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The International Classification of Diseases 10th Revision Procedure Classification
System (ICD-10-PCS) has been developed as a replacement for Volume 3 of the
International Classification of Diseases 9th Revision (ICD-9-CM). The development of
ICD-10-PCS was funded by the U.S. Centers for Medicare and Medicaid Services
(CMS).! ICD-10-PCS has a multiaxial seven character alphanumeric code structure that
provides a unique code for all substantially different procedures, and allows new
procedures to be easily incorporated as new codes. ICD10-PCS was under development
for over five years. The initial draft was formally tested and evaluated by an independent
contractor; the final version was released in the Spring of 1998, with annual updates since
the final release. The design, development and testing of ICD-10-PCS are discussed.

Introduction

VVolume 3 of the International Classification of Diseases 9th Revision Clinical
Modification (ICD-9-CM) has been used in the U.S. for the reporting of inpatient pro-
cedures since 1979. The structure of Volume 3 of ICD-9-CM has not allowed new
procedures associated with rapidly changing technology to be effectively incorporated as
new codes. As a result, in 1992 the U.S. Centers for Medicare and Medicaid Services
(CMS) funded a project to design a replacement for Volume 3 of ICD-9-CM. After a
review of the preliminary design, CMS in 1995 awarded 3M Health Information Systems
a three-year contract to complete development of the replacement system. The new
system is the ICD-10 Procedure Coding System (ICD-10-PCS).

Attributes Used in Development
The development of ICD-10-PCS had as its goal the incorporation of four major
attributes:

e Completeness
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There should be a unique code for all substantially different procedures. In Volume 3 of
ICD-9-CM, procedures on different body parts, with different approaches, or of different
types are sometimes assigned to the same code.

e Expandability
As new procedures are developed, the structure of ICD-10-PCS should allow them to be
easily incorporated as unique codes.

e Multiaxial
ICD-10-PCS codes should consist of independent characters, with each individual axis
retaining its meaning across broad ranges of codes to the extent possible.

e Standardized Terminology
ICD-10-PCS should include definitions of the terminology used. While the meaning of
specific words varies in common usage, ICD-10-PCS should not include multiple
meanings for the same term, and each term must be assigned a specific meaning.

If these four objectives are met, then ICD-10-PCS should enhance the ability of health
information coders to construct accurate codes with minimal effort.

General Development Principles
In the development of ICD-10-PCS, several general principles were followed:

e Diagnostic Information is Not Included in Procedure Description
When procedures are performed for specific diseases or disorders, the disease or disorder
is not contained in the procedure code. There are no codes for procedures exclusive to
aneurysms, cleft lip, strictures, neoplasms, hernias, etc. The diagnosis codes, not the
procedure codes, specify the disease or disorder.

e Not Otherwise Specified (NOS) Options are Restricted
ICD-9-CM often provides a “not otherwise specified” code option. Certain NOS options
made available in ICD-10-PCS are restricted to the uses laid out in the ICD-10-PCS
official guidelines. A minimal level of specificity is required for each component of the
procedure.

e Limited Use of Not Elsewhere Classified (NEC) Option
ICD-9-CM often provides a “not elsewhere classified” code option.
Because all significant components of a procedure are specified in ICD-10-PCS, there is
generally no need for an NEC code option. However, limited NEC options are
incorporated into ICD-10-PCS where necessary. For example, new devices are frequently
developed, and therefore it is necessary to provide an “Other Device” option for use until
the new device can be explicitly added to the coding system. Additional NEC options are
discussed later, in the sections of the system where they occur.

e Level of Specificity



All procedures currently performed can be specified in ICD-10-PCS. The frequency with
which a procedure is performed was not a consideration in the development of the
system. Rather, a unique code is available for variations of a procedure that can be
performed.

