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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 

To identify the indications for catheter ablation of focal or reentrant cardiac 
tachydysrhythmias. 

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 
CARDIAC ARRHYTHMIAS 

Supraventricular Tachycardias (6,7) 

Ablation of Supraventricular Tachycardias 
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Patients with any of the following:  

● Frequent or poorly tolerated episodes of sustained tachycardia that do not 
adequately respond to drug therapy 

● Who prefer ablative therapy compared to pharmacological treatment 

● Frequent episodes of tachycardia requiring drug treatment when there is concern 
about side effects of the antiarrhythmic drug 

Supraventricular Tachycardia Amenable to Ablation 

● Inappropriate Sinus Tachycardia: Sinus node modification should be considered 
only for patients who are highly symptomatic and cannot be adequately treated by 
medication, and then only with documentation of informing the patient that the 
risks may outweigh the benefits. 

● Focal Atrial Tachycardia (AT): patients with symptomatic focal AT as an 
alternative to pharmacological therapy 

● Patients with Atrioventricular Nodal Reentrant Tachycardia (AVNRT— the most 
common form of SVT) 

● Manifest and Concealed Accessory Pathways (Wolff-Parkinson-White WPW with 
or without atrioventricular reentrant tachycardia (AVRT)), catheter ablation of 
accessory pathway for any of the following: 

○ AVRT and/or pre-excited atrial fibrillation 

○ Electrophysiology study (EPS) demonstrates a high risk of dangerous events, 
including rapidly conducting pre-excited atrial fibrillation (shortest R-R interval 
≤250 msec) 

○ Asymptomatic persons with high-risk occupations (airline pilots, police, 
firefighters, etc.) 

● Atrial Flutter: 

○ Catheter ablation of cavo-tricuspid-dependent (typical type 1 or 2) atrial flutter 
is recommended as an alternative to pharmacological therapy for symptomatic 
patients 

○ For asymptomatic patients when drug therapy fails to achieve adequate rate 
control 

○ Catheter ablation of non-cavo-tricuspid-dependent (atypical and left sided) 
atrial flutter is recommended for symptomatic recurrent flutter after failure of 
at least one antiarrhythmic drug. It may be performed in patients who prefer 
ablation therapy over pharmacological treatment after thorough discussion of 
the risks and complexity of ablation. 

● Junctional Tachycardia: 

○ Catheter ablation of accelerated junctional rhythm may be performed in 
symptomatic patients who have failed medical therapy with beta blockers, 
calcium channel blockers, or Class IC drugs, or when medical therapy is 
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contraindicated 

Catheter Ablation in Pediatric Patients: Elective catheter ablation is reserved for patients 
> 15 kg. Ablation of SVT in smaller patients (< 15 kg) should be reserved for arrhythmias 
refractory to drug therapy or resulting in tachycardia-related cardiomyopathy. 

Ventricular Arrhythmias (6,8,9) 

Ventricular Extrasystoles 

● Isolated frequent monomorphic premature ventricular contractions (PVCs) 
resulting in tachycardia-associated cardiomyopathy (Left ventricular ejection 
fraction LVEF < 50%) are an indication for mapping and ablation of the source of 
the extrasystoles 

● PVC ablation may be performed in patients with highly symptomatic, 
monomorphic PVCs, couplets, or non-sustained ventricular tachycardia (NSVT), 
independent of ejection fraction 

● Mapping and ablation of frequent monomorphic ventricular extrasystoles may be 
performed in patients with other risk factors for future arrhythmic events, such as: 

○ Positive signal-averaged electrocardiogram (ECG) 

○ Nonsustained VT on ambulatory ECG recordings with inducible sustained 
monomorphic ventricular tachycardia on EPS 

NOTE: Catheter ablation is NOT indicated for asymptomatic patients with PVCs, 
couplets, and nonsustained VT without other risk factors for sustained arrhythmias. 

Ventricular Tachycardia without Apparent Structural Heart Disease 

● In patients with symptomatic outflow tract ventricular tachycardias in an 
otherwise normal heart for whom antiarrhythmic medications are ineffective, not 
tolerated, or not the patient’s preference 

● Catheter ablation of fascicular ventricular tachycardia is indicated for patients 
with symptomatic ventricular tachycardia (VT) when refractory to medical therapy 
or when the patient prefers catheter ablation over medical therapy 

● Catheter ablation may be performed in patients with symptomatic papillary muscle 
ventricular tachycardia for whom antiarrhythmic medications are ineffective, not 
tolerated, or not the patient’s preference 

Ventricular Tachycardia with Structural Heart Disease 

● In patients with ischemic heart disease and recurrent ventricular tachycardia with 
an implantable cardioverter-defibrillator (ICD) in place, catheter ablation may be 
performed after failure of antiarrhythmic therapy (i.e., treatment with amiodarone 
or sotalol should be utilized to suppress recurrent VT prior to consideration of 
catheter ablation) 

● With prior myocardial infarction and ICD shocks for sustained monomorphic VT or 
symptomatic sustained monomorphic VT that is recurrent and hemodynamically 
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tolerated, catheter ablation as first-line therapy may be performed to reduce 
recurrent ventricular tachycardia 

