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Coverage Policy 
 
CIGNA covers endovascular repair of intracranial aneurysms as medically necessary for EITHER of the 
following: 
 

• ruptured intracranial aneurysm or pseudoaneurysm 
• unruptured intracranial aneurysm or pseudoaneurysm, when aneurysm size, location and characteristics 

make surgical repair technically difficult, not feasible or contraindicated 
 
 
General Background 
 
An intracranial aneurysm is a weakness in the wall of an artery that is thought to be caused by congenital 
defects in the vascular wall combined with degenerative changes that cause bulging and may eventually lead to 
rupture. The majority of intracranial aneurysms occur in the anterior circulation. A pseudoaneurysm is a bulging 
or dissected segment in the cerebral circulation and is usually caused by accidental or surgical trauma. Most 
intracranial aneurysms are asymptomatic but may be discovered incidentally during neuroimaging studies. 
Unruptured aneurysms are also detected when symptoms appear due to the compression of nerves or adjacent 
brain tissue. Bulging of an aneurysm can cause headache, vomiting, and altered level of consciousness. In 
some cases, an intracranial aneurysm is not detected until it has ruptured. Rupture of an intracranial aneurysm 
beneath the arachnoid membrane causes bleeding into the brain (i.e., subarachnoid hemorrhage), causing 
ischemia and brain damage, decreased cerebral perfusion, brain shift and herniation, hydrocephalus, severe 
motor and sensory loss, and may lead to coma and death.  
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Surgical ligation and clipping is the definitive treatment for intracranial aneurysms. Microsurgical techniques 
have evolved using a variety of surgical approaches and metal aneurysm clips. Surgical treatment has proven to 
be highly effective, with rates of complete occlusion of unruptured aneurysms of approximately 90–95%, with an 
extremely low rate of subsequent subarachnoid hemorrhage. Surgical repair of aneurysms in the posterior 
intracranial circulation, however, is extremely difficult due to technical access issues. Endovascular repair, also 
referred to as coil embolization, is a less invasive approach introduced in the early 1990s. In this procedure, one 
or more electrolytic detachable platinum coils are introduced directly into the aneurysm via a microcatheter. The 
first coil is introduced into the aneurysm dome to form a basket, with subsequent coils of decreasing size placed 
within the aneurysm. The coils fill the aneurysm, blocking blood flow. An electrical current is delivered to the 
guide wire, and thrombosis occurs within the aneurysm. Electrical current detaches the platinum coil within a 
few minutes due to electrolysis of the stainless steel wire closest to the thrombus-covered coil. With wide-
necked aneurysms, a stent may also be deployed across the aneurysm neck to prevent the coil from herniating 
into the parent vessel (Chen, et al., 2003; Johnson, et al., 2002; Mayer et al., 2010). 
  
Endovascular intracranial aneurysm repair was originally performed only to treat aneurysms unsuitable for 
surgery. As clinical experience with this technique has grown and coil design has been refined, endovascular 
treatment has been used with increasing frequency even for patients who could be treated by conventional 
surgical clipping. A disadvantage of endovascular treatment is the requirement for periodic evaluation to ensure 
durable aneurysm occlusion.  (Chen, et al., 2003; Johnson, et al., 2002, Mayer et al., 2010) 
 
U.S. Food and Drug Administration (FDA) 
The Guglielmi Detachable Coil (GDC®) (Boston Scientific/Target, Freemont, CA) was approved by the U.S. 
Food and Drug Administration (FDA) as a Class III device through the 510(k) process in 1995. The Guglielmi 
coil` is a bare platinum coil. Numerous additional coils fabricated of various components, including coils with 
biologically active materials, have subsequently received FDA 510(k) approval as Class II devices. Numerous 
stents have also received FDA approval for use in conjunction with endovascular aneurysm repair. 
 