ICD-10-PCS has a seven character alphanumeric code structure. Each character contains
up to 34 possible values. Each value represents a specific option for the general character
definition (e.g., stomach is one of the values for the body part character). The ten digits O-
9 and the 24 letters A-H,J-N and P-Z may be used in each character. The letters O and |
are not used in order to avoid confusion with the digits 0 and 1.

Procedures are divided into sections that identify the general type of procedure (e.g.,
medical and surgical, obstetrics, imaging). The first character of the procedure code
always specifies the section. The sections are shown in table 1.

Table 1: ICD-10-PCS Sections

Medical and Surgical

Obstetrics

Placement

Administration

Measurement and Monitoring

Extracorporeal Assistance and Performance

Extracorporeal Therapies

Osteopathic

Other Procedures

Chiropractic

Imaging

Nuclear Medicine

Radiation Oncology

Physical Rehabilitation and Diagnostic Audiology

Mental Health

To|molo|m|o|o|~w|o|u|s|w|nvF|o

Substance Abuse Treatment

The second through seventh characters mean the same thing within each section, but may
mean different things in other sections. In all sections, the third character specifies the
general type of procedure performed (e.g., resection, transfusion, fluoroscopy), while the
other characters give additional information such as the body part and approach. In ICD-
10-PCS, the term “procedure” refers to the complete specification of the seven characters.

ICD-10-PCS Format

The ICD-10-PCS is made up of three separate parts:

1. Tables

2. Index

3. List of Codes
The Index allows codes to be located by an alphabetic lookup. The index entry refers to a
specific location in the Tables. The Tables must be used in order to construct a complete
and valid code. The List of Codes provides a comprehensive listing of all valid codes,
with a complete text description accompanying each code.




Tables in ICD-10-PCS

The Tables in ICD-10-PCS are organized differently from ICD-9-CM. Each page in the
Tables is composed of rows that specify the valid combinations of code values. Table 2 is
an excerpt from the ICD-10-PCS tables. In the system, the upper portion of each table
specifies the values for the first three characters of the codes in that table. In the medical
and surgical section, the first three characters are the section, the body system and the
root operation.

In ICD-10-PCS, the values 027 specify the section Medical and Surgical (0), the body
system Heart and Great Vessels (2) and the root operation Dilation (7). As shown in table
2, the root operation (i.e., Dilation) is accompanied by its definition. The lower portion of
the table specifies all the valid combinations of the remaining characters four through
seven. The four columns in the table specify the last four characters. In the medical and
surgical section they are labeled Body Part, Approach, Device and Qualifier, respec-
tively. Each row in the table specifies the valid combination of values for characters four
through seven. The Tables contain only those combinations of values that result in a valid
procedure code.

The row in table 3 can be used to construct 96 unique procedure codes. For example,
code 02703DZ specifies the procedure for dilation of one coronary artery using an
intraluminal device via percutaneous approach (i.e., percutaneous transluminal coronary
angioplasty with stent).

Table 2: Row from the Tables specifies the valid combinations of characters 4 through 7 for the
medical and surgical root operation dilation of the heart and great vessels body system (027)

0 Medical and Surgical
2 Heart and Great Vessels
7 Dilation: Expanding an orifice or the lumen of a tubular body part

Body Part Approach Device Qualifier

0 Coronary Artery, One 0 Open 4 Drug-eluting Intraluminal 6 Bifurcation
Site 3 Percutaneous Device Z No Qualifier
1 Coronary Arteries, 4 Percutaneous D Intraluminal Device

Two Sites Endoscopic T Radioactive Intraluminal

2 Coronary Arteries, Device

Three Sites Z No Device

3 Coronary Arteries,

Four or More Sites




Table 3: Code descriptions for dilation of one coronary artery (0270)

027004z Dilation of Coronary Artery, One Site with Drug-eluting Intraluminal Device, Open
Approach

02700DZ Dilation of Coronary Artery, One Site with Intraluminal Device, Open Approach
02700TZ Dilation of Coronary Artery, One Site with Radioactive Intraluminal Device, Open
Approach

