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PURPOSE:

The intent of this clinical policy is to ensure services are medically necessary.
Please refer to the member’s benefit document for specific information. To the extent there is any

inconsistency between this policy and the terms of the member’s benefit plan or certificate of coverage,
the terms of the member’s benefit plan document will govern.

POLICY:

Benefits must be available for health care services. Health care services must be ordered by a provider.
Health care services must be medically necessary, applicable conservative treatments must have been
tried, and the most cost-effective alternative must be requested for coverage consideration.

GUIDELINES:

Medical Necessity Criteria — Must satisfy any of the following: | — VII

I.  Endobronchial obstruction of malignant origin with central airway occlusion.3458

Il. Hepatic metastases from neuroendocrine tumors® ' — must satisfy all of the following: A - C

A. Member is a poor candidate for surgical resection (eg, due to location of the tumor/s and/or
comorbid conditions); and

B. Symptoms are refractory to systemic therapy; and
C. All tumor foci can be adequately treated by cryoablation.
lll. Prostate cancer'!.1213141516  _ must satisfy any of the following: A-C

A. Primary therapy — must satisfy both of the following: 1 and 2
1. As an alternative to surgery or radiation therapy; and

2. Prostate cancer is localized (clinical stage T1 or T2 [organ confined] or T3 [locally
advanced)]).

B. Salvage therapy after failure of radiation therapy as primary therapy — must satisfy all the
following: 1 -3
1. Presence of biochemical failure; and
2. Prostate-specific antigen (PSA) of less than 10ng/ml; and
3. Life expectancy is greater than 10 years.
C. Palliative therapy for relief of lower urinary tract symptoms.

IV. Renal mass or renal cell carcinoma'7”:18.19.24 — must satisfy one of the following: A-D

A. Tumor is less than or equal to 4cm/ stage T1a disease; or
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B. Member is a poor candidate for surgery (eg, presence of renal insufficiency or a solitary kidney);
or

C. Stage IV oligometastatic disease; or
D. Hereditary renal cell carcinoma from any of the following syndromes Birt-Hogg-Dube syndrome

(BHDS), hereditary papillary renal carcinoma (HPRC), tuberous sclerosis complex (TSC), or von
Hippel-Lindau (VHL).

V. Bone metastases from renal cell carcinoma'®2223 — must satisfy all of the following: A - C

\

A. Member is a poor candidate for surgery; and
B. Located in multi-metastatic sites (lung, bone, or brain); and

C. One of the following: 1 or 2
1. Member initially presented with primary renal cell carcinoma; or

2. Member developed multi-metastases after a prolonged disease-free interval from
nephrectomy.

. Soft tissue sarcoma??2' — must satisfy both of the following: A and B

A. Located in the superficial trunk, extremity(ies), head, or neck; and
B. The tumor is classified as Stage IV - must satisfy any of the following: 1 or 2
1. Primary tumor management or local recurrence where the disease is confined to a single
organ with limited tumor bulk that is amenable to local therapy; or

2. Palliative treatment for disseminated metastatic disease.

VII. Desmoid tumors (aggressive fibromatosis)?° - must satisfy both of the following: A and B

A. Progressive, morbid, or symptomatic disease; and

B. Located in the abdominal wall, trunk, pelvis, extremity(ies), head, neck, or intrathoracic.

EXCLUSIONS (not limited to):
Refer to member’s Certificate of Coverage or Summary Plan Description.

The following are considered investigative (see Investigative List): | - Il

Cryoablation for peripheral nerve damage in the lower extremity (includes use of iovera® system for
knee osteoarthritis [OA]) - CPT 64640

Cryoablation/cryosurgery for numerous indications
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DEFINITIONS:

Biochemical Failure:

Prostate specific antigen (PSA) rise by 2ng/mL or more above the nadir PSA is the standard definition for
biochemical failure after external beam radiation therapy (EBRT) with or without hormone (androgen)

therapy.

Renal insufficiency:

Glomerular filtration rate of less than or equal to 60 ml/min/m?2

Stage IV (Soft Tissue Sarcoma):2°

Any Primary Tumor (T) stage, any Regional Lymph Nodes (N) stage, with or without distant metastasis

(M) and any Histologic Grade (G)
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Prior Authorization: Yes, per network provider agreement.

CODING:
CPT®
20983 Ablation therapy for reduction or eradication of 1 or more bone tumors (eg, metastasis) including

adjacent soft tissue when involved by tumor extension, percutaneous, including imaging guidance
when performed; cryoablation

31641 Bronchoscopy, rigid or flexible, including fluoroscopic guidance, when performed; with destruction

of tumor or relief of stenosis by any method other than excision (eg, laser therapy, cryotherapy)

47371 Laparoscopy, surgical ablation of 1 or more liver tumor(s); cryosurgical

47381 Ablation, open, of 1 or more liver tumor(s); cryosurgical

47383 Ablation, 1 or more liver tumor(s), percutaneous; cryoablation

50250 Ablation, open, 1 or more renal mass lesion(s), cryosurgical, including intraoperative ultrasound

guidance and monitoring, if performed

50593 Ablation, renal tumor(s), unilateral, percutaneous, cryotherapy
55873 Cryosurgical ablation of the prostate (includes ultrasonic guidance and monitoring)

