MEDICAL POLICY
No. 91561-R1
RENAL ARTERY STENOSIS
Effective Date: December 25, 2014
Date Of Origin: December 10, 2008

I.

Review Dates: 12/08, 12/09, 12/10, 12/11, 12/12,
12/13, 11/14, 11/15, 11/16, 11/17, 11/18
Status: Current

POLICY/CRITERIA
A. Medical management is the preferred treatment for Atherosclerotic Renal
Artery Stenosis (ARAS). Priority Health will cover, however, angioplasty
with or without stenting for ARAS for either of the following conditions:
1. Contraindications (e.g. intolerance to medical regimen, clinically proven
medication allergy) to an aggressive regimen of medications
(antihypertensive combinations +/- statins +/- antiplatelets) for either
refractory hypertension or worsening renal function.
2. For members with unusual presentations of ARAS, e.g., malignant
hypertension, rapidly worsening disease (moderate to severe hypertension
in patients with recurrent episodes of flash pulmonary edema)
B. Angioplasty, without stenting, is a covered benefit for:
1. Fibromuscular dysplasia
C. Angioplasty with or without stenting is not a covered benefit for the
following:
1. Renal transplant recipients except with medical director review.
2. Previous failed revascularization.
3. Refractory hypertension, as defined by hypertension not responding (or
worsening) to an aggressive regimen of medications (antihypertensive
combinations +/- statins +/- antiplatelets), over a period of 6 months or
more.
4. Chronic kidney disease, or
5. Worsening renal function, as defined by increasing serum creatinine not
responding (or worsening) to an aggressive regimen of medications
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II.

MEDICAL NECESSITY REVIEW
Required

III.

Renal Artery Stenosis

Not Required

Not Applicable

APPLICATION TO PRODUCTS
Coverage is subject to member’s specific benefits. Group specific policy will
supersede this policy when applicable.
 HMO/EPO: This policy applies to insured HMO/EPO plans.
 POS: This policy applies to insured POS plans.
 PPO: This policy applies to insured PPO plans. Consult individual plan documents as
state mandated benefits may apply. If there is a conflict between this policy and a plan
document, the provisions of the plan document will govern.
 ASO: For self-funded plans, consult individual plan documents. If there is a conflict
between this policy and a self-funded plan document, the provisions of the plan document
will govern.
 INDIVIDUAL: For individual policies, consult the individual insurance policy. If there is
a conflict between this medical policy and the individual insurance policy document, the
provisions of the individual insurance policy will govern.
 MEDICARE: Coverage is determined by the Centers for Medicare and Medicaid Services
(CMS); if a coverage determination has not been adopted by CMS, this policy applies.
 MEDICAID/HEALTHY MICHIGAN PLAN/MICHILD: For Medicaid/Healthy
Michigan Plan/MIChild members, this policy will apply. Coverage is based on medical
necessity criteria being met and the appropriate code(s) from the coding section of this
policy being included on the Michigan Medicaid Fee Schedule located
at: http://www.michigan.gov/mdch/0,1607,7-132-2945_42542_42543_42546_42551159815--,00.html. If there is a discrepancy between this policy and the Michigan Medicaid
Provider Manual located at: http://www.michigan.gov/mdch/0,1607,7-132-2945_510087572--,00.html, the Michigan Medicaid Provider Manual will govern. For Medical
Supplies/DME/Prosthetics and Orthotics, please refer to the Michigan Medicaid Fee
Schedule to verify coverage.

IV.

