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Medical Guideline Disclaimer

The treating physician or primary care provider must submit to EmblemHealth the clinical evidence that the member meets the criteria for
the treatment or surgical procedure. Without this documentation and information, EmblemHealth will not be able to properly review the
request preauthorization or post-payment review. The clinical review criteria expressed below reflects how EmblemHealth determines
whether certain services or supplies are medically necessary. This clinical policy is not intended to pre-empt the judgment of the reviewing
medical director or dictate to health care providers how to practice medicine. Health care providers are expected to exercise their medical
judgment in rendering appropriate care. Health care providers are expected to exercise their medical judgment in rendering appropriate care.

EmblemHealth established the clinical review criteria based upon a review of currently available clinical information (including clinical
outcome studies in the peer reviewed published medical literature, regulatory status of the technology, evidence-based guidelines of public
health and health research agencies, evidence-based guidelines and positions of leading national health professional organizations, views of
physicians practicing in relevant clinical areas, and other relevant factors). EmblemHealth expressly reserves the right to revise these
conclusions as clinical information changes and welcomes further relevant information. Each benefit program defines which services are
covered. The conclusion that a particular service or supply is medically necessary does not constitute a representation or warranty that this
service or supply is covered and/or paid for by EmblemHealth, as some programs exclude coverage for services or supplies that EmblemHealth
considers medically necessary.

If there is a discrepancy between this guideline and a member's benefits program, the benefits program will govern. Identification of selected
brand names of devices, tests and procedures in a medical coverage policy is for reference only and is not an endorsement of any one device,
test or procedure over another. In addition, coverage may be mandated by applicable legal requirements of a state, the Federal Government
or the Centers for Medicare & Medicaid Services (CMS) for Medicare and Medicaid members. All coding and web site links are accurate at
time of publication.

EmblemHealth may also use tools developed by third parties, such as the MCG™ Care Guidelines, to assist us in administering health benefits.
The MCG™ Care Guidelines are intended to be used in connection with the independent professional medical judgment of a qualified health
care provider and do not constitute the practice of medicine or medical advice. EmblemHealth Services Company, LLC, has adopted this policy
in providing management, administrative and other services to EmblemHealth Plan, Inc., EmblemHealth Insurance Company, EmblemHealth
Services Company, LLC, and Health Insurance Plan of Greater New York (HIP) related to health benefit plans offered by these entities. All of
the aforementioned entities are affiliated companies under common control of EmblemHealth Inc.

Definition

Intraoperative Radiation Therapy (IORT) is a radiation treatment that is administered during surgery. It
allows delivery of radiation directly to the target area for cancers that are difficult to remove during
surgery or in situations in which there may be microscopic amounts of cancer remaining after removal.
IORT delivers higher doses of radiation than can be used in conventional radiation therapy because the
doctor can temporarily move nearby organs or shield them from radiation exposure.

IORT is often combined with conventional radiation therapy which is typically given prior to or during
surgery.

Guideline

Single Fraction Electron-beam IORT is considered medically necessary when the following criteria are
met:

> 50 years of age with invasive cancer
T Stage: TisorT1

Clinically node negative

Negative surgical margins

pwNPE

Limitations/Exclusions



The use of electronic brachytherapy for IORT (e.g., Intrabeam, Xoft and Papillon systems) is considered
experimental, investigational and/or unproven.

