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Medical Policy

Joint Medical Policies are a source for BCBSM and BCN medical policy information only.
These documents are not to be used to determine benefits or reimbursement. Please
reference the appropriate certificate or contract for benefit information.
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Category: Surgery

Title: Treatments for Benign Prostatic
Hyperplasia (BPH)

Procedure Code(s):
Multiple

____________________________________________________________________________
Description/Background
Benign prostatic hyperplasia (BPH) is an enlargement of the paraurethral prostate gland most
frequently occurring in men over the age of 50. The enlargement of the prostate is a result of
excess production of non-cancerous prostatic cells and is thought to be due to the aging
process. Prostatic enlargement leads to variable degrees of bladder outlet obstruction, with
symptoms relating to obstructed urinary flow. Standard treatments include pharmacologic
management and transurethral resection of the prostate. Several less invasive procedures that
are being done include
• laser thermal therapy
• transurethral microwave thermotherapy (TUMT)
• transurethral needle ablation (TUNA)
• water induced thermotherapy (WIT)
Transurethral microwave-thermotherapy
Transurethral microwave thermotherapy is an alternative to transurethral resection of the
prostate (TURP) for patients who have benign prostatic hyperplasia (BPH). The goal of
microwave thermotherapy is destruction of prostatic benign mass in the lateral lobes of the
prostate to achieve improvement in symptoms and voiding. A transurethral catheter containing
a microwave antenna that limits microwave radiation is placed at the prostatic level. Water
circulating through the catheter cools the urethra. A Foley-type balloon at the end of the
catheter inflates to position the catheter, and sensors are positioned to monitor rectal and
urethral temperatures. The correct position of the catheter is verified using transrectal
ultrasound of the prostate. The electromagnetic waves emit high-energy photons that interact
with molecules in prostatic tissue, producing heat.
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Microwave thermotherapy produces coagulation necrosis of the lateral lobes of the prostate for
a distance of up to 17 mm from the urethra with the preservation of the urethral surface, distal
sphincter, urethral mucosa, bladder neck and peripheral prostate.
Laser Prostatectomy for Benign Prostatic Hypertrophy
Laser prostatectomy is a surgical technique that uses laser-generated heat to vaporize or
coagulate prostate tissue. The laser device is introduced endoscopically through the urethra
allowing direct visualization and access to the prostate gland. This procedure is intended to be
an alternative to traditional surgical transurethral resection of the prostate (TURP) for the
treatment of benign prostatic hyperplasia (BPH).
Water Induced Thermotherapy (WIT)
Water induced thermotherapy (WIT) is a method of treating benign prostatic hypertrophy
involving the placement of a balloon into the prostatic urethra and circulating hot water (60
degree C, 140 degree F) through the balloon for 45 minutes. This leads to necrosis of some
prostatic tissue lining the prostatic urethra, thereby reducing the symptoms of urinary
obstruction.
Transurethral Needle Ablation (TUNA) via Radiofrequency-Generated Heat
Transurethral radiofrequency needle ablation of the prostate (also known as TUNA or RFNA) is
an alternative to transurethral resection of the prostate (TURP) for treatment of benign prostatic
hypertrophy (BPH). Bladder neck and median lobe enlargement are not well treated by TUNA.
TUNA employs a specially designed urethral catheter that is passed into the urethra. Interstitial
radiofrequency needles are then deployed from the tip of the catheter, piercing the mucosa of
the prostatic urethra. Radiofrequencies are then used to heat the tissue, resulting in coagulative
necrosis. Subjective and objective improvement in voiding occurs.
CPT/HCPCS Level II Codes and Description
53850
52647

52648

53853
53852

Transurethral destruction of prostate tissue, by microwave thermotherapy
Non contact laser coagulation of prostate, including control of postoperative
bleeding, complete (vasectomy, meatotomy, cystourethroscopy, urethral
calibration and/ or dilation, and internal urethrotomy are included)
Contact laser vaporization with or without transurethral resection of prostate,
including control of postoperative bleeding, complete (vasectomy, meatotomy,
cystourethroscopy, urethral calibration and/ or dilation, and internal urethrotomy
are included)
Transurethral destruction of prostate tissue by water induced thermotherapy
Transurethral destruction of prostate tissue, by radiofrequency thermotherapy
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Diagnoses/Medical Conditions
• Hypertrophy (benign) of prostate
• Nodular prostate
• Benign localized hyperplasia of prostate
____________________________________________________________________________
Medical Policy Statement
The following procedures
• transurethral microwave thermotherapy (TUMT).
• laser prostatectomy,
• water-induced thermotherapy (WIT)
• transurethral radio frequency needle ablation(TUNA)
…have been established as safe and effective for treatment of BPH in patients who are
candidates for transurethral destruction of benign hypertrophic prostate tissue.
Balloon dilatation of the prostate is investigational. Its safety and effectiveness have not been
proven.
Rationale
Transurethral microwave thermotherapy (TUMT), laser prostatectomy, water induced
thermotherapy (WIT) and transurethral radio frequency needle ablation (TUNA) have been
established as safe procedures for relieving urinary symptoms secondary to bladder outlet
obstruction associated with BPH.
Medical Policy Position Summary (Non-clinical summary statement for

customer use)

