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Objective  

To secure  coverage  for  the  performance  of  non-invasive  extracranial  arterial  studies  and  non-invasive  
evaluation  of  extremity  veins  during  the  same  encounter. We  seek  a  clinical review  by  medical  
professionals  with subspecialties  and experience  in vascular  surgery  and  internal medicine  to  
reconsider  Local Coverage  Determination L35451 (the  “LCD”), issued by  Novitas  Solutions, LLC  
(“Novitas”),  in order  to establish that  the  performance  of  non-invasive  extracranial arterial  studies  and  
non-invasive  evaluation  of  extremity  veins  during  the  same  encounter  are  medically  necessary,  such  
that it aligns  with current, commonly accepted standards of care involving the  use of such tests.  

 

 

 

Executive Summary  

 This Reconsideration Request involves the use of “duplex” ultrasounds. A duplex ultrasound  
consists  of  two different  ultrasounds  - the  traditional ultrasound and  a  doppler  ultrasound.   The  
traditional ultrasound uses sound waves that bounce off blood vessels to create an image.  A doppler  
ultrasound records  the  sound waves  reflecting  off  moving  objects, such as  blood,  to measure  the  speed  
and other aspects of their  flow.1    

There  are  several types  of  duplex  ultrasounds, which include,  but  are  not  limited to arterial  
and venous duplex ultrasounds of the abdomen, carotid duplex ultrasounds of the neck, renal duplex  
and  duplex  ultrasounds  of  the  extremities.2   For  the  purposes  of  this  Reconsideration Request, all  of  
the aforementioned tests  are collectively referred to as “dopplers” and/or “ultrasounds”.  

 The procedures governed by the LCD include:  

A- CPT  code  93970  - Duplex  scan of  extremity  veins  including  responses  to compression and 
other maneuvers; complete bilateral  study, 

B- CPT  code  93971  - Duplex  scan of  extremity  veins  including  responses  to compression and 
other maneuvers; unilateral or limited study, 

C- CPT  code  93925  - Duplex  scan of  lower  extremity  arteries  or  arterial  bypass grafts;  complete 
bilateral study.  

The  existing  LCD’s  guidance  is  based  on dated  studies  and materials  that  no  longer  constitute 
              

            
              

           
        

  

 

 

best practices in the medical profession. It is our belief, and that of many providers, that the LCD 
contains critical errors that ultimately lead to adverse outcomes for patients. Specifically, the LCD 
provides that the symptomology that would indicate the use of a duplex venous study and an 
extracranial arterial doppler study are divergent. However, this provision is patently untrue, and, as 
described further below, patients can present with the same symptomology for multiple conditions, 
each of which has divergent treatments to ensure optimal patient outcome. 

Description of Procedures 

1  Duplex ultrasound  (Jan-12-2022),  https://medlineplus.gov/ency/article/003433.htm.  
2  Id.  
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In an ultrasound exam, a transducer emits sound waves and records the echoing waves 
bouncing off bodily structures to create a diagnostic image. When the transducer is pressed against 
the skin, it sends small pulses of inaudible, high-frequency sound waves into the body. As the sound 
waves bounce off internal organs, fluids and tissues, the sensitive receiver in the transducer records 
tiny changes in the sound's pitch and direction. These sound waves are analyzed and interpreted by a 
computer, which creates a real-time picture of the applicable area for review and analysis by the 
provider. One or more frames of the moving pictures are typically captured as still images by the 
technician operating the ultrasound machine, and later interpreted by a radiologist. Short video loops 
of the images may also be saved. Doppler ultrasound, a special ultrasound technique, measures the 
direction and speed of blood cells as they move through vessels. The movement of blood cells causes 
a change in pitch of the reflected sound waves (called the Doppler effect). A computer collects and 
processes the sounds, and creating graphs or color pictures that represent the flow of blood through 
the blood vessels.3 

As part of the procedure, a clear, water-based gel is applied to the area of the body being 
studied. This helps the transducer make secure contact with the body and eliminate air pockets 
between the transducer and the skin that can block the sound waves from passing into the body. The 
technologist or radiologist places the transducer on the skin in various locations, sweeping over the 
area of interest. The sound beam may also be angled from a different location to better see an area of 
concern. Doppler sonography is performed using the same transducer. A radiologist analyzes the 
images and sends a signed report, conveying the results of the test, to the doctor who requested the 
exam.4 CPT codes 93970 and 93971 involve such a scan of the extremity veins, while CPT code 93925 
involves a scan of the lower extremity arteries. 

