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Coverage Policy 
 
Some benefit plans exclude coverage for preventive health services. Please refer to specific plan 
language to determine the terms, conditions and limitations of coverage. 
 
If coverage for preventive health services is available, CIGNA covers as medically necessary a one-time 
screening for abdominal aortic aneurysm (AAA) by ultrasonography in men aged 65 to 75 who have ever 
smoked.  
 
Note: This Coverage Policy does not preclude coverage for periodic ultrasound surveillance of patients 

with known abdominal aortic aneurysms.  
 
 
General Background 
 
An aneurysm consists of focal enlargement of the aorta to at least 1.5 times its normal size, with involvement of 
all three layers of the arterial wall. Aneurysms are subject to rupture due to wall tension, which is determined by 
the arterial pressure within the aneurysm and the radius of the aneurysm. Abdominal aortic aneurysms (AAAs), 
located in the abdominal aorta below the kidneys (i.e., infrarenal), are much more common than thoracic aortic 
aneurysms and are potentially life-threatening. Up to 50% of patients with untreated AAAs will die of rupture 
within five years. Men are 4–5 times more likely than women to develop an AAA and are 10 times more likely to 
have an AAA of 4 cm or greater in diameter, although some studies suggest that women have a higher risk of 
aneurysm rupture than men. Smoking is the risk factor most strongly linked to AAA. Age is also an important risk 
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factor, with the incidence of AAA increasing rapidly after age 55 in men and 70 in women. Hypertension, 
hyperlipidemia and atherosclerosis are also risk factors. Patients with family histories of AAA are at increased 
risk as well, with aneurysms occurring at a younger age and with greater likelihood of rupture. AAAs are 
responsible for approximately 9000 deaths in the United States each year, with most occurring in men over age 
65 (Fleming, et al., 2005).  
 
Ultrasound of the abdomen has been shown to be an effective and reliable method of detecting AAAs.  
When an individual is found to have an AAA ≥ 5.5 cm, immediate surgical repair is warranted provided the 
patient is appropriate for surgery. Surgical AAA repair, however, is associated with significant risk, including 
operative mortality, myocardial infarction, respiratory and renal failure, and changes in functional status 
(Fleming, et al., 2005). Periodic surveillance appears reasonable for those with 3.0-3.9 cm AAAs, which have a 
very low risk of rupture. Screening is defined as the search for disease in people without symptoms, while 
surveillance is considered to be the screening of individuals known to be at an increased risk. The sensitivity of 
ultrasound scanning for an AAA is 95%, the specificity is close to 100%, and the test is reliable and reproducible 
(Fleming, et al., 2005). A physical examination may also detect AAAs, in particular those large enough to 
warrant surgery; however, physical examination may not be a suitable for population screening due to high false 
positive and false-negative rates. Other imaging modalities, such as computed tomography and magnetic 
resonance imaging, are also accurate and reliable for assessing aortic size, but are not as available as 
ultrasound imaging (Fleming, et al., 2005).  
 
Literature Review 
In 2005, on the basis of new evidence, a systematic review and meta-analysis was conducted by investigators 
from the Oregon Evidence-Based Practice Center in collaboration with the USPSTF and the Agency for 
Healthcare Research and Quality (AHRQ) (USPSTF, 2005; Fleming, et al., 2005). The investigators reviewed 
the results of four population-based screenings published since 1996: the Multicentre Aneurysm Screening 
Study (MASS) (Ashton, et al., 2002), from the United Kingdom; the Chichester, United Kingdom, screening 
study (Scott, et al., 1995; Scott, et al., 2002; Vardulaki, et al., 2002); the Viborg County, Denmark, screening 
study (Lindholt, et al., 2002); and the Western Australia screening study (Norman, et al., 2004). These four 
randomized, controlled trials were the basis for the USPSTF revised recommendations for screening for AAA 
published in 2005. These trials included more than 125,000 total participants. No data were provided on race or 
ethnicity, and only the Chichester study included women. All trials were rated as good or fair quality according to 
the USPSTF rating criteria, and outcomes at 4–5 years of follow-up were considered for all trials.  
 
The USPSTF found good evidence that screening for AAA and surgical repair of large AAAs (5.5 cm or larger) 
in men ages 65–75 who have ever smoked leads to an estimated 43% reduction in AAA-specific mortality. A 
history of ever smoking was defined in the surveys as 100 cigarettes in a person’s lifetime. They also found that 
abdominal ultrasonography, performed in a setting with adequate quality assurance, such as in an accredited 
facility with credentialed technologists, is an accurate screening test for AAA. The USPSTF report stated that 
there is also good evidence of important harms associated with AAA screening and early treatment, including 
short-term psychological harms and an increased number of surgeries with clinically significant morbidity and 
mortality. Based on the moderate magnitude of net benefit, the task force concluded that the benefits of 
screening for AAA in men ages 65–75 who have ever smoked outweighed the harms and supports the 
recommendation of one-time screening for AAA by ultrasonography in men ages 65–75 who have ever smoked. 
 
