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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.
___________________________________________________________________________
Category: Surgery

Title: Cryosurgical Ablation of the
Prostate

Procedure Code(s):
55873

____________________________________________________________________________
Description/Background
Prostate cancer is the most common malignancy and the second leading cause of cancer
deaths in men in the United States. The disease is found predominantly in older men, may be
cured when localized and is frequently responsive to treatment when widespread. The natural
history of prostate cancer is variable, with the rate of tumor growth varying from very slow to
moderately rapid. Therefore, some patients may have prolonged survival even after the cancer
has spread to distant sites, such as bone . Consequently, there is controversy regarding the
value of prostate cancer screening, the most appropriate method of staging, and the optimal
treatment of each stage of the disease.
Cryosurgery of the prostate gland, also known as cryosurgical ablation of the prostate (CSAP)
is the surgical technique of applying extremely cold temperature to freeze and destroy prostate
tissue, and thus reduce the size of the prostate gland. It is currently performed using a
transperineal percutaneous approach, with transurethral warming to avoid hypothermic necrosis
of the prostatic urethra. The surgeon is assisted by a radiologist using transrectal ultrasound to
visualize the prostate and guide placement. Effective cryoablation of the prostate gland is
limited to a gland volume of 50cc or less. Patients who present with larger glands are
pretreated with hormonal therapy to reduce the size of the gland. This procedure is a primary
treatment alternative to surgery or irradiation for clinically localized carcinoma. Cryosurgical
ablation of the prostate may also be utilized for recurrent disease following prior treatment
attempts, or as a therapeutic option for large symptomatic primary tumors with or without
metastatic disease.
CPT/HCPCS Level II Codes and Description
55873

Cryosurgical ablation of the prostate (includes ultrasonic guidance for interstitial
cryosurgical probe placement)
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____________________________________________________________________________
Diagnoses/Medical Conditions
• Malignant neoplasm of prostate
• Secondary malignant neoplasm of the genital organs
• Carcinoma in situ of prostate
• Neoplasm of uncertain behavior of prostate
____________________________________________________________________________
Medical Policy Statement
Cryosurgical ablation of the prostate is established as a safe and effective treatment alternative
to surgery or irradiation for selected patients undergoing i nitial treatment for primary carcinoma
of the prostate gland.
Rationale
Patients who have undergone cryoablation therapy for prostatic cancer have a 75-80%
success rate in achieving a clinical arrest of their disease at one-year post operatively.
These results are equal to the early results reported following both radical prostatectomy
and irradiation therapy.
Medical Policy Position Summary (Non-clinical summary statement for
customer use)

Cryosurgical ablation of the prostate is established as a safe and effective treatment
alternative to surgery or irradiation for selected patients undergoing initial treatment for
primary carcinoma of the prostate gland.
____________________________________________________________________________
Inclusionary and Exclusionary Guidelines (Clinically based guidelines that may
support individual consideration and pre-authorization decisions)