02700zz Dilation, Coronary Artery, One Site, Open Approach

027034z Dilation, Coronary Artery, One Site with Drug-eluting Intraluminal Device, Percutaneous
Approach

02703DZ Dilation, Coronary Artery, One Site with Intraluminal Device, Percutaneous Approach
02703TZ Dilation, Coronary Artery, One Site with Radioactive Intraluminal Device, Percutaneous
Approach

02703Zz Dilation, Coronary Artery, One Site, Percutaneous Approach
027044z Dilation, Coronary Artery, One Site with Drug-eluting Intraluminal Device, Percutaneous
Endoscopic Approach
02704DZ Dilation, Coronary Artery, One Site with Intraluminal Device, Percutaneous Endoscopic
Approach
02704TZ Dilation, Coronary Artery, One Site with Radioactive Intraluminal Device, Percutaneous
Endoscopic Approach

02704zZ Dilation, Coronary Artery, One Site, Percutaneous Endoscopic Approach

List of Codes

The valid codes shown in table 3 are constructed using the first body part value in table 2
(i.e., one coronary artery), combined with all the valid approaches and devices listed in
the table, and the value “No Qualifier”. The codes listed in table 3 are examples of entries
in the List of Codes. Each code has a text description that is complete and easy to read.

Index

The Index allows codes to be located based on an alphabetic lookup. Codes may be found
in the index based on the general type of the procedure (e.g., resection, transfusion,
fluoroscopy), or a more commonly used term (e.g., appendectomy). The code for
percutaneous intraluminal dilation of the coronary arteries with an intraluminal device
can be found in the index under dilation, or a synonym of dilation (e.g., angioplasty).

Once the desired term is located in the index, the index specifies the first three or four
values of the code(e.g., 027), or directs the user to see another term. Each table also
identifies the first three values of the code (e.g., 027). Based on the first three values of
the code obtained from the index, the corresponding table can be located. The table is
then used to obtain the complete code by specifying the last four values.



Medical and Surgical Section
The seven characters for medical and surgical procedures have the following meaning:

Character 1 = Section
Character 2 = Body System
Character 3 = Root Operation
Character 4 = Body Part
Character 5 = Approach
Character 6 = Device
Character 7 = Qualifier

Character Meanings

The medical and surgical section codes represent the vast majority of procedures reported
in an inpatient setting. Medical and surgical procedure codes have a first character value
of “0”. The second character indicates the general body system (e.g., gastrointestinal).
The third character indicates the root operation, or specific objective, of the procedure
(e.g., excision). The fourth character indicates the specific body part on which the
procedure was performed (e.g., duodenum). The fifth character indicates the approach
used to reach the procedure site (e.g., open). The sixth character indicates whether any
device was used and remained at the end of the procedure (e.g., synthetic substitute). The
seventh character is a qualifier that may have a specific meaning for a limited range of
values. For example, the qualifier can be used to identify the destination site of the root
operation Bypass.

The first through fifth characters are always assigned a specific value, but the device
(sixth character) and the qualifier (seventh character) are not applicable to all procedures.
The value Z is used for the sixth and seventh characters to indicate that a specific device
or qualifier does not apply to the procedure.

The body systems for medical and surgical section codes are specified in the second
character, shown in table 4. In order to provide necessary detail, some body systems are
subdivided. For example, body system values K (muscles), L (tendons), M (bursae and
ligaments), N (head and facial bones), P (upper bones), Q (lower bones), R (upper joints)
and S (lower joints) are divisions of the musculoskeletal system.