● Nonischemic cardiomyopathy and recurrent sustained monomorphic VT with 
failure or intolerance of antiarrhythmic medications, catheter ablation may be 
performed for reducing recurrent VT and ICD shocks 

● In bundle branch reentrant ventricular tachycardia, catheter ablation may be 
performed for reducing the risk of recurrent VT 

Arrhythmogenic Right Ventricular Cardiomyopathy (ARVC) 

● Ablation is appropriate for: 

○ Arrhythmogenic right ventricular cardiomyopathy (ARVC) patients who have 
experienced recurrent VT or ICD therapies (shocks or antitachycardia pacing), 
refractory to antiarrhythmic therapy 

○ ARVC that has failed one or more attempts at catheter ablation of recurrent 
ventricular tachycardia, ablation using an epicardial approach is 
recommended 

○ ARVC patients with recurrent VT that is symptomatic or requires ICD therapy 
who prefer not to use antiarrhythmic drugs 

CODING AND STANDARDS 

Codes 

93462, 93654 

Applicable Lines of Business 

☒ CHIP (Children’s Health Insurance Program) 

☒ Commercial 

☒ Exchange/Marketplace 

☒ Medicaid 

☒ Medicare Advantage 

BACKGROUND 
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With the exception of incessant rhythm disturbances and atrial fibrillation, most ablation 
procedures will be performed after (frequently immediately after) electrophysiology 
studies in which the mechanism of the dysrhythmia will have been elucidated. (6) 

Ablation of cardiac arrhythmias involves the use of multielectrode catheters introduced 
into the cardiac chambers, and typically positioned in the right atrium, right ventricle, 
region of the A-V Node and/or the Bundle of His, and frequently the coronary sinus. 
Several access sites are typically required, and may include the femoral vein(s), jugular 
vein(s), subclavian vein(s) and the brachial vein(s). When access to the left heart is 
required, an atrial transseptal puncture may be utilized, or a retrograde approach via the 
femoral artery and across the aortic valve; systemic anticoagulation is mandated in these 
cases. Sophisticated mapping systems are often utilized in ablation procedures to 
generate 3-dimensional representations of the cardiac chambers, characterizing the 
sequence of activation of myocardium during arrhythmia, the presence of scar tissue 
and areas of slow conduction of electrical impulses, and anatomic barriers that serve as 
targets to modify the substrate and eliminate or reduce arrhythmia recurrence. (10) 

Radiofrequency current is the most used energy source for ablation. Cryoablation is a 
useful alternative to radiofrequency ablation. Cryoablation has been shown to minimize 
injury to the AV node during ablation of specific arrhythmias, such as AVNRT, para-
Hisian atrial tachycardia, and para-Hisian accessory pathways, especially in children and 
young adults. Selection of the energy source depends on operator experience, 
arrhythmia target location, and patient preference. Catheter ablation is typically 
performed using an endocardial approach. In selected cases, particularly in ventricular 
tachycardias in patients with nonischemic cardiomyopathy, an epicardial approach 
accessing the pericardial space, may be required to reach target sites for ablation. (7–9) 

Typical counterclockwise atrial flutter depends on a large reentrant circuit with a region 
of slow conduction in the cavo-tricuspid isthmus and has a characteristic appearance of 
the P waves on 12 lead ECG. Non-cavo-tricuspid isthmus-dependent flutters are 
generated by atrial scarring, which may develop after prior ablation procedures in the 
atrium (such as atrial fibrillation ablation), and after surgical interventions involving 
atriotomy. They require more extensive and complex mapping than typical atrial flutter. (7) 

Paroxysmal junctional tachycardia (aka junctional ectopic tachycardia is rare in adults) is 
seen most commonly in pediatric postoperative patients and after surgery for congenital 
heart disease in adults. Nonparoxysmal junctional tachycardia (aka accelerated 
junctional rhythm) is more common, typically benign, and usually responds well to 
pharmacological therapy. It is sometimes seen after slow pathway ablation for AVNRT 
and is usually self-limited. (7) 

Idiopathic monomorphic ventricular tachycardias in patients with structurally normal 
hearts are commonly the result of triggered activity or abnormal automaticity, while a few 
involve microreentry. They have a more benign clinical course than VT seen in 
association with structural heart disease, and often respond to calcium channel blockers 
and Type Ic antiarrhythmic drugs. Catheter ablation is appropriate for symptomatic 
patients who are either refractory to medical therapy or who prefer catheter ablation over 
medical treatment. (8,9) 

Sustained ventricular tachycardia in patients with structural heart disease is usually 
treated with implantation of an ICD. Ablation is reserved for patients with frequent 
episodes of symptomatic VT that is refractory to therapy with antiarrhythmic drugs or in 
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whom pharmacological therapy is not tolerated or contraindicated. Some patients have 
sustained VT which is hemodynamically well-tolerated, but often recurrent or incessant. 
In these cases, catheter ablation is recommended and often effective. (8) 