Applicable Procedure Codes

19294 Preparation of tumor cavity, with placement of a radiation therapy applicator for intraoperative radiation
therapy (IORT) concurrent with partial mastectomy (List separately in addition to code for primary
procedure)

77424 Intraoperative radiation treatment delivery, x-ray, single treatment session

77425 Intraoperative radiation treatment delivery, electrons, single treatment session

77469 Intraoperative radiation treatment management

Applicable Diagnosis Codes

C50.011 | Malignant neoplasm of nipple and areola, right female breast

C50.012  Malignant neoplasm of nipple and areola, left female breast

C50.019 | Malignant neoplasm of nipple and areola, unspecified female breast
C50.021 | Malignant neoplasm of nipple and areola, right male breast

C50.022 = Malignant neoplasm of nipple and areola, left male breast

C50.029 | Malignant neoplasm of nipple and areola, unspecified male breast
C50.111 = Malignant neoplasm of central portion of right female breast

C50.112 | Malignant neoplasm of central portion of left female breast

C50.119 | Malignant neoplasm of central portion of unspecified female breast
C50.121 = Malignant neoplasm of central portion of right male breast

C50.122 | Malignant neoplasm of central portion of left male breast

C50.129 = Malignant neoplasm of central portion of unspecified male breast
C50.211 | Malignant neoplasm of upper-inner quadrant of right female breast
C50.212 | Malignant neoplasm of upper-inner quadrant of right female breast
C50.219 = Malignant neoplasm of upper-inner quadrant of unspecified female breast
C50.221 = Malignant neoplasm of upper-inner quadrant of right male breast
C50.222 = Malignant neoplasm of upper-inner quadrant of left male breast
C50.229 | Malignant neoplasm of upper-inner quadrant of unspecified male breast
C50.311 | Malignant neoplasm of lower-inner quadrant of right female breast
C50.312 Malignant neoplasm of lower-inner quadrant of left female breast
C50.319 = Malignant neoplasm of lower-inner quadrant of unspecified female breast
C50.321 = Malignant neoplasm of lower-inner quadrant of right male breast
C50.322 = Malignant neoplasm of lower-inner quadrant of left male breast
C50.329 ' Malignant neoplasm of lower-inner quadrant of unspecified male breast
C50.411 = Malignant neoplasm of upper-outer quadrant of right female breast

C50.412 | Malignant neoplasm of upper-outer quadrant of left female breast



C50.419 = Malignant neoplasm of upper-outer quadrant of unspecified female breast
C50.421 = Malignant neoplasm of upper-outer quadrant of right male breast
C50.422 | Malignant neoplasm of upper-outer quadrant of left male breast
C50.429 = Malignant neoplasm of upper-outer quadrant of unspecified male breast
C50.511 | Malignant neoplasm of lower-outer quadrant of right female breast
C50.512 | Malignant neoplasm of lower-outer quadrant of left female breast
C50.519 = Malignant neoplasm of lower-outer quadrant of unspecified female breast
C50.521 | Malignant neoplasm of lower-outer quadrant of right male breast
C50.522 = Malignant neoplasm of lower-outer quadrant of left male breast
C50.529 | Malignant neoplasm of lower-outer quadrant of unspecified male breast
C50.611 = Malignant neoplasm of axillary tail of right female breast

C50.612 | Malignant neoplasm of axillary tail of left female breast

C50.619 | Malignant neoplasm of axillary tail of unspecified female breast

C50.621 = Malignant neoplasm of axillary tail of right male breast

C50.622 | Malignant neoplasm of axillary tail of left male breast

C50.629 = Malignant neoplasm of axillary tail of unspecified male breast

C50.811 = Malignant neoplasm of overlapping sites of right female breast

C50.812 | Malignant neoplasm of overlapping sites of left female breast

C50.819 = Malignant neoplasm of overlapping sites of unspecified female breast
C50.821 = Malignant neoplasm of overlapping sites of right male breast

C50.822 | Malignant neoplasm of overlapping sites of left male breast

C50.829 = Malignant neoplasm of overlapping sites of unspecified male breast
C50.911 | Malignant neoplasm of unspecified site of right female breast

C50.912  Malignant neoplasm of unspecified site of left female breast

C50.919 | Malignant neoplasm of unspecified site of unspecified female breast
C50.921 = Malignant neoplasm of unspecified site of right male breast

C50.922 = Malignant neoplasm of unspecified site of left male breast

C50.929 | Malignant neoplasm of unspecified site of unspecified male breast
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