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Introduction 

There are several ways to treat prostate cancer, depending on how large the cancer is and 
whether it has spread. Some treatment choices are surgery, several different types of radiation, 
or watchful waiting. A new type of treatment has been proposed. This treatment, known as focal 
therapy, aims at destroying specific areas of cancer without taking out the prostate gland. There 
are different ways of trying to treat the tumor while it’s still inside the gland. These are laser, 
ultrasound, extreme cold, radiofrequency, and cell-killing drugs that are activated by a special 
type of light. All forms of focal therapy for prostate cancer are unproven (investigational). Larger 
and longer studies are needed to see if focal treatments are as good as or better than proven 
methods of treating prostate cancer. 

 

Note:  The Introduction section is for your general knowledge and is not to be taken as policy coverage criteria. The 
rest of the policy uses specific words and concepts familiar to medical professionals. It is intended for 
providers. A provider can be a person, such as a doctor, nurse, psychologist, or dentist. A provider also can 
be a place where medical care is given, like a hospital, clinic, or lab. This policy informs them about when a 
service may be covered. 
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Service Investigational 
Focal treatments for 
prostate cancer 

Use of any focal therapy modality to treat individuals with 
localized prostate cancer is investigational. 

 

Coding  

 

Code Description 
CPT 
0582T Transurethral ablation of malignant prostate tissue by high-energy water vapor 

thermotherapy, including intraoperative imaging and needle guidance  

0655T Transperineal focal laser ablation of malignant prostate tissue, including transrectal 
imaging guidance with MR-fused images or other enhanced ultrasound imaging  

0738T Treatment planning for magnetic field induction ablation of malignant prostate tissue, 
using data from previously performed magnetic resonance imaging (MRI) examination 
(new code effective 1/1/2023) 

0739T Ablation of malignant prostate tissue by magnetic field induction, including all 
intraprocedural, transperineal needle/catheter placement for nanoparticle installation 
and intraprocedural temperature monitoring, thermal dosimetry, bladder irrigation, 
and magnetic field nanoparticle activation (new code effective 1/1/2023) 

55880 Ablation of malignant prostate tissue, transrectal, with high intensity-focused 
ultrasound (HIFU), including ultrasound guidance  

55899 Unlisted procedure, male genital system 

Note:  CPT codes, descriptions and materials are copyrighted by the American Medical Association (AMA). HCPCS 
codes, descriptions and materials are copyrighted by Centers for Medicare Services (CMS). 

 

Related Information  

 

N/A 

 

Evidence Review  
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Description 

Prostate cancer is the second most common cancer diagnosis men receive in the United States, 
and the behavior of localized prostate cancer can prove difficult to predict on a case-by-case 
basis. Most men with prostate cancer undergo whole-gland treatments, which can often lead to 
substantial adverse events. To reduce tumor burden and minimize morbidity associated with 
radical treatments, investigators have developed a therapy known as focal treatment. Focal 
treatment seeks to ablate either an “index” lesion (defined as the largest cancerous lesion with 
the highest-grade tumor), or alternatively, to ablate nonindex lesions and other areas where 
cancer has been known to occur. This policy addresses several ablative methods used to remove 
cancerous lesions in localized prostate cancer (e.g., focal laser ablation, high-intensity focused 
ultrasound (HIFU), cryoablation, radiofrequency ablation (RFA), photodynamic therapy). All 
methods, except focal laser ablation, use ultrasound guidance to focus on the tumor (focal laser 
ablation uses magnetic resonance imaging to guide the probe). 

 

Background 

Prostate Cancer 

Prostate cancer is the second most common cancer diagnosed among men in the United States. 
According to the National Cancer Institute, nearly 268,490 new cases are estimated to be 
diagnosed in the United States in 2022, and associated with around 34,500 deaths.1 Prostate 
cancer is more likely to develop in older men and in non-Hispanic Black men. About 6 in 10 
cases are diagnosed in men who are ≥65 years of age, and it is rare in men <40 years of age. 
Autopsy studies in the pre prostate-specific antigen (PSA) screening era identified incidental 
cancerous foci in 30% of men 50 years of age, with incidence reaching 75% at age 80 years.2 
However, the National Cancer Institute Surveillance Epidemiology and End Results Program data 
have shown age-adjusted cancer-specific mortality rates for men with prostate cancer declined 
from 40 per 100,000 in 1992 to 19 per 100,000 in 2018. This decline has been attributed to a 
combination of earlier detection via PSA screening and improved therapies. 