DESCRIPTION
Renal artery stenosis (RAS) is defined as the narrowing of the lumen of the renal
artery. Atherosclerosis accounts for 90 percent of cases of RAS. Atherosclerotic
renal artery stenosis (ARAS) is a progressive disease that may occur alone or in
combination with hypertension and ischemic kidney disease. The prevalence of
ARAS ranges from 30 percent among patients with coronary artery disease to 50
percent among elderly or those with diffuse atherosclerotic vascular diseases. In
the United States 12 to 14 percent of new patients entering dialysis programs have
been found to have ARAS, although the contribution of ARAS to end stage renal
disease is unclear.
Most authorities consider the goals of therapy to be improvement in uncontrolled
hypertension, preservation or salvage of kidney function, and improvement in
symptoms and quality of life. Treatment alternatives include medications alone or
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revascularization of the stenosed renal artery or arteries. Combination therapy
with multiple antihypertensive agents, usually including angiotensin converting
enzyme (ACE) inhibitors or angiotensin-receptor blockers (ARBs), calcium
channel blockers, and or beta blockers, are frequently prescribed with a goal of
normalizing blood pressure. Some clinicians also recommend statins to lower
low-density lipoprotein (LDL) cholesterol and antiplatelet agents, such as aspirin
or clopidogrel, to reduce thrombosis.
The current standard for revascularization in most patients is percutaneous
transluminal angioplasty with stent placement across the stenosis. Angioplasty
without stent placement is less commonly employed. Revascularization by
surgical reconstruction is generally used only for patients with complicated renal
artery anatomy or for patients who require pararenal aortic reconstructions for
aortic aneurysms or severe aortoiliac occlusive disease.
A 2007 AHRQ Update on the Comparative Effectiveness of Management
Strategies for Renal Artery Stenosis summarized the evidence of two types of
management – medical management vs. angioplasty with stenting – as follows:
• Overall, the evidence does not currently support one treatment approach
over the other for the general population of people with ARAS.
• The evidence on this topic is generally inconclusive due to small numbers
of RCTs with few patients comparing angioplasty to medical therapy,
questions of relevance of trials to current practice due to lack of stent
placement and relative lack of ACE inhibitor use, and poor quality and
limited applicability of many of the remaining, primarily cohort, studies.
No trials comparing interventions commonly in use have been published.
• Weak evidence suggests no difference in mortality rates with medical
treatment alone or with angioplasty.
• There is acceptable evidence that overall there is no difference in kidney
outcomes between patients treated medically only or those receiving
angioplasty without stent; though the relevance of this finding to current
practice is questionable due to changes in treatment options. However,
improvements in kidney function were only reported among patients
receiving angioplasty.
• There is acceptable evidence that combination antihypertensive treatment
results in large decreases in blood pressure. The evidence regarding the
relative effect of angioplasty and medication on blood pressure control is
inconsistent. The RCTs did not find a consistent effect; other comparative
studies mostly found no difference; cohorts of medical treatment generally
found larger decreases in blood pressure than cohorts of angioplasty with
stent. However, cohort studies of angioplasty with stent did report that up
to 18 percent of patients had cure of hypertension.
• There is weak evidence suggesting similar rates of cardiovascular events
between interventions; however, it is likely that the studies were too small
to detect different rates of cardiovascular events.
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Weak evidence suggests no difference in quality of life with medical
treatment alone or with angioplasty.
The evidence does not adequately assess the relative harms due to adverse
events and complications of medical treatment and angioplasty.
There is weak evidence that patients with bilateral RAS may have more
favorable outcomes with angioplasty than with medical therapy compared
to patients with unilateral disease.
Weak or inconsistent evidence does not support whether any other clinical
features or diagnostic tests predict outcomes after angioplasty or with
medical therapy.
There is no evidence regarding the value of interventions done at the time
of angioplasty.

