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Important Notices

Notices & Disclaimers:

GUIDELINES ARE SOLELY FORCOHERE’S USE IN PERFORMINGMEDICAL NECESSITY REVIEWS
ANDARE NOT INTENDED TO INFORMORALTER CLINICAL DECISION-MAKINGOF END USERS.

Cohere Health, Inc. (“Cohere”) has published these clinical guidelines to determine medical
necessity of services (the “Guidelines”) for informational purposes only, and solely for use
by Cohere’s authorized “End Users ”. These Guidelines (and any attachments or linked
third-party content) are not intended to be a substitute for medical advice, diagnosis, or
treatment directed by an appropriately licensed healthcare professional. These Guidelines
are not in any way intended to support clinical decision-making of any kind; their sole
purpose and intended use is to summarize certain criteria Cohere may use when reviewing
the medical necessity of any service requests submitted to Cohere by End Users. Always
seek the advice of a qualified healthcare professional regarding any medical questions,
treatment decisions, or other clinical guidance. The Guidelines, including any attachments
or linked content, are subject to change at any time without notice.

© 2025 Cohere Health, Inc. All Rights Reserved.

Other Notices:

HCPCS® and CPT® copyright 2025 American Medical Association. All rights reserved.

Fee schedules, relative value units, conversion factors and/or related components are not
assigned by the AMA, are not part of CPT, and the AMA is not recommending their use. The
AMA does not directly or indirectly practice medicine or dispense medical services. The AMA
assumes no liability for data contained or not contained herein.

HCPCS and CPT are registered trademarks of the American Medical Association.

Guideline Information:

Disease Area: Cardiovascular Disease

Guideline Name: Coronary Atherectomy

Date of last literature review: 10/24/2024
Document last updated: 01/02/2025
Type: [X] Adult (18+ yo) | [X] Pediatric (0-17yo)
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Medical Necessity Criteria

Service:Coronary Atherectomy

RecommendedClinical Approach

Coronary atherectomy is a percutaneous coronary intervention (PCI) that
removes or ablates atheromatous (composed of fatty material) coronary
plaque by cutting, drilling, shaving, pulverizing, lasing, or sanding to achieve
improved compliance of the wall of the blood vessel and patency of the
treated lumen. Three atherectomy devices are approved and are
characterized by their mode of action: 1) rotational (RotaPro, Boston
Scientific); 2) orbital (Diamondback, CSI); and 3) excimer laser (ELCA, Phillips).
These devices are typically used as adjuncts to balloon angioplasty and
stenting procedures and are rarely used as stand-alone treatments. They
improve procedural success in patients with fibrotic and/or moderate to
severely calcified lesions and in lesions that are unable to be crossed or
adequately expanded with a balloon.1-7 Atherectomy may also be useful to
improve procedural success in eccentric lesions, lesions that are due to
in-stent restenosis (rotational or laser)8-11, aorto-ostial or branch ostial
(bifurcation) lesions, and in under-expanded stents (rotational or laser).11-13
Additional procedures sometimes used with atherectomy or to treat similar
lesions include atherectomy devices (cutting and scoring balloons) and
intracoronary lithotripsy.14-17

In patients with multivessel coronary artery disease (CAD) with multiple
vessels requiring treatment, treatment of additional coronary lesions may be
needed over several procedures. Staging may be needed if: 1) the patient has
chronic kidney disease and it is necessary to limit contrast dose; or 2) if the
initial procedure reached the recommended limit of contrast dose or
radiation exposure; or 3) if there is a complication during the initial procedure
that requires a delay in treatment of subsequent lesions.

An atherectomy is usually performed as a single service; however, under
certain circumstances, one or more additional services may be needed within
1-2 months.
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Medical Necessity Criteria

Indications
➔ A coronary atherectomy is considered appropriate if ANY of the

following is TRUE:
◆ The patient is undergoing percutaneous coronary intervention

(PCI) andANY of the following is TRUE:
● After successful wire crossing to treat balloon uncrossable

lesions; OR
● Lesions in which the balloon fails to expand or dilate the

lesion (including chronic total occlusions [CTOs]) to
facilitate successful PCI)6,10-11,18; OR

● Rotational atherectomy to treat ANY of the following:
○ PCI of fibrotic or heavily calcified lesions to achieve

plaque modification to improve procedural success
1-2-3,7,10-11; OR

○ In-stent restenosis lesions to facilitate successful PCI
8-11,18; OR

○ Aorto ostial or branch ostial stenoses (bifurcations) to
debulk lesions and facilitate successful PCI10-11,18-19; OR