Transurethral microwave thermotherapy, laser prostatectomy, water induced
thermotherapy, and transurethral radio frequency needle ablation for benign prostatic
hyperplasia are considered safe and effective minimally invasive alternative treatments for
patients who, based on severity of their benign prostate hypertrophy symptoms, would be
candidates for transurethral destruction of benign hypertrophic prostate tissue.
The safety and effectiveness of balloon dilatation of the prostate have not been established, it
remains investigational.
Inclusionary and Exclusionary Guidelines (Clinically based guidelines that may
support individual consideration and pre-authorization decisions)
Laser prostatectomy, transurethral radiofrequency needle ablation, water induced
thermotherapy and transurethral microwave thermotherapy, are covered for the following
indications:
• Clinical diagnosis of symptomatic BPH
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•

•

•
•
•

American Urology Association (AUA) symptom score greater than nine This is a simple
symptom index developed by the AUA to help categorize enlarged prostate symptoms. It
contains seven questions intended to classify the severity of symptoms associated with an
enlarged prostate. Validation studies were conducted involving a total of 210 BPH patients
and 108 control subjects. The final AUA symptom index includes seven questions covering
frequency, nocturia, weak urinary stream, hesitancy, intermittence, incomplete emptying and
urgency. The AUA symptom index is clinically sensible, reliable, valid and responsive. It is
practical for use in practice and for inclusion in research protocols.
International Prostate Symptom Score (IPPS) 13 or greater. IPPS is a symptom index for
benign prostatic hyperplasia (BPH). It was developed and validated by a multidisciplinary
measurement committee of the American Urological Association (AUA). Free peak uroflow
rate (PAR) less than 12ml/sec with voided volume 125cc or greater based on a minimum of
two uroflow measurements. Uroflowmetry measures how fast urine flows in mLs per second
and the amounts of urine that are voided. The peak flow rate is considered a more specific
indicator of BPH than the mean flow rate.
A physical examination, including a direct cystoscopy, to determine suitability for the
procedure and to determine the prostatic urethral length
Prostatic length between 2.0cm and 6.0cm
Failure of an alpha-blocker medication (used to restore satisfactory voiding) or intolerance to
such medication. Examples of alpha-blockers include terazosin, doxazosin and tamsulosin.
They are similar in their effectiveness for relieving symptoms but differ in their side effects.