The USPSTF found good evidence that screening for AAA in men ages 65–75 who have never smoked in this 
group leads to decreased AAA-specific mortality; however, there is a lower prevalence of large AAAs in men 
who have never smoked compared to those who have smoked, so the potential benefit from screening is small. 
The task force concluded that the balance between the benefits and harms of screening in this population is too 
close to make a general recommendation. The USPSTF found that in women the prevalence of large AAAs in 
women is low, and the number of AAA-related deaths that can be prevented is small which led to conclusion 
that the harms of screening women for AAA outweigh the benefits. The USPSTF stated, however, that clinicians 
must individualize recommendations according to a patient’s risk and likelihood of benefit and that screening 
may be indicated in male nonsmokers nearing age 65 or female smokers in their early 70s with a first-degree 
family history of AAA that required surgery. 
 
The USPSTF found that for most men, 75 years may be considered the upper age limit for screening, since 
patients in general cannot benefit from screening and subsequent surgery unless they have a reasonable life 
expectancy. The increased prevalence of comorbidities in patients over age 75 decreases the likelihood of any 
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benefit from screening. The USPSTF stated in its recommendations that one-time screening is sufficient and 
that there is negligible benefit from repeat screening of patients who have normal aortic diameters on initial 
screening. The task force reported that, for men with intermediate-sized AAAs (i.e., 4.0–5.4 cm), periodic 
surveillance provides mortality benefit comparable to that of routine elective surgery, with the added benefit of 
fewer operations. They reported that, though there is no evidence to support the effectiveness of any 
intervention in those with small AAAs (i.e., 3.0–3.9 cm), there are recommendations based on expert opinion 
that favor periodic repeat ultrasonography for these patients.  
 
Lindholt et al. (2006) published additional follow-up data on the Viborg County trial, described above. During a 
ten-year period, screening for AAA in Viborg County reduced the average frequency of emergency operations 
by 68% and reduced mortality from AAA by 73% in the screened group compared to the control group. The 
authors concluded that the study supports a substantial long-term benefit of screening for AAA. Another follow-
up study by Lindholt et al. (2007) evaluated whether screening for AAA could be restricted to men with 
cardiovascular diseases and chronic obstructive pulmonary disease (COPD), conditions that are associated with 
AAA. Limiting screening to high-risk men with COPD and/or other cardiovascular diseases would have reduced 
the number of patients screened by 73% but at a cost of missing 52% of the AAAs in the overall population. 
Screening decreased mortality among men with and without known COPD or cardiovascular disease.  
 
Kim et al. (2007) evaluated the longer-term mortality benefit and cost effectiveness of ultrasound AAA screening 
in a follow-up of the MASS study, one of four studies used to develop the USPSTF recommendations discussed 
above. A total of 67,770 men were randomly assigned to screening (n=33,887) or to a control group of standard 
medical care (n=33,883). Of those assigned to screening, 27,204 attended and 1334 AAAs were identified. The 
mean age at randomization was 69.2 in both groups. The hazard ratio was 0.53 (95% confidence interval [CI], 
0.42–0.68) for AAA-related mortality in the group invited to screening. At the seven-year follow-up, the rupture 
rate in men with normal results on the initial ultrasound remained low, at 0.54 ruptures (CI 0.25–1.02 ruptures) 
per 10,000 person-years. The observed hazard ratio for all-cause mortality was 0.96 (CI 0.93–1.0). The authors 
stated that the mortality benefit of screening that had been observed at four years was maintained at seven 
years. The group invited to screening had approximately half the risk, and those who attended screening 
demonstrated an even greater risk reduction. The rates for AAA mortality diverged at a constant rate after one 
year, and the life-years gained were therefore substantially greater for years 5–7 than for years 1–4.  
 
In 2009, Thompson et al. reported on 10 year mortality and cost effectiveness results form the above-noted 
MASS study. Over 10 years 155 deaths related to AAA (absolute risk 0.46%) occurred in the invited group and 
296 (0.87%) in the control group (relative risk reduction 48%, 95% CI 37–57%). It was noted that the degree of 
benefit seen in earlier years of follow-up was maintained in later years. The authors concluded that the mortality 
benefit of AAA screening men aged 65-74 is maintained up to 10 years and cost effectiveness becomes more 
favorable over time. The study also indicated that rescreening of those originally screened as normal is not 
justified.  
 