 

Diagnosis 

From a clinical standpoint, different types of localized prostate cancers may appear similar 
during initial diagnosis.3 However, prostate cancer often exhibits varying degrees of risk of 
progression that may not be captured by accepted clinical risk categories (e.g., D’Amico criteria) 
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or prognostic tools based on clinical findings (e.g., PSA titers, Gleason grade, or tumor stage).4-8 
In studies of conservative management, the risk of localized disease progression based on 
prostate cancer‒specific survival rates at 10 years may range from 15%9,10 to 20%11 to perhaps 
27% at 20-year follow-up.12 Among elderly men (≥70 years) with this type of low-risk disease, 
comorbidities typically supervene as a cause of death; these men will die from the comorbidities 
of prostate cancer present rather than from the cancer itself. Other very similar-appearing low-
risk tumors may progress unexpectedly and rapidly, quickly disseminating and becoming 
incurable. 

 

Treatments 

The divergent behavior of localized prostate cancers creates uncertainty whether to treat 
immediately.13,14 A individual may choose definitive treatment upfront.15 Surgery (radical 
prostatectomy) or external beam radiotherapy are frequently used to treat individuals with 
localized prostate cancer.14,16 Complications most commonly reported with radical 
prostatectomy or external-beam radiotherapy and with the greatest variability are incontinence 
(0%-73%) and other genitourinary toxicities (irritative and obstructive symptoms); hematuria 
(typically ≤5%); gastrointestinal and bowel toxicity, including nausea and loose stools (25%-
50%); proctopathy, including rectal pain and bleeding (10%-39%); and erectile dysfunction, 
including impotence (50%-90%).16 

American Urological Association guidelines state that for individuals with low-risk prostate 
cancer, clinicians should recommend active surveillance.17 With this approach, individuals forgo 
immediate therapy but continue regular monitoring until signs or symptoms of disease 
progression are evident — at which point curative treatment is instituted.18,19 

 

Focal Treatment of Localized Prostate Cancer 

Given significant uncertainty in predicting the behavior of individual localized prostate cancers, 
and the substantial adverse effects associated with definitive treatments, investigators have 
sought a therapeutic middle ground. The latter seeks to minimize the morbidity associated with 
radical treatment in those who may not actually require surgery while reducing tumor burden to 
an extent that reduces the chances for rapid progression to incurability. This approach is termed 
focal treatment, in that it seeks to remove — using any of several ablative methods described 
next — cancerous lesions at high risk of progression, leaving behind uninvolved glandular 
parenchyma. The overall goal of any focal treatment is to minimize the risk of early tumor 
progression and preserve erectile, urinary and rectal functions by reducing damage to the 
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neurovascular bundles, external sphincter, bladder neck, and rectum.20-24 Although focal 
treatments are offered as an alternative middle approach to manage localized prostate cancer, 
several key issues must be considered in choosing it. These include patient selection, lesion 
selection, therapy monitoring, and modalities used to ablate lesions. 

 

Patient Selection 

A proportion of men with localized prostate cancer have been reported to have (or develop) 
serious misgivings and psychosocial problems in accepting active surveillance, sometimes 
leading to inappropriately discontinuing it.25 Thus, the appropriate patient selection is 
imperative for physicians who must decide whether to recommend active surveillance or focal 
treatment for individuals who refuse radical therapy or for whom it is not recommended due to 
the risk/benefit balance.26 

 

Lesion Selection 

Proper lesion selection is a second key consideration in choosing focal treatment for localized 
prostate cancer. Although prostate cancer is a multifocal disease, clinical evidence has shown 
that between 10% and 40% of men who undergo radical prostatectomy for a presumed 
multifocal disease actually have a unilaterally confined discrete lesion, which, when removed, 
would “cure” the individual.27,28,29 This view presumably has driven the use of regionally targeted 
focal treatment variants, such as hemiablation of half the gland containing the tumor, or 
subtotal prostate ablation via the “hockey stick” method.30 While these approaches can be 
curative, the more extensive the treatment, the more likely the functional adverse outcomes 
would approach those of radical treatments. 

