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EmblemHealth will not be able to properly review the request for prior authorization. The clinical review criteria expressed below reflects how
EmblemHealth determines whether certain services or supplies are medically necessary. 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
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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
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Definitions

Cryoablation

Also known as cryosurgery or cryotherapy, cryoablation is a technique of ablating cells using
liquid nitrogen or argon gas that is circulated through a hollow probe placed in direct contact
with the tumor. An ice crystal formation around the probe tip freezes nearby cells, which
destroys them. The ablated tissue is then absorbed by the body.

Radiofrequency
ablation (RFA)

A technique of heating cells using a small needle electrode placed directly into a tumor. High
frequency radio waves heat the tumor and cause local necrosis. The dead cells become scar
tissue and eventually shrink.

Guideline
Members with small undefined renal lesions (≤ 4 cm in diameter) that are suspected to be malignant, or
with malignant potential, are eligible for coverage of either cryoablation or RFA by any modality (eg
laparoscopically or percutaneously) when either of the following criteria is met:
1. Medically or surgically inoperable tumor(s).
2. Poor candidacy for standard treatments (i.e., nephrectomy).
Limitations/Exclusions
Neither cryoablation nor RFA is considered medically necessary for members able to undergo surgical
resection.
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Applicable Procedure Codes
50250

Ablation, open, one or more renal mass lesion(s), cryosurgical, including intraoperative ultrasound guidance
and monitoring, if performed

50542

Laparoscopy, surgical; ablation of renal mass lesion(s), including intraoperative ultrasound guidance and
monitoring when performed

50592

Ablation, one or more renal tumor(s), percutaneous, unilateral, radiofrequency

50593

Ablation, renal tumor(s), unilateral, percutaneous, cryotherapy

Applicable ICD-10 Diagnosis Codes
C64.1

Malignant neoplasm of right kidney, except renal pelvis

C64.2

Malignant neoplasm of left kidney, except renal pelvis

C64.9

Malignant neoplasm of unspecified kidney, except renal pelvis

C65.1

Malignant neoplasm of right renal pelvis

C65.2

Malignant neoplasm of left renal pelvis

C65.9

Malignant neoplasm of unspecified renal pelvis

D41.00

Neoplasm of uncertain behavior of unspecified kidney

D41.01

Neoplasm of uncertain behavior of right kidney

D41.02

Neoplasm of uncertain behavior of left kidney

D41.10

Neoplasm of uncertain behavior of unspecified renal pelvis

D41.11

Neoplasm of uncertain behavior of right renal pelvis

D41.12

Neoplasm of uncertain behavior of left renal pelvis
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