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Chapter 111
Surgery: Integumentary System
CPT Codes 10000 - 19999

A. Introduction

CPT coding of the integumentary system includes coding narrative
for services performed by a number of specialties. While the
coding system i1s oriented toward dermatological procedures, the
dermatological aspects of the practice of plastic surgery are
covered as are the dermatologic elements (particularly closure,
tissue transfer, grafts, adjacent and distant flaps) of multiple
surgical procedures, especially radical or mutilative surgical
procedures. Integumentary procedures are also often performed in
staged fashions due to the sophistication of services rendered.

Generally, iIntegumentary procedures include incision, biopsy,
removal, paring/curettement, shaving, destruction (multiple
methodologies), excision, repailr, adjacent tissue rearrangement,
grafts, flaps, and specialized services such as burn management
and Mohs® Micrographic Surgery.

When a comprehensive service code describes other component
codes, all of which were performed, the most comprehensive
service code should be used rather than listing the individual
component codes. Additionally, because of the technical advances
and changes 1n technology, standard medical practice should be as
accurately reflected in CPT coding as possible. The CPT code
should reflect what transpires in a standard surgical setting.
Necessary services performed in order to accomplish a more
comprehensive service are included in the CPT code describing the
more complex service.

B. Evaluation and Management

Evaluation and Management (E & M) of integumentary disorders may
represent a separately identifiable service, serve as a prelude
to a decision to perform a service, or be performed in follow-up
of previously performed procedures. Policies referable to the
appropriateness of reporting evaluation and management codes in
conjunction with surgical procedures are well established in the
standard CMS Global Surgery Policy. In essence, if the
evaluation and management service provided is for the purpose of
deciding that a major surgical procedure is to be performed, this
service 1s a significant, separately identifiable service and may
be reported separately, by attaching modifier -57 to the
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appropriate level of evaluation and management service code.
Surgical procedures have a '"global period” following surgery
(generally 0, 10 or 90 days); during this time E & M services
provided in follow-up to the surgical procedure have been
calculated 1nto the relative value units for the surgery and are
not to be separately reported. On the occasion when a separate
condition i1s evaluated and a significant, separately identifiable
service for a different problem is provided postoperatively, a
separate E & M code may be reported and indicated with the -24
modifier.

Surgical dressings, supplies, and local anesthetics used for a
procedure are not to be separately reported as routine. There
are some exceptions to this policy (e.g. surgical tray used for
some office procedures). Wound closures using adhesive strips or
tape alone do not represent a separately i1dentifiable surgical
procedure and are, therefore, included in the appropriate E & M
service.

C. Anesthesia

Anesthesia for dermatologic procedures, when provided by the
physician performing the procedure, is considered part of the
procedure. This would include local infiltration, regional block,
sedation, etc. performed by the physician doing the procedure.
Local anesthesia or local anesthesia with sedation is often
accomplished by the physician providing the primary services.
General anesthesia or monitored anesthesia care may be required
for more extensive dermatologic procedures (extensive
debridement, flaps, grafts, etc.). In these cases, If anesthesia
services are performed by another provider, the different
physician may bill separately for his/her services. Billing for
"anesthesia™ services rendered by a nurse or other office
personnel (unless the nurse iIs an iIndependent certified nurse
anesthetist, CRNA, etc.) is Inappropriate as these services are
?incident to@ the physician=s services.

Use of injection codes for therapeutic injection or aspiration of
lesions is inappropriate if the injection is administered for
local anesthesia for a specific procedure. CPT codes such as
10160 (puncture aspiration), 20500-20501 (injection of sinus),
20550 (injection of tendon sheath, etc.), 20600-20610
(arthrocentesis) are not to be reported separately if they are
used to reflect local anesthetic techniques for another
procedure.
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In the postoperative state, patients treated with epidural or
subarachnoid drug administration will require adjustment/
management of the catheter, dosage, etc. (CPT code 01996). This
service may be coded by the anesthesiologist for payment. The
management of postoperative pain by the surgeon, including
epidural or subarachnoid drug administration, is included in the
global period associated with the operative procedure. If no
surgery 1s performed but a catheter i1s placed for pain control
(e.g. burn injury not requiring surgery), CPT code 01996 (daily
management of epidural or subarachnoid drug administration) is
appropriately reported by the managing physician.

D. Incision and Drainage

Incision and drainage services, as related to the integumentary
system, generally involve cutaneous or subcutaneous drainage of
cysts, pustules, iInfections, hematomas, seromas or fluid
collections. In cases where, iIn the course of an excision of a
lesion, an area of i1nvolvement i1s i1dentified which requires
drainage, either as a part of the procedure or in order to gain
access to the area of interest, coding/billing for incision and
drainage of this fluid collection would be inappropriate if the
excision or other procedure is performed In the same session.