The concept that clinically indolent lesions comprise most of the tumor burden in organ-
confined prostate cancer led to the development of a lesion-targeted strategy, which is referred 
to as “focal therapy” in this policy.31 This involves treating only the largest and highest grade 
cancerous focus (referred to as the “index lesion”), which has been shown in pathologic studies 
to determine clinical progression of disease.32,33 This concept is supported by molecular genetics 
evidence that suggests a single index tumor focus is usually responsible for disease progression 
and metastasis.34,35 The index lesion approach leaves in place small foci less than 0.5 cm3 in 
volume, with a Gleason score less than 7, that are considered unlikely to progress over a 10- to 
20-year period.36,37,38 This also leaves available subsequent definitive therapies as needed should 
disease progress. 
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Identification of prostate cancer lesions (disease localization) particularly the index lesion, is 
critical to the oncologic success of focal therapy; equally important to success is the ability to 
guide focal ablation energy to the tumor and assess treatment effectiveness. At present, no 
single modality reliably meets the requirements for all three activities (disease localization, focal 
ablation energy to the tumor, assessment of treatment effectiveness).26,31 Systematic transrectal 
ultrasound‒guided biopsy alone has been investigated; however, it has been considered 
insufficient for patient selection or disease localization for focal therapy.38-43  

Multiparametric magnetic resonance imaging (mpMRI), typically including T1-, T2-, diffusion-
weighted imaging, and dynamic contrast-enhanced imaging, has been recognized as a 
promising modality to risk-stratify prostate cancer and select individuals and lesions for focal 
therapy.25,31,39 Evidence has shown mpMRI can detect high-grade, large prostate cancer foci with 
performance similar to transperineal prostate mapping using a brachytherapy template.44 For 
example, for the primary end point definition (lesion, ≥4 mm; Gleason score, ≥3+4), with 
transperineal prostate mapping as the reference standard, sensitivity, negative predictive value, 
and negative likelihood ratios with mpMRI were 58% to 73%, 84% to 89%, and 0.3 to 0.5, 
respectively. Specificity, positive predictive value, and positive likelihood ratios were 71% to 84%, 
49% to 63%, and 2.0 to 3.44, respectively. The negative predictive value of mpMRI appears 
sufficient to rule out clinically significant prostate cancer and may have clinical use in this 
setting. However, although mpMRI technology has the capability to detect and risk-stratify 
prostate cancer, several issues constrain its widespread use for these purposes (e.g., mpMRI 
requires highly specialized MRI-compatible equipment, biopsy within the MRI scanner is 
challenging, interpretation of prostate MRI images requires experienced uroradiologists), and it 
is still necessary to histologically confirm suspicious lesions using transperineal prostate 
mapping.44 

 

Therapy Monitoring 

Controversy exists about the proper end points for focal therapy of prostate cancer. The primary 
end point of focal ablation of clinically significant disease with negative biopsies at 12 months 
posttreatment is generally accepted according to a European consensus report.39 The clinical 
validity of an MRI to analyze the presence of residual or recurrent cancer compared with 
histologic findings is offered as a secondary end point. However, MRI findings alone are not 
considered sufficient in follow-up.39 Finally, although investigators have indicated PSA levels 
should be monitored, PSA levels are not considered valid end points because the utility of PSA 
kinetics in tissue preservation treatments has not been established.36 
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Modalities Used to Ablate Lesions 

Five ablative methods for which clinical evidence is available are considered in this policy: focal 
laser ablation; HIFU; cryoablation; RFA; and photodynamic therapy.20-47 Each method requires 
placement of a needle probe into a tumor volume followed by delivery of some type of energy 
that destroys the tissue in a controlled manner. All methods except focal laser ablation currently 
rely on ultrasound guidance to the tumor focus of interest; focal laser ablation uses MRI to 
guide the probe.  