Medicare Benefits  

 The  applicable  CPT  codes  are  reimbursed under  Medicare  Parts  A  and B, and the  LCD  that  
is  the  basis  for  this  Reconsideration  Request  includes  peripheral artery  disease  (“PAD”), chronic  
venous  insufficiency  (“CVI”), deep vein  thrombosis  (“DVT”)  and  pre-operative  examinations  as  the  
covered indications.   

Current LCD Language  

 The  LCD’s  current  language  creates  a  high bar  to establishing  medical necessity  for  performing  
both arterial and venous  ultrasonography  procedures  on the  same  date  of  service. The  LCD requires  
a  demonstration  of  medical necessity  for  both services  and includes  language indicating  that  it  is  rare  
for  both indications  to be  medically  necessary  during  the  same  encounter.  The  LCD’s  Limitations  
section currently provides:  

:   

Limitations  

 
3  Ultrasound  - Venous ( Extremities) ( Feb-5-2019),  https://www.radiologyinfo.org/en/info/venousus.  
4  Id.  
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1. Objective testing of peripheral venous function is considered not reasonable and necessary 
and therefore non-covered for any one of the following: 
~ Asymptomatic varicose veins 
~ Routine screening tests 
Note: Please see the billing and coding article for Non-Invasive Peripheral Venous Studies, 
A52993, for appropriate ICD-10-CM diagnosis code(s) used to indicate screening tests 
performed in the absence of a specific sign, symptom, or complaint. Screening tests performed 
in the absence of a specific sign, symptom, or complaint will result in the denial of claims as 
non-covered screening services. 
2. Non-invasive vascular studies are considered not reasonable and necessary if the 
results are not needed for clinical decision making. If the study results will have no impact on 
the decision for further diagnostic or therapeutic procedures or will not provide any unique 
diagnostic information that would impact patient management, then the non-invasive studies 
are not reasonable and necessary. For example, if it is evident from the findings of the history 
and physical examination that the patient is going to proceed to angiography, then non-
invasive vascular studies are not reasonable and necessary. 
3. The following limitations apply to multiple non-invasive studies on the same 
encounter or same day: 

~ Performance of both non-invasive extracranial arterial studies and non-invasive 
evaluation of extremity veins during the same encounter is rarely medically necessary.
Documentation must clearly support the medical necessity if both procedures are 
performed during the same encounter, and be made available upon request. 

~ Because signs and symptoms of arterial occlusive disease and venous disease are so 
divergent, the performance of simultaneous arterial and venous studies during the 
same encounter is rarely medically necessary. Consequently, documentation must 
clearly support the medical necessity of both procedures if performed during the same
encounter, and be made available upon request. 

~ It is rarely medically necessary to perform lower extremity and upper extremity studies 
on the same day. Documentation must clearly support the medical necessity of both 
upper and lower extremities if performed on the same day, and be made available upon 
request. 
4. "The use of a simple hand-held or other Doppler device that does not produce hard 
copy data or that produces a record that does not permit analysis of bidirectional vascular 
flow, is considered to be part of the physical examination of the vascular system and is not 
separately reported.” (AMA 2018 CPT Book, Page 654) Doppler procedures performed with 
zero-crossers (i.e., analog [strip chart recorder] analysis) are also included in any other E/M 
service. Therefore, it is not reasonable and necessary to report these procedures as separate 
services. 
5. Please refer to NCD 20.14, for a list of plethysmography methods that are not 
covered. 

(emphasis added)(a copy of the LCD is enclosed herewith as Exhibit A). 