Literature Review 
Gerlach et al. (2006) conducted a prospective single-center case series to evaluate clinical outcomes of patients 
with unruptured intracranial aneurysms, in terms of complications and successful obliteration by surgical clipping 
or endovascular coiling. A total of 206 unruptured aneurysms were identified in 173 patients. Treatment was 
performed in 118 (68.2%) patients. In 55 patients (73 aneurysms) conservative management was provided. A 
total of 91 aneurysms were initially assigned to surgical treatment and 42 to endovascular treatment. 
Endovascular treatment was not feasible in three aneurysms and was abandoned. Definitive treatment was 
provided by surgery in 94 aneurysms (81 patients) and by endovascular treatment in 39 aneurysms (37 
patients). Immediately after treatment, 6.4% of the surgical patients and 7.7% of the endovascular patients 
demonstrated new neurological deficits, primarily related to cerebral ischemia. After six months, two surgical 
patients and one endovascular patient had treatment-related unfavorable outcome. Following surgical clipping, 
complete occlusion was achieved in 88 (93.6%) aneurysms, and near complete occlusion (i.e., small residual 
neck) was achieved in four (4.3%) of 94 aneurysms. After endovascular treatment, obliteration was complete in 
26 (6.6%) aneurysms, and small residual neck was seen in 23 (33.3%) aneurysms. Five patients in the 
endovascular group underwent repeated endovascular treatment after aneurysm recanalization. The authors 
concluded that if patients are carefully selected and assigned to their optimum treatment modality, unruptured 
intracranial aneurysms can be obliterated by surgery or endovascular treatment in the majority of patients, and 
in this case series the outcomes were not dependent on treatment. The rate of recanalization was higher after 
endovascular obliteration, however.  
 
The International Subarachnoid Aneurysm Trial (ISAT) (ISAT Collaborative Group, 2002) was a large 
multicenter randomized trial in which endovascular coiling was compared to neurosurgical clipping in 2143 
patients with ruptured intracranial aneurysms. Patients were randomly assigned to neurosurgical clipping 
(n=1070) or endovascular treatment by detachable platinum coils (n=1073). Clinical outcomes were evaluated at 
two months and at one year, with interim assessment of rebleeds and death. The primary outcome measure 
was the proportion of patients at one year with a modified Rankin scale score of 3–6 (indicating dependency or 
death). At one year, 23.7% of patients in the endovascular group were either dependent or had died, compared 
to 30.6% in the neurosurgical group. The risk of rebleeding was slightly higher in the endovascular group at two 
per 1276 patient years vs. zero per 1081 patient years for the surgical group. The authors concluded that in 
patients with a ruptured intracranial aneurysm for which endovascular coiling and neurosurgical clipping are 
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options, the outcome in terms of disability-free survival at one year is significantly better with endovascular 
coiling, and that the long-term risk of further bleeding is low with either therapy, although slightly higher with 
endovascular treatment.  
 
Molyneux et al., for the ISAT collaboration (2009), assessed the long-term risks of disability and rebleeding in 
patients assigned to clipping of endovascular coiling in the ISAT trial, described above. Annual follow-up was 
performed for a minimum of six years and a maximum of 14 years (mean 9 years), with all deaths and 
rebleeding events recorded. A total of 24 rebleeds occurred more than a year after treatment. Of these rebleeds, 
13 were from the treated aneurysm (10 in the coiling group and 3 in the clipping group; p=0.06). At five years, 
11% (112 of 1046) of the patients in the endovascular group had died, compared to 14% (144 of 1041) of 
patients in the surgical clipping group. The risk of death at five years was significantly lower in the endovascular 
group than in the surgical clipping group (p=0.03), but there was no difference in the proportion of surviving 
patients who were independent at five years. The mortality rate, conditional on survival at one year, was 
increased for patients treated for ruptured aneurysms compared to the general population (p<0.0001).  
 
Vanninen et al. (1999) conducted a relatively small prospective randomized study (n=109) to compare coil 
occlusion (n=52) with surgical ligation (n=57) for the management of acutely ruptured intracranial aneurysms. 
Outcome measures included angiographically-confirmed obliteration of the aneurysm, technique-related 
mortality and clinical outcome as measured by the Glasgow Outcome Scale (GOS). Primary angiographic 
results were better after surgery in patients with anterior cerebral artery aneurysms (n=55) and after 
endovascular treatment in patients with posterior circulation aneurysm (n=11). No significant difference in 
angiographic results was seen in patients with middle cerebral artery or internal carotid artery aneurysms. The 
technique-related mortality rate was 4% in the surgical group and 2% in the endovascular group. There was no 
significant difference between the groups in clinical outcome as measured by GOS score at three months.  
 
