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STATEMENT 

General Information 

● It is an expectation that all patients receive care/services from a licensed clinician. 
All appropriate supporting documentation, including recent pertinent office visit 
notes, laboratory data, and results of any special testing must be provided. If 
applicable: All prior relevant imaging results and the reason that alternative 
imaging cannot be performed must be included in the documentation submitted.  

● Where a specific clinical indication is not directly addressed in this guideline, 
medical necessity determination will be made based on widely accepted standard 
of care criteria. These criteria are supported by evidence-based or peer-reviewed 
sources such as medical literature, societal guidelines and state/national 
recommendations. 

● The guideline criteria in the following sections were developed utilizing evidence-
based and peer-reviewed resources from medical publications and societal 
organization guidelines as well as from widely accepted standard of care, best 
practice recommendations. 

Purpose 

Indications for determining medical necessity for Carotid Duplex. 

Clinical Reasoning 

All criteria are substantiated by the latest evidence-based medical literature. To enhance 
transparency and reference, Appropriate Use (AUC) scores, when available, are diligently 
listed alongside the criteria. 

This guideline first defaults to AUC scores established by published, evidence-based 
guidance endorsed by professional medical organizations. In the absence of those 
scores, we adhere to a standardized practice of assigning an AUC score of 6. This score 
is determined by considering variables that ensure the delivery of patient-centered care 
in line with current guidelines, with a focus on achieving benefits that outweigh 
associated risks. This approach aims to maintain a robust foundation for decision-
making and underscores our commitment to upholding the highest standards of care. (1–

5) 

INDICATIONS FOR CAROTID DUPLEX 

● Asymptomatic patients  

○ With known carotid stenosis, 15–50% stenosis followed on an annual basis, 
and > 50% stenosis followed every six months (6,7) 

○ With carotid bruit to detect hemodynamically significant carotid stenosis (6,8) 

○ With clinical evidence of atherosclerosis and ≥ 50% carotid stenosis in 
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previous diagnosis treated with therapeutic interventions as annual 
surveillance to assess disease's progression (6) (AUC Score 7) (7) 

○ With symptomatic peripheral artery disease (PAD), coronary artery disease 
(CAD), or atherosclerotic aortic aneurysm, with or without carotid bruit to 
detect hemodynamically significant carotid stenosis (6,8) 

○ ≥ 55 years old with two or more of the following risk factors (6,8):  

■ Hypertension, hyperlipidemia, tobacco smoking, amaurosis fugax, 
diabetes, renal failure, a family history in a first-degree relative of 
atherosclerosis manifested before 60 years old, or a family history of 
ischemic stroke 

○ With clinically occult cerebral infarction noted on brain imaging studies to 
detect significant carotid artery stenosis (8) 

○ With Fibromuscular Dysplasia (FMD) of carotid artery as annual surveillance to 
detect changes in the extent or severity of disease (6) 

● Symptomatic patients 

○ With focal neurological symptoms corresponding to the territory supplied by 
the left or right internal carotid artery (6) 

○ With nonspecific neurological symptoms when cerebral ischemia is a plausible 
cause (6) 

○ In symptomatic patients with atherosclerotic subclavian artery disease 
(transient ischemic attack (TIA)/stroke, coronary subclavian steal syndrome, 
ipsilateral hemodialysis access dysfunction, severe ischemia) (6,9) 

○ With vasculitis involving the extra cranial carotid arteries (7) 

○ With pulsatile neck mass and no prior carotid duplex performed within the last 
6 months (7) 

● Cardiac surgery 

○ Before elective coronary artery bypass graft (CABG) surgery (8) in patients ≥ 65 
years old and in those with left main coronary stenosis, known PAD, a history 
of cigarette smoking, a history of stroke or TIA, or carotid bruit (6,10) (AUC Score 
6) (7) 

○ In patients undergoing or are candidates for carotid endarterectomy (CEA) or 
carotid artery stenting (CAS) for completion imaging to reduce the risk of peri-
operative stroke (10) 

○ After revascularization at 1-month baseline, and every 6 months for 2 years, 
then annually to assess patency and exclude the development of new or 
contralateral lesion (6) 

Note: Duplex ultrasonography may overestimate the severity of stenosis contralateral to 
internal carotid occlusion, suggesting the need for further confirmation with another 
imaging modality, especially in asymptomatic patients who are candidates for carotid 
revascularization (6) 
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CODING AND STANDARDS 

Codes 

93880, 93882 

Applicable Lines of Business 

☒ CHIP (Children’s Health Insurance Program) 

☒ Commercial 

☒ Exchange/Marketplace 

☒ Medicaid 

☒ Medicare Advantage 

BACKGROUND 

Definitions 

Non-invasive extra cranial arterial studies involve the use of direct methods of 
ultrasound. Duplex ultrasound is the first-line imaging modality for carotid artery 
imaging, screening, and examination the anatomy and physiology of the carotid artery. (8) 