Example: A patient who presents with a pilonidal cyst may
require simple iIncision/drainage or may require an extensive
excision. In the former case, the appropriate CPT coding is 10080
(or 10081 if complicated). If the pilonidal cyst is excised,
while 1t Is obvious that drainage from the cyst will occur in the
course of i1ts excision, the appropriate coding is CPT code 11770
(or 11771 or 11772, depending on the complexity), not CPT codes
10080 and 11770. If it is evident that an extensive cellulitis
IS present around the cyst preventing the complete procedure from
being accomplished, it may be reasonable to bill for CPT code
10080, then, after perhaps a week of antibiotic therapy, complete
the procedure using 11770-78 (Return to the operating room for a
related procedure during the postoperative period.) The nature
of the treatment should be driven by medical decision making
rather than by coding conventions.

1. Procedure codes such as iIncision and drainage of hematomas
(e.g. CPT Code 10140) are not to be reported if reported during
the same session or at the same site as an excision, repalr,
destruction, removal, etc.
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2. Codes describing services necessary to address
complications, such as CPT code 10180 (incision and drainage,
complex, postoperative wound infection) should not be submitted
for services rendered at the same surgical session that resulted
in the complication. |If performed in conjunction with the
primary procedure, it would be included In the more comprehensive
procedure. For example, if a patient has undergone a
thoracotomy and a necrotizing pneumonia with empyema develops, it
may be necessary to perform a lobectomy through the previous
incision. The reason for the surgery is to perform the
lobectomy; therefore the lobectomy code should be reported.

Since the drainage of the empyema is necessary to accomplish the
lobectomy, it would be inappropriate to bill for CPT code 10180
(incision and drainage). On the other hand, i1f the patient would
only require drainage of a thoracotomy wound infection (without
lobectomy) and it i1s determined to be medically necessary to
place a gastrostomy tube at the same time, the CPT code 10180
could be reported with the appropriate gastrostomy tube placement
code.

E. Lesion Removal

For a given lesion, only one type of removal is reported, whether
it is destruction (e.g. laser, freezing), debridement, paring,
curettement, shaving or excision. CPT definition describes the
nature of each of these forms of removal. CPT definition also
defines the lesions (specifically full thickness excision) by
lesion diameter. In the case where an initial attempt using a
less 1nvasive procedure is followed by a more invasive lesion
removal, the more complex procedure used would be appropriately
reported, but not both procedures. Additionally, multiple codes
describing destruction of a lesion are not to be reported for a
given lesion; if multiple distinct lesions are removed using
different methods, an anatomic modifier or the -59 modifier would
be used to indicate a different site, a different method or a
different lesion. The distinct location of the lesions should be
reflected i1n the medical record.

A lesion biopsy represents a partial removal of a lesion and is
frequently performed as a part of a lesion excision in order, for
example, to procure a pathological specimen. Generally, a part
of, or the entire lesion is submitted for biopsy. When a biopsy
iIs performed as part of a lesion removal, it is part of the
overall procedure and is not to be considered as a separate
procedure.

Version 7.3
111A-4



IT a biopsy is performed on a separate date at a separate
session, and subsequently a definitive procedure is performed,
the biopsy code may be reported, followed by a separate removal
code, indicating the different dates of service.

Tissues removed are often submitted for surgical pathological
evaluation; in some cases, physicians qualified iIn
dermatopathology may perform these evaluations. These codes
generally include CPT codes 88300-88309 (surgical pathology).
Additionally, when the physician is asked to review slides
obtained from another physician®s excision, and subsequently
performs additional removal/biopsy, a separate code for review of
outside slides i1s not reported, i.e. CPT code 88321, in addition
to an evaluation and management service. The decision to perform
surgery 1s generally based on an evaluation and management
service which includes review of prior records including tissues,
slides, etc.) The dermatopathology evaluation must be medically
necessary and reasonable. When lesions of like nature (e.g-
multiple seborrheic keratoses) are encountered, removal of
multiple lesions iIs frequently accomplished at the same operative
session. If it is determined to be medically necessary to
separately submit the lesions for pathologic evaluation,
documentation of the precise location of each separately
submitted lesion must be present. ITf multiple lesion specimens
are submitted as a collective group without documentation
specifying locations sufficient to differentiate the source of
each specimen, then the surgical pathology code should be
submitted as one specimen (one unit of service) even iIf the
specimens were subsequently separated.

Lesions or margins obtained during Mohs® Micrographic Surgery
should not be coded under the surgical pathology codes. The
definition of Mohs® Micrographic Surgery includes the services
defined by the surgical pathology codes (CPT codes 88300-88309)
and excision codes (CPT codes 11600-11646 and 17260-17286).
These procedure codes are part of the Mohs®™ Micrographic Surgery
CPT codes (17304-17310). Billing separately for one of the above
pathology and/or one of the excision codes IS inappropriate. It
IS recognized that a Mohs®™ surgeon may find it necessary to
obtain a diagnostic biopsy iIn order to make the decision to
perform surgery. When a diagnhostic biopsy IS necessary, it may
be reported separately. The -58 modifier may be utilized to
indicate that the diagnostic biopsy and Mohs= Micrographic
Surgery are staged or planned procedures.
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Lesion removal, by whatever method (usually excisional), may
require simple, intermediate, or complex closure and, iIn unusual
circumstances, tissue transfer procedures. When the lesion
removal requires only bandaging, strip closure or simple closure
(see CPT definition of simple closure), this is included in the
lesion excision and 1Is not to be reported separately.