 

Focal Laser Ablation 

Focal laser ablation refers to the destruction of tissue using a focused beam of electromagnetic 
radiation emitted from a laser fiber introduced transperineally or transrectally into the cancer 
focus. Tissue is destroyed through the thermal conversion of the focused electromagnetic 
energy into heat, causing coagulative necrosis. Other terms for focal laser ablation include 
photothermal therapy, laser interstitial therapy, and laser interstitial photocoagulation.48 

 

High-Intensity Focused Ultrasound 

HIFU focuses high-energy ultrasound waves on a single location, which increases the local tissue 
temperature to over 80°C. This causes a discrete locus of coagulative necrosis of approximately 
3x3x10 mm. The surgeon uses a transrectal probe to plan, perform, and monitor treatment in a 
real-time sequence to ablate the entire gland or small discrete lesions. 

 

Cryoablation 

Cryoablation induces cell death through direct cellular toxicity from disruption of the cell 
membrane caused by ice-ball crystals and vascular compromise from thrombosis and ischemia 
secondary to freezing below -30°C. Using a transperineal prostate mapping template, 
cryoablation is performed by transperineal insertion under transrectal ultrasound guidance of a 
varying number of cryoprobe needles into the tumor. 
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Radiofrequency Ablation 

RFA uses energy produced by a 50-watt generator at a frequency of 460 kHz. Energy is 
transmitted to the tumor focus through 15 needle electrodes inserted transperineally under 
ultrasound guidance. RFA produces an increase in tissue temperature causing coagulative 
necrosis. 

 

Photodynamic Therapy 

Photodynamic therapy uses an intravenous photosensitizing agent, which distributes through 
prostate tissue, followed by light delivered transperineally by inserted needles. The light induces 
a photochemical reaction that produces reactive oxygen species that are highly toxic and causes 
functional and structural tissue damage (i.e., cell death). A major concern with photodynamic 
therapy is that real-time monitoring of tissue effects is not possible, and the variable optical 
properties of prostate tissue complicate the assessment of necrosis and treatment progress. 

 

Summary of Evidence 

For individuals who have primary localized prostate cancer who receive focal therapy using laser 
ablation, HIFU, cryoablation, RFA, or photodynamic therapy, the evidence includes systematic 
reviews, studies from a registry cohort, and numerous observational studies. The relevant 
outcomes are overall survival (OS), disease-specific survival, symptoms, change in disease status, 
functional outcomes, quality of life (QOL), and treatment-related morbidity. The evidence is 
highly heterogeneous and inconsistently reports clinical outcomes. No prospective, comparative 
evidence was found for the majority of focal ablation techniques versus current standard 
treatment of localized prostate cancer, including radical prostatectomy, external-beam 
radiotherapy, or active surveillance. Methods have not been standardized to determine which 
and how many identified cancerous lesions should be treated for best outcomes. No evidence 
supports which, if any, of the focal techniques leads to better functional outcomes. Although 
high disease-specific survival rates have been reported, the short follow-up periods and small 
sample sizes preclude conclusions on the effect of any of these techniques on OS rates. The 
adverse event rates associated with focal therapies appear to be superior to those associated 
with radical treatments (e.g., radical prostatectomy, external-beam radiotherapy); however, the 
evidence is limited in its quality, reporting, and scope. The evidence is insufficient to determine 
that the technology results in an improvement in the net health outcome. 

 



Page | 9 of 17  ∞ 

Ongoing and Unpublished Clinical Trials 

Some currently ongoing trials that might influence this policy are listed in Table 1. 

 

Table 1. Summary of Key Trials 

NCT No. Trial Name Planned 
Enrollment 

Completion 
Date 

Ongoing 
NCT04049747 Imperial Prostate 4: Comparative Health Research 

Outcomes of NOvel Surgery in Prostate Cancer 
2450 May 2027 

NCT03531099 Phase 3, Multicenter, Randomized Study, Evaluating the 
Efficacy and Tolerability of Focused HIFU Therapy 
Compared to Active Surveillance in Patients With 
Significant Low Risk Prostate Cancer 

146 Oct 2025 

NCT04045756 Short-term Efficacy of Transperineal Laser Ablation (TPLA) 
with Image Fusion and Multi-parametric (mpMRI) Follow-
up in Focal Low-intermediate Risk Prostate Cancer: 
Interventional Pilot Study 

