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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 

Define indications for approval of ablation in the management of atrial fibrillation. 

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 CATHETER ABLATION OF ATRIAL 
FIBRILLATION (AF) (6–8) 

Failed Antiarrhythmic Therapy 

Catheter ablation is recommended or reasonable for any of the following that are 
refractory or intolerant to at least one Class I or III antiarrhythmic medication: 
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● Symptomatic paroxysmal AF 

● Symptomatic persistent AF 

● Symptomatic long standing persistent AF 

First Line Therapy for Symptomatic Atrial Fibrillation 

Catheter ablation is recommended or reasonable for the following patients: 

● Symptomatic paroxysmal or persistent atrial fibrillation who have not undergone 
trial(s) of class I or III antiarrhythmic therapy 

● Long-standing persistent atrial fibrillation (defined as continuous AF for >12 
months) who have not undergone trial(s) of class I or III antiarrhythmic therapy 

Heart Failure 

Catheter ablation is beneficial or reasonable in the following patients:  

● AF and left ventricular systolic dysfunction (LVEF) related to arrhythmia-mediated 
cardiomyopathy 

● AF and heart failure with reduced ejection fraction regardless of previous 
antiarrhythmic drug failure or intolerance 

Coexistent Rhythm Disorders 

Catheter ablation is reasonable in the following patients:  

● Supraventricular tachycardia with AF when the former is considered the main 
trigger of the latter 

● AF and symptomatic bradycardia or prolonged sinus pauses upon AF termination 

Other Risk Factors or Diseases 

Catheter ablation is reasonable in patients with hypertrophic cardiomyopathy after 
careful consideration of anticipated clinical benefit, associated risk of procedural 
complications, and potential need for more than one procedure 

INDICATIONS FOR RECURRENCE OF ATRIAL 
FIBRILLATION OR ATRIAL TACHYCARDIA (AT) 
AFTER ABLATION (6,8) 

● Early recurrence after AF ablation has been defined as any recurrence of AF or AT 
lasting 30 seconds during the first 3 months of follow-up 

NOTE: 50% of early tachycardias are reentrant atrial tachycardias, and 49% 
resolve spontaneously over the first year. They should be considered for 
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cardioversion, especially within 30 days of arrhythmia onset before treated with 
Class III antiarrhythmic therapy unless intolerable symptoms persist after this 
therapy is attempted. (Class Ic drugs are relatively contraindicated, as they tend to 
promote and prolong these reentrant arrhythmias). 

● Late term recurrence has been defined as any recurrence of AF or AT lasting 30 
seconds between 3 and 12 months after AF; mapping and ablation of these 
rhythm disturbances is recommended 

INDICATIONS FOR SURGICAL ABLATION OF ATRIAL 
FIBRILLATION (6,8) 

Concomitant “Open” Surgical Ablation 

Concomitant "Open" surgical ablation (such as mitral or tricuspid valve surgery) for 
patients with any of the following: 

● Symptomatic AF, refractory or intolerant to at least one Class I or III 
antiarrhythmic drug, and any form of AF (paroxysmal, persistent, or long-standing 
persistent), surgical ablation is recommended 

● Symptomatic AF prior to a trial of antiarrhythmic therapy with a Class I or III 
antiarrhythmic drug and any form of AF, surgical ablation is recommended 

Concomitant “Closed’ Ablation 

Concomitant “Closed’ Ablation (coronary artery bypass graft (CABG), aortic valve 
surgery, etc.) for patients with any of the following: 

● Symptomatic AF refractory or intolerant to at least one Class I or III antiarrhythmic 
drug and any form of AF, surgical ablation is recommended 

● Symptomatic AF prior to a trial of antiarrhythmic therapy with a Class I or III 
antiarrhythmic drug and any form of AF, surgical ablation is reasonable 

Stand Alone and Hybrid (catheter- and surgical-) Ablation 

● Stand Alone and/or Hybrid surgical ablation for patients (after review of the 
relative safety and efficacy of catheter ablation versus a stand-alone surgical 
approach): 

○ Who have failed one or more attempts at catheter ablation 

○ Who are intolerant or refractory to antiarrhythmic drug therapy and prefer a 
surgical approach 
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INDICATIONS FOR ATRIOVENTRICULAR (AV) NODAL 
ABLATION AND PERMANENT PACEMAKER 
IMPLANTATION (6,8) 

● Implantation of a permanent pacemaker, followed by ablation of the AV node, 
should be reserved for patients in whom rhythm control with antiarrhythmic drugs 
or catheter ablation, and rate control with pharmacological therapy has failed or is 
contraindicated or has been refused by the patient (7) 