Accordingly, CPT codes 12001-12021 (simple repairs) are
considered part of the lesion removal codes. Intermediate and
complex closures, when medically necessary, may be coded
separately. In the case of Mohs®™ Micrographic Surgery (CPT codes
17304-17310) all necessary repailrs may be coded.

In the course of destruction, excision, iIncision, removal,
repair, or closure, debridement of non-viable tissue surrounding
a lesion, iInjury or incision is often necessary to accomplish the
primary service. The debridement codes (CPT codes 11000-11042)
are not to be reported separately, as this service IS necessary
as a part of the total procedure according to standard medical
practice.

CPT codes describing intralesional chemotherapy (CPT Codes 96405,
96406) refer to injection of chemotherapeutic agents into one or
multiple lesions. CPT codes 11900 and 11901 describe non-
specific intralesional injection(s) into one or more lesions.
While one or the other code may be appropriate for a given
service, both lesion injection codes are not to be reported
together (unless separate lesions are iInjected with different
agents, In which case the -59 modifier should be attached to the
intralesional injection code). The CPT codes 11900, 11901
(injection, intralesional) are not to be used for local
anesthetic injection in anticipation of chemotherapy or any other
definitive service performed on a lesion or group of lesions.
Local anesthesia i1s considered a part of the definitive
procedure. These intralesional CPT injection codes (96405,
96406, 11900 and 11901) are included in the following list of CPT
codes iIf the injection represents local anesthesia:

11200 - 11201 (Removal of skin tags)

11300 - 11313 (Shaving of lesions)

11400 - 11471 (Excision of lesions)

11600 - 11646 (Excision of lesions)

12001 - 12018 (Repair - simple)

12020 - 12021 (Treatment of wound dehiscence)
12031 - 12057 (Repair - intermediate)
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13100 — 13160 (Repair - complex)
11719 - 11762 (Trimming, debridement and excision of

nails)
11770 - 11772 (Excision of pilonidal cysts)
11765 (Wedge excision)

F. Repair and Tissue Transfer

When lesional excision is of such an extent that closure cannot
be accomplished by simple, intermediate, or complex closure,
other methodology must be employed. Frequently adjacent tissue
transfer or tissue rearrangement is employed (Z-plasty, W-plasty,
flaps, etc.). This family of codes, (CPT codes 14000-14350),
involves excision with adjacent tissue transfer and correlates to
excision codes. Excision CPT codes (11400-11646) and repair CPT
codes (12001 — 13160) are not to be separately reported when CPT
codes 14000-14350 are reported. On the other hand, skin grafting
performed iIn conjunction with these codes may be separately
reported if it is not included in the specific code definition.
In the case of closure of traumatic wounds, these codes are
appropriate only when the closure requires the surgeon to develop
a specific adjacent tissue transfer; lacerations that
coincidentally are approximated using a tissue transfer technique
(e.g. Z-plasty, W-plasty) should be reported with the more simple
closure code. Debridement necessary to accomplish these tissue
transfer procedures i1s part of the comprehensive procedure
performed. Separate debridement CPT codes (11000-11042) or
repair CPT codes (12001-13160) would be inappropriately reported
with these CPT codes (14000-14350) for the same lesion/Zinjury.
Procurement of cultures or tissue samples as a part of a closure
are included in the closure code and are not to be separately
reported.

G. Grafts and Flaps

Free skin grafts are coded by type (split or full), location, and
size. For a specific location, a primary code i1s defined and
followed by a supplemental code for additional coverage area. As
a result of this coding scheme, for a given area of involvement,
the initial code i1s limited to one unit of service; the
supplemental code may have multiple units of service depending on
the area to be covered. Because, for a specific area, only one
type of skin graft is typically applied, the primary free skin
graft CPT codes (15100, 15120, 15200, 15220, 15240, 15260) are
mutually exclusive to one another. |If multiple areas require
different grafts, a modifier indicating different sites should be
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used (anatomic or -59 modifier).

Generally, debridement of non-intact skin (CPT codes 11000-11042)
in anticipation of a skin graft is necessary prior to application
of the skin graft and is included in the skin graft (CPT codes
15050-15400). When skin is intact, however, and the graft is
being performed after excisional preparation of intact skin, the
CPT code 15000 (Excisional preparation) is separately reported.
CPT code 15000 i1s not to be used to describe debridement of non-
intact, necrotic or infected skin, nor is its use indicated with
other lesion removal codes.

1. CPT codes 15350 (application of allograft) and 15400
(application of xenograft) are part of all other graft codes and
are not to be separately reported with other grafts (CPT codes
15050 - 15261) for graft placement on the same site.

2. The CPT code 67911 describes the "Correction of lid
retraction;" a parenthetical notation is added advising that, if
autogenous graft materials are used, tissue graft codes 20920,
20922 or 20926 can be reported. Accordingly, all other
procedures necessary to accomplish the service are included.