Table 4: Medical and Surgical Body Systems

Central Nervous System

Peripheral Nervous System

Heart and Great Vessels

Upper Arteries

Lower Arteries

Upper Veins

Lower Veins

Lymphatic and Hemic System

Eye

Ear, Nose, Sinus

Respiratory System

Mouth and Throat

Gastrointestinal System

Hepatobiliary System and Pancreas

Endocrine System

Skin and Breast

Subcutaneous Tissue and Fascia

Muscles

Tendons

Bursae and Ligaments

Head and Facial Bones

Upper Bones

Lower Bones

Upper Joints

Lower Joints

Urinary System

Female Reproductive System

Male Reproductive System

Anatomical Regions, General

Anatomical Regions, Upper Extremities

-<><g<C—|U);UOWJZgl—xuzo'noowcoooxlcnm.bwmpo

Anatomical Regions, Lower Extremities

Root Operation
The root operation is specified in the third character. In the medical and surgical section
there are 31 different root operation values, as shown in table 5.




Table 5: Medical and Surgical Root Operation Definitions

Root Definition

Operation

Alteration Modifying the anatomic structure of a body part without affecting the function of
the body part

Bypass Altering the route of passage of the contents of a tubular body part

Change Taking out or off a device from a body part and putting back an identical or similar
device in or on the same body part without cutting or puncturing the skin or a
mucous membrane

Control Stopping, or attempting to stop, postprocedural bleeding

Creation Making a new genital structure that does not take over the function of a body part

Destruction Physical eradication of all or a portion of a body part by the direct use of energy,
force or a destructive agent

Detachment Cutting off all or part of the upper or lower extremities

Dilation Expanding an orifice or the lumen of a tubular body part

Division Cutting into a body part without draining fluids and/or gases from the body part in
order to separate or transect a body part

Drainage Taking or letting out fluids and/or gases from a body part

Excision Cutting out or off, without replacement, a portion of a body part

Extirpation Taking or cutting out solid matter from a body part

Extraction Pulling or stripping out or off all or a portion of a body part by the use of force

Fragmentation | Breaking solid matter in a body part into pieces

Fusion Joining together portions of an articular body part rendering the articular body part
immobile

Insertion Putting in a non-biological appliance that monitors, assists, performs or prevents
a physiological function but does not physically take the place of a body part

Inspection Visually and/or manually exploring a body part

Map Locating the route of passage of electrical impulses and/or locating functional
areas in a body part

Occlusion Completely closing an orifice or the lumen of a tubular body part

Reattachment Putting back in or on all or a portion of a separated body part to its normal
location or other suitable location

Release Freeing a body part from an abnormal physical constraint by cutting or by use of
force

Removal Taking out or off a device from a body part

Repair Restoring, to the extent possible, a body part to its normal anatomic structure and

function

Replacement

Putting in or on biological or synthetic material that physically takes the place
and/or function of all or a portion of a body part

Reposition Moving to its normal location or other suitable location all or a portion of a body
part

Resection Cutting out or off, without replacement, all of a body part

Restriction Partially closing an orifice or the lumen of a tubular body part

Revision Correcting, to the extent possible, a portion of a malfunctioning device or the
position of a displaced device

Supplement Putting in or on biological or synthetic material that physically reinforces and/or
augments the function of a body part

Transfer Moving, without taking out, all or a portion of a body part to another location to

take over the function of all or a portion of a body part

Transplantation

Putting in or on all or a portion of a living body part taken from another individual
or animal to physically take the place and/or function of all or a portion of a similar
body part




The root operation identifies the objective of the procedure. Each root operation has a
precise definition. For example, the root operation Insertion is used for procedures where
devices are put in or on a body part. If a device is taken out but no equivalent device is
put in, then the root operation Removal is used. The root operation Extirpation is used
when solid matter such as a foreign body, embolus or calculus is taken out of a body part
without taking out any of the body part. The root operation Excision is used when a
portion of a body part is cut out, while the root operation Resection is used when all of a
body part as defined by the body part value is cut out. If biological or synthetic material
IS put in to take the place of all or a portion of a body part, then the root operation
Replacement is used. If the body part has a living body part from a donor put in its place,
then the root operation Transplantation is used.