Contraindications:
• When there is a confirmed or suspected prostate cancer, as judged by digital rectal exam,
biopsy or transrectal ultrasound imaging, or bladder cancer
• Prostate specific antigen greater than 10mg/ml
• Previous rectal surgery (other than hemorrhoidectomy), pelvic irradiation or radical pelvic
surgery
• Cystolithiasis or hematuria within 3 months of anticipated procedure
• Median lobe protruding into the bladder, active urethral strictures, bladder neck contracture
or prostatitis
• Active urinary tract infection, urinary retention or immune system deficiency
• Neurogenic bladder and or sphincter abnormalities due to Parkinson’s disease
• Use of beta-blockers, antihistamines, anticonvulsants and antispasmodics within one week
of therapy
• Post void residual urine greater than 250ml on ultrasound
• Compromised renal function, i.e. serum creatine greater than 1.8mg/dl, or upper tract
disease
• For technical reasons, transurethral microwave thermotherapy is not suitable for patients
who have larger glands (greater than 5cm in length or larger than 70g in volume), median
lobe enlargement or bladder neck stenosis.
• Patients with a history of any illness or surgery that might interfere with the procedure or
might pose additional risk to the patient.
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___________________________________________________________________________
Related Policies
Balloon Dilatation for Benign Prostatic Hypertrophy
___________________________________________________________________________
Medicare Information
Benign prostatic hyperplasia is an enlargement of the prostate gland that frequently occurs in
men as they age. Current treatments include watchful waiting, medications e.g., alphablockers, and surgery. The gold standard for treating this condition is a transurethral resection
of the prostate (TURP). Some patients may not be healthy enough to undergo this procedure
and choose a less invasive procedure to treat this condition. This policy addresses
thermotherapy, microwave therapy and laser therapy.
Indications and Limitations of Coverage and/or Medical Necessity
• Transurethral Microwave therapy (TUMT) (CPT 53850) is a non-surgical approach for the
treatment of symptomatic benign prostatic hyperplasia. Thermotherapy provides
simultaneous microwave heating of the prostate with temperatures exceeding 45 degrees
Celsius and conductive cooling of the urethra. Temperatures maintained in the urethral
sphincter and rectum avoid necrosis at safe temperatures while targeting heat deep within
the prostate transition zone. This is accomplished by combining use of a water-cooled
catheter with microwave radiation to the prostatic lobes. This procedure is contraindicated
in patients with a cardiac pacemaker, an implantable defibrillator or a metallic implant in the
region of the hip, pelvis or femur.
• Transurethral needle ablation of the prostate (TUNA) (CPT 53852) is a method of treating
symptomatic benign prostatic hypertrophy. This procedure is a minimally invasive treatment
that is usually performed in an outpatient or office setting. It works by delivering low-level
radiofrequency energy directly into the prostate through a special catheter equipped with
adjustable needles placed in selected areas of tissue. Thermotherapy is based on the
principle that heating prostate tissue above 45 degrees C will cause tissue necrosis.
• Interstitial Laser Coagulation (ILC) (52647) is a procedure in which lasers are used to
coagulate the obstructing prostate tissue. A small scope-like device is inserted into the
urethra to the location of the prostate. The prostate tissue is destroyed and absorbed
naturally by the body.
• *Water induced thermotherapy (WIT) (CPT 53853) is a method of treating benign prostatic
hypertrophy. It involves the placement of a balloon into the prostatic urethra and then
circulating hot water (60° C, 140° F) through the balloon for 45 minutes. This leads to
necrosis of some prostatic tissue, lining the prostatic urethra, and thereby, reduces the
symptoms of urinary obstruction. Prior to 01/01/2002 use CPT code 53899 to bill for this
procedure.
These procedures will be covered for the following indications:
− Duration of BPH 3 months or longer;
− American Urology Association (AUA) symptom score greater than 9;
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− Free peak uroflow rate (PAR) less than 15cc/sec when voided volume is more than
125cc.
A relative contraindication for these procedures is an active urinary infection. The use of these
devices must be prescribed and administered under the personal supervision of a qualified and
trained physician, after appropriate urological evaluation of the patient.
(The above Medicare information is current as of the review date for this policy. However, since
Medicare coverage issues and policies may be updated or revised by Centers for Medicare &
Medicare Services (CMS, formerly HCFA) on a frequent basis, the most current information may not
be contained in this document. For the most current information, you should contact an official
source.
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Joint BCBSM/BCN Medical Policy History
Date

Rationale

2/11/03

Joint policy established

11/18/03

Policy retired; see comment below
1st Qtr, 2006

Next Review:

Pre-Consolidation Medical Policy History
Original Policy Date

Comments

BCN

N/A

Revised: (see policies below)

BCBSM

N/A

Revised: N/A

**Laser Prostatectomy for Benign Prostatic Hypertrophy 4/24/02
**Balloon Dilatation of the Prostate 7/2/02
**Transurethral Radiofrequency Needle Ablation 1/1/02
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BLUE CARE NETWORK
POLICY: SYMPATHECTOMY
I.

Coverage Determination:
Sympathectomy of digital arteries with magnification of each digit is performed to relieve
pain and heal fingertip ulcerations in patients with chronic digital ischemia secondary to
vasospasm. This procedure is a covered benefit for all BCN patients with Raynaud's
Syndrome and diffuse diseases of connective tissue.

II.

Benefit Information:
Appropriate hospital copayments will apply
• BCN 1, BCN 5, BCN 5 Michigan Catholic Conference, FEP – no copayment
• BCN 10, BCN Non-Group, Personal Plus – The hospital copayment is 25% of all
hospital-billed fees for facility, professional and related services received while an
inpatient and for outpatient surgery. All copayments made for hospital-billed fees
apply to a hospital copayment maximum. Once the maximum is reached, no copays
will be taken for hospital-billed services for the rest of the year.
• BCN Basic – All hospital inpatient and outpatient services are subject to a 20%
copayment. Where more than one service is provided at one time, all the applicable
copayments apply. Certain copayments will accumulate toward an annual
copayment. Once the annual copayment maximum is reached in any calendar year,
the copayments for benefits that are described as applicable toward the annual
copayment maximum are waived.
Requires plan approval with clinical review?

III.

Yes

No

N/A (Not covered)

Benefit Exclusions:
N/A

IV.

Administrative Guidelines:
•
•
•
•
•
•
•

V.

The member's contract must be active at the time the service is rendered.
The service must be authorized by the member's PCP.
Services must be performed by a BCN-contracted provider, if available.
Appropriate copayments will apply.
CPT - HCPCS codes are used for descriptive purposes only and are not a guarantee
of coverage.
Payment is based on BCN payment rules, individual certificate benefits, and
certificate riders.
Duplicate (back-up) equipment is not a covered benefit.

Effective Date:
Policy taken off routine review schedule: 11/18/03
Joint policy effective date: 6/13/02
Supersedes benefit information of: N/A