3. Flap grafts (CPT codes 15570-15576) include excision of
lesions at the same site (CPT codes 11400-11646) .

H. Breast (Incision, Excision, Introduction, Repair and
Reconstruction)

Because of the unique nature of procedures developed to address
breast disease, a section of CPT (19000-19499) is set aside for
such services.

Fine needle aspiration biopsies, core biopsies, open biopsies,
and related procedures, performed to procure tissue from a lesion
for which an established diagnosis exists are not to be reported
separately at the time of a lesion excision unless performed, for
example, on a different lesion or on the contralateral breast.

IT a diagnosis i1s not established, and the decision to perform
the excision is dependent on the results of the biopsy, then the
biopsy i1s separately reported. The -58 modifier may be used
appropriately to indicate that the biopsy and the excision are
staged or planned procedures.

Because excision of lesions occur in the course of performing a
mastectomy, breast excisions are not separately reported from a
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mastectomy. Specifically CPT codes 19101-19126 (breast excision)
are included in all mastectomy CPT codes 19140-19240 of the same
side.

Use of other integumentary codes for incision and closure are
included In the codes describing various breast excision or
mastectomy codes. Because of the frequent need to biopsy lymph
nodes or remove muscle tissue iIn conjunction with mastectomies,
these procedures have been included in the CPT coding for
mastectomy. It would be inappropriate to separately bill for
ipsilateral lymph node dissection in conjunction with the
appropriate mastectomy codes. In the circumstance where a breast
lesion i1s identified and treated and 1t is determined to be
medically necessary to biopsy the contralateral nodes, use of the
biopsy or lymph node dissection codes (using the appropriate
anatomic modifier, -LT or -RT for left or right, to indicate
this) would be acceptable. Additionally, breast reconstruction
codes that include the insertion of a prosthetic implant are not
to be reported with CPT codes that describe the insertion of a
breast prosthesis only.

The CPT coding for breast procedures generally refers to
unilateral procedures; when performed bilaterally, the -50
modifier would be appropriate. This i1s i1dentified
parenthetically, where appropriate, in the CPT narrative.

I. General Policy Statements

1. Repair/closure of a surgical incision, CPT codes 12001-
12018, is not separately reported from other surgical procedures.
The closure 1s an iIntricate part of the surgical procedure
performed. As noted previously, simple closure of dermatologic
excisions is included in the dermatologic procedure.

2. CPT codes 15851 - 15852 refer to suture removal and
dressing change under anesthesia. These codes are not to be
reported when a patient requires a general anesthesia for a
related procedure (e.g. a return to the operating room for
complications where an Incision Is reopened necessitating removal
of sutures and redressing). Additionally, these codes,
particularly CPT code 15852, are not to be reported with a
primary procedure performed under general anesthesia.

There are a number of supplemental CPT codes defined in the CPT
manual. The following is a listing of supplemental codes present
in the integumentary section of the CPT manual. Although, not
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all-inclusive, the supplemental code must be used In combination
with the primary CPT code or the supplemental code cannot be

reported.
Primary CPT code Supplemental CPT code
11000 (Debridement up to 10%) 11001 (Each additional 10%)
11200 (Removal of skin tags, 11201 (Each additional 10
up to and including lesions)
15 lesions)
11730 (Avulsion of nail plate) 11732 (each additional nail
plate)
15100 (Split CGraft, 15101 (each additional
100 sg.cm. or less) 100 sg.cm.)
15240 (Full Thickness Graft 15241 (each additional
20 sq.cm. or less) 20 sqg.cm. )
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HCPCS/CPT Codes 15220 7

01996.......oiiiiieeceee e, 2,3 15240, 7,9
10080......cciiiiecieeie e 3 15241 9
10081.....eiiiicicceee e 3 15260......ccciiieiiie e 7
10140 3 1535000 7
10160......cciiieciee e 2 15400.......cc e 7
10180.....ciiiciieceeee e 3,4 15570 - 15576 ....cveieeeeeeeece e 8
11000.......ciiieiieceee e, 6,7,9 15851 - 15852 .....c.ociveieeieceece e 9
11000 - 11042 ......oooveeeeceee e 6,7 17260 - 17286 .....c.oocvveveeeceece e 5
11001 .. 9 17304 - 17310 ..o 5
11200, e 6,9 19000 - 19499 ......c.ccviiieiiee e 8
11200 - 11201 ..o 6 19101 - 19126 ..o 8
11201 i 9 19140 - 19240 .....ooovieieeeeieceee e 8
11300 - 11313 . 6 20500 - 20501 .....cviiieireieceece e, 2
11400 - 11471 oo 6 20550.......c i 2
11400 - 11646 .....coooeeecieceeecee 6,8 20600 - 20610 .....cc.covveirreeeiece e, 2
11600 - 11646 .....oocvveecieceeie e 56 20920.......c i, 7
11719 - 12762 ..o 6 20022......oi e, 8
11730 i 9 20026.......cciicieeeeeee e, 8
L1732 9 B791 L. 7
L1765 i 6 88300 - 88309.....cccccveiieieieeeeieeen, 4,5
L1770 e 3,6 88321, 5
11770-11772 oo 6 96405, 6
L1770 e 3 96406........ceeiieireeeeiere e 6
L1772 e 3

