLICATIONS IN CLUDING PANCREATIC NECROSIS, ABSCESS,
PSEUDOCYST(S) AND/OR PERI-PANCREATIC EFFUSIONS: °

Note that patients with mild acute, uncomplicated pancreatitis usually do not require cross-sectional imaging,
aside from Ultrasound identification of gallstones and/or biliary ductal calculi, as a potential cause.

PANCREATIC PSEUDOCYST

* With prior history of pancreatitis or pancreatic trauma

PANCREATIC MASS

Additional Genitourinary Tract Indications:

URINARY TRACT CALCULUS DISEASE **

HYDRONEPHROSIS
» Evaluation for possible obstructing ureteral or urinary bladder lesion
* When ultrasound is non-diagnostic or abnormal and unexplained, requiring further evaluation

PERSISTENT, UNEXPLAINED HEMATURIA

* Consider obtaining urine culture and/or renal/bladder ultrasound, prior to advanced imaging
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COMMON DIAGNOSTIC INDICATIONS FOR ABDOMINAL & PELVI C COMBINATION CT:

RENAL NEOPLASM

* For diagnosis, initial staging and pre-operative evaluation, re-staging and treatment monitoring

UNDESCENDED (CRYPTORCHID) TESTICLE

* Following attempted localization with ultrasound

Additional Vascular Abnormalities:

ANEURYSM OF ABDOMINAL AORTA OR BRANCH VESSEL
* |Initial diagnosis, particularly in obese patients

* Follow-up imaging may be performed with ultrasound in non-surgical and non-obese patients, who are
asymptomatic and have aneurysms <5 cm in diameter

* Pre-operative assessment or prior to percutaneous endovascular stent graft placement
* Post-operative surveillance

* Suspected complication of an aneurysm, such as aneurysmal rupture or infection — requiring urgent imaging

AORTIC DISSECTION
* May evaluate with either CT or CTA
* Usually results from subdiaphragmatic extension of a Thoracic Aortic Dissection

ENDOVASCULAR STENT GRAFT PLACEMENT FOR ABDOMINAL AO RTIC ANEURYSM

* May evaluate with either CT or CTA

* Primary concerns are for monitoring the aneurysm size, identifying stent migration and detecting endoleaks.

* Prior to and as surveillance following placement of Stent Graft

* Society of Interventional Radiology: Post-procedure recommended follow-up in asymptomatic patients:
- Initial baseline CTA is recommended in less than 1 month post-stent graft placement
- If there are no problems related to the stent graft, then scans are obtained at 6 month intervals, for 2 years
- Thereafter, an annual follow-up CTA may be performed

* If symptoms/problems related to the stent graft occur, then more frequent imaging may be needed

ARTERIOVENOUS MALFORMATION (AVM)

* CTA or MRA are the modalities of choice for evaluating these vascular lesions

THROMBOSIS IN THE SYSTEMIC AND PORTAL VENOUS CIRCUL ATIONS
* May follow initial evaluation with Doppler Ultrasound

REFERENCES/LITERATURE REVIEW:
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3. Jeong, Yong Yeon, Kang, Heoung Keun, Chung, Tae Woong, et al. Uterine Cervical Carcinoma after Therapy: CT and MR
Imaging Findings. RadioGraphics 2003; 23: 969-981.

4. Cannistra, Stephen A. Cancer of the Ovary. New England Journal of Medicine 2004; 351: 2519-2529.
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irtual Colonoscopy)

CPT CODES:

0066T........ Screening CT Colonography
0067T........ Diagnostic CT Colonography

STANDARD ANATOMIC COVERAGE:

Use of helical CT and reconstruction algorithms to provide endoluminal visualization of the colon, as well as
anatomic depiction throughout much of the abdomen and pelvis. Both 2D and 3D reconstructions are routinely
used for colonic evaluation. Colonic preparation is required, similar to standard fiberoptic colonoscopy. Another
similarity to fiberoptic colonoscopy is the requirement for air insufflation to distend the colon.

IMAGING CONSIDERATIONS:

C

The CPT codes for CT of the abdomen (74150-74170) and CT of the Pelvis (72192 — 72194) should not be used
when a CT Colonography exam is requested.