One-year outcomes of this study were subsequently published by Koivisto et al. (2000). Of the 57 patients 
assigned to surgical treatment, 43 had good or moderate recovery, five had severe disability or were in a 
vegetative state, and nine had died. Of the 52 patients who received endovascular treatment, 41 had good or 
moderate recovery, four had severe disability or were in a vegetative state, and seven had died. Patients with 
good clinical outcome did not differ in their neuropsychological test scores. The authors concluded that 
endovascular treatment of acutely ruptured intracranial aneurysms results in early clinical and 
neuropsychological outcome equal to the outcome of acute surgical clipping, and that MRI-detectable brain 
injury is significantly less frequent with endovascular treatment. The authors stated that endovascular treatment 
is suitable for a selected group of patients, but its long-term efficacy in preventing rebleeding remains unknown. 
 
The Vanninen/Koivisto and ISAT studies are the only two published randomized studies comparing 
endovascular coil occlusion with traditional surgical treatment. Both studies evaluated patients with ruptured 
intracranial aneurysms. No prospective randomized trials have been conducted to compare surgical and 
endovascular treatment for unruptured cerebral aneurysms. The International Study of Unruptured Intracranial 
Aneurysms (ISUIA) (Wiebers, et al., 2003) assessed 4060 patients with unruptured aneurysms, recording the 
natural history of patients who had no surgery and evaluating morbidity and mortality associated with repair of 
unruptured aneurysms by surgical clipping or endovascular repair. Over a five-year period, 18% of the 1692 
patients who did not receive endovascular or surgical treatment died due to intracranial hemorrhage. Outcomes 
were much better for the 451 patients who received endovascular therapy and the 1917 who received surgical 
clipping, with death rates of 1.8% and 1.5%, respectively.  
 
A Cochrane systematic review (van der Schaaf, et al., 2006) compared the effects of endovascular coiling vs. 
neurosurgical clipping in patients with aneurysmal subarachnoid hemorrhage. The review was based primarily 
on the ISAT and Vanninen/Koivisto randomized trials described above, and an unpublished controlled trial of a 
series of 20 patients randomly assigned to surgical or endovascular treatment. The Cochrane review concluded 
that, for patients in good clinical condition with ruptured aneurysms of either the anterior or posterior circulation, 
there is firm evidence that endovascular treatment is associated with a better outcome in cases in which the 
aneurysm is considered suitable for either treatment.  
 
 
 
National Institute for Clinical Excellence (NICE) (United Kingdom) 
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Guidance on coil embolization of unruptured intracranial aneurysms issued by the  in 2005 states that current 
evidence suggests that the procedure is efficacious in obliterating unruptured intracranial aneurysms and that its 
safety is similar to that of surgical treatments. Guidance regarding coil embolization of ruptured intracranial 
aneurysms issued in 2005 was similar, stating that current evidence on the safety and efficacy appears 
adequate to support use of the procedure, provided that normal arrangements are in place for consent, audit 
and clinical governance.  
 
Professional Societies/Organizations 
The American Association of Neurological Surgeons (AANS) does not have a published position on the use of 
endovascular therapy in the treatment of intracranial aneurysms. The AANS issued a position statement 
regarding the ISAT Trial in 2002, stating that the study results demonstrated that a particular subset of patients 
with ruptured aneurysms treated with coiling at designated study centers fared better than patients treated with 
clipping. According to the AANS statement, while the ISAT report is an important step in defining the roles of 
endovascular and microsurgical treatment of patients with ruptured intracranial aneurysms, more study is 
needed to develop definitive evidence on this issue. The statement cautions that extrapolating the early results 
of the ISAT study to all patients with intracranial aneurysms (ruptured or not) would be a misinterpretation of the 
ISAT data.  
 
Summary 
Endovascular repair of intracranial aneurysms, also called coil embolization, was originally performed only to 
treat aneurysms unsuitable for surgery but has been used with increasing frequency for patients who could be 
treated by conventional surgical clipping. Evidence from a number of prospective studies, case series and 
retrospective studies (Murayama, et al., 2003; Proust, et al., 2003; Raymond, et al., 2003), in addition to 
evidence from the trials described above, has demonstrated that endovascular treatment is a safe and effective 
alternative to traditional craniotomy and surgical clipping in patients with ruptured intracranial aneurysms or 
pseudoaneurysms suitable for this technique.  
 
Based on the available evidence, endovascular repair is a feasible alternative to surgical clipping for unruptured 
aneurysms only when the aneurysm size, location, and characteristics make surgical repair technically difficult 
or unfeasible. 
 