50 Aug 2024 

NCT04549688 Active Surveillance Plus (AS+): Local Tumor Control with 
High-intensity Focused Ultrasound (HIFU) in Patients with 
Localized Prostate Cancer 

250 Sep 2030 

NCT03568188 Phase 2, Multicenter, Prospective Cohort Study, Estimating 
the Efficacy of Focused HIFU Therapy in Patients with 
Localized Intermediate Risk Prostate Cancer 

170 Sep 2025 

NCT05454488 An Evidence-Based Focal Cryotherapy Protocol for Focal 
Ablation of Intermediate Risk Prostate Cancer 

30 Jan 2024 

NCT03668652 A Randomized Control Trial of Focal Prostate Ablation 
Versus Radical Prostatectomy 

200 Sep 2024 

NCT: national clinical trial 
aDenotes industry-sponsored or cosponsored trial 

 

Practice Guidelines and Position Statements 

Guidelines or position statements will be considered for inclusion if they were issued by, or 
jointly by, a U.S. professional society, an international society with U.S. representation, or 
National Institute for Health and Care Excellence (NICE). Priority will be given to guidelines that 

https://www.clinicaltrials.gov/ct2/show/NCT04049747?term=NCT04049747&draw=2&rank=1
https://clinicaltrials.gov/ct2/show/NCT03531099?term=NCT03531099&draw=2&rank=1
https://clinicaltrials.gov/ct2/show/NCT04045756?term=NCT04045756&draw=2&rank=1
https://clinicaltrials.gov/ct2/show/NCT04549688?term=NCT04549688&draw=2&rank=1
https://clinicaltrials.gov/ct2/show/NCT03568188?term=NCT03568188&draw=2&rank=1
https://clinicaltrials.gov/ct2/show/NCT05454488?term=NCT05454488&draw=2&rank=1
https://clinicaltrials.gov/ct2/show/NCT03668652?term=NCT03668652&draw=2&rank=1
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are informed by a systematic review, include strength of evidence ratings, and include a 
description of management of conflict of interest. 

 

National Comprehensive Cancer Network 

The National Comprehensive Cancer Network (NCCN) guidelines for prostate cancer (v.4.2022) 
recommend only cryosurgery or HIFU as local therapy options for radiotherapy recurrence in the 
absence of metastatic disease. Cryotherapy or other local therapies are not recommended as 
routine primary therapy for localized prostate cancer due to lack of long-term data comparing 
these treatments to radiation or radical prostatectomy.64 

 

National Institute for Health and Care Excellence 

The National Institute for Health and Care Excellence (2019; updated in 2021) issued guidance 
on the use cryoablation for localized prostate cancer.46 Cryoablation and high-intensity 
ultrasound are not recommended for the treatment of localized prostate cancer because there 
was a lack of evidence on quality-of-life benefits and long-term survival.  

 

American Urological Association et al 

The American Urological Association, along with the American Society for Radiation Oncology 
(ASTRO) with additional representation from the American Society of Clinical Oncology (ASCO), 
and Society for Urologic Oncology (SUO) published updated guidelines on the management of 
clinically localized prostate cancer in 2022.17 The guidelines include the following 
recommendation on focal treatments:  

Clinicians should inform patients with intermediate-risk prostate cancer considering whole 
gland or focal ablation that there are a lack of high-quality data comparing ablation 
outcomes to radiation therapy, surgery, and active surveillance. (Expert Opinion) 

Clinicians should not recommend whole gland or focal ablation for patients with high-risk 
prostate cancer outside of a clinical trial. (Expert Opinion) 
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National Cancer Institute 

The National Cancer Institute (NCI; 2021) updated its information on prostate cancer 
treatments.65 The NCI indicated that cryoablation, photodynamic therapy, and HIFU were new 
treatment options currently being studied in national trials. The NCI offers no recommendation 
for or against these treatments. 

 

U.S. Preventive Services Task Force Recommendations 

The U.S. Preventive Services Task Force published recommendations for prostate cancer 
screening.66 However, there are no recommendations for focal treatment of prostate cancer. 

 

Medicare National Coverage 

There is no national coverage determination. 