The Peoria Regional Outpatient Medical Imaging Study (Project PROMIS), a prospective, population-based 
study of ultrasound AAA screening, was conducted from July 2004 to December 2006 (Chiou et al., 2008). The 
primary objective was to identify patients with unknown AAA and to identify the associated risk factors. Patients 
were recruited though media and advertising outlets, and completed questionnaires regarding pertinent medical 
history with a focus on AAA risk factors. A total of 979 patients (n=672 male; n=307 female) were included in the 
final analysis. The overall incidence of AAA was 2.8% (27 patients) of the total population. AAA was found only 
in male patients age 60 or older (4% of the male population). Aneurysm size ranged from three to ten 
centimeters. Of the patients diagnosed with AAA, 85% were current or past smokers, and 70% had 
hypercholesterolemia. The AAA incidence in male smokers ≥ 60 years old with hypercholesterolemia was 6%.  
 
Cosford and Leng (2007) conducted a Cochrane systematic review of randomized controlled trials of population 
screening for AAA. The four trials that met the inclusion criteria were MASS, Viborg, Chichester, and Western 
Australia studies. These are the same studies included in the systematic review and meta-analysis, described 
above, on which the USPSTF recommendations are based. The authors concluded that there is evidence of a 
significant reduction in mortality from AAA in men aged 65-79 years who undergo ultrasound screening. There is 
insufficient evidence to demonstrate benefit in women. The most significant gap in the current research, 
according to the authors, is the balance of benefits and harms in women, and this should be the focus for further 
research. The psychological effect of screening on patients and their partners also needs additional study. The 
authors commented that there is a question of how far and how fast positive effects of screening can be 
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generalized outside of centers that have developed special expertise in performing the procedure over many 
years.  
 
Professional Societies/Organizations 
American College of Cardiology (ACC)/American Heart Association (AHA): These organizations published 
guidelines for the management of patients with peripheral arterial disease that states that multiple studies 
suggest that ultrasound is an appropriate means to determine the presence or absence of an infrarenal aortic 
aneurysm in more than 95% of candidates, with specificity at nearly 100% and sensitivity ranging from 92%–
99%. The guideline also states that the reproducibility and intraobserver variability of ultrasound measurements 
are quite satisfactory and similar to those for computed tomographic (CT) scanning, and that ultrasound is an 
excellent tool for screening and surveillance for individual patients and for screening programs (Hirsch, et al., 
2005).  
 
Society for Vascular Surgery (SVS): This organization published a position statement on vascular screening. 
The statement includes the following recommendations regarding AAA screening (SVS, 2010; Chaikof, et al., 
2009):  

• One-time ultrasound screening for AAA is recommended for all men at or older than 65 years. 
Screening men as early as 55 years is appropriate for those with a family history of AAA 

• One-time ultrasound screening for AAA is recommended for all women at or older than 65 years with a 
family history of AAA or who have smoked.  

• Re-screening patients for AAA is not recommended if an initial ultrasound scan performed on patients 
65 years of age or older demonstrates an aortic diameter of less than 2.6 cm.  

 
U.S. Preventive Services Task Force (USPSTF): In 2005, the USPSTF published evidenced-based 
recommendations on screening for abdominal aortic aneurysm. The recommendations include the following 
(USPSTF, 2005; Fleming, et al., 2005): 

• Recommends one-time screening for abdominal aortic aneurysm (AAA) by ultrasonography in men 
aged 65 to 75 who have ever smoked.  

• No recommendation for or against screening for AAA in men aged 65 to 75 who have never smoked.  
• Recommends against routine screening for AAA in women.  

 
Summary 
Ultrasound of the abdomen has been shown to be an effective and reliable method of detecting abdominal aortic 
aneurysms (AAAs). There is substantial evidence that one-time screening for AAA and surgical repair of large 
AAAs (i.e., 5.5 cm or larger) in men ages 65–75 who have ever smoked leads to an estimated 43% reduction in 
AAA-specific mortality. One-time ultrasound screening for AAA may also be indicated for other high-risk 
populations, including male nonsmokers nearing age 65 with a family history of AAA, and female smokers age 
70 or older with a family history of AAA. 
 
 
Coding/Billing Information 
 
Note: This list of codes may not be all-inclusive. 
 
Covered when medically necessary: 
 
CPT* Codes Description 
76700 Ultrasound, abdominal, real time with image documentation; complete 
76705 Ultrasound, abdominal, real time with image documentation; limited (eg, single 

organ, quadrant, follow-up) 
76770 Ultrasound, retroperitoneal (eg, renal, aorta, nodes), real time with image 

documentation; complete 
76775 Ultrasound, retroperitoneal (eg, renal, aorta, nodes), real time with image 

documentation; limited 
 
HCPCS 
Codes 

Description 
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G0389 Ultrasound B-scan and/or real time with image documentation; for abdominal 
aortic aneurysm (AAA) screening 

 
ICD-9-CM 
Diagnosis 
Codes 

Description 

V15.82 Personal history of tobacco use presenting hazards to health 
V81.2 Screening for other and unspecified cardiovascular conditions 

 
 *Current Procedural Terminology (CPT ) 2010 American Medical Association: Chicago, IL.® ©
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