The above examples of root operation terminology illustrate the precision of the values
defined in the system. There is a clear distinction between each root operation. A root
operation specifies the objective of the procedure. The term “anastomosis” is not a root
operation, because it is a means of joining and is always an integral part of another
procedure (e.g., bypass, resection) with a specific objective. Similarly, “incision” is not a
root operation, since it is always part of the objective of another procedure (e.g., division,
drainage). The root operation Repair in the medical and surgical section functions as a
“not elsewhere classified” option. It is used when the procedure performed is not one of
the other specific root operations.

Appendix A provides additional explanation and representative examples of the medical
and surgical root operations. Appendix B groups all root operations in the medical and
surgical section into sub-categories and provides an example of each root operation.

Body Part

The body part is specified in the fourth character. The body part indicates the specific
part of the body system on which the procedure was performed (e.g., duodenum).
Tubular body parts are defined in ICD-10-PCS as those hollow body parts that provide a
route of passage for solids, liquids, or gases. They include the cardiovascular system, and
body parts such as those contained in the gastrointestinal tract, genitourinary tract, biliary
tract, and respiratory tract.

Approach
The technique used to reach the site of the procedure is specified in the fifth character.
There are seven different approaches, as shown in table 6. The approach is comprised of
three components: the access location, method, and type of instrumentation.

e Access Location
For procedures performed on an internal body part, the access location specifies the
external site through which the site of the procedure is reached. There are two general
types of access locations: skin or mucous membranes, and external orifices. Every
approach value except external includes one of these two access locations. The skin or
mucous membrane can be cut or punctured to reach the procedure site. All open and
percutaneous approach values use this access location. The site of a procedure can also be



reached through an external opening. External openings can be natural (e.g., mouth) or
artificial (e.g., colostomy stoma).

e Method
For procedures performed on an internal body part, the method specifies how the external
access location is entered. An open method specifies cutting through the skin or mucous
membrane and any other intervening body layers necessary to expose the site of the
procedure. An instrumental method specifies the entry of instrumentation through the
access location to the internal procedure site. Instrumentation can be introduced by
puncture or minor incision, or through an external opening. The puncture or minor
incision does not constitute an open approach, because it does not expose the site of the
procedure. An approach can define multiple methods. For example, the percutaneous
endoscopic approach includes both the percutaneous method to reach the procedure site
and the introduction of instrumentation into the body part to perform the procedure.

e Type of Instrumentation
For procedures performed on an internal body part, instrumentation means that
specialized equipment is used to perform the procedure. Instrumentation is used in all
internal approaches other than the basic open approach. Instrumentation may or may not
include the capacity to visualize the procedure site. For example, the instrumentation
used to perform a sigmoidoscopy permits the internal site of the procedure to be
visualized, while the instrumentation used to perform a needle biopsy of the liver does
not. The term “endoscopic” as used in approach values refers to instrumentation that
permits a site to be visualized.

External Approaches

Procedures performed directly on the skin or mucous membrane are identified by the
external approach (e.g., skin excision). Procedures performed indirectly by the
application of external force are also identified by the external approach (e.g., closed
reduction of fracture).

Table 6 contains a definition of each approach. Appendix C compares the components

(access location, method, and type of instrumentation) of each approach, and provides an
example of each approach.
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Table 6: Medical and Surgical Approach Definitions

Approach Definition

Open Cutting through the skin or mucous membrane and any other body
layers necessary to expose the site of the procedure

Percutaneous Entry, by puncture or minor incision, of instrumentation through the

skin or mucous membrane and/or any other body layers necessary
to reach the site of the procedure

Percutaneous Endoscopic

Entry, by puncture or minor incision, of instrumentation through the
skin or mucous membrane and/or any other body layers necessary
to reach and visualize the site of the procedure

Via Natural or Artificial
Opening

Entry of instrumentation through a natural or artificial external
opening to reach the site of the procedure

Via Natural or Artificial
Opening Endoscopic

Entry of instrumentation through a natural or artificial external
opening to reach and visualize the site of the procedure