 
Coding/Billing Information 
 
Note: This list of codes may not be all-inclusive. 
 
Covered when medically necessary: 
 
CPT®* 
Codes 

Description 

61623 Endovascular temporary balloon arterial occlusion, head or neck 
(extracranial/intracranial) including selective catheterization of vessel to be 
occluded, positioning and inflation of occlusion balloon, concomitant neurological 
monitoring, and radiologic supervision and interpretation of all angiography 
required for balloon occlusion and to exclude vascular injuring post occlusion 

61624 Transcatheter permanent occlusion or embolization (e.g., for tumor destruction, 
to achieve hemostasis, to occlude a vascular malformation), percutaneous, any 
method; central nervous system (intracranial, spinal cord) 

 
ICD-9-CM 
Diagnosis 
Codes 

Description 

430 Subarachnoid hemorrhage 
437.3 Cerebral aneurysm, nonruptured 
747.81 Anomalies of cerebrovascular system 
747.89 Other aneurysm, congenital, specified site not elsewhere classified 
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 *Current Procedural Terminology (CPT ) 2010 American Medical Association: Chicago, IL.® ©

 
 
References 
 

1. Albuquerque FC, Fiorella DJ, Han PP, Deshmukh VR, Kim LJ, McDougall CG. Endovascular 
management of intracranial vertebral artery dissecting aneurysms. Neurosurg Focus. 2005 Feb 
15;18(2):E3. 

 
2. American Association of Neurological Surgeons (AANS). International Subarachnoid Aneurysm Trial 

(ISAT): position statement. Bulletin. 2002 winter;11(4). Accessed Feb 11, 2010. Available at URL 
address: http://www.aans.org/library/article.aspx?ArticleId=9989 

 
3. Bendszuz M, Bartsch A, Solymosi L. Endovascular occlusion of aneurysms using a new bioactive coil: a 

matched pair analysis with bare platinum coils. Stroke. 2007 Oct;38(10):2855-7. Epub 2007 Aug 23.  
 

4. Byrne JV, Sohn MJ, Molyneux AJ, Chir B. Five-year experience in using coil embolization for ruptured 
intracranial aneurysms: outcomes and incidence of late rebleeding. J Neurosurg. 1999 Apr;90(4):656-
63. 

 
5. Chen PR, Frerichs K, Spetzler R. Current treatment options for unruptured intracranial aneurysms. 

Neurosurg Focus. 2004 Nov 15;17(5):E5. 
 

6. Ecker RD, Hopkins LN. Natural history of unruptured intracranial aneurysms. Neurosurg Focus. 2004 
Nov 15;17(5):E4. 

 
7. Gallas S, Pasco A, Cotier JP, Gabrillargues J, Drouineau J, Cognard C, Herbreteau D. A multicenter 

study of 705 ruptured intracranial aneurysms treated with Guglielmi detachable coils. AJNR Am J 
Neuroradiol. 2005 Aug;26(7):1723-31. 

 
8. Gerlach r, Beck J, Setzer M, Vatter H, Berkefeld J, Du Mesnil de Rochemont R, Raabe A, Seifert V. 

Treatment related morbidity of unruptered intracranial aneurysms - Results of a prospective single 
centre series with an interdisciplinary approach during a 6 year period (1999- 2005). J Neurol Neurosurg 
Psychiatry. 2007 Jan 8; 

 
9. Ikjima A, Piotin M, Mounayer C, Spelle L, Weill A, Moret J. Endovascular treatment with coils of 149 

middle cerebral artery berry aneurysms. Radiology. 2005 Nov;237(2):611-9. 
 

10. Johnston SC, Dowd CF, Higashida RT, Lawton MT, Duckwiler GR, Gress DR, for the CARAT 
Investigators. Predictors of rehemorrhage after treatment of ruptured intracranial aneurysms: the 
Cerebral Aneurysm Rerupture After Treatment (CARAT) study. Stroke. 2008 Jan;39(1):120-5. Epub 
2007 Nov 29.  

 
11. Johnston SC, Higashida RT, Barrow DL, Caplan LR, Dion JE, Hademenos G, et al. Recommendations 

for the endovascular treatment of intracranial aneurysms: a statement for healthcare professionals from 
the Committee on Cerebrovascular Imaging of the American Heart Association Council on 
Cardiovascular Radiology. Stroke. 2002 Oct;33(10):2536-44. 