○ Under-expanded stents in lesions previously treated
with stents to allow full expansion and reduce
subsequent cardiac events (stent thrombosis or
restenosis)10-13; OR

● Orbital atherectomy for a patient undergoing PCI of fibrotic
or heavily calcified lesions to achieve plaque modification
to improve procedural success 1,4-6,18; OR

● Excimer laser atherectomy to treat ANY of the following:
○ In-stent restenosis lesions to facilitate successful PCI

8-11,18;
○ Aorto ostial or branch ostial stenoses (bifurcations) to

debulk lesions and facilitate successful PCI10-,11,18-,19; OR
○ Under-expanded stents in lesions previously treated

with stents to allow full expansion and reduce
subsequent cardiac events (stent thrombosis or
restenosis)10-13; OR

○ Saphenous vein graft lesions or to treat large
thrombus burden in native coronary arteries18; OR

○ The patient is undergoing PCI of fibrotic or heavily
calcified lesions to achieve plaque modification to
improve procedural success.1,4-6,18
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Non-Indications
➔ A coronary atherectomy is not considered appropriate if ANY of the

following is TRUE:
◆ The patient does not have an indication for coronary artery

revascularization; OR
◆ The facility where the procedure is to be performed does not

meet ANY of the following20:
● There is no emergency cardiac surgery backup; OR
● Absence of a transfer agreement with a cardiac surgery

facility; OR
● Absence of a proven plan to transfer to a facility with

cardiac surgery back up within an acceptable time frame;
OR

◆ The procedure is intended to be performed in the setting of a
significant coronary artery dissection; OR

◆ The lesion is not successfully crossed by a guidewire; OR
◆ The patient is undergoing routine atherectomy andANY of the

following is TRUE:
● The lesion is not heavily calcified by angiography; OR
● Does not meet the criteria by intravascular ultrasound

(IVUS) or optical coherence tomography (OCT) that
predicts non-dilatable lesions or impaired stent delivery
and expansion (e.g., calcium thickness greater than 670 um
by OCT or greater than 270-degree arc of calcium by IVUS
or OCT or other proposed scoring system that predicts stent
under expansion)21-22; OR

● Has not been first treated with full inflation and expansion of
an appropriately sized balloon; OR

◆ Orbital atherectomy is performed in ANY of the following:
● A previously stented lesion (in-stent restenosis); OR
● A saphenous vein graft lesion; OR
● The setting of large clot burden; OR

◆ Rotational atherectomy is performed in ANY of the following:
● A saphenous vein graft lesion; OR
● The setting of large clot burden; OR

◆ The patient can be managed medically; OR
◆ The patient has ANY of the following:
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● Presence of comorbid conditions (e.g., advanced
malignancy, active bleeding, acute renal failure, acute
systemic infections); OR

● Stable coronary artery disease (CAD) and chronic kidney
disease (CKD), and the patient is asymptomatic with no
compelling indication.1

Level of Service Criteria
Inpatient or outpatient

Procedure Codes (CPT/HCPCS)

CPT/HCPCSCode Code Description/Definition

92924
Percutaneous transluminal coronary atherectomy, with
coronary angioplasty when performed; single major
coronary artery or branch

92925
Percutaneous transluminal coronary atherectomy, with
coronary angioplasty when performed; each additional
branch of a major coronary artery

92933
Percutaneous transluminal coronary atherectomy, with
intracoronary stent, with coronary angioplasty when
performed; single major coronary artery or branch

92934

Percutaneous transluminal coronary atherectomy, with
intracoronary stent, with coronary angioplasty when
performed; each additional branch of a major coronary
artery

92944

Percutaneous transluminal revascularization of chronic
total occlusion, coronary artery, coronary artery branch,
or coronary artery bypass graft, any combination of
intracoronary stent, atherectomy and angioplasty; each
additional coronary artery, coronary artery branch, or
bypass graft (list separately in addition to code for
primary procedure)

C9602

Percutaneous transluminal coronary atherectomy, with
drug eluting intracoronary stent, with coronary
angioplasty when performed; single major coronary
artery or branch
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C9603

Percutaneous transluminal coronary atherectomy, with
drug-eluting intracoronary stent, with coronary
angioplasty when performed; each additional branch of
a major coronary artery

C9607

Percutaneous transluminal revascularization of chronic
total occlusion, coronary artery, coronary artery branch,
or coronary artery bypass graft, any combination of
drug-eluting intracoronary stent, atherectomy and
angioplasty; single vessel

C9608

Percutaneous transluminal revascularization of chronic
total occlusion, coronary artery, coronary artery branch,
or coronary artery bypass graft, any combination of
drug-eluting intracoronary stent, atherectomy and
angioplasty; each additional coronary artery, coronary
artery branch, or bypass graft (list separately in addition
to code for primary procedure)