The LCD also imposes the following Utilization Guidelines: 

1- One pre-operative limited scan is considered reasonable and necessary for bypass surgery. 
2- One pre-operative vessel mapping for hemodialysis access scan is considered reasonable and 

necessary per hemodialysis access site surgery. 
3- Only one limited study is considered reasonable and necessary post operatively within 72 hours 

of a saphenous vein ablation, whether surgery is performed on one side or bilaterally. 
4- One Doppler ultrasound study or duplex scan will be covered for documentation of disease 

and mapping for chronic venous insufficiency or symptomatic varicose veins. 

In addition, the LCD imposes the following documentation requirements: 
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1. All documentation must be maintained in the patient’s medical record and made 
available to the contractor upon request. 

2. Every page of the record must be legible and include appropriate patient identification 
information (e.g., complete name, dates of service[s]). The documentation must include the 
legible signature of the physician or non-physician practitioner responsible for and providing 
the care to the patient. 

3. The medical record documentation must support the medical necessity of the services 
as stated in this policy. 

4. The medical necessity for performing both non-invasive extracranial arterial studies 
and non-invasive evaluation of extremity veins during the same encounter must be clearly 
documented in the medical record. 

5. The medical necessity for performing simultaneous arterial and venous studies during 
the same encounter must be clearly documented in the medical record. 

6. The medical necessity of performing lower extremity and upper extremity studies on 
the same day must be clearly documented in the medical record. 

Additional Relevant Guidance  

 CMS Coverage  Article  A52993 (the  “Article”)  refers  to and  incorporates  the  reasonable  and  
necessary  requirements  set  forth in the  LCD (a  copy  of  the  Article  is  enclosed herewith as  Exhibit B).   
For the purposes of this Reconsideration Request, the term LCD incorporates the Article.  

Requested Revision  

 We  propose  that  Novitas  strike  Limitations  Section 3  from the  LCD and  adjust  the  numbering  
of Limitations 4 and 5 as  needed.   

 

Evidence Supporting the Requested Change 

Clinical Overview  

 While  the  LCD provides  that  the  signs  and  symptoms  presented for  indications  that  would be  
sufficient  for  the  applicable  tests  are  divergent, it  is  our  belief  that  this  assertion,  which  is  the  rationale  
for  the  limitation  we  are  seeking  to have  removed, is  incorrect  and  contrary  to the  current  best  
practices  in medicine.  
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Numerous conditions can present with the same symptomology. PAD presents with a variety 
of symptoms, including claudication and leg pain5; chronic vein insufficiency (such as varicose veins) 
presents with claudication and leg pain and muscle cramps6; and deep vein thromboses present with 
claudication and pain and tenderness across the course of the major veins.  In each case, claudication 
presents with leg pain which, by itself, cannot determine the diagnosis, and understandably, patients 
may not be able to differentiate the different types of leg pain that present in each condition. 

Clinical Background  

 There  are, at  a  minimum, three  potential conditions  which all present  with similar  
symptomology,  but  which have  wildly  divergent  plans  of  care  and  disparate  impacts  upon  patient  
health.  Background, symptoms, and courses  of  treatment for  each of  these  conditions  are  presented  
below.  

Peripheral Arterial Disease  

PAD is  a  clinical disorder  in  which there  is  a  stenosis  or  occlusion in the  aorta  or  the  arteries  
of  the  limbs. Atherosclerosis  is  the  leading  cause  of  PAD in  patients  more  than 40 years  old.  Other  
causes  include  thrombosis, embolism, vasculitis,  fibromuscular  dysplasia, entrapment, cystic  
adventitial disease, and trauma. The  highest  prevalence  of  atherosclerotic  PAD occurs  in the  sixth and  
seventh decades  of  life. As  in  patients  with atherosclerosis  of  the  coronary  and cerebral  vasculature,  
there  is  an increased  risk  of  developing  PAD in cigarette  smokers  and  in  persons  with  diabetes  
mellitus, hypercholesterolemia, hypertension, or renal insufficiency.7    

 As  described above,  PAD can present  with symptoms  such as  claudication  and  leg  pain.  In 
addition,  in asymptomatic  patients, the  screening  for  PAD  using  only  an ankle-brachial  index  can be  
insufficient.8   Extracranial dopplers  are  an accurate  method for  the  determination  of  the  degree  of  

5 McDermott MM, Kerwin DR, Liu K, et al. Prevalence and significance of unrecognized lower extremity peripheral 
arterial disease in general medicine practice. J Gen Intern Med. 2001;16(6):384–390. 