121900, e 6 Modifiers
11901 6 =24 MOdIfIer...ccoveevieiceeecee e, 2
12001 - 12018......oocvveecieceee e 6,9 -50 Modifier......ccocovieiiiiiiieceeece, 9
12001 - 12021 ....cooviveeeeeece e 5 D 1
12001 - 13160 .....cccoveieiieieeieceer 6,7 -58 Modifier.......ccocoevveviiiiiiiciccee, 5,8
12020 - 12021 ....coveoeeeeeeeeee e 6 -59 Modifier.....c.ccocvvviviiiiceciee, 4,6,7
12031 - 12057 c.ooceiieeieeeeeece e 6 =78 Modifier......cccoevveeiiiiiiccecece, 3
13100 - 13160 ....cceiieireeieciece e 6 LT 8
14000 - 14350 ......c.cooveieiieieee e, 6,7 R 8
15000.......ciieiiee e 7

15050 - 15261 ....cooovveieeieceece e 7 Terms

15050 - 15400 ......cceeiiieeiiieeiiee e 7 100 SO. CM. o 9
15100, 7,9 151€SI0NS ..vooieiiiicicccee e 9
15101 i 9 20 SO, CML e 9
1512000 7 ACCESS ...ttt 3
15200, .00 i 7 Accomplish .....cccovvveiiiiiiennen, 1,4,6,7,8
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Accomplished ........ccccoveiiiennennn 2,3,56

Accurately ..., 1
Additional 10 [eSioNns ........cccccevvverveiennen. 9
Additional 10%.......cccceevevenieiieiieeeen 9
Additional 100 sg. CM. ....cccvvvviieiieienen, 9
Additional 20 Sq. CM.....coveeieriiiieeee, 9
Additional nail plate.........ccccoeeevvinnen. 9
AdheSIVe StHPS.....ccvriiiieieeie e 2
Adjacent ... 1,6,7
Adjacent tiSSUE........cccvvvevreriiieienn 1,6,7
Adjacent tissue rearrangement................ 1
AdJuStMENt.......oooveiiiiiee e 2
Administered..........ccoocvvveieiienieneeeen 2
Anatomic modifier.........ccccoeovenenne. 4,7,8
ANESTNESIA....ccviiieiii e 2,9
Anesthesiologist...........cocovveveriniiiiennen, 2
Antibiotic therapy ........cccoevverieiiiiennen, 3
Application of allograft............cc.ccccuenee. 7
Application of xenograft..........c...cccuenee. 7
Appropriate ................ 1,2,3,4,6,7,8,9
APPropriateness .......cccvveereereesieerieaeeneenn 1
Approximated .........cccceevevenienieieeeinn 7
ATCA. ..o 3,7
Arthrocentesis .......cocovvveeienienieicceien 2
ASPITAtION.....ooviieie e 2,8
Ataching......ccoooveiiiii e, 1
Autogenous graft materials..................... 7
Avulsion of nail plate........cc.ccccoervinnnee. 9
Bandaging .......ccoccevveiiiii i 5
Bilaterally........cccooovoeiiiiiiiiee 8
Bill..oooe e 2,3,4,8
BIOPSY v 1,4,5,8
Breast diSease.........ccovvveeiienenienieieeinn 8
Breast eXCISIONS .......ccccevvevvenieneenieeieneenn 8
Breast 1eSioN.........cocevviiiieeiesieseee e 8
Breast prosthesis ........ccoccevvvevenenveiennn, 8
Breast reconstruction............cccocevveeeneen 8
BUMN INJUIY .o 3
Burn management ...........cccooieiiiieiinnnnn 1
Catheter ..., 2,3
Changes.......cooviirieiieiiee e, 1
Chemotherapeutic agents.............c.cce...... 6

Chemotherapy ......cccooevveiinenieniesieen, 6
Closure......ccooeeveieeiieiennn, 1,56,7,8,9
CMS . 1
Codes....cccovevieeienn 1,2,3,4,5,6,7,8,9
CodiNG.ccviiiiiieiieee e 1,3,7,8
Coding conventions ..........cccceveeeereennnn 3
Coding scheme.........ccoovviininiiiiciee, 7
Coding SYStEM........oceviiiiiiieieee e, 1
ColleCtiVe ....couveeeeee e, 5
CompleX....ccoeieiiieiieee, 1,3,4,56
COMPIEXILY ..o, 3
Complicated.........ccoooeeviiiiiinieeesee, 3
Complications .........cccevveeieeneniennnnn, 3,9
COMPONENL.......oiiieiiiiieiieeee e 1
Comprehensive .........ccccooevenienenn, 1,37
Condition ......coeeveeiiiii e 2
Contralateral...........ccccooviiiinieee, 8
Contralateral breast............ccceevvverinnnenn, 8
Core DIOpSIES......oeveiieiiiiice e, 8
COrrection .....ccoceeieveeiiee e, 7
COUISE ... 3,58
COVEIAgE ...t 7
COVEred.....cooeeieieiee e, 1,7
CPT e 1,2,3,45/6,7,8,9
CRNA L., 2
CUITUIES ..o, 7
Curettement..........cocoeeviiiienieneeee 1,4
CULANEOUS. ... 3
CYSES et 3,6
Daily...ccviiiiiiee 3
Date ... 4
Dates Of SErViCe.......cccvvevierenieiecieeinn 4
Debridement.........c.ccecvvvviienienne 4,6,7,9
DEeCISION ..o 1,3,5,8
DefinNeS....coovveiiiiicc e 4
Definition .......ccoevvviiieiecec i, 4,57
Definitive ....cccocovveiiiieeeceec e 4,6
Dependent ........coceveeiiniiniieesee e 8
Dermatological.........cccooevveneinniiinnen, 1
Dermatopathology........c.ccooevvvivenenne 4,5
Describing.......ccooveveiiiiinnnnn, 1,3,4,6,8
Destruction.........cccoceveeeivenienne 1,3,4,5
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DIagNOSIS...c.vvevieiiesieesii e 8