When ordering CT studies, consideration should be given to the benefits as well as the risks from radiation
exposure and ramifications of false positive studies (both financial and psychological), which may require further
work-up with other imaging modalities or follow-up surveillance with CT.

Depending on the presenting signs and symptoms, other studies such as fiberoptic colonoscopy and barium
examination may be helpful for evaluation of the colon.

CT Colonography requires cleansing bowel preparation and air insufflation for colonic distention, similar to
fiberoptic colonoscopy.

Duplicative services are subject to high level review to evaluate for medical necessity.

Authorization request for re-imaging due to a technically limited exam is the responsibility of the imaging provider.

OMMON DIAGNOSTIC INDICATIONS FOR DIAGNOSTIC CT COL ONOGRAPHY:

The following diagnostic indication for Diagnostic CT Colonography is accompanied by
pre-test considerations and supporting clinical data

Indications for Diagnostic CT Colonography (0067T):

FAILED OR INCOMPLETE FIBEROPTIC COLONOSCOPY OF THE ENTIRE COLON, DUE TO INABILITY TO
PASS THE COLONOSCOPE PROXIMALLY. FAILURE TO ADVANC E THE COLONOSCOPE MAY BE
SECONDARY TO:

Obstructing neoplasm

Spasm

Redundant colon

Altered anatomy or scarring from previous surgery
Stricture

Extrinsic compression

COAGULOPATHY

LIFETIME OR LONG-TERM ANTICOAGULATION, WITH INCREAS ED PATIENT RISK IF DISCONTINUED

COMPLICATIONS FROM PRIOR FIBEROPTIC COLONOSCOPY
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COMMON DIAGNOSTIC INDICATIONS FOR DIAGNOSTIC CT COL ONOGRAPHY:

DIVERTICULITIS, WITH INCREASED RISK OF PERFORATION

INCREASED SEDATION RISK
* For example, COPD or previous adverse reaction to anesthesia

KNOWN COLONIC OBSTRUCTION, WHEN STANDARD FIBEROPTIC COLONOSCOPY IS CONTRAINDICATED

Indications for Screening CT Colonography (0066T):

AS AN ALTERNATIVE TO EITHER CONVENTIONAL (OPTICAL) COLONOSCOPY OR DOUBLE CONTRAST BARIUM
ENEMA FOR COLORECTAL CANCER SCREENING, IN INDIVIDUA LS BEGINNING AT THE AGE OF 50 YEARS AND AT A
FREQUENCY OF EVERY 5 YEARS ’
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CPT CODES:

72125........ CT of Cervical Spine, without contrast
72126........ CT of Cervical Spine, with contrast
72127........ CT of Cervical Spine, without contrast, followed by re-imaging with contrast

STANDARD ANATOMIC COVERAGE:

* Entire cervical spine (C1-C7), from the craniocervical junction through the T1 vertebra.
* Axial images are routinely obtained, with capability for coronal and sagittal reconstructions.

IMAGING CONSIDERATIONS:

MRI is the modality of choice for most cervical spine imaging indications, unless contraindicated or not tolerated by
the patient (for example, secondary to claustrophobia).

* CTis the preferred technique for certain clinical scenarios such as suspected fracture, follow-up of known fracture,
occasional osseous tumor evaluation and congenital vertebral defects in the pediatric population, as well as
procedures such as cervical spine CT myelography.

* Duplicative services, such as concurrent requests for cervical spine CT and MRI, are subject to high level review for
evaluation of medical necessity.

* Authorization request for re-imaging, due to technically limited exams, is the responsibility of the imaging provider.

* Do not use CT Cervical Spine for imaging of the soft tissues of the neck. See CPT codes 70490-70492 CT soft
tissue neck for this service.

COMMON DIAGNOSTIC INDICATIONS FOR CERVICAL SPINE CT :

The following diagnostic indications for Cervical Spine CT are accompanied by pre-test considerations as well as supporting clinical
data and prerequisite information:

MRI is the preferred modality for most cervical spi ne imaging, except for a few indications
which include CT evaluation of bony abnormalities ( such as suspected fracture or fracture

follow-up; occasional osseous tumor assessment; dev elopmental vertebral abnormalities)
and CT myelography.

FRACTURE EVALUATION *?