Guirguis-Blake JM, Evans CV, Redmon N, Lin JS. Screening for peripheral artery disease using the ankle-brachial index: 
updated evidence report and systematic review for the US Preventative Services Task Force. JAMA. 2018;320(2):184-
196. DOI: 10.1001/jama.2018.4250 
6 Overview of lower extremity chronic venous disease (Sep-22-2020), https://www.uptodate.com/contents/overview-
of-lower-extremity-chronic-disease. 

7 Harrison's Principles of Internal Medicine, 19e 302: Arterial Diseases of the Extremities, A. Creager Mark; Loscalzo 
Joseph 

8 Hur KY, Jun JE, Choi YJ, et al. Color Doppler Ultrasonography Is a Useful Tool for Diagnosis of Peripheral Artery 
Disease in Type 2 Diabetes Mellitus Patients with Ankle-Brachial Index 0.91 to 1.40. Diabetes Metab J. 2018;42(1):63-73. 
doi:10.4093/dmj.2018.42.1.63. 
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stenosis or the length of the occlusion of the arteries supplying the lower extremity.9 As such, the 
performance of the extracranial doppler is required in order to properly diagnose and treat a patient 
suffering from PAD. 

Additionally, an association between cardiovascular disease and PAD has been noted in 
multiple studies and the importance of PAD as a marker for coexistent coronary artery disease cannot 
be overstated.10 Failure to treat PAD can result in significant cardiovascular and limb morbidity and 
mortality, such as critical limb-threatening ischemia (“CLTI”), stroke, or myocardial infarction. For 
cardiovascular morbidity and mortality, studies have demonstrated non-fatal myocardial infarction or 
stroke in 20% of patients and fatal myocardial infarction or stroke in 15% to 30% of patients.11 As for 
limb morbidity, studies have shown that stable claudication occurs in 70% to 80% of patients, 
worsening claudication in 10% to 20%, and CLTI in 1% to 2% of patients.12 

The course of treatment for PAD can include lifestyle changes, such as smoking cessation, 
exercise, medical management via cholesterol-lowering medications, high blood pressure medications, 
blood sugar medications, blood thinners to prevent clotting or other symptom relief medications, such 
as cilostazol and/or pentoxifylline.13 Treatment can also include angioplasty and/or surgery, 
depending on the progression of the status of the artery causing the claudication.14 

9 Yadav MK, Mohaammed AKM, Puramadathil V, Geetha D, Unni M. Lower extremities arteries. Cardiovasc. Diagn. Ther. 
2019 Aug;9(Suppl 1):S174-S182 doi: 10.21037/cdt.2019.07.08.. PMID: 31559162; PMCID: PMC6732106 

Hwang JY. Doppler ultrasonography of the lower extremity arteries: anatomy and scanning guidelines. Ultrasonography. 
2017 Apr;36(2):111-119. doi: 10.14366/usg.16054. Epub 2017 Jan 18. PMID: 28219004; PMCID: PMC5381852 

Shabani Varaki E, Gargiulo GD, Penkala S, Breen PP. Peripheral vascular disease assessment in the lower limb: a review 
of current and emerging non-invasive diagnostic methods. Biomed. Eng. Online. 2018 May 11;17(1):61. doi: 
10.1186/s12938-018-0494-4. PMID: 29751811; PMCID: PMC5948740. 

10 Criqui MH, Langer RD, Fronek A. Feigelson HS, Klauber MR, McCann TJ, et al. Mortality over a period of 10 years 
in patients with peripheral arterial disease. N. Engl. J. Med. 1992;326(6):381. 