 

Regulatory Status 

Focal Laser Ablation 

In 2010, the Visualase® Thermal Therapy System (Medtronic) and, in 2015, the TRANBERG® 
CLS|Laser fiber (Clinical Laserthermia Systems) were cleared for marketing by the U.S. Food and 
Drug Administration (FDA) through the 510(k) process to necrotize or coagulate soft tissue 
through interstitial irradiation or thermal therapy under MRI guidance for multiple indications 
including urology, at wavelengths 800 to 1064 nm. In 2021, the FDA granted a breakthrough 
device designation to a novel artificial intelligence (AI)-enabled focal therapy system for the 
treatment of localized prostate cancer. The Avenda® Health Focal Therapy System combines an 
AI-based margin prediction software algorithm with focal laser ablation to deliver treatment 
directly to the prostate tumor. FDA product code: LLZ, GEX, FRN. 

 

High-Intensity Focused Ultrasound 

In October 2015, the Sonablate® 450 (SonaCare Medical) was cleared for marketing through the 
510(k) process after approval of a de novo request and classification as class II under the generic 
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name “high intensity ultrasound system for prostate tissue ablation”. This device was the first of 
its kind to be approved in the United States. In November 2015, Ablatherm®-HIFU (EDAP TMS) 
was cleared for marketing by the FDA through the 510(k) process. In June 2018, EDAP received 
510(k) clearance for its Focal-One® HIFU device designed for prostate tissue ablation 
procedures. This device fuses magnetic resonance and 3D biopsy data with real-time ultrasound 
imaging, allowing urologists to view detailed images of the prostate on a large monitor and 
direct high-intensity ultrasound waves to ablate the targeted area. 

 

Cryoablation 

Some cryotherapy devices cleared for marketing by the FDA through the 510(k) process for 
cryoablation of the prostate include: Visual-ICE® (Galil Medical), Ice Rod CX, CryoCare® (Galil 
Medical), IceSphere (Galil Medical), and Cryocare® Systems (Endocare®; HealthTronics). FDA 
product code: GEH. 

 

Radiofrequency Ablation 

RFA devices have been cleared for marketing by the FDA through the 510(k) process for general 
use for soft tissue cutting and coagulation and ablation by thermal coagulation. Under this 
general indication, RFA may be used to ablate tumors. FDA product code: GEI. 

 

Photodynamic Therapy 

The FDA has granted approval to several photosensitizing drugs and light applicators. Porfimer 
sodium (Photofrin®; Axcan Pharma) and psoralen are photosensitizer ultraviolet lamps used to 
treat cancer; they were cleared for marketing by the FDA through the 510(k) process. FDA 
product code: FTC. 

In 2020, an FDA advisory committee voted against recommending approval of padeliporfin di-
potassium (Tookad®; Steba Biotech), a minimally invasive photodynamic therapy for localized 
prostate cancer, citing concerns that men with very low-risk disease would potentially choose 
this therapy instead of active surveillance, despite the unproven long-term benefits and harms 
of treatment. 
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History  

 

Date Comments 
07/14/15 New Policy. Policy created with literature review through March 3, 2015. Use of any 

focal therapy modality is considered investigational for treatment of localized prostate 
cancer. 

11/10/15 Annual Review. Policy updated with literature review through July 28, 2015; reference 
55 added. Policy statement unchanged. 

11/01/16 Annual Review, approved October 11, 2016. Policy updated with literature review 
through July 26, 2016; references 55-57 and 59-63 were added. Policy statement 
unchanged. 

08/01/17 Interim review, approved July 11, 2017. Policy moved into new format. No changes to 
policy statement. 

11/01/17 Annual Review, approved October 19, 2017. Policy updated with literature review 
through July 20, 2017; reference 16 added. Policy statement unchanged. 

12/01/18 Annual Review, approved November 6, 2018. Policy updated with literature review 
through July 2018; reference 57 added; reference 61 updated; several references 
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Date Comments 
removed. Policy statement unchanged. Removed CPT code 53899, added CPT code 
53854 (new code effective 1/1/19). 

05/10/19 Minor edit, added note to clarify that this policy does not address Rezum System for 
Benign Prostatic Hyperplasia (BPH).  