AUC Score 

A reasonable diagnostic or therapeutic procedure can be defined as that for which the 
expected clinical benefits outweigh the associated risks, enhancing patient care and 
health outcomes in a cost-effective manner. (2) 

● Appropriate Care- Median Score 7-9 

● May be Appropriate Care- Median Score 4-6 

● Rarely Appropriate Care- Median Score 1-3 

Acronyms/Abbreviations 

CABG: Coronary artery bypass graft 

CAD: Coronary artery disease 
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CAS: Carotid artery stenting 

FMD: Fibromuscular dysplasia 

PAD: Peripheral artery disease 

TIA: Transient ischemic attack 

SUMMARY OF EVIDENCE 
2011 ASA/ACCF/AHA/AANN/AANS/ACR/ASNR/CNS/SAIP/SCAI/SIR/SNIS/SVM/SVS 
Guideline on the Management of Patients With Extracranial Carotid and Vertebral Artery 
Disease (6) 

Study Design: The guideline is based on a thorough review of the literature relevant to 
carotid and vertebral artery interventions up to May 2010. The recommendations are 
evidence-based, derived from studies, reviews, and other evidence conducted in human 
subjects and published in English. The writing committee performed a formal literature 
review, weighed the strength of evidence for or against particular tests, treatments, or 
procedures, and included estimates of expected health outcomes where data exist. 

Target Population: The target population includes patients with extracranial carotid and 
vertebral artery disease, both symptomatic and asymptomatic. The guideline addresses 
patient populations residing in North America and includes recommendations for 
primary care clinicians, medical and surgical cardiovascular specialists, trainees in 
primary care and vascular specialties, nurses, and other healthcare personnel. 

Key Factors: 

Anatomy and Definitions: The guideline provides detailed descriptions of the 
normal anatomy of the aortic arch and cervical arteries, variations in anatomy, and 
definitions related to extracranial cerebrovascular disease. 

Epidemiology: It discusses the prevalence of stroke and extracranial 
cerebrovascular disease, including data from population studies and the impact of 
geographic variations. 

Clinical Presentation: The guideline covers the natural history of atherosclerotic 
carotid artery disease, characterization of atherosclerotic lesions, symptoms and 
signs of transient ischemic attack (TIA) and ischemic stroke, and public 
awareness of stroke risk factors and warning indicators. 

Diagnosis and Testing: Recommendations for diagnostic testing in patients with 
symptoms or signs of extracranial carotid artery disease, including the use of 
duplex ultrasonography, magnetic resonance angiography (MRA), computed 
tomographic angiography (CTA), and catheter-based contrast angiography. 

Medical Therapy: Recommendations for the treatment of hypertension, cessation 
of tobacco smoking, control of hyperlipidemia, management of diabetes mellitus, 
and antithrombotic therapy in patients with extracranial carotid atherosclerotic 
disease. 
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Revascularization: Detailed recommendations for carotid endarterectomy (CEA) 
and carotid artery stenting (CAS), including factors affecting the outcome, risks 
associated with the procedures, and comparative assessments. 

Special Populations: Recommendations for neurological risk reduction in patients 
with carotid artery disease undergoing cardiac or noncardiac surgery. 

Nonatherosclerotic Carotid and Vertebral Artery Diseases: Management of 
fibromuscular dysplasia (FMD) and cervical artery dissection. 

ACCF/ACR/AIUM/ASE/ASN/ICAVL/SCAI/SCCT/SIR/SVM/SVS 2012 Appropriate Use 
Criteria for Peripheral Vascular Ultrasound and Physiological Testing Part I: Arterial 
Ultrasound and Physiological Testing (7) 

Study Design: This document is the 2012 Appropriate Use Criteria for Peripheral 
Vascular Ultrasound and Physiological Testing, Part I: Arterial Ultrasound and 
Physiological Testing. It was developed by the American College of Cardiology 
Foundation Appropriate Use Criteria Task Force in partnership with several other 
societies.  

Target Population: The criteria are intended for patients undergoing peripheral vascular 
ultrasound and physiological testing for various arterial disorders, including 
cerebrovascular disease, renal artery stenosis, mesenteric artery stenosis, abdominal 
aortic disease, and lower and upper extremity arterial disease.  

Key Factors: The document provides detailed criteria for the appropriate use of 
peripheral vascular ultrasound and physiological testing based on various clinical 
scenarios. It includes indications for testing, surveillance after revascularization, and 
follow-up care. The criteria are intended to guide clinicians in maximizing the appropriate 
use of noninvasive vascular laboratory testing for the care of patients with peripheral 
vascular disorders. 