Leng GC, Fowkes FG, Lee AJ, Dunbar J, Housely R, Ruckley CV. Use of ankle pressure index to predict cardiovascular 
events and death: a cohort study. BMJ. 1996;313(7070):1440. 

11 Ibid. 

12 Gerhard-Herman MD, Gornick HL, Barret C, Barshes NR, et al. 2016 AHA/ACC Guideline on the Management of 
Patients with Lower Extremity Peripheral Artery Disease: A Report of the American College of Cardiology/American 
Heart Association Task Force on Clinical Practice Guidelines. Circulation. 2017;135(12):e726. Epub 2016 Nov 13. 

Hirsch AT, HAskal ZJ, Hertzer NR, Bakal CW, Creager MA, et al. ACC/AHA 2005 Practice Guidelines for the 
management of patients with peripheral arterial disease (lower extremity, renal, and abdominal aortic): a collaborative 
report from the American Association of Vascular Surgery/Society for Vascular Surgery, Society of Cardiovascular 
Angiography and Interventions, Society for Vascular Medicine and Biology, Society of Interventional Radiology, and the 
ACC/AHA Task Force on Practice Guidelines. Circulation. 2006;113(11):e4634 
13 Peripheral artery disease (PAD) (Jan-14-2021), https://www.mayoclinic.org/diseases-conditions/peripheral-artery-
disease/diagnosis-treatment/drc-20350563. 
14 Ibid. 
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Chronic Venous Insufficiency   

Varicose  veins  are  the  most common  manifestation of  CVI. It  is  believed that  varicose  veins  
are  usually  due  to abnormal distensibility  of  connective  tissue  in  the  vein wall. Early  work has  
suggested that  veins  from patients  with  varicosities  are  more  distensible  than those  from  patients  with 
normal  veins, indicating  a  probable  systemic  basis  for  the  abnormality. Varicosities  usually  start  at  
points  where  superficial  veins  communicate  with deep veins, particularly  at  the  saphenofemoral and  
saphenopopliteal junctions and in the perforating system, because of valvular incompetence. Primary  
varicose  veins  result  from venous  dilatation without previous  thrombosis.  Secondary  varicose  veins  
are  caused by  valvular  damage  after  deep vein thrombosis  (“DVT”)  and recanalization  that  gives  rise  
to incompetent  deep and perforating  veins. Sometimes, varicose  veins  may  be  associated with reflux  
through vulvar  varices, without any  relation to the  saphenofemoral  junction or  other  deep-to-
superficial reflux  in the  lower  limb. Such varices  also may  be  associated with clinical  symptoms  and  
signs  suggestive of pelvic  congestion, including uterine retroversion and dyspareunia.15  

The  symptoms  of  CVI  include  venous  claudication, pain, leg  heaviness, aching,  swelling,  muscle  
cramps, swelling around the  ankles  and lower  legs  after  prolonged period  of  standing, appearance  of  
new  dilated  veins  (telangiectasia  or  prominent, tortuous  bluish varicose  veins  just  under  the  skin),  
bleeding  upon  trauma  to dilated veins, leathery, itchy, dry  or  tight skin,  and  stasis  ulcers. Because  the  
history  and  clinical examination will not  always  indicate the  nature  and extent  of  the  underlying  
abnormality  (anatomic  extent, pathology, and  cause), duplex  scanning  can demonstrate  whether  the  
reflux  is  in  the  deep,  superficial,  or  perforating  veins, or  in  any  combination thereof. In addition,  
duplex  scanning  can detect  small  amounts  of  reflux  in isolated  segments  of  veins  often present  in  
“normal”  asymptomatic  individuals. Also,  duplex  scanning  can determine  whether  reflux is  confined  
to a  vein  above  or  below  the  knee, or  whether  it extends  throughout  the  whole  limb.  In the  absence  
of  deep venous  obstruction, limbs  with reflux  confined to the  proximal (above  knee)  veins  rarely  
develop skin  changes  or  ulceration. In contrast,  even  in the  presence  of  normal  deep  veins, symptoms  
and  signs  of  CVI  are  more  often found when the  entire  length of  the  greater  saphenous  vein is  
involved or when reflux is present in both the long and short saphenous veins.16  