09/01/19 Minor edit, added 2.01.49 to Related Policies. 

12/01/19 Annual Review, approved November 6, 2019. Policy updated with literature review 
through July 2019; reference on NCCN updated. Policy statement unchanged. 

01/01/20 Coding update, added CPT code 0582T (new code effective 1/1/20). 

08/01/20  Coding update. Removed CPT code 0582T. 

12/01/20 Annual Review, approved November 3, 2020. Policy updated with literature review 
through August 2020; no references added. Policy statement unchanged. Removed 
CPT code 53854 and added CPT code 0582T. Added new CPT code 55880 effective 
1/1/2021. 

07/01/21 Coding update, Added CPT code 0655T. 

12/01/21 Annual Review, approved November 2, 2021. Policy updated with literature review 
through July 28, 2021; references added. Policy statement unchanged. 

12/01/22 Annual Review, approved November 7, 2022. Policy updated with literature review 
through August 2, 2022; references added. Minor editorial refinements to policy 
statements; intent unchanged. Changed the wording from "patient" to "individual" 
throughout the policy for standardization. 

01/01/23 Coding update. Added new CPT codes 0738T and 0739T. 

 

Disclaimer: This medical policy is a guide in evaluating the medical necessity of a particular service or treatment. The 
Company adopts policies after careful review of published peer-reviewed scientific literature, national guidelines and 
local standards of practice. Since medical technology is constantly changing, the Company reserves the right to review 
and update policies as appropriate. Member contracts differ in their benefits. Always consult the member benefit 
booklet or contact a member service representative to determine coverage for a specific medical service or supply. 
CPT codes, descriptions and materials are copyrighted by the American Medical Association (AMA). ©2023 Premera 
All Rights Reserved. 

Scope: Medical policies are systematically developed guidelines that serve as a resource for Company staff when 
determining coverage for specific medical procedures, drugs or devices. Coverage for medical services is subject to 
the limits and conditions of the member benefit plan. Members and their providers should consult the member 
benefit booklet or contact a customer service representative to determine whether there are any benefit limitations 
applicable to this service or supply. This medical policy does not apply to Medicare Advantage. 
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Discrimination is Against the Law 

Premera Blue Cross (Premera) complies with applicable Federal and Washington state civil rights laws and does not discriminate on the basis of race, 
color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera does not exclude people or treat them differently because of race, 
color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera provides free aids and services to people with disabilities to 
communicate effectively with us, such as qualified sign language interpreters and written information in other formats (large print, audio, accessible 
electronic formats, other formats). Premera provides free language services to people whose primary language is not English, such as qualified interpreters 
and information written in other languages. If you need these services, contact the Civil Rights Coordinator. If you believe that Premera has failed to 
provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation, 
you can file a grievance with: Civil Rights Coordinator ─ Complaints and Appeals, PO Box 91102, Seattle, WA 98111, Toll free: 855-332-4535, Fax: 425-918-5592, 
TTY: 711, Email AppealsDepartmentInquiries@Premera.com. You can file a grievance in person or by mail, fax, or email. If you need help filing a 
grievance, the Civil Rights 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 Ave 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.  

Washington residents: You can also file a civil rights complaint with the Washington State Office of the Insurance Commissioner, electronically through 
the Office of the Insurance Commissioner Complaint Portal available at https://www.insurance.wa.gov/file-complaint-or-check-your-complaint-status, or by 
phone at 800-562-6900, 360-586-0241 (TDD). Complaint forms are available at https://fortress.wa.gov/oic/onlineservices/cc/pub/complaintinformation.aspx.  

Alaska residents: Contact the Alaska Division of Insurance via email at insurance@alaska.gov, or by phone at 907-269-7900 or 1-800-INSURAK (in-state, 
outside Anchorage). 

Language Assistance 

ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 800-722-1471 (TTY: 711). 

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 800-722-1471 (TTY: 711). 

注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 800-722-1471 (TTY：711）。 

CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho bạn.  Gọi số 800-722-1471 (TTY: 711). 

주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 800-722-1471 (TTY: 711) 번으로 전화해 주십시오. 

