
 

 

 
December 20, 2012 
 
 
Dr. Greg McKinney, MD, MBA 
Contractor Medical Director 
Cahaba Government Benefit Administrators 
P.O. Box 13384 
Birmingham, AL 35202-3384 
 
 
Re: LCD DL32973- Draft LCD for Radiology: Stereotactic Radiosurgery (SRS) and Stereotactic 
Body Radiation Therapy (SBRT) 
 
 
Dear Dr. McKinney: 
 
The American Society for Radiation Oncology* (ASTRO) would like to take this opportunity 
to provide comments on the Cahaba Government Benefit Administrators (Cahaba GBA) draft 
LCD for SRS and SBRT.  ASTRO believes the draft LCD is generally consistent with our 
SRS and SBRT model policies.  However, there are a few areas of concern and we 
respectfully submit the following comments.  
 
Indications for SRS/SBRT (for Cranial Lesions only), Stereotactic Radiosurgery (SRS) 
 
The draft LCD permits use of SRS for primary central nervous system malignancies, 
generally used as a boost or salvage therapy for large lesions. In congruence with our SRS 
model policy, ASTRO believes SRS should be utilized as a potential course of treatment as a 
boost or salvage therapy for lesions less than five centimeters, not “large lesions” as stated in 
the draft LCD. Published in July 2012, ASTRO’s Guideline for Brain Metastasis(es) 
recommends lesions greater than four centimeters be treated with whole brain radiotherapy 
(WBRT) and potentially other measures depending on the patients’ prognosis1. Therefore, in 
accordance with our clinical practice guideline, ASTRO recommends the draft LCD language 
be changed to read “primary central nervous system malignancies, generally used as a boost 
or salvage therapy for lesion < 5 cm”.  A copy of the mentioned published guideline is 
enclosed for your reference.  
 
 
 
 
 
 
*ASTRO is the largest radiation oncology society in the world, with more than 10,000 members who specialize in 
treating patients with radiation therapies. As the leading organization in radiation oncology, biology and physics, 
the Society is dedicated to improving patient care through education, clinical practice, advancement of science and 
advocacy. For more information on radiation therapy, visit www.rtanswers.org. To learn more about ASTRO, visit 
www.astro.org 

http://www.rtanswers.org/
http://www.astro.org/
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Limitations for SRS/SBRT (for Cranial Lesions only), Stereotactic Radiosurgery (SRS) 

The draft LCD states that SRS is not considered reasonable and necessary for cranial lesions in 
patients with more than three (3) primary or metastatic brain lesions and that consideration 
should be given to whole brain irradiation for these patients. While we appreciate that the data is 
most convincing for patients with three or fewer lesions, there are certainly patients that present 
with greater than three lesions and excellent performance status, where the cognitive risk of 
whole brain radiotherapy would suggest a role for SRS. ASTRO believes that the decision to 
approve SRS should not be based solely on the number of lesions, as a strict limit on the number 
of lesions is no longer supported. Recent literature indicates excellent survival for properly 
selected patients with four (4) or more lesions (up to 10) using SRS alone without the use of 
whole brain radiotherapy. There are also robust data demonstrating that for properly selected 
patients with good performance status and up to 10 lesions, the overall survival is equivalent 
after SRS to those patients with fewer lesions2,3.  
 
Additionally, it is quite common to encounter a patient with one to three brain metastases who is 
then discovered to have greater than three lesions at the time of SRS, when high resolution 
imaging is performed as a part of the SRS treatment planning4. Many of these  patients will have 
already been sedated with the neurosurgical head frame attached, ready for treatment. Not 
allowing SRS in these patients would unnecessarily compromise care for a patient who is 
literally halfway through the day’s treatment process, and discovering an unexpected additional 
lesion would not be a reason to abandon the planned SRS, as the standard of care today is to 
continue the treatment to all known tumors. 
 
ASTRO recommends the removal of a limit on the number of primary or metastatic lesions to 
determine medical necessity and that a more nuanced approach be taken in which the number of 
intracranial lesions is one of several considerations in making a determination to use SRS. Other 
factors that should be considered include lesion size, histology, status of extracranial disease, 
performance status, age and previous treatment to the brain, as identified by RTOG and other 
studies.  
 
In addition, the draft LCD declares cobalt-60 pallidotomy a non-covered service. In accordance 
with chapter 13 of the “ASTRO/ACR Guide to Radiation Oncology Coding 2010”, page 131 
under Common Clinical Indications, we state our position that SRS may be used as a course of 
treatment in movement disorders such as Parkinsons’s disease, essential tremor, and other 
disabling tremors when stereotactic thalamotomy cannot be performed. We suggest cobalt-60 
pallidotomy be removed from the list of non-covered services.  
 
 
 
 
 
 
 
 
 



 
ASTRO Comments –Cahaba GBA Draft LCD (DL32973) for SRS and SBRT 
December 20, 2012 
Page 3 

 
 

 

 
Indications for Stereotactic Body Radiation Therapy (SBRT) 
 
The draft policy states that SBRT is unproven in the primary treatment of prostate cancer and 
that literature does not support an outcome advantage of SBRT over other radiation therapy 
treatment modalities. It is ASTRO’s opinion that data supporting the use of SBRT for prostate 
cancer are rapidly maturing to the point where it might be considered an appropriate alternative 
for selected patients with low to intermediate risk disease. For example, the combined Stanford-
Naples experience has demonstrated an excellent five year biochemical control rate with very 
low rates of serious toxicity5. Additionally, other results that have reported safety outcomes at 
intervals expected to reveal the majority of late toxicity have demonstrated the safety of SBRT 
for prostate cancer6. Coverage of SBRT for prostate cancer patients enrolled on IRB-approved 
clinical trials or registries is strongly recommended so that a determination can be made as 
quickly as possible whether or not this potentially cost-effective treatment modality is 
appropriate for widespread implementation.   
 
Coding Information for SRS/SBRT (for Cranial Lesions only), Stereotactic Radiosurgery 
(SRS) 
 
We have noticed that HCPCS code G0340 was not included under Stereotactic Radiosurgery 
(SRS)/SBRT (for Cranial Lesions only). G0340 should be reported for the second through fifth 
sessions of fractionated image-guided robotic linear accelerator-based stereotactic radiosurgery. 
On page two of the draft LCD, under SRS (for Cranial Lesions only) it states that while “SRS 
typically is performed in a single session…[it] can be performed in a limited number of sessions, 
up to a maximum of five”. Therefore it would appear this code was inadvertently omitted from 
the draft policy in error. ASTRO requests confirmation that this code is recognized for SRS and 
that the draft LCD will be updated to include G0340.   
 
Enclosed for your reference are the ASTRO SRS and SBRT Model Coverage Policies.  
 
Thank you for your consideration of our comments.  Should you have any questions or wish to 
discuss SRS/SBRT and our recommendations further please contact ASTRO’s Director of 
Health Policy, Marsha Kaufman, at (800) 962-7876 or via email at marshak@astro.org. 
 
 
Sincerely, 
   
   

                                    
Gregory Patton, MD     Michael Dzeda, MD    
Chair, Regulatory Committee    Vice-Chair, Regulatory Committee  
 
 

mailto:marshak@astro.org
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cc:  Thomas Eichler, MD 
Joel Cherlow, MD, PhD 

 Najeeb Mohideen, MD 
 Brian Kavanagh, MD 
 Marsha Kaufman, MSW 
 
 
Enclosures:  ASTRO SRS Model Policy 
  ASTRO SBRT Model Policy 
  ASTRO’s Guideline for Brain Metastasis(es) 
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