 While  mild cases  of  CVI  can be  treated through non-interventional methods,  such as  elevation  
of  the  legs,  skin  care, compression  stockings,  and  other  lifestyle  changes  (avoiding  long  periods  of  
standing, losing  weight,  regular  exercise), more  severe  cases  may  require  interventions  such as  
sclerotherapy, endothermal ablation,  endovenous  laser  treatment,  ultrasound guided  foam  
sclerotherapy and  radiofrequency  ablation.  In some  cases, surgical interventions  such as  ligation  and  
stripping, transilluminated  powered phlebectomy, cyanoacrylate  glue  occlusion,  and/or  ambulatory  
phlebectomy and  vein bypass  surgery  can be required.17   

Deep Vein Thrombosis   

 
15  Patel SK,  Surowiec  SM.  Venous  Insufficiency.  [Updated  2021 Aug  4].  In:  StatPearls  [Internet].  Treasure  Island  (FL):  
StatPearls  Publishing; 20 21  Jan-.  Available  from https://www.ncbi.nlm.nih.gov/books/NBK430975/  
16  A.  N.  Nicolaides.  Investigation  of  chronic  venous in sufficiency: A   consensus s tatement.  Circulation.  2000;102:e126– 
e163 
17  Varicose  Veins  –  Treatment  (May-07-2020), h ttps://www.nhs.uk/conditions/varicose-veins/treatment/  
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DVT is a condition of blood clots in the deep veins of the leg causing decreased or altered 
blood flow. These clots can break loose and travel along the bloodstream before getting stuck in distal 
blood vessels, obstructing blood flow and causing tissue damage. The occurrence of such a blockage 
in the lungs is referred to as a pulmonary embolism, which is a life-threatening condition.18 

Physical examination may reveal absent pedal pulses indicating arterial cause, varicose veins 
indicating venous cause, or obvious arthritis or sensory deficits indicating non-vascular causes. An 
Ankle Brachial Index (“ABI”) of less than 0.8 or more than 1.2 indicates arterial disease. Since the 
vessels may be calcified in diabetes mellitus, chronic kidney disease, and in older adults, ABIs can be 
misleading.19  Additional symptoms of DVT may include leg swelling, pain, warmth and erythema.20 

The standard course of treatment for DVT includes anti-coagulants, thrombolytics, and more 
invasive procedures such as the insertion of an inferior vena cava filer and/or a 
thrombectomy/embolectomy surgical procedure.21 

Overlapping Symptomology and Divergent Treatments  

 As  set  forth above, the  presenting  symptomology  for  each  of  these  conditions  overlaps.   
Specifically, PAD,  CVI  and  DVT  all present with  pain in the  affected  extremity.   Often patients  
suffering  from PAD,  CVI  and/or  DVT  are  diabetic  and  obese.  As  such, a  patient  presenting  with leg  
pain may  not  be  able  to articulate  the  exact  details  of  their  leg  pain and its  source.  In addition,  from 
a  population health perspective, a  treating  provider22  has  found,  through their  more  than 30  years  of  
practice,  that  patients  who  are  suffering  from  diabetes  and are  obese  can be  suffering  from  more  than 
one  of  these  conditions.  Since  the  presenting  symptomology  is  not  divergent,  a  physician cannot  
perform a  physical examination to determine  the  conditions  from which a  patient  may  be  suffering,  
rather, a physician must order a doppler to diagnose the patient.   

 The  treatment  for  each of  these  conditions  is  also wildly  divergent,  even from  a  medical  
management  perspective.   Patients  with PAD are  prescribed cholesterol-lowering  medications,  high  
blood  pressure  medications, blood glucose  medications, and blood thinners, while  patients  with DVT  
are  prescribed anti-coagulants, and  patients  with CVI  are  not  generally  prescribed any  pharmaceutical  
interventions; rather, they  are prescribed exercise and equipment such as  compression stockings.   