● AV nodal ablation is approvable in patients with atrial fibrillation and with existing 
bi-ventricular pacing systems, to increase the percentage of resynchronized 
pacing and efficacy of the pacing system 

CODING AND STANDARDS 

Codes 

93623, 93650, 93653, 93656, 93657 

Applicable Lines of Business 

☒ CHIP (Children’s Health Insurance Program) 

☒ Commercial 

☒ Exchange/Marketplace 

☒ Medicaid 

☒ Medicare Advantage 

BACKGROUND 
Pulmonary vein isolation (PVI) is the cornerstone of atrial fibrillation (AF) ablation, and 
the primary target endpoint for first-time AF ablation. Because the substrate for atrial 
fibrillation is typically left atrial, transseptal puncture for access to the left atrium is 
required in all AF ablation procedures. (6,7) 

Risk of atrial fibrillation does not increase appreciably in the setting of heart failure or 
advancing age (up to age 80). 

The most common energy source for atrial fibrillation ablation is radiofrequency (RF) 
energy. In recent years, cryoablation using a balloon catheter has become a reliable 
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alternative to RF energy. Other techniques for ablation include laser balloon systems, 
multielectrode arrays and balloon-based ultrasound ablation systems. (6) 

Patients with ostensibly asymptomatic atrial fibrillation are often discovered to have 
been symptomatic once a “trial of sinus rhythm” after cardioversion has been 
undertaken. Based on this observation, AHA/ACC/HRS guidelines recommend ablation of 
atrial fibrillation in asymptomatic patients after careful discussion of the risks, benefits, 
and alternatives of this approach. (6) 

Atrio-Esophageal Fistula (AEF) is a rare but life-threatening complication of atrial 
fibrillation ablation. After ablation, symptoms and findings suggesting the possibility of 
evolving AEF include chest pain, painful swallowing, fever, leukocytosis, TIA, and/or 
stroke typically occurring between 1- and 3-weeks post ablation. If esophageal injury is 
suspected, CT imaging with intravenous and water- soluble oral contrast is 
recommended. Surgical resection of the fistula may be lifesaving. (6) 

Pacemaker implantation followed by AV nodal ablation (“ablate-and-pace”) is typically 
performed in older patients. It has the advantage of improving symptoms related to 
irregular and rapid heartbeats and may improve LVEF in patients with tachycardia-
associated cardiomyopathy. It exposes the patient to the potential complications of long-
term indwelling hardware and pacemaker-dependency. (7) 

Definitions 

● Long-standing atrial fibrillation: continuous atrial fibrillation for greater than 12 
months 

● Class I antiarrhythmic therapy: Produce Na+ channel block and reduce AP phase 
0 slope and overshoot with variable effects on AP duration (APD) and effective 
refractory period (ERP) (9) 

● Class II antiarrhythmic therapy: Class II drugs, comprising β-adrenergic inhibitors, 
reduce sino-atrial node (SAN) pacing rates and slow atrioventricular node (AVN) 
conduction (9) 

● Class III antiarrhythmic therapy: Comprising K+ channel blockers, prolong AP 
phase 3 repolarization and lengthen ERP (9) 

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. (4) 

● Appropriate Care- Median Score 7-9 

● May be Appropriate Care- Median Score 4-6  

● Rarely Appropriate Care- Median Score 1-3 

Acronyms/Abbreviations 

ACC: American College of Cardiology 
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AEF: Atrio-Esophageal Fistula 

AF: Atrial fibrillation 

AHA: American Heart Association 

AP: Action potential 

APD: Action potential duration 

AT: Atrial tachycardia 

AUC: Appropriate use criteria 

AV: Atrioventricular 

AVN: Atrioventricular node  

CABG: Coronary artery bypass graft 

CT: Computed tomography 

ERP: Effective refractory period 

HRS: Heart Rhythm Society 

LVEF: Left ventricular ejection fraction 

PVI: Pulmonary vein isolation 

RF: Radiofrequency 

RFA: Radiofrequency ablation 

TIA: Transient ischemic attack 

SUMMARY OF EVIDENCE 
2024 European Heart Rhythm Association/Heart Rhythm Society/Asia Pacific Heart 
Rhythm Society/Latin American Heart Rhythm Society expert consensus statement on 
catheter and surgical ablation of atrial fibrillation (6) 

Study Design: This document is an expert consensus statement developed by multiple 
cardiac electrophysiology societies, including the European Heart Rhythm Association, 
Heart Rhythm Society, Asia Pacific Heart Rhythm Society, and Latin American Heart 
Rhythm Society. It provides practical guidance and standards for the selection and 
management of patients undergoing catheter or surgical ablation of atrial fibrillation (AF). 