ВНИМАНИЕ: Если вы говорите на русском языке, то вам доступны бесплатные услуги перевода. Звоните 800-722-1471 (телетайп: 711). 

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 800-722-1471 (TTY: 711). 

MO LOU SILAFIA: Afai e te tautala  Gagana fa'a Sāmoa, o loo iai auaunaga  fesoasoan, e fai fua e leai se totogi, mo oe, Telefoni mai: 800-722-1471 (TTY: 711). 

ໂປດຊາບ: ຖ້າວ່າ ທ່ານເວ ້ າພາສາ ລາວ, ການບໍລິການຊ່ວຍເຫ ຼື ອດ້ານພາສາ, ໂດຍບ່ໍເສັຽຄ່າ, ແມ່ນມີພ້ອມໃຫ້ທ່ານ. ໂທຣ 800-722-1471 (TTY: 711). 

注意事項：日本語を話される場合、無料の言語支援をご利用いただけます。800-722-1471 （TTY:711）まで、お電話にてご連絡ください。 

PAKDAAR: Nu saritaem ti Ilocano, ti serbisyo para ti baddang ti lengguahe nga awanan bayadna, ket sidadaan para kenyam.  Awagan ti 800-722-1471 (TTY: 711). 

УВАГА! Якщо ви розмовляєте українською мовою, ви можете звернутися до безкоштовної служби мовної підтримки.  Телефонуйте за 

номером 800-722-1471 (телетайп:  711). 

ប្រយ័ត្ន៖  បរើសិនជាអ្នកនិយាយ ភាសាខ្មែរ, បសវាជំនួយខ្ននកភាសា បោយមិនគិត្ឈ្ន លួ គឺអាចមានសំរារ់រំបរ ើអ្នក។  ចូរ ទូរស័ព្ទ   800-722-1471 (TTY: 711)។ 

ማስታወሻ:  የሚናገሩት ቋንቋ ኣማርኛ ከሆነ የትርጉም እርዳታ ድርጅቶች፣ በነጻ ሊያግዝዎት ተዘጋጀተዋል፡ ወደ ሚከተለው ቁጥር ይደውሉ 800-722-1471 (መስማት ለተሳናቸው: 711). 

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 800-722-1471 (TTY: 711). 

 (. 711)رقم هاتف الصم والبكم:    800-722-1471:  إذا كنت تتحدث اذكر اللغة، فإن خدمات المساعدة اللغوية تتوافر لك بالمجان.  اتصل برقم  ملحوظة

ਧਿਆਨ ਧਿਓ: ਜੇ ਤੁਸੀਂ ਪੰਜਾਬੀ ਬੋਲਿੇ ਹ,ੋ ਤਾਂ ਭਾਸ਼ਾ ਧ ਿੱ ਚ ਸਹਾਇਤਾ ਸੇ ਾ ਤੁਹਾਡੇ ਲਈ ਮੁਫਤ ਉਪਲਬਿ ਹ।ੈ 800-722-1471 (TTY: 711) 'ਤ ੇਕਾਲ ਕਰੋ। 
เรียน: ถา้คุณพูดภาษาไทยคุณสามารถใชบ้ริการช่วยเหลือทางภาษาไดฟ้รี  โทร 800-722-1471 (TTY: 711). 

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfügung. Rufnummer: 800-722-1471 (TTY: 711). 

UWAGA: Jeżeli mówisz po polsku, możesz skorzystać z bezpłatnej pomocy językowej. Zadzwoń pod numer 800-722-1471 (TTY: 711). 

ATANSYON: Si w pale Kreyòl Ayisyen, gen sèvis èd pou lang ki disponib gratis pou ou.  Rele 800-722-1471 (TTY: 711). 

ATTENTION : Si vous parlez français, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 800-722-1471 (ATS : 711). 

ATENÇÃO: Se fala português, encontram-se disponíveis serviços linguísticos, grátis.  Ligue para 800-722-1471 (TTY: 711). 

ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero  800-722-1471 (TTY: 711).  

 تماس بگیريد.   1471-722-800 (TTY: 711): اگر به زبان فارسی گفتگو می کنید، تسهیالت زبانی بصورت رايگان برای شما فراهم می باشد. با  توجه 
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