Case Study – Sample Patient A.N.  

 
18  Deep  Vein T hrombosis  (DVT)  (Dec-22-2020),  https://www.mayoclinic.org/diseases-conditions/deep-vein-
thrombosis/symptoms-causes/syc-20352557 
19  AbuRahma  AF,  Adams  E,  AbuRahma  J, Mata  LA,  Dean  LS,  Caron C , S loan J .  Critical analysis  and  limitations  of  
resting  ankle-brachial index in  the  diagnosis  of  symptomatic  peripheral arterial disease  patients  and  the  role  of  diabetes  
mellitus a nd  chronic  kidney  disease.   J.  Vasc.  Surg.  2020 Mar.   1 (Vol.  71,  Issue  3, p.937-945)  doi: 
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A  recent case  study  by  the  aforementioned treating  provider  of  Patient A.N.,  for  whom  and  
both arterial and  venous  ultrasounds  were  medically  necessary  and performed, illustrates  the  LCD’s  
outdated medical  necessity standards  for  performance  of  arterial and  venous  ultrasonography  on  the  
same date of service.  

Patient  A.N.  presented in  October  2017, complaining  of  severe  pain  and  worsening  
intermittent bilateral claudication of her lower extremities, cramps, fatigue, and bilateral pedal edema.  
A.N.’s  past  medical  history  included symptomatic  chronic  venous  insufficiency  (CVI)  and historical  
use  of  tobacco products.  A.N.’s  treatment  history  for  CVI  consisted of  conservative  therapies,  
including  compression  stockings, elevation of  legs,  and pain management via  over-the-counter  non-
steroidal  anti-inflammatory  drugs.  Accordingly, per  the  LCD, Patient  A.N.’s  clinical  presentation  
displayed one  of  the  covered indications  for  vein mapping  (CPT  Code  93970): suspected valvular  
incompetence.  

In patients  with symptomatic  CVI  or  symptomatic23  varicose  veins  suspected to be  secondary  
to venous  insufficiency, vein mapping  is  indicated for  confirmation  of  CVI  prior  to treatment.  
Additionally,  based on  Patient A.N.’s  clinical  presentation and  past  medical history,  the  treating  
provider determined that an arterial doppler was indicated in order to rule out PAD.  

In this  case  study, the  provider, a  physician who  is  board-certified in  internal  medicine,  
determined that  both  the  arterial doppler  and  vein  mapping  were  clinically  indicated based on  the  
patient’s  clinical presentation and, per  his  medical judgment and  experience,  required for  the  proper  
diagnosis  and  treatment  of  the  patient. Delaying  either  the  arterial  doppler  or  vein mapping, in  order  
to comply  with the  LCD, would unnecessarily  delay  diagnosis  and  treatment of  a  patient  whose  
symptoms  equally, and  urgently, indicated both  arterial and  venous  pathology, potentially  subjecting  
the  patient  to an adverse  outcome  through  delayed diagnosis, delayed treatment, and/or  loss  to follow-
up. 

Conclusion  

LCDs  are  decisions  made  by  Medicare  Administrative  Contractors  (“MACs”), such as  
ovitas, that  determine  if  benefits  provided by  Medicare  cover  certain conditions.   While  MACs  act  

n  good faith  to make  their  determinations  based on the  currently  available  medical literature,  the  
tandard of  care  for  medicine  evolves  over  time.  As  such, it  is  our  belief  that  the  LCD no longer  
eflects the current standard of care.   
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23 e.g. significant pain or edema of the lower leg, ulceration, thickening and discoloration 
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Based on the foregoing, we respectfully submit that it is in the best interests of Medicare 
beneficiaries for Novitas to strike Limitations Section 3 from Local Coverage Determination L35451. 
Please let us know if you have any questions on this Reconsideration Request. We look forward 
Novitas’ response. 

Very truly yours, 

/s/ Mohamed Nabulsi 

Mohamed H. Nabulsi, Esq. 
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