C1724 Catheter, transluminal atherectomy, rotational
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Medical Evidence

Khan et al. (2019) conducted a meta-analysis to compare the safety and
efficacy of rotational atherectomy (RA) performed using trans-radial (TR)
and transfemoral (TF) access to evaluate the widespread reluctance to use
TR access for complex percutaneous coronary intervention (PCI), including
RA, for heavily calcified coronary lesions. The meta-analysis includes 5
retrospective studies with 3315 patients undergoing RA via TR access and
5838 patients undergoing RA via TF access. TR access was associated with
lower major access site bleeding (OR: 0.45, 95% CI: 0.31-0.67, P less than 0.001)
and radiation exposure (MD: -16.1, 95% CI: -25.4--6.7 Gy cm2, P equal to
0.0007). No significant differences were observed in all-cause in-hospital
mortality, major adverse cardiac events (MACE), stent thrombosis,
myocardial infarction, hospital stay, procedure time, or procedure success
between the two groups.24

Schwarz et al. (2022) conducted a systematic review and meta-analysis to
compare periprocedural characteristics and outcomes of planned
atherectomy (PA), bailout atherectomy (BA), and RA. PA is defined as RA
performed immediately prior to balloon pre-dilation, while BA is defined as RA
after failure to expand a pre-dilating balloon. Pooling 2120 patients from 5
studies, the authors found no difference in procedural success (PA vs BA risk
ratio [RR] 1.03; 95% confidence interval [95% CI] 0.99–1.07), major adverse
cardiovascular events on follow-up (RR 1.04, 95% CI 0.62–1.74), death (RR 0.98,
95% CI 0.59–1.64), myocardial infarction (MI) (RR 1.16, 95% CI 0.62–2.18), target
vessel re-vascularization (RR 1.40, 95% CI 0.83 to 2.36), stroke (RR 1.50, 95% CI
0.46–4.86), or stent thrombosis (RR 0.82, 95% CI 0.06–10.74). However,
compared to BA, PA was associated with shorter procedural times (mean
difference [MD] -25.88 min, 95% CI -35.55 to −16.22), fewer coronary
dissections (RR 0.50, 95% CI 0.26–0.99), fewer stents (MD -0.20, 95% CI -0.29 to
−0.11), and a trend toward less periprocedural MI (RR 0.77, 95% CI 0.54–1.11).25

Abusnina et al. (2022) conducted a systematic review to evaluate the clinical
outcomes of atherectomy in treating coronary artery calcification (CAC) in
patients with reduced left ventricular ejection fraction (LVEF). The review
includes 7 studies involving 2,238 unique patients with a median follow-up
duration of 22.4 months. Comparing patients with severely reduced LVEF

Page 9 of 15 Cohere Medical Policy - Coronary Atherectomy (Version 2)
© 2025 Cohere Health, Inc. All Rights Reserved.



compared to those with moderately reduced or preserved LVEF, the authors
found the risk ratio (RR) of in-hospital all-cause mortality using atherectomy
was 5.28 (95% CI 1.65–16.84; P equal to 0.005) and RR for long term all-cause
mortality was 2.84 (95% CI 1.16–6.95; P equal to 0.02). The results indicate that
treating severe CAC with atherectomy in patients with severely reduced LVEF
had significantly higher in-hospital and long-term all-cause mortality risks
compared to the patients with moderate or preserved LVEF. While there was
no significant difference in in-hospital cardiac mortality between the two
groups, long-term cardiac mortality was significantly higher in patients with
severe CAC and severely reduced LVEF who underwent atherectomy.26
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Clinical Guideline Revision
History/Information

Original Date: July 1, 2023

ReviewHistory

Version 2 01/02/2025
● Version 1 of this policy included

coronary artery atherectomy and
intracoronary lithotripsy.

● Intracoronary lithotripsy
(non-covered) was split into a
separate policy - see policy Coronary
Intravascular Lithotripsy (IVL).

● This annual review builds upon the
2023 atherectomy draft.

● The policy was restructured according
to updated guidelines.

● Medical evidence was added.
● Indications were updated and

restructured for rules conversion:
○ “ANY of the following” was

added in this indication
statement: “Rotational
atherectomy to treat ANY of the
following:”

○ New references were added:
Khan et al, 2019 (for rotational
atherectomy), Lawton et al, 2021
(ACC guidelines); Abusinina et
al, 2022.

○ All abbreviations were
expanded at first use.

● Clinical approach was updated.
● All existing references were updated

and new references added.
● Updates to CPT/HCPCS procedure

codes.
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