SIGNIFICANT ACUTE TRAUMA TO THE CERVICAL SPINE REGI ON **

LESS SEVERE CERVICAL SPINE TRAUMA AND NEW NEUROLOGI C FINDING(S) OR PROGRESSIVELY
WORSENING NECK PAIN

ABNORMAL CERVICAL SPINE RADIOGRAPHS, WITH RECOMMEND ED CT FOLLOW-UP

POST-MYELOGRAM CT

CONGENITAL VERTEBRAL DEFECTS — IN PEDIATRIC POPULAT ION, FOR ASSESSMENT OF BONY DEFECTS
SUCH AS SEGMENTATION AND FUSION ANOMALIES

* Following abnormal or non-diagnostic cervical spine radiographs

WHEN THE PATIENT'S CONDITION MEETS THE CERVICAL SPI NE MRI GUIDELINES, BUT THERE IS EITHER A

CONTRAINDICATION TO MRI OR THE PATIENT CANNOT TOLER ATE MRI EXAMINATION (FOR EXAMPLE, DUE
TO CLAUSTROPHOBIA).
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COMMON DIAGNOSTIC INDICATIONS FOR CERVICAL SPINE CT :

For most other indications, MRI is the preferred mo  dality for advanced cervical spine imaging,
unless contra-indicated.

PERSISTENT PAIN / RADICULOPATHY - IN THE CERVICAL D ISTRIBUTION

* In Adults, persistent symptoms despite = 3-4 weeks of conservative therapy and failed or inadequate response to
treatment, which may include the following:

- Medications, such as NSAIDs and muscle relaxants
- Steroids
- Physical therapy/exercises

* In the Pediatric population, as well as in patients with documented rheumatologic disease afflicting the joints, pain in
the cervical spine region may not require completion of the 3-4 week course of conservative treatment.

SIGNS AND SYMPTOMS OF SPINAL CORD AND/OR NERVE ROOT COMPRESSION (FOR EXAMPLE, DUE TO
CERVICAL SPINE STENOSIS OR DISC HERNIATION)

Including but not limited to the following signs and symptoms:
Hyperactive Reflexes
Muscle Weakness
Sensory Loss
Spasticity

NECK OR SHOULDER PAIN AND NEW NEUROLOGIC FINDINGS R ELATED TO THE CERVICAL SPINE OR
DOCUMENTED NEUROLOGIC DEFICIT ON PHYSICAL EXAM (FOR EXAMPLE: REFLEX ABNORMALITY;
MUSCLE WEAKNESS; OBJECTIVE SENSORY ABNORMALITY IN T HE CERVICAL DERMATOME DISTRIBUTION)

DEMYELINATING DISORDERS, SUCH AS MULTIPLE SCLEROSIS , WHEN MRI IS CONTRAINDICATED
MYELOPATHY

SPINAL CORD INFARCT

POST-MYELOGRAM CT OR CT FOLLOWING OTHER INTERVENTIO NAL PROCEDURE

POST-OPERATIVE EVALUATION, WITH NEW NEUROLOGIC FIND INGS OR WITH PERSISTENT OR RECURRENT
NECK/RADICULAR PAIN

INFECTIOUS OR INFLAMMATORY PROCESS

Including but not limited to the following:
Abscess

Osteomyelitis
Discitis
TUMOR EVALUATION °

Including but not limited to the following:
Primary or Metastatic Neoplasm involving the Vertebrae

Tumor Spread within the Spinal Canal
Spinal Cord Neoplasm

ARNOLD CHIARI MALFORMATION

CERVICAL SPINE DYSRAPHISM AND OTHER CONGENITAL ANOM ALIES INVOLVING THE CERVICAL SPINE
AND/OR SPINAL CORD

SYRINGOHYDROMYELIA (SYRINX)

SEVERE SCOLIOSIS, FOR THE FOLLOWING PATIENT POPULAT IONS: °
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COMMON DIAGNOSTIC INDICATIONS FOR CERVICAL SPINE CT :
* In patients with a high risk for neural axis abnormalities, such as infantile and juvenile idiopathic scoliosis and
congenital scoliosis; or

* With adolescent idiopathic scoliosis and atypical findings (pain, rapid progression, development of neurologic
signs/symptoms); or

* With scoliosis related to other pathologic processes such as neurofibromatosis; or