Diagnostic DIOPSY.....cccvvveieereniiiieieien 5
Diameter.......coooeeiieniiie e 4
Different.......ccoccevvevieiieieennnn, 2,4,6,7,8
Differentiate ........cccccevvrveiienenieneeeeenn 5
DISSECHION.....ciiiiiisiesecee e 8
Distant.......cccoveviiiiiei e 1
DIStINCE.....eeiiieeecc e 4
Documentation...........ccoceveereneeneeinnnnn 5
DOSAgE......eeiiiieiiie e 2
Drainage.......ccoceeveeienieneenie e 3,4
Dressing change .......ccccooeveevenieneeiiecenn 9
E&M 1,2
Elements........ccooeiieiiii e 1
Empyema ... 3,4
Epidural.......ccoooiiiiiii e 2,3
Established..........cccocvveniiiiiiiiie 1,8
Evaluated.........ccooooviiiiiiiieeee 2
Evaluation and management............... 1,5
Evaluation and Management................... 1
Evaluations..........ccocceiiiniienenienice 4
Evident........cccooove i 3
Example ... 3
EXCEPLIONS.....oiviiiiiiiicie e 2
EXCISION ..o, 1,3,4,5,6,8
Excisional.........cccocovvniiiiniiee 57
Excisional preparation ...........c.cccoceeeuenen. 7
EXIENSIVE. ... 2,3
Extensive cellulitis..........cccoveninvinnen, 3
Extensive debridement...........c.ccoccvenrnen. 2
EXtent ..., 6
Family of COdes.......ccovvviieninieiiiee, 6
Fine needle.......cooooveiiiiiieeeeen 8
Fine needle aspiration biopsies............... 8
Flap grafts ... 8
FIapS oo 1,2,6
Fluid collections...........cccooveveniiniinnnn, 3
FOHOW-UP .o 1,2
FOIMS . 4
Free skin graftS.......cccoceveveenenenecicn, 7
Freezing......cccovveienieii e 4
FUIl . 4,7