Target Population: The target population includes patients considered for or undergoing 
catheter or surgical AF ablation. 

Key Factors: 

● Pathophysiology: The document discusses the mechanisms of AF initiation and 
maintenance, including the role of triggers, focal and rotational activity, multi-
wavelet reentry, and endocardial-epicardial asynchrony. 

● Anatomical Considerations: It covers the anatomy relevant to catheter ablation, 
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such as pulmonary veins, epicardial connections, interatrial septum, left atrial 
musculature, coronary sinus, vein of Marshall, superior vena cava, autonomic 
ganglionated plexi, pericardial reflections, phrenic nerves, and esophagus. 

● Indications for Ablation: The document provides recommendations for catheter 
ablation in various patient groups, including those with AF-related symptoms, 
heart failure, coexistent rhythm disorders, and other risk factors. 

● Procedural Management: It includes detailed sections on preprocedural 
management, mapping and ablation tools, procedural techniques, postprocedural 
management, and ablation outcomes. 

 

2023 ACC/AHA/ACCP/HRS Guideline for the Diagnosis and Management of Atrial 
Fibrillation (8) 

Study Design: This document is a clinical practice guideline developed by the American 
College of Cardiology, American Heart Association, American College of Clinical 
Pharmacy, and Heart Rhythm Society. It provides recommendations for the diagnosis 
and management of atrial fibrillation. 

Target Population: The target population includes patients with atrial fibrillation. 

Key Factors: 

● Epidemiology: The guideline discusses the prevalence, incidence, morbidity, and 
mortality associated with AF. 

● Risk Factors: It identifies various risk factors for AF, including demographic, 
anthropometric, cardiovascular, noncardiac conditions, biomarkers, and genetic 
markers. 

● Clinical Evaluation: Recommendations for basic clinical evaluation, including 
transthoracic echocardiogram, laboratory testing, and targeted testing for 
associated conditions. 

● Management: The guideline covers lifestyle and risk factor modification, 
prevention of thromboembolism, rate control, rhythm control, and management of 
patients with heart failure. 

● Special Populations: It provides recommendations for specific patient groups, 
such as athletes, pregnant women, and those with congenital heart disease. 

 

Atrial fibrillation: better symptom control with rate and rhythm management (7) 

Study Design: This review article discusses the management of atrial fibrillation 
symptoms through rate and rhythm control strategies. 

Target Population: The target population includes patients with atrial fibrillation 
experiencing significant symptoms. 

Key Factors: 

● Symptom Control: The review emphasizes the importance of symptom control in 
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AF management and discusses the hemodynamic consequences of AF that 
contribute to symptom burden. 

● Rate Control: It covers various rate control options, including beta-blockers, 
calcium channel blockers, digoxin, and combination therapies. 

● Rhythm Control: The review discusses rhythm control options, including 
cardioversion, antiarrhythmic drugs, and catheter ablation. 

● Catheter Ablation: It highlights the efficacy of catheter ablation in improving 
symptoms and quality of life, and discusses the procedural risks and benefits. 

● Shared Decision Making: The importance of shared decision making in choosing 
the appropriate treatment strategy for individual patients. 

ANALYSIS OF EVIDENCE 
Shared Findings (6–8): 

● All three articles agree on the importance of rhythm control in managing AF, 
particularly for symptomatic patients. 

● They all emphasize the role of catheter ablation as an effective treatment option 
for maintaining sinus rhythm and improving quality of life. 

● The articles highlight the need for individualized treatment plans based on patient 
characteristics, comorbidities, and preferences. 

Conclusion: 

In summary, while all three articles provide valuable insights into the management of AF 
and the role of catheter ablation, they each have unique perspectives and areas of 
emphasis. Combining the recommendations and findings from these articles can help 
healthcare providers develop comprehensive and individualized treatment plans for their 
patients with AF. 

POLICY HISTORY 

Date Summary 

July 2025 ● Added in general information statement regarding guideline 
criteria development by reputable sources, standard of care, 
and best practices 

● Added other indications of atrial fibrillation ablation and 
updated treatment for early recurrence after catheter 
ablation 

● Adjusted applicable lines of business – Medicare Advantage 
checked 
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Date Summary 

● Updated references 

● Added a Summary of Evidence and Analysis of Evidence 

December 2024 ● This guideline replaces UM Cardio 1141 Cardio Policy EPS 
with AI, Pacing after DI and Atrial or SVT and AP Ablation 

● This guideline replaces UM Cardio 1142 Cardio Policy EPS 
with AI for AFib AVN and AP Ablation 

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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