* For pre-operative evaluation of severe scoliosis

Note: For Pediatric patients, who may require imaging of significant portions of the spine or the entire spine, MRI
should be considered to minimize radiation exposure

REFERENCES/LITERATURE REVIEW:
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Helical CT Screening. AJR 2000;174:713-717
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5. Koeller KK, Rosenblum RS, Morrison AL. Neoplasms of the Spinal Cord and Filum Terminale: Radiologic-Pathologic Correlation.
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CPT CODES:

72141........ MRI of Cervical Spine, without contrast
72142........ MRI of Cervical Spine, with contrast
72156........ MRI of Cervical Spine, without contrast, followed by re-imaging with contrast

STANDARD ANATOMIC COVERAGE:

* Entire cervical spine (C1-C7), from the craniocervical junction through the T1 vertebra.
* Axial images are routinely obtained, with capability for coronal and sagittal reconstructions.

IMAGING CONSIDERATIONS:

* For most cervical spine abnormalities, MRI is the examination of choice.

* CT of the cervical spine is often reserved for suspected fracture, follow-up of a known fracture, occasional
osseous tumor evaluation, congenital vertebral defects in the pediatric population and procedures such as cervical
spine CT myelography.

* In most other clinical situations, MRI is the preferred modality for cervical spine imaging, unless contraindicated
[due to pacemaker, implantable cardioverter-defibrillator (ICD), and other non-compatible device unsafe for use in
an MRI scanner] or not tolerated by the patient (usually secondary to claustrophobia).

* Duplicative services, such as concurrent requests for cervical spine CT and MRI, are subject to high level review
for evaluation of medical necessity.

* The CPT code assignment for an MRI procedure is based on the anatomic area imaged. Authorization requests
for multiple MRI imaging of the same anatomic area to address patient positional changes, additional sequences
or equipment are not allowed. These variations or extra sequences are included within the original imaging
request

Patient Compatibility Issues:

* Artifact due to patient motion may have a particularly significant impact on exam quality.
¢ Breath hold requirements:

- Some imaging sequences require breath holding and this may be difficult or impossible for some patients.
* Claustrophobic patients:

- Patients with claustrophobia may need to be premedicated in order to tolerate the imaging procedure. Rarely patients
with severe claustrophobia will not be suitable candidates for imaging

Biosafety Issues:

* Ordering and imaging providers are responsible for considering biosafety issues prior to MRI examination, to ensure patient
safety. Among the generally recognized contraindications to MRI exam performance are permanent pacemakers (some
newer models are MRI compatible) or implantable cardioverter-defibrillators (ICD), intracranial aneurysm surgical clips that
are not compatible with MR imaging, as well as other devices considered unsafe in MRI scanners (including certain
implanted materials in the patient as well as external equipment, such as portable oxygen tanks).

* Contrast utilization is at the discretion of the ordering and imaging providers.

Ordering Issues :
* This guideline does not supersede the enrollee’s health plan medical policy specific to MRI of the cervical spine.

* There are uncommon circumstances when both CT and MRI exams should be ordered for the same clinical presentation.
The specific rationale for each study must be delineated at the time of request.

* In general, follow-up CT and MRI exams should be performed only when there is a clinical change, with new signs or
symptoms.

* Request for re-imaging due to technically limited exams is the responsibility of the imaging providers.
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COMMON DIAGNOSTIC INDICATIONS FOR CERVICAL SPINE CT :

The following diagnostic indications for Cervical Spine CT are accompanied by pre-test considerations as well as supporting clinical
data and prerequisite information:

Unless contraindicated, MRI is the preferred modali  ty for most cervical spine imaging,
except for a few indications which include CT evalu ation of bony abnormalities (such as
suspected fracture or fracture follow-up; occasiona | osseous tumor assessment;

developmental vertebral abnormalities) and CT myelo  graphy.

PERSISTENT PAIN / RADICULOPATHY — IN THE CERVICAL D ISTRIBUTION *

* In Adults, persistent symptoms despite > 3-4 weeks of conservative therapy and failed or inadequate response to
treatment, which may include the following:

1. Medications, such as NSAIDs and muscle relaxants
2. Steroids
3. Physical therapy/exercises

* Severe neck pain and an abnormal EMG exam

* In the Pediatric population, as well as in patients with documented rheumatologic disease afflicting the joints, pain
in the cervical spine region may not require completion of the 3-4 week course of conservative treatment.