Full thickness excision...........ccccccvevvenee. 4
Full Thickness Graft ..........c.cccccevvveinnnee. 9
GaIN..cciiic e 3
Gastrostomy tube .........cooeveeienieniennn, 4
General anesthesia..........cccccoevviieeieeinnen, 2
GIVEN ..o, 4,6,7
Global period .......cccccevviiiiieieniennn, 1,3
Global Surgery Policy .........ccccveveninnenn. 1
Graft ..., 7
GraftS.....ccoooveeii e, 1,2,7
GIOUP .o 56
Hematomas .........ccccvvveviiieien i, 3
Identified .......ccccooveiiiiiiceccec, 3,8,9
Inappropriate ........cccocevvenenen. 2,3,4,58
INCIAENT 1O .vveeiieeccec e, 2
INCISION.....ccvveviieicc, 1,3,4,5,6,8,9
Incision and drainage ...........ccccceeereennenn 3
Included..........c.co.... 1,2,3,56,7,8,9
INCIUTES ... 1,5
Independent certified nurse anesthetist ... 2
Indicated.........ccoceevevveiiiieicee e, 2,7
INdICating ......cooveeieiieie e, 4,7
Individual ...........ccoooveeiiiiiiiie e, 1
Infected.......cccoovveiiiiiie e, 7
INFECLIONS......ceiieeiiieece e, 3
Initial ......oooieii 4,7
INJECTION ..o, 2,6
INJURY (e, 6,7
INSErtioN ...ocvveeiieeccee e, 8
INtAC.....cooeeeei e, 7
Integumentary ..........cccceevieennnn. 1,3,8,9
Integumentary disorders.............cccuenuee. 1
Integumentary procedures....................... 1
Integumentary Section ...........c.ccevevveennnenn 9
Integumentary System .............cccceeveene 1,3
Intermediate ..........ccvevveiiieieeien 56
Intralesional...........cc.ccocoveeviieiiiee e, 6
Intralesional chemotherapy..................... 6
Involvement .........cccooeeieiiee e 3,7
Ipsilateral..........cccooeveiieiiiiieeee, 8
LacerationS.........ccccvevievveenie e 7
LaSEr ... 4
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=T o] o D 3,4,5,6,7,8
=Ty o] S 2,4,5,6,8
LEeSS INVASIVE .....ceeiviviiee e 4
LEVEL ..., 1
Lid retraCtion........ccevvveeiicveeec e, 7
LIKE woveeiiiiee e 5
Limited.....ooovviiiiiiiiiie e, 7
LIStING c.veeeieieceeee e 1,9
LODeCtOMY.....ccoviiiiieiice e 4
Local anesthesia...........cccoeeeevveeennnnne, 2,6
Local anesthetic injection.............c.c....... 6
Local anestheticsS.........cccovvveeiieeeiiieecnnen, 2
Local infiltration ............ccoovvevivieieiinnen. 2
0107 11 (o] o 4,5, 7
Lymphnode ..o, 8
Lymph nodes........ccccovviviieniniiiieen, 8
MaAJOT .. 1
Management..........ccocoveiiiiiiiie e 2,3
MaNagiNg .....cooveiereeiiiie e 3
MaAIGINS .o 5
MaSteCtomY ........cceveiiiieiiieiieeeee 8
Medical decision making ..........cc.ceeuennee. 3
Medical record ........ccccceevvviveiiiiiieeieine, 4
Medically necessary ..........ccccoveunne. 4,5,8
Method ..........ccovveeiiiiiiic e 4,5
Methodology ........ccceviiiiiieiiiieiee e 6
MEthOdS. ..o, 4
MOAITIEN ..vveeiiiciiie e 1,7
Mohs' Micrographic Surgery............... 1,5
Monitored anesthesia care....................... 2
MOIE...vvviiiiis 1,2,3,4,6,7
MOre eXtENSIVE......cccvvvee i 2
MOFE INVASIVE.......cocviieeiiiiiee e 4
Multiple.......ccoovieiiiien, 1,4,5,6,7
MUSCIE tISSUE.....ceeevciriieeiciiiee e, 8
MULHAEIVE ..., 1
Mutually exclusiVe..........ccoeveiieiviinnnen. 7
NAIS ..o, 6
NArratiVe ......coocvveeeiiiiiiee e 1,9
NatUIE....vvvviviii s 3,4,5,8
Necessary ........cccccveriunenns 1,3,4,5,6,7,8
I [=To1 (0] { [ 7

Necrotizing pneumonia..........c.cevveeeneen 3
NON-INtACE ......ccveiiieiiece e 7
Non-viable tiSSUE .........ccccvvereiiiiiiienen, 6
NUFISE .. 2
OFfICE oo 2
Open DIOPSIES.....ccverieriiiire e, 8
Operative procedure.........ccocvveervereennnnn. 3
Outside SHAeS.......cocoeevviiiiieiieese, 5
Pain control ...........ccccoeeviiin e, 3
Parenthetical notation..............c.ccccovennne. 7
Parenthetically.........cccccovinieniiniiie 9
Paring ..ccoooveveeiiiie e 1,4
Part....cccooooviiiiin, 2,3,4,56,7,9
Partial ..o, 4
Pathologic evaluation.............ccccceevenenne. 5
Pathological specimen ...........cccccevenenne 4
PatientS.....c.ccoeveiiieiieceeee e 2
Payment..........cccoooiiiiiii e 2
Perform ..o 1,4,5,8
Performed................... 1,2,3,4,6,7,8,9
Personnel.........ccooooviiieiiiiie e, 2
Physician ........cccooiiiinineneeen, 2,3,4
PhySICIaNS.......cccooviiiieeeecc e 4
Pilonidal ........c.cooveviiiiicie e, 3,6
Pilonidal CySt.........cocoveiiinieiiee e 3
Placed.......cccoveiiiiieceecec e, 3
Placement.........cccooveevieiiie e, 4,7
Planned.........cccoovveiiiiiiiie e, 58
PIaStiC SUIGErY .....cccovveveiieriereeee e 1
POlICIES ...ccvveciec e, 1
POStoperative.........ccocevereeneeieseeniene 2,3
Postoperative pain........c.cccoeeveeieivenienne 2
Postoperative period...........ccccvvvviiennenne 3
Postoperative wound infection................ 3
Postoperatively.........ccocoeieniiieiienene 2
PractiCe.....cccovvvviiiiicie e 1
PreCiSe ...ociieciei e 5
Prelude ..., 1
Primary......ccccoovieieneiienen, 2,3,6,7,9
PIION i 57
Procedure .........ccoevrvenen. 2,3,4,56,7,9
Procedures........cccoceevvrnennn. 1,2,4,57,8