 

Society for Vascular Surgery clinical practice guidelines for management of extracranial 
cerebrovascular disease (8) 

Study Design: The guidelines are based on extensive investigations, including multiple 
randomized controlled trials (RCTs) and systematic reviews. The recommendations are 
made using the GRADE (grades of recommendation assessment, development, and 
evaluation) approach. 

Target Population: The target population includes patients with carotid bifurcation 
stenosis, both symptomatic and asymptomatic. Specific emphasis is placed on low-risk 
surgical patients, patients presenting with acute stroke, and patients with combined 
carotid and coronary artery disease. 

Key Factors 

Carotid Endarterectomy (CEA) vs. Maximal Medical Therapy: CEA is 
recommended over maximal medical therapy for low-risk patients with 
asymptomatic carotid bifurcation atherosclerosis and stenosis of >70%. CEA is 
also recommended over transfemoral carotid artery stenting (TF-CAS) for low 
surgical risk patients with symptomatic carotid artery stenosis of >50%. 
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Timing of Carotid Intervention: Carotid revascularization is recommended for 
symptomatic patients with >50% stenosis to be performed as soon as the patient 
is neurologically stable after 48 hours but definitely before 14 days after symptom 
onset. 

Screening for Carotid Artery Stenosis: Routine screening for clinically 
asymptomatic carotid artery stenosis in individuals without cerebrovascular 
symptoms or significant risk factors is not recommended. Screening is suggested 
for selected asymptomatic patients at increased risk of carotid stenosis, 
especially if they are willing to consider carotid intervention if significant stenosis 
is discovered. 

Optimal Sequence of Intervention for Combined Carotid and Coronary Artery 
Disease: For patients with symptomatic carotid stenosis of 50% to 99% who 
require both CEA and coronary artery bypass grafting (CABG), CEA is suggested 
before or concomitant with CABG to potentially reduce the risk of stroke and 
stroke/death. 

ANALYSIS OF EVIDENCE 
Shared Findings (6–8) 

Importance of Carotid Endarterectomy (CEA) and Carotid Artery Stenting (CAS): 
All three articles emphasize the significance of CEA and CAS in managing carotid 
artery disease. They agree that these procedures are crucial for preventing stroke 
in patients with significant carotid stenosis. 

Role of Medical Therapy: The articles highlight the role of medical therapy in 
managing carotid artery disease. They agree that medical therapy, including 
antiplatelet agents, statins, and antihypertensive medications, is essential for all 
patients, regardless of whether they undergo CEA or CAS. 

Screening and Surveillance: The importance of screening and surveillance for 
carotid artery disease is a common theme. The articles agree that regular follow-
up and imaging are necessary to monitor disease progression and the 
effectiveness of interventions. 

POLICY HISTORY 

Date Summary 

July 2025 ● Updated indication for asymptomatic patients with known 
carotid stenosis from 30-50% followed on an annual basis 
to 15-50% followed on an annual basis 

June 2025 ● Added a Summary of Evidence and Analysis of Evidence 
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May 2025 ● Added new bullet-point to the General Statement section 

● Checked the Medicare Advantage box in the Applicable 
Lines of Business table  

● No clinical changes 

December 2024 ● This guideline replaces UM CARDIO_1081 Carotid Duplex 

● Updated indications for Carotid Duplex  

● Updated references 

● Removed Special Note and Limitation sections 

LEGAL AND COMPLIANCE 

Guideline Approval 

Committee 

Reviewed / Approved by Evolent Specialty Services Clinical Guideline Review Committee 

Disclaimer 

Evolent Clinical Guidelines do not constitute medical advice. Treating health care 
professionals are solely responsible for diagnosis, treatment, and medical 
advice. Evolent uses Clinical Guidelines in accordance with its contractual obligations to 
provide utilization management. Coverage for services varies for individual members 
according to the terms of their health care coverage or government program. Individual 
members’ health care coverage may not utilize some Evolent Clinical Guidelines. Evolent 
clinical guidelines contain guidance that requires prior authorization and service 
limitations. A list of procedure codes, services or drugs may not be all inclusive and 
does not imply that a service or drug is a covered or non-covered service or 
drug. Evolent reserves the right to review and update this Clinical Guideline in its sole 
discretion. Notice of any changes shall be provided as required by applicable provider 
agreements and laws or regulations. Members should contact their Plan customer 
service representative for specific coverage information.  

 

Evolent Clinical Guidelines are comprehensive and inclusive of various procedural 
applications for each service type. Our guidelines may be used to supplement Medicare 
criteria when such criteria is not fully established. When Medicare criteria is determined 
to not be fully established, we only reference the relevant portion of the corresponding 
Evolent Clinical Guideline that is applicable to the specific service or item requested in 
order to determine medical necessity.  
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