NECK OR SHOULDER PAIN AND NEW NEUROLOGIC FINDINGS R ELATED TO THE CERVICAL SPINE OR
DOCUMENTED NEUROLOGIC DEFICIT ON PHYSICAL EXAM (FOR EXAMPLE: REFLEX ABNORMALITY;
MUSCLE WEAKNESS; OBJECTIVE SENSORY ABNORMALITY IN T HE CERVICAL DERMATOME DISTRIBUTION)

SIGNS AND SYMPTOMS OF SPINAL CORD AND/OR NERVE ROOT COMPRESSION (FOR EXAMPLE, DUE TO
CERVICAL SPINAL STENOSIS OR DISC HERNIATION)

Including but not limited to the following signs and symptoms:
Hyperactive Reflexes
Muscle Weakness
Sensory Loss
Spasticity

MYELOPATHY
SPINAL CORD INFARCT
DEMYELINATING DISORDERS, SUCH AS MULTIPLE SCLEROSIS *

INFECTIOUS OR INFLAMMATORY PROCESS

Including but not limited to the following:
Abscess
Osteomyelitis
Discitis

TUMOR EVALUATION °

Including but not limited to the following:
Primary or Metastatic Neoplasm involving the Vertebrae
Tumor Spread within the Spinal Canal
Spinal Cord Neoplasm

FRACTURE EVALUATION
SIGNIFICANT ACUTE TRAUMA TO THE CERVICAL SPINE REGI ON *°

LESS SEVERE CERVICAL SPINE TRAUMA AND NEW NEUROLOGI C FINDING(S) OR PROGRESSIVELY
WORSENING NECK PAIN
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COMMON DIAGNOSTIC INDICATIONS FOR CERVICAL SPINE CT :
ABNORMAL CERVICAL SPINE RADIOGRAPHS, WITH RECOMMEND ED MRI FOLLOW-UP

POST-OPERATIVE EVALUATION, WITH NEW NEUROLOGIC FIND INGS OR WITH PERSISTENT OR RECURRENT
NECK/RADICULAR PAIN

ARNOLD CHIARI MALFORMATION
SYRINGOHYDROMYELIA (SYRINX)

SEVERE SCOLIOSIS, FOR THE FOLLOWING PATIENT POPULAT IONS: °

* In patients with a high risk for neural axis abnormalities, such as infantile and juvenile idiopathic scoliosis and
congenital scoliosis; or

* With adolescent idiopathic scoliosis and atypical findings (pain, rapid progression, development of neurologic
signs/symptoms); or

* With scoliosis related to other pathologic processes such as neurofibromatosis; or
* For pre-operative evaluation of severe scoliosis

CERVICAL SPINE DYSRAPHISM AND OTHER CONGENITAL ANOM ALIES INVOLVING THE CERVICAL SPINE
AND/OR SPINAL CORD

REFERENCES/LITERATURE REVIEW:
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Correlation. RadioGraphics 2000;20:1721-1749.
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CPT CODES:

72128........ CT of Thoracic Spine, without contrast
72129........ CT of Thoracic Spine, with contrast
72130........ CT of Thoracic Spine, without contrast, followed by re-imaging with contrast

STANDARD ANATOMIC COVERAGE:

* Entire thoracic spine (T1-T12), from the cervicothoracic region through the thoracolumbar junction
¢ Axial images are routinely obtained, with capability for coronal and sagittal reconstructions

IMAGING CONSIDERATIONS:

* Advanced diagnostic imaging of the thoracic spine is indicated in selected clinical scenarios and is performed
significantly less often than in the lumbar and cervical regions.

* MR is the modality of choice for most thoracic spine imaging indications, unless contraindicated or not tolerated
by the patient (for example, secondary to claustrophobia).

e CT is the preferred technique for certain clinical scenarios such as suspected fracture, follow-up of a known
fracture, occasional osseous tumor evaluation, congenital vertebral defects in the pediatric population and
interventional procedures such as CT Myelography.

* Duplicative services, such as concurrent requests for thoracic spine CT and MRI, are subject to high level review
for evaluation of medical necessity.

* Authorization request for re-imaging, due to technically limited exams, is the responsibility of the imaging provider.