Cryosurgical treatment of clinically localized prostatic carcinoma provides a minimally invasive
approach for several categories of patients. They include:
• Patients who have localized disease (T1 through T3) and elect cryosurgical ablation as their
primary treatment in preference to radical prostatectomy, irradiation or brachytherapy. This
is the largest group.
• The second group is those patients that have recurrent disease following any form of
therapy (including cryotherapy) and require additional treatment.
• Cryotherapy can also be a therapeutic option for patients with large primary tumors, and
possibly metastatic disease, for control of hematuria and relief of urinary obstruction.
Patients who are eligible for cryosurgical ablation are those with an established diagnosis of
prostate cancer who have been staged by transrectal ultrasound-guided biopsies (TRUS).
Patients with e levation of the prostatic specific antigen (PSA) over 15ng/ml and a total Gleason
tumor grade greater than 7 should be further evaluated by laparoscopic pelvic lymph node
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sampling . These patients may require additional imaging studies with CT Scan and MRI
evaluation of the pelvis to rule out local extension of disease. All patients should have a chest
x-ray and a bone scan as part of their initial evaluation.
A number of complications directly attributable to the procedure have been reported. The most
common complication is that of impotency and erectile dysfunction that has been reported to
occur in 50-60% of cases. Urinary incontinence was reported in less than 2% of all cases,
however, the incidence was much higher (8.7%) in patients who had prior irradiation. Urinary
outlet obstruction was reported in 3.2% of cases, while the associated mortality rate was
negligible. Urethral slough secondary to hypothermic injury occurs in 38% of patients who had
no prior treatment. This complication was markedly increased to 80% in patients with prior xray therapy.
Patients are routinely followed with digital rectal exams and serial PSA determinations every
three (3) months for a year. Patients with no evidence of recurrent disease are then reexamined every six months. A progressive rise in serum PSA or failure of the PSA to fall after
cryoablation is indicative of either recurrent or residual disease. A repeat biopsy of the prostate
should be done in these cases to document residual tumor.
___________________________________________________________________________
Related Policies
N/A
___________________________________________________________________________
Medicare Information
Cryosurgery of the prostate gland, also known as cryosurgical ablation of the prostate (CSAP),
destroys prostate tissue by applying extremely cold temperatures in order to reduce the size of
the prostate gland . It is safe and effective, as well as medically necessary and appropriate, as
primary treatment for patients with clinically localized prostate cancer, Stages T1-T3.
Cryosurgery of the prostate as a salvage therapy is not covered for any services performed
prior to June 30, 2001.
SALVAGE CRYOSURGERY OF PROSTATE AFTER RADIATION FAILURE (Effective for
services performed after July 1, 2001) Salvage cryosurgery of the prostate for recurrent cancer
is medically necessary and appropriate only for those patients with localized disease who:
• Have failed a trial of radiation therapy as their primary treatment; and
• Meet o ne of the following conditions: Stage T2B or below, Gleason score < 9, PSA < 8
ng/mL.
Cryosurgery as salvage therapy is therefore not covered under Medicare after failure of other
therapies as the primary treatment. Cryosurgery as salvage is only covered after the failure of
a trial of radiation therapy, under the conditions noted above.
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Procedure Code:
55873 Cryosurgical ablation of the prostate (includes ultrasonic guidance for interstitial
cryosurgical probe placement)
Indications and Limitations of Coverage:
• For Claims With Dates Of Service On Or After July 1, 1999: Medicare covers cryosurgery of
the prostate gland as primary treatment for patients with clinically localized prostate cancer,
stages T1 -T3.
• For Claims With Dates of Service On or After July 1, 2001: In addition to covering
cryosurgery of the prostate gland as primary treatment for patients having the conditions
noted above, Medicare covers this procedure as salvage therapy for patients meeting the
following requirements:
− Having recurrent localized prostate cancer;
− Having failed a trial of radiation therapy as their primary treatment; and
− Meeting one of the following criteria:
− Stage T2B or below; or
− Gleason score less than 9; or
− PSA less that 8 ng/mL.
• Medicare does not cover cryosurgery of the prostate gland performed as salvage therapy
after failure of other therapies as the primary treatment.
• When one provider has furnished the cryosurgical ablation and another the ultrasonic
guidance, the provider of the ultrasonic guidance must seek compensation from the provider
of the cryosurgical ablation. Medicare does not pay separately for the ultrasonic guidance
associated with this procedure. This procedure is not eligible for payment as Co-surgery.
• Claim for CPT code 55873 for which there is already a record of a paid claim for 55873 for
the same beneficiary for the same date of service will result in a denial of the service.
• Claims for CPT code 55873, which indicates that the beneficiary was female, will result in a
denial of the service.
• The Carrier may conduct reviews of these services as deemed necessary to ensure
coverage requirements are met.
Covered ICD-9 Code:
185
Malignant neoplasm of prostate
(The above Medicare information is current as of the review date for this policy. However, the
coverage issues and policies maintained by the Centers for Medicare & Medicare Services [CMS,
formerly HCFA] are updated and/or revised periodically. Therefore, the most current CMS
information may not be contained in this document. For the most current information, the reader
should contact an official Medicare source.)
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___________________________________________________________________________
References
•
•
•

Blue Cross Blue Shield Association Medical Policy # 7.01.79, “Cryoablation of Clinically
Localized Prostate Cancer,” effective date 8/15/01.
Winifred S. Hayes, Inc. Hayes Technology Assessment #CRYO1402.13, “Cryoablation
for Prostate Cancer,” effective date October 20, 1999.
WPS (Wisconsin Physicians’ Services), Medicare Part B, Local Medical Review Policy
(LMRP) National Coverage Decision, Subject: “Cryosurgery of the Prostate” Effective date:
July 1, 2001.
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Joint BCBSM/BCN Medical Policy History
Date

Rationale

7/8/02

Joint policy established

11/18/03

Policy retired; see criteria below

Next Review: This policy is established and is no longer subject to periodic review.
Pre-Consolidation Medical Policy History
Original Policy Date

Comments

BCN

7/1/99

Revised: 6/28/01

BCBSM

8/17/99

Revised: 8/16/00
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BLUE C ARE NETWORK
POLICY : CRYOSURGICAL ABLATION OF THE PROSTATE
I.

Coverage Determination:
Cryosurgical ablation of the prostate is considered a treatment alternative to surgery or
irradiation for selected patients undergoing initial treatment for carcinoma of the prostate
gland and is a covered benefit for BCN members who meet the patient selection criteria.

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.

III.

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 except for Self-Referral Option
(SRO) members seeking Tier 2 coverage.
Services must be performed by a BCN-contracted provider, if available, except for
Self-Referral Option (SRO) members seeking Tier 2 coverage.
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.

Effective Date:
Policy retired: 11/18/03
Joint policy effective date: 7/08/02
Supersedes benefit information of: 6/28/01, 7/01/99
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