 
12. Kallmes DF, Cloft HJ. Ready or not, here they come: randomized trials evaluating new endovascular 

aneurysm therapies. AJNR Am J Neuroradiol. 2007 May;28(5):799-803.  
 

13. Koivisto T, Vanninen R, Hurskainen H, Saari T, Hernesniemi J, Vapalahti M, et al. Outcomes of early 
endovascular versus surgical treatment of ruptured cerebral aneurysms. A prospective randomized 
study. Stroke. 2000 Oct;31(10):2369-77. 

 
14. Mayer SA, Bernardini GL, Solomon RA. Subarachnoid hemorrhage. In: Rowland LP, Pedley TA, editors. 

Merritt’s Neurology, 12thth ed. Lippincott Williams & Wilkins; 2010. 

 
Page 5 of 7 
Coverage Policy Number: 0295 



 
15. Molyneux A, Kerr R, Birks J, Ramzi N, Yarnold J, Sneade M, Rischmiller J, for the ISAT collaborators. 

Risk of recurrent subarachnoid haemorrhage, death, or dependence and standardised mortality ratios 
after clipping or coiling of an intracranial aneurysm in the International Subarachnoid Aneurysm Trial 
(ISAT): long-term follow-up. Lancet Neurol. 2009 May;8(5):427-33. Epub 2009 Mar 28. 

 
16. Molyneux A, Kerr R, Stratton I, Sandercock P, Clarke M, Shrimpton J, Holman R; International 

Subarachnoid Aneurysm Trial (ISAT) Collaborative Group. International Subarachnoid Aneurysm Trial 
(ISAT) of neurosurgical clipping versus endovascular coiling in 2143 patients with ruptured intracranial 
aneurysms: a randomised trial. Lancet. 2002 Oct 26;360(9342):1267-74. 

 
17. Mordasini P, Schroth G, Guzman R, Barth A, Seiler RW, Remonda L. Endovascular treatment of 

posterior circulation cerebral aneurysms by using Guglielmi detachable coils: a 10-year single-center 
experience with special regard to technical development. AJNR Am J Neuroradiol. 2005 
Aug;26(7):1732-8. 

 
18. Murayama Y, Song JK, Uda K, Gobin YP, Duckwiler GP, Tateshima A, et al. Combined endovascular 

treatment for both intracranial aneurysm and symptomatic vasospasm. AJNR Am J Neuroradiol. 2003 
Jan;24(1):133-9. 

 
19. National Institute for Clinical Excellence (NICE). Coil embolization of ruptured intracranial aneurysms. 

Interventional procedure guidance 106. London, UK: NICE; 2003 Nov. Accessed Feb 10, 2010. 
Available at URL address: http://www.nice.org.uk/page.aspx?o=240348 

 
20. National Institute for Clinical Excellence (NICE). Coil embolization of unruptured intracranial aneurysms. 

Interventional procedure guidance 106. London, UK: NICE; 2003 Nov. Accessed Feb 11, 2010. 
Available at URL address: http://www.nice.org.uk/page.aspx?o=240344 

 
21. Ogilvy CS. Neurosurgical clipping versus endovascular coiling of patients with ruptured intracranial 

aneurysms. Stroke. 2003 Oct;34(10):2540-2. Epub 2003 Sep 18. 
 

22. Peluso JPP, van Rooij WJ, Sluzewski M, Beute GN. Aneurysms of the vertebrobasilar junction: 
incidence, clinical presentation, and outcome of endovascular treatment. AJNR Am J Neuroradiol. 2007 
Oct;28(9):1747-51. Epub 2007 Sep 20.  

 
23. Proust F, Debono B, Hannequin D, Gerardin E, Clavier E, Langlois O, Freger P. Treatment of anterior 

communicating artery aneurysms: complementary aspects of microsurgical and endovascular 
procedures. J Neurosurg. 2003 Jul;99(1):3-14. 

 
24. Qureshi A, Janardhan V, Hanel RA, Lanzino G. Comparison of endovascular and surgical treatments for 

intracranial aneurysms: an evidence-based review. Lancet Neurol. 2007 Sep;6(9):816-25. Review.  
 

