
 

 

 

 

April 30, 2012 

 

 

Dr. William Mangold, MD, JD 

Contractor Medical Director 

Noridian Administrative Services, LLC 

900 42nd Street S. 

P.O. Box 6740 

Fargo, ND 58108-6740 

 

 

Re: LCD DL32234- Draft LCD for Stereotactic Radiation Therapy: Stereotactic Radiosurgery 

(SRS) and Stereotactic Body Radiation Therapy (SBRT) 

 

 

Dear Dr. Mangold: 

 

The American Society for Radiation Oncology
1
 (ASTRO) would like to take this opportunity 

to provide comments on the Noridian Administrative Services (NAS) draft LCD for SRS and 

SBRT.  ASTRO originally submitted comments on December 6, 2011. We realize this draft 

LCD was reissued due to the jurisdiction F transition and there are no changes in the coverage 

articulated in the draft from 2011. Thus, our position remains largely unchanged; however we 

wish to offer the following comments.  

 

Limitations for SRS/SBRT (for Cranial Lesions only), Stereotactic Radiosurgery (SRS) 

 

The draft LCD states that SRS is considered to not be medically 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 lesions
1, 2

.  
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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 planning
3
. Such 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. Additionally, ASTRO requests that Noridian include coverage for patients enrolled in 

ongoing IRB approved clinical trials evaluating SRS.  

 

ASTRO also recommends a change in the number of basic dosimetry calculations (77300) and 

treatment devices (77334) allowed. The draft policy restricts the number of calculations to seven 

(or six per isocenter when multiple isocenters are necessary) however ASTRO’s coding guidance 

for 77300 indicates one unit for each arc in a linear accelerator system, one unit for each shot in 

Cobalt-60, with a maximum of 10 units (ASTRO/ACR Guide to Radiation Oncology Coding 

2010, page 133). Similarly, ASTRO’s coding guidance for 77334 specifies one unit for each 

unique combination of beam angle and collimator pattern or each unique arc, and one unit for 

each helmet in Cobalt-60.  

 

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 toxicity
4
. 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 cancer
5
. 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.   
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SRS and SBRT Planning 

 

The draft LCD addresses SRS and SBRT treatment delivery and indicates which codes are 

appropriate in reporting these services. However, the draft policy does not mention the use of 

the clinical treatment planning codes (77261-263) for patients treated with SRS or SBRT. 

ASTRO originally submitted comments to NAS on the correct coding of clinical treatment 

planning codes (77261-77263) with IMRT planning code 77301 in our letters dated August 

31, 2011 and October 14, 2011 and have attached them for your reference. ASTRO would 

like to reiterate that the term “clinical treatment planning” (CPT codes 77261-77263) is often 

confused with similar verbiage used for distinct services provided later in the process of care 

that are also designated “plans”. For example, services such as teletherapy isodose plan 

(77305-77315), 3D simulation (77295), IMRT plan (77301) and brachytherapy isodose plan 

(77326-77328) are all distinct and separate services from clinical treatment planning (The 

ASTRO/ACR Guide to Radiation Oncology Coding, page 75).  

 

Clinical treatment planning (CPT codes 77261-77263) requires correlation of physical exam 

findings with imaging studies and special tests to delineate the precise extent of the tumor 

volume, which then leads to determination of the various target volumes to be simulated, the 

immobilization devices to be used, and the optimal time/dose fractionation factors to be used. 

In addition, the radiation oncologist must select from the various radiation modalities (e.g. 

IMRT, 3D conformal, brachytherapy, etc), and decide whether to combine chemotherapy with 

radiation therapy, in order to optimize the well-being of the patient during and after therapy 

while maximizing cancer control rates. The work associated with the creation of an IMRT 

treatment plan (CPT code 77301) does not include any of the work associated with clinical 
treatment planning (CPT codes 77261-77263). Given the complexity of SRS and SBRT, use 

of the complex treatment planning code (77263), is justified. CPT code 77263 describes the 

work involved in determining the treatment best suited for the patient and CPT 77301 

describes the work of developing an IMRT treatment plan.  

 

According to the ASTRO/ACR Guide to Radiation Oncology Coding 2010 (Coding Guide), 

page 132, SRS planning is a separate process from SRS delivery; there are no specific codes for 

SRS planning. The current recommendation is to use all appropriate CPT codes normally 

associated with the process of SRS treatment planning. Appropriate codes may include CPT code 

77295 (Therapeutic radiology simulation aided field setting; three dimensional) or IMRT CPT 

code 77301 (Intensity modulated radiotherapy plan, including dose-volume histograms for target 

and critical structure partial tolerance specifications) and CPT code 77370 (Special medical 

radiation physics consultation). Whether one treats one or more lesions, CPT code 77295 or CPT 

code 77301 should only be used once for the entire episode of care. 

 

There are also no specific codes for the professional component of planning for SBRT. However, 

ASTRO’s Coding Guide, page 142, states that because of the complexity of SBRT and the need 

for three-dimensional simulation, CPT code 77295 or CPT code 77301 are appropriate for SBRT 

cases. Special medical radiation physics consultation code, 77370, may also be reported for 

SBRT planning if ordered by the radiation oncologist. 
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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  

 

 

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 Comment Letter 77301 with 77261-77263 

  ASTRO Comment Letter 77301 with 77261-77263 Follow up 
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