Version 7.3

111A-13



ProCUre ......ooveiiiiiei e 4,8
Procurement .........cccecvviiiiniiiee e 7
Prosthetic implant ..........cccooevenieiienee 8
Provider.......coccoov i, 2
Puncture aspiration...........cccceevevervenienne 2
PUIPOSE.....oviiiiie e 1
PUSTUIES ..., 3
Radical .......ccoevveviiiiiicceec 1
REASON.....evviiiiiiiiiie e 4
Reasonable...........cccooviiiiicici, 3,5
Reconstruction ..........cccocevevveiieeiee i, 8
REdreSSING.....coovvierieieie e 9
Reflected .......ccovevieiiiiiece e, 1,4
Regional blocK .........cccooovvieniiiiiiie, 2
Related procedure ..........ccoocvvvivenenne. 3,9
Related procedures..........cccceeervenvninnnnn 8
Relative value units............ccccoceevveinnnne. 2
Removal .......c.cccevvveiiennn, 1,3,4,57,9
Removal of skin tags..........cccccevvenenne 6,9
Removal of SUtUres ..........cccoeevvenveinnnen, 9
REMOVE ... 8
Rendered ........ccoooevvviiieiieccie e 1,2,3
Reopened.........ccoovvieiininiieesesee e 9
Repair......cccocvveieeieiieinn, 1,3,6,7,8,9
REPAITS ..o 5
Reported separately................. 1,2,5,6,8
REPOMING......ceiiiiesieneee e 1
REQUITE ...cveeieiicieieee e, 2,3,4,57
Resulted..........ccoevvviiiiiicecc 3
RESUIS.....oveeieeececcc e 8
Return to the operating room.............. 3,9
REVIEW ..cvvviieeciecec e 4,5
ROULINE......ooivieiiicec e 2
Same operative SesSioN ..........ccceveevveeinnens 5
SAME SESSION ....ccvvieiiecie e 3
Same Side .....ooovvviieiiiec s 8
SAME SIte ..vvvceeceeee e, 3,7, 8
Same surgical Session ..........ccccoevvevveeinnens 3
Seborrheic keratoses .........c.ccoeveeiienenn, 5
Sedation........ccccevceeiii 2
SEPArALE ... 2,4,5,6
Separate procedure..........ccoevereeiienennnnnn, 4

Separately identifiable service ............ 1,2

SEIOMAS......viiiieiiieeiee e 3
SEIVICe.....oiiivieieieeee e 1,2,5,6,7,8
SEIVICES ...t 1,2,3,5,8
SESSION ..t 4
Shaving ..., 1,4,6
Significant........cccooeviiiiiniceee, 1,2
SIMPIE .o, 3,56,7,9
SINUS...eoiieie e 2
SIZE. i 7
SKiN e 6,7,9
SKin grafting.........ccoeeviiiiinneese, 6
SHAES...cviiiiiceccc e, 4,5
SOUICE .t 5
SPeCIalties ......cocvvieiierie e, 1
SPECIMENS ..., 5
SPHE ., 7
Split Graft......ccocooeeii, 9
Staged......coovviieie e, 1,5,8
Standard medical practice................... 1,6
Strip ClOSUIe ..., 5
Subarachnoid drug administration....... 2,3
SUDCULANEOUS ..., 3
Submitted......ccoovveiiieee, 3,4,5
SUfiCIENt ..., 5
Supplemental............ccoooeiiiiiiinnenn, 7,9
SUPPHIES ..., 2
SUIJBON ..t 2,57
SUIQBIY .o 1,2,3,4,5
Surgical dressings ........ccooeveeveeieneennnn, 2
Surgical pathological evaluation............. 4
Surgical pathology ........cccvevevenennnenn. 4,5
Surgical procedure .........cceeveenneee, 1,29
Surgical procedures.........cccccvveeveennnnn, 1,9
Surgical Setting .......ccoovvvvvieeieniesienn, 1
Surgical tray ......ccooeveeieiieieeee e, 2
Suture removal ..., 9
TaAP. e 2
Technical advances..........ccccovveverienenn. 1
TeChNIQUE.....cveieiee e, 7
TeChNIQUES ..., 2
Technology.......cccovveieiieiiee e, 1
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Tendon sheath ........ooeeeeveeeeeeeeeeeeeieeeeenne 2

Therapeutic iNjection ...........ccccceeereenneen. 2
Thoracotomy ........cccovvevenieieeniiiein, 3,4
Tissue graft........ccoovveveieninie e, 7
Tissue rearrangement ..........cccoceevereennnn, 6
Tissue Samples .......ccocevvevinieiienesieien, 7
Tissue transfer........ccccoeeveeiennnnn 1,56,7
TISSUBS ...t 4,5
TraNSPITES....ceveieiecieeie e, 1
Traumatic Wounds..........cccceveeveerieneennnnn, 7
Treated .....ocoovveiiie e 2,8

Treatment .......coeevvveveeevieeieeeieeieeeeeeeeene, 3,6
TrAMMING .o, 6
TYPE oo 4,7
Unilateral........cccccoovveiieiiiiie e, 8
UNIQUE ...t 8
Unit of SEIVICE......coovvvieeiiiiiiec i 57
WEAGE ... 6
Wound cloSUreS........cceeevcvveeeiiiiieee e, 2
Wound dehiSCeNCE .......cceeevveeevveeccneennne, 6
W-pIaSty ....ccoveiiieiiieceeeee e 6,7
Z-PlaSty ...coeeiieiiee e, 6,7
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