COMMON DIAGNOSTIC INDICATIONS FOR THORACIC SPINE CT:

The following diagnostic indications for Thoracic Spine CT are accompanied by pre-test considerations as well as supporting clinical
data and prerequisite information:

MR is the preferred modality for most thoracic spi ne imaging, except for a few indications
which include CT evaluation of bony abnormalities ( such as suspected fracture or fracture
follow-up; occasional osseous tumor assessment; dev elopmental vertebral abnormalities) and
CT myelography.

FRACTURE EVALUATION !

SIGNIFICANT ACUTE TRAUMA TO THE THORACIC SPINE REGI ON

LESS SEVERE THORACIC SPINE TRAUMA AND NEW NEUROLOGI C FINDING(S) OR PROGRESSIVELY
WORSENING BACK PAIN

ABNORMAL THORACIC SPINE RADIOGRAPHS, WITH RECOMMEND ED CT FOLLOW-UP

POST-MYELOGRAM CT OR CT FOLLOWING OTHER THORACIC IN TERVENTIONAL PROCEDURE

CONGENITAL VERTEBRAL DEFECTS — IN PEDIATRIC POPULAT ION, FOR ASSESSMENT OF BONY DEFECTS
SUCH AS SEGMENTATION AND FUSION ANOMALIES
* Following non-diagnostic or abnormal thoracic spine radiographs

WHEN THE PATIENT'S CONDITION MEETS THE THORACIC SPINE MRI GUIDELINES, BUT THERE IS EITHER A
CONTRAINDICATION TO MRI OR THE PATIENT CANNOT TOLERATE MRI E XAMINATION (FOR EXAM PLE, DUE
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COMMON DIAGNOSTIC INDICATIONS FOR THORACIC SPINE CT:
TO CLAUSTROPHOBIA).

For most other indications, MRI is the preferred mo  dality for advanced thoracic spine imaging,
unless contra-indicated.

PERSISTENT PAIN / RADICULOPATHY — IN THE THORACIC D ISTRIBUTION

* In Adults, persistent symptoms despite > 4-6 weeks of conservative therapy and failed or inadequate response to
treatment, which may include the following:

- Medications, such as NSAIDs and muscle relaxants
- Steroids
- Physical therapy/exercises

* In the Pediatric population, as well as in patients with documented rheumatologic disease afflicting the joints, pain
in the thoracic spine region may not require completion of the 4-6 week course of conservative treatment.

SIGNS AND SYMPTOMS OF SPINAL CORD AND/OR NERVE ROOT COMPRESSION (FOR EXAMPLE, DUE TO
THORACIC SPINAL STENOSIS OR DISC HERNIATION)

Including but not limited to the following signs and symptoms:
- Hyperactive Reflexes
- Muscle Weakness
- Sensory Loss
- Spasticity
BACK PAIN AND NEW NEUROLOGIC FINDINGS RELATED TO TH E THORACIC SPINE OR DOCUMENTED

NEUROLOGIC DEFICIT ON PHYSICAL EXAM (FOR EXAMPLE: R EFLEX ABNORMALITY; MUSCLE WEAKNESS;
OBJECTIVE SENSORY ABNORMALITY IN THE THORACIC DERMA TOME DISTRIBUTION)

DEMYELINATING DISORDERS, SUCH AS MULTIPLE SCLEROSIS , WHEN MRI IS CONTRAINDICATED 2
MYELOPATHY
SPINAL CORD INFARCT

POST-OPERATIVE EVALUATION, WITH NEW NEUROLOGIC FIND INGS OR WITH PERSISTENT OR RECURRENT
BACK/RADICULAR PAIN

INFECTIOUS OR INFLAMMATORY PROCESS
Including but not limited to the following:
- Abscess
- Osteomyelitis
- Discitis
TUMOR EVALUATION
Including but not limited to the following neoplasms:
- Primary or Metastatic Neoplasm involving the Vertebrae
- Tumor Spread within the Spinal Canal
- Spinal Cord Neoplasm

THORACIC SPINE DYSRAPHISM AND OTHER CONGENITAL ANOM ALIES INVOLVING THE THORACIC SPINE
AND/OR SPINAL CORD

SYRINGOHYDROMYELIA (SYRINX)

