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Blue Cross of Northeastern Pennsylvania (“BCNEPA”) Medical Policy
Medical policy is not an authorization, certification, explanation of benefits or a contract. Benefits and
eligibility are determined before medical policy and claims payment policy are applied. Policies are
provided for informational purposes only and are developed to assist in administering plan benefits and
do not constitute medical advice. Treating providers are solely responsible for medical advice and
treatment. Policies are based on research of current medical literature and review of common medical
practices in the treatment and diagnosis of disease. Medical practices and information are constantly
changing and BCNEPA may review and revise its medical policies periodically. Also, due to the rapid
pace of changing technology and the advent of new medical procedures, BCNEPA may not have a policy
to address every procedure. In those cases, BCNEPA may review other sources of information including,
but not limited to, current medical literature and other medical resources, such as Technology Evaluation
Center Assessments (TEC) published by the Blue Cross Blue Shield Association. BCNEPA may also
consult with health care providers possessing particular expertise in the services at issue.

I DESCRIPTION:

Endometrial ablation is the ablation or destruction of the endometrium. It is used to treat
menorrhagia in women who failed hormone therapy or dilation and curettage. The procedure
uses either a hysterscope or resectoscope to view the endometrium during treatment. Multiple
energy sources have been used: (1) the neodymium-yttrium aluminum garnet (Nd-YAG) laser;
(2) a resecting loop using electric current; (3) electric roller ball; and (4) thermal ablation devices,
including high-frequency radio frequency (RF) probes, cryoprobes, liquid filled balloons, multi-
electrode balloons, and microwave energy.

I BENEFIT POLICY STATEMENT:

BCNEPA makes decisions on coverage based on Policy Bulletins, benefit plan documents, and
the member’s medical history and condition. Benefits may vary based on product line, group or
contract, therefore, Member benefits must be verified. In the event of a conflict between the
Member’s benefit plan document and topics addressed in Medical Policy Bulletins (i.e., specific
contract exclusions), the Member’s benefit plan document always supersedes the information in
the Medical Policy Bulletins. BCNEPA determines medical necessity only if the benefit exists and
no contract exclusions are applicable.

Benefits are determined by the terms of the Member's specific benefit plan document [i.e., the
Fully Insured policy, the Administrative Services Only (ASO) agreement applicable to the Self-
Funded Plan Participant, or the Individual Policy] that is in effect at the time services are
rendered.

. MEDICAL POLICY STATEMENT:

Coverage is subject to the terms, conditions, and limitations of the member’s contract.
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A. BCNEPA will provide coverage for intrauterine ablation or resection of the endometrium
when medically necessary.

1. Intrauterine ablation or resection of the endometrium may be considered
medically necessary after other pathologic etiologies for menorrhagia have been
ruled out, for the following indications, such as, but not limited to:

a) For women with menorrhagia that is unresponsive to medical
management, hormonal therapy and/or dilation and curettage; and

b) When the menorrhagia is of a degree of severity and persistence that the
failure of prior treatment will be such that the Member would otherwise
be a candidate for hysterectomy.

B. BCNEPA will provide coverage of endometrial ablation using an FDA approved device,
such as, but not limited to laser therapy, resecting loop roller ball using electric current, or
thermal ablation using a liquid-filled balloon, microwave, electrode array or a cryosurgical
device.

C. BCNEPA will not provide coverage for intrauterine ablation or resection of the
endometrium for all other indications as this is considered investigational.

D. Contraindications for intrauterine ablation or resection of the endometrium include, but
are not limited to:

1. Unexplained vaginal uterine bleeding;

2. Members who would like to maintain fertility;

3. Past history of endometrial cancer or pre-cancerous histology;

4, Active genital or urinary tract infection;

5. Intrauterine Device (IUD) in place;

6. Presence of an enlarged uterus (e.g., greater than 10 cm in length or comparable

to 14 weeks gestation or more);

7. Uterine prolapse of marked degree;

8. Women who are less than 35 years of age without Medical Director approval;
and

9. Patient with any anatomic or pathologic condition in which weakness of the

myometrium could exist, such as history of previous classical cesarean sections
or transmural myomectomy.

V. DEFINITIONS:

N/A

-PLEASE SEE CODING ON NEXT PAGE-
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PROPRIETARY - DO NOT PRINT - DO NOT MAIL

CPT only copyright 2013 American Medical Association. All rights reserved.
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The five character codes included in the Blue Cross of Northeastern Pennsylvania's Medical Policy
are obtained from Current Procedural Terminology (CPT*), copyright 2013 by the American Medical
Association (AMA). CPT is developed by the AMA as a listing of descriptive terms and five character
identifying codes and modifiers for reporting medical services and procedures.

The responsibility for the content of Blue Cross of Northeastern Pennsylvania's Medical Policy is with
BCNEPA and no endorsement by the AMA is intended or should be implied. The AMA disclaims
responsibility for any consequences or liability attributed or related to any use, nonuse or interpretation of
information contained in Blue Cross of Northeastern Pennsylvania's Medical Policy. Fee schedules,
relative value units, conversion factors and/or related components are not assigned by the AMA, are not
part of CPT, and the AMA is not recommending their use. The AMA does not directly or indirectly
practice medicine or dispense medical services. The AMA assumes no liability for data contained or not
contained herein. Any use of CPT outside of Blue Cross of Northeastern Pennsylvania should refer to
the most current Current Procedural Terminology which contains the complete and most current listing of
CPT codes and descriptive terms. Applicable FARS/DFARS apply.

CPT is a registered trademark of the American Medical Association
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BCNEPA CODING

Covered procedure codes are dependent upon meeting criteria of the policy and appropriate diagnosis
code.
Benefits are determined by the Member's fully insured policy or the administrative services only
agreement applicable to the Self-Funded plan Participant that is in effect at the time services are
rendered.

PROCEDURE CODES

58353 58356 58563
ICD-9 DIAGNOSIS CODES
626.2 627.0
ICD-9 PROCEDURE CODES
68.23
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ICD-10 DIAGNOSIS CODES
INFORMATIONAL ONLY

N92.0 N92.4

ICD-10 PROCEDURE CODES
INFORMATIONAL ONLY

0U5B0ZZ 0U5B3zZ 0usB4z7 0UsB7ZZ 0uUsB8zZ
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