25. Raymond J, Roy D, Leblanc P, Roorda S, Janicki C, Normandeau L, et al. Endovascular treatment of 
intracranial aneurysms with radioactive coils: initial clinical experience. Stroke. 2003 Dec;34(12):2801-6. 
Epub 2003 Nov 6. 

 
26. Ries T, Siemonsen S, Thomalla G, Grzyska U, Zeumer H, Fiehler J. Long-term follow-up of cerebral 

aneurysms after endovascular therapy prediction and outcome of retreatment. AJNR Am J Neuroradiol. 
2007 Oct;28(9):1755-61. Epub 2007 Sep 20. 

 
27. The International Subarachnoid Aneurysm Trial (ISAT): a position statement from the Executive 

Committee of the American Society of Interventional and Therapeutic Neuroradiology and the American 
Society of Neuroradiology. AJNR Am J Neuroradiol. 2003 Aug;24(7):1404-8. 

 
28. van der Shaaf I, Algra A, Wermer M, Molyneux A, Clarke M, van Giyn J, Rinkel G. Endovascular coiling 

versus neurosurgical clipping for patients with aneurysmal subarachnoid haemorhage. Cochrane 
Database Of Systematic Reviews. The Cochrane Collaboration; Vol 4; 200 

 

 
Page 6 of 7 
Coverage Policy Number: 0295 

http://www.ncbi.nlm.nih.gov/pubmed/19329361?itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVDocSum&ordinalpos=2
http://www.ncbi.nlm.nih.gov/pubmed/19329361?itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVDocSum&ordinalpos=2
http://www.ncbi.nlm.nih.gov/pubmed/19329361?itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVDocSum&ordinalpos=2


29. van Rooij WJ, Sluzewski M. Coiling of very large and giant basilar tip aneurysms: midterm clinical and 
angiographic results. AJNR Am J Neuroradiol. 2007 Aug;28(7):1405-8.  

 
30. Vanninen R, Koivisto T, Saari T, Hernesniemi J, Vapalahti M. Ruptured intracranial aneurysms: acute 

endovascular treatment with electrolytically detachable coils—a prospective randomized study. 
Radiology. 1999 May;211(2):325-36. 

 
31. Wakhloo AK, Gounis MJ, Sandhu JS, Akhawi N, Schenck AE, Linfante I. Complex-shaped platinum 

coils for brain aneurysms: higher packing density, improved biomechanical stability, and midterm 
angiographic outcome. AJNR Am J Neuroradiol. 2007 Aug;28(7):1395-400.  

 
32. Wiebers DO, Whisnant JP, Huston J 3rd, Meissner I, Brown RD Jr., Piepgras DG, et al.; International 

Study of Unruptured Intracranial Aneurysms Investigators. Unruptured intracranial aneurysms: natural 
history, clinical outcome, and risks of surgical and endovascular treatment. Lancet. 2003 Jul 
12;362(9378):103-10. 

 
 
Policy History 
 

Pre-Merger   Last Review  Policy  Title 
Organizations  Date   Number 
CIGNA HealthCare  3/15/2008  0295  Endovascular Repair of Intracranial 
         Aneurysms 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
“CIGNA”, “CIGNA HealthCare” and the “Tree of Life” logo are registered service marks of CIGNA Intellectual Property, Inc., licensed for use by 
CIGNA Corporation and its operating subsidiaries.  All products and services are provided by such operating subsidiaries and not by CIGNA 
Corporation.  Such operating subsidiaries include Connecticut General Life Insurance Company, CIGNA Health and Life Insurance Company, 
CIGNA Behavioral Health, Inc., CIGNA Health Management, Inc., and HMO or service company subsidiaries of CIGNA Health Corporation and 
CIGNA Dental Health, Inc. In Arizona, HMO plans are offered by CIGNA HealthCare of Arizona, Inc. In California, HMO plans are offered by 
CIGNA HealthCare of California, Inc. In Connecticut, HMO plans are offered by CIGNA HealthCare of Connecticut, Inc. In North Carolina, HMO 
plans are offered by CIGNA HealthCare of North Carolina, Inc. In Virginia, HMO plans are offered by CIGNA HealthCare Mid-Atlantic, Inc. All 
other medical plans in these states are insured or administered by Connecticut General Life Insurance Company or CIGNA Health and Life 
Insurance Company. 
 

 
Page 7 of 7 
Coverage Policy Number: 0295 


	Coverage Policy
	General Background
	Coding/Billing Information
	References
	Policy History