SEVERE SCOLIOSIS, INCLUDING THE FOLLOWING PATIENT P OPULATIONS: *

* In patients with a high risk for neural axis abnormalities, such as infantile and juvenile idiopathic scoliosis and
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COMMON DIAGNOSTIC INDICATIONS FOR THORACIC SPINE CT:
congenital scoliosis; or

* With adolescent idiopathic scoliosis and atypical findings (pain, rapid progression, development of neurologic
signs/symptoms); or

* With scoliosis related to other pathologic processes such as neurofibromatosis; or
* For pre-operative evaluation of severe scoliosis

- Note: For Pediatric patients, who may require imaging of significant portions of the spine or the entire spine, MRI
should be considered to minimize radiation exposure

REFERENCES/LITERATURE REVIEW:

1. Wintermark M, Mouhsine E, Theumann N, et al. Thoracolumbar Spine Fractures in Patients who have Sustained Severe
Trauma: Depiction with Multi-Detector Row CT. Radiology 2003; 227: 681-689.

2. Kaoeller KK, Rosenblum RS, Morrison AL. Neoplasms of the Spinal Cord and Filum Terminale: Radiologic-Pathologic Correlation.
RadioGraphics 2000; 20: 1721-1749.

3. Jaramillo D, Poussaint TY, Grottkau BE, et al. Scoliosis: Evidence-Based Diagnostic Evaluation. Neuroimag Clin N Am 2003;
13: 335-341.
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CPT CODES:

72146........ MRI of Thoracic Spine, without contrast
72147........ MRI of Thoracic Spine, with contrast
72157........ MRI of Thoracic Spine, without contrast, followed by re-imaging with contrast

STANDARD ANATOMIC COVERAGE:

* Entire thoracic spine (T1-T12), from the cervicothoracic region through the thoracolumbar junction.
* Imaging planes generally include sagittal and axial/oblique axial (parallel with the disc spaces) views.

IMAGING CONSIDERATIONS:

¢ Advanced imaging of the thoracic spine is indicated in selected clinical scenarios and is performed significantly
less often than in the cervical and lumbar regions.

e CT is the preferred technique for certain indications, including fracture detection, follow-up of a known fracture,
occasional osseous tumor assessment, congenital vertebral defects in the pediatric population and for
interventional procedures, such as CT Myelography.

* In most other clinical situations, MRI is the modality of choice for thoracic spine imaging, unless contraindicated or
not tolerated by the patient (for example, secondary to claustrophobia).

* Duplicative services, such as concurrent requests for thoracic spine CT and MRI, are subject to high level review
for evaluation of medical necessity.

* The CPT code assignment for an MRI procedure is based on the anatomic area imaged. Requests for multiple
MRI imaging of the same anatomic area to address patient positional changes, additional sequences or equipment
are not allowed. These variations or extra sequences are included within the original imaging request.

Patient Compatibility Issues:

* Artifact due to patient motion may have a particularly significant impact on exam quality.
* Breath hold requirements:

- Some imaging sequences require breath holding and this may be difficult or impossible for some patients.
¢ Claustrophobic patients:

- Patients with claustrophobia may need to be premedicated in order to tolerate the imaging procedure. Rarely patients
with severe claustrophobia will not be suitable candidates for imaging

Biosafety Issues:

* Ordering and imaging providers are responsible for considering biosafety issues prior to MRI examination, to ensure patient
safety. Among the generally recognized contraindications to MRI exam performance are permanent pacemakers (some
newer models are MRI compatible)  or implantable cardioverter-defibrillators (ICD), intracranial aneurysm surgical clips that
are not compatible with MR imaging, as well as other devices considered unsafe in MRI scanners (including certain
implanted materials in the patient as well as external equipment, such as portable oxygen tanks).

* Contrast utilization is at the discretion of the ordering and imaging providers.

Ordering Issues :
¢ This guideline does not supersede the enrollee’s health plan medical policy specific to MRI of the thoracic spine.

* There are uncommon circumstances when both CT and MRI exams should be ordered for the same clinical presentation.
The specific rationale for each study must be delineated at the time of request.

* In general, follow-up CT and MRI exams should be performed only when there is a clinical change, with new signs or
symptoms.

* Request for re-imaging due to technically limited exams is the responsibility of the imaging providers.
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