Of note, the 2007 AHRQ Update reviewed 60 studies from an earlier report and 8
new studies; the studies included those that looked at two or more interventions
for ARAS as well as prospective cohort (single arm) studies of angioplasty with
stent placement, prospective cohort studies of medical interventions, cohort
studies of RAS natural history, and prospective or large retrospective studies of
surgical bypass. The Update did not address the management of fibromuscular
dysplasia, renal transplant recipients, or patients who have a previous failed
revascularization.
While the Update included studies on angioplasty without stenting, the authors
recognized that practices have evolved so that angioplasty with stenting is more
commonly employed. This policy, however, will consider ARAS angioplasty
with and without stenting.
The Cardiovascular Outcomes in Renal Atherosclerotic Lesions (CORAL) trial, a
large, multi-center trial published 43 month follow-up data in 947 patients who
had atherosclerotic renal-artery stenosis and either systolic hypertension while
taking two or more antihypertensive drugs or chronic kidney disease to medical
therapy plus renal-artery stenting or medical therapy alone. Renal-artery stenting
did not confer a significant benefit with respect to the prevention of clinical
events when added to comprehensive, multifactorial medical therapy in people
with atherosclerotic renal-artery stenosis and hypertension or chronic kidney
disease. (Cooper, C. et.al. 2014)
V.

CODING INFORMATION
ICD-10 Codes that may support medical:
I12.0 – I12.9
Hypertensive chronic kidney disease
I13.0 – I13.2
Hypertensive heart and chronic kidney disease
I15.0 – I15.9
Secondary hypertension
I70.1

Atherosclerosis of renal artery
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I77.3
I77.89

Arterial fibromuscular dysplasia
Other specified disorders of arteries and arterioles

N28.0

Ischemia and infarction of kidney

CPT/HCPCS Codes:
37236
Transcatheter placement of an intravascular stent(s) (except lower extremity
artery(s) for occlusive disease, cervical carotid, extracranial vertebral or
intrathoracic carotid, intracranial, or coronary), open or percutaneous,
including radiological supervision and interpretation and including all
angioplasty within the same vessel, when performed; initial artery
37237
Transcatheter placement of an intravascular stent(s) (except lower extremity
artery(s) for occlusive disease, cervical carotid, extracranial vertebral or
intrathoracic carotid, intracranial, or coronary), open or percutaneous,
including radiological supervision and interpretation and including all
angioplasty within the same vessel, when performed; each additional artery
(List separately in addition to code for primary procedure)
37246

37247

0234T

VI.

Transluminal balloon angioplasty (except lower extremity artery (ies) for
occlusive disease, intracranial, coronary, pulmonary, or dialysis circuit), open
or percutaneous, including all imaging and radiological supervision and
interpretation necessary to perform the angioplasty within the same artery;
initial artery
Transluminal balloon angioplasty (except lower extremity artery (ies) for
occlusive disease, intracranial, coronary, pulmonary, or dialysis circuit), open
or percutaneous, including all imaging and radiological supervision and
interpretation necessary to perform the angioplasty within the same artery; each
additional artery (List separately in addition to code for primary procedure)
Transluminal peripheral atherectomy, including radiological supervision and
interpretation; renal artery
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AMA CPT Copyright Statement:
All Current Procedure Terminology (CPT) codes, descriptions, and other data are copyrighted by the
American Medical Association.
This document is for informational purposes only. It is not an authorization, certification, explanation of
benefits, or contract. Receipt of benefits is subject to satisfaction of all terms and conditions of coverage.
Eligibility and benefit coverage are determined in accordance with the terms of the member’s plan in effect
as of the date services are rendered. Priority Health’s medical policies are developed with the assistance
of medical professionals and are based upon a review of published and unpublished information including,
but not limited to, current medical literature, guidelines published by public health and health research
agencies, and community medical practices in the treatment and diagnosis of disease. Because medical
practice, information, and technology are constantly changing, Priority Health reserves the right to review
and update its medical policies at its discretion.
Priority Health’s medical policies are intended to serve as a resource to the plan. They are not intended to
limit the plan’s ability to interpret plan language as deemed appropriate. Physicians and other providers
are solely responsible for all aspects of medical care and treatment, including the type, quality, and levels
of care and treatment they choose to provide.
The name “Priority Health” and the term “plan” mean Priority Health, Priority Health Managed Benefits,
Inc., Priority Health Insurance Company and Priority Health Government Programs, Inc.
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