Bellhausen’s idiopathic left ventricular tachycardia (fascicular VT) is caused by reentry 
involving a portion of the left ventricular Purkinje system, usually the left posterior 
fascicle as the retrograde limb of the circuit and a poorly defined segment of LV tissue as 
the anterograde limb. Parts of the circuit are often verapamil-sensitive These VTs 
demonstrate a right bundle-branch block configuration with a superior axis and are 
amenable to catheter ablation with high rates of success. (8,9) 

Bundle branch reentrant ventricular tachycardia is normally seen in patients with 
advanced left ventricular cardiomyopathy. The reentrant circuit incorporates the right 
bundle branch for anterograde conduction and the left bundle as the retrograde limb. 
Rates are usually more than 200 bpm and are poorly tolerated hemodynamically. 
Ablation of the right bundle branch can be curative. (9) 

Definitions 

● Frequent ventricular extrasystoles: >30 PVCs per hour on Holter or other extended 
monitoring system 

● Monomorphic ventricular extrasystoles: PVCs with a single, identical morphology 
in all the leads recorded on an ECG or heart monitor 

● Sustained tachycardia: tachycardias lasting 20 seconds or longer, or requiring 
cardioversion because of hemodynamic collapse or compromise 

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 

ARVC: arrhythmogenic right ventricular cardiomyopathy 

AT: atrial tachycardia 

AUC: appropriate use criteria 

AV: atrioventricular 

AVNRT: atrioventricular nodal reentrant tachycardia 

AVRT: atrioventricular reentrant tachycardia 

ECG: electrocardiogram 
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EPS: electrophysiology study 

ICD: implantable cardioverter-defibrillator 

kg: kilogram 

LVEF: left ventricular ejection fraction 

NSVT: non-sustained ventricular tachycardia 

PVC: premature ventricular contractions 

SVT: supraventricular tachycardia 

VT: ventricular tachycardia 

WPW: Wolff-Parkinson-White syndrome 

SUMMARY OF EVIDENCE 
2017 AHA/ACC/HRS Guideline for Management of Patients With Ventricular Arrhythmias 
and the Prevention of Sudden Cardiac Death (8) 

Study Design: This document is a clinical practice guideline developed by the American 
College of Cardiology, American Heart Association, and Heart Rhythm Society. It is 
based on a systematic review of the literature and expert consensus. 

Target Population: The guidelines are intended for patients with ventricular arrhythmias 
and those at risk of sudden cardiac death. 

Key Factors: The document covers a wide range of topics, including the epidemiology of 
ventricular arrhythmias, mechanisms of arrhythmias, general evaluation of patients, and 
various therapies for treatment or prevention. It also discusses specific disease states 
and populations, such as athletes, pregnant women, and older patients. 

 

Recommendations for the use of electrophysiological study: Update 2018 (6) 

Study Design: This is a review article that provides updated recommendations for the 
use of electrophysiological studies (EPS) in clinical practice. The recommendations are 
based on a comprehensive review of the literature and clinical guidelines from various 
cardiology societies. 

Target Population: The recommendations apply to patients with different types of cardiac 
pathologies, including sinus node dysfunction, atrioventricular block, bundle branch 
block, and various types of tachycardias. 

Key Factors: The document discusses the role of EPS in diagnosing and managing 
various cardiac conditions, the indications for EPS, and the evidence supporting its use. 
It also provides specific recommendations for different cardiac diseases and patient 
populations. 

 

2015 ACC/AHA/HRS Guideline for the Management of Adult Patients With 
Supraventricular Tachycardia (7) 
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Study Design: This document is a clinical practice guideline for the management of adult 
patients with supraventricular tachycardia (SVT). It is developed by the American College 
of Cardiology, American Heart Association, and Heart Rhythm Society, based on a 
systematic review of the literature. 

Target Population: The guidelines are intended for adult patients with SVT, excluding 
atrial fibrillation. 

Key Factors: The document covers the mechanisms and definitions of SVT, 
epidemiology, clinical evaluation, and principles of medical therapy. It also provides 
detailed recommendations for the acute and ongoing management of various types of 
SVT, including focal atrial tachycardia, atrioventricular nodal reentrant tachycardia, and 
atrial flutter. 

ANALYSIS OF EVIDENCE 
Shared Conclusions: 

● Effectiveness: All three documents agree on the effectiveness of catheter ablation 
in treating various types of cardiac arrhythmias, including ventricular arrhythmias, 
SVT, and atrial flutter. 

● Patient Selection: They emphasize the importance of careful patient selection to 
ensure successful outcomes and minimize complications. 

● Expertise: High expertise and experience in performing catheter ablation are 
crucial for achieving optimal results. 

Conclusion:  

In summary, while all three documents support the use of catheter ablation for treating 
cardiac arrhythmias, they differ in their focus on specific conditions, the prognostic 
value of EPS, and considerations for specific populations. 

POLICY HISTORY 

Date Summary 

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

● No significant clinical changes 

● Added a Summary of Evidence and Analysis of Evidence 

December 2024 ● This guideline replaces UM Cardio 1140 Cardio Policy EPS 
with Transseptal Left Heart Cath with Arrhythmia Induction 
and VT Ablation 
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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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