CPT codes copyright 2024 American Medical Association. All Rights Reserved. CPT is a trademark of the
AMA. The AMA assumes no liability for the data contained herein.
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Nondiscrimination & Language Access Policy ﬂ/’:gﬂ&gs

Discrimination is Against the Law. Aspirus Health Plan, Inc. complies with applicable Federal civil rights laws and does not discriminate on
the basis of race, color, national origin, age, disability, or sex, (including sex characteristics, including intersex traits; pregnancy or related
conditions; sexual orientation, gender identity and sex stereotypes), consistent with the scope of sex discrimination described at 45 CFR
§92.101(a)(2). Aspirus Health Plan, Inc. does not exclude people or treat them less favorably because of race, color, national origin, age,
disability, or sex.

Aspirus Health Plan, Inc.:
Provides people with disabilities reasonable modifications and free appropriate auxiliary aids and services to communicate effectively with
us, such as:
- Qualified sign language interpreters.
- Written information in other formats (large print, audio, accessible electronic formats, other formats).
Provides free language assistance services to people whose primary language is not English, which may include:
- Qualified interpreters.
- Information written in other languages.

If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance services, contact the Nondiscrimination
Grievance Coordinator at the address, phone number, fax number, or email address below.

If you believe that Aspirus Health Plan, Inc. has failed to provide these services or discriminated in another way on the basis of race, color,
national origin, age, disability, or sex, you can file a grievance with:

Nondiscrimination Grievance Coordinator
Aspirus Health Plan, Inc.

PO Box 1890

Southampton, PA 18966-9998

Phone: 1-866-631-5404 (TTY: 711)

Fax: 763-847-4010

Email: customerservice@aspirushealthplan.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the Nondiscrimination Grievance Coordinator is
available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, electronically
through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1.800.368.1019, 800.537.7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. This notice is available at Aspirus Health Plan, Inc.’s website:
https://aspirushealthplan.com/webdocs/70021-AHP-NonDiscrim_Lang-Assist-Notice.pdf.

Language Assistance Services
Albanian: KUJDES: Nése flitni shqip. pér ju ka né dispozicion shérbime té asistencés gjuhésore. pa pagesé. Telefononi né 1-800-332-6501 (TTY: 711).
(711 : 2l s aall Ciila 23 5)1-800-332-6501ldl &8 A=) o ol Ulae ol Salie 4y ol see Lol Silead (8 cAgy jall 420l Coaas CuS 13): g0l Arabic
French: ATTENTION: Si vous parlez francais. des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-800-332-6501 (ATS: 711).

German: ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zurVerfiigung. Rufimmmer: 1-800-332-6501
(TTY: 711).

Hindi: A< 9 & Mg dIed §_ < ofM9es [-aU g dH_ YT YRl 3141 39d_4 §_11-800-332-6501 (TTY: 711) TR HId F_|

Hmong: LUS CEEV: Yog tias koj hais lus Hmoob. cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 1-800-332-6501 (TTY: 711).

Korean: F8|: THE0{ & AIE3HA £ 2 A0 X3 ME| 2§ RE2 0|23H £= Q& LITH1-800-332-6501 (TTY: 711)H2 2 H3lsl T AL,
Polish: UWAGA: Jezeli méwisz po polsku, mozesz skorzystac¢ z bezplatnej pomocy jezykowej. Zadzwon pod numerl1-800-332-6501 (TTY: 711).

Russian: BHITMAHITE: EcIH BB TOBOPHTE Ha PYCCKOM A3EBIKe. TO BaM JOCTYIIHEI OecIIaTHEIE YCIYTH IlepeBoda. 3BoHHTe 1-800-332-6501 (TemeTaiim:
711).

Spanish: ATENCION: si habla espaiiol. tiene a su disposicién servicios gratuitos de asistencia lingiiistica. Llame all-800-332-6501 (TTY: 711).

Tagalog: PAUNAWA: Kung nagsasalita ka ng Tagalog. maaari kang gumamit ng mga serbisyo ng tulong sa wika nangwalang bayad. Tumawag sa 1-800-
332-6501 (TTY:711).

Traditional Chinese: £ = : INFWERAERPI, e Ll BESESERE. 3= 2E 1-800-332-6501 (TTY: 711)
Vietnamese: CHU Y: Néu ban néi Tiéng Viét, ¢6 cac dich v ho trg ngon ngir mién phi danh cho ban. Goi s6 1-800-332-6501 (TTY: 711).

Pennsylvania Dutch: Wann du Deitsch (Pennsylvania German / Dutch) schwetzscht. kannscht du mitaus Koschte ebbergricke. ass dihr helft mit die
englisch Schprooch. Ruf selli Nummer uff: Call 1-800-332-6501 (TTY: 711).

Lao: 100g70: 1707 11IDC5MWIZ 970, MLLSNILRLBDEGWIZY LostcS e, cuvDwsn i, Tns 1-800-332-6501 (TTY: 711).
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