Via Natural or Artificial
Opening Endoscopic with
Percutaneous Endoscopic
Assistance

Entry of instrumentation through a natural or artificial external
opening to reach and visualize the site of the procedure, and entry,
by puncture or minor incision, of instrumentation through the skin or
mucous membrane and any other body layers necessary to aid in
the performance of the procedure

External Procedures performed directly on the skin or mucous membrane
and procedures performed indirectly by the application of external
force through the skin or mucous membrane

Device

The device is specified in the sixth character and is only used to specify devices that
remain after the procedure is completed. There are four general types of devices:

1. Biological or synthetic material that takes the place of all or a portion of a body part
(e.g, skin graft, joint prosthesis).

2. Biological or synthetic material that assists or prevents a physiological function (e.g.,

IUD).

3. Therapeutic material that is not absorbed by, eliminated by, or incorporated into a body
part (e.g., radioactive implant).

4. Mechanical or electronic appliances used to assist, monitor, take the place of or
prevent a physiological function (e.g., cardiac pacemaker, orthopedic pin).

While all devices can be removed, some devices cannot be removed without putting in
another non-biological appliance or body part substitute. Specific device values may be
coded with the root operations Alteration, Bypass, Creation, Dilation, Drainage, Fusion,
Occlusion, Reposition, and Restriction. Specific device values must be coded with the
root operations Change, Insertion, Removal, Replacement, and Revision. Instruments
used to visualize the procedure site are not specified in the device value. This information
is specified in the approach value.

If the objective of the procedure is to put in the device, then the root operation is
Insertion. If the device is put in to meet an objective other than insertion, then the root
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operation defining the underlying objective of the procedure is used, with the device
specified in the device character. For example, if a procedure to replace the hip joint is
performed, the root operation Replacement is coded and the prosthetic device is specified
in the device character. Materials incidental to a procedure such as clips, ligatures and
sutures are not specified in the device character. Because new devices can be developed,
the value “Other Device” is provided as a temporary option for use until a specific device
value is added to the system.

Quialifier

The qualifier is specified in the seventh character. The qualifier contains unique values
for individual procedures as needed. For example, the qualifier can be used to identify the
destination site in a bypass.

Medical and Surgical Section Principles
In developing the medical and surgical procedure codes, several specific principles were
followed:

e Composite Terms are not Root Operations
The only component of a procedure specified in the root operation is the objective of the
procedure. Composite terms such as colonoscopy and sigmoidectomy are not root
operations because they specify multiple components of a procedure. The term
“colonoscopy” is a composite of information contained in the root operation value, i.e.,
inspection, the body part value, i.e., large intestine, and the endoscopic approach value,
i.e., via natural or artificial opening endoscopic. In ICD-10-PCS, the components of a
procedure are defined separately. The underlying objective of the procedure is specified
by the root operation (third character), the precise part of the gastrointestinal tract
inspected is specified by the body part (fourth character), and the method used to reach
and visualize the procedure site is specified by the approach (fifth character). A partial
sigmoidectomy is likewise a composite of information contained in the root operation
value, i.e., excision, and the body part value, i.e., sigmoid colon. In ICD-10-PCS, a
partial sigmoidectomy is coded as excision (cutting out or off, without replacement, a
portion of a body part) of the sigmoid body part. While the terms colonoscopy and
sigmoidectomy are listed in the index, they do not constitute separate root operations in
the Tables, but instead refer to the correct root operation and body system in the Tables.

e The Root Operation is Based on the Objective of the Procedure
The root operation is based on the objective of the procedure, such as resection of
transverse colon or dilation of an artery. The assignment of the root operation is based on
the procedure actually performed, which may or may not have been the intended
procedure. If the intended procedure is modified or discontinued (e.g., excision instead of
resection is performed), the root operation is determined by the procedure actually
performed. If the desired result fails to persist after completion of the procedure (i.e., the
artery does not remain expanded after the dilation procedure), the root operation is still
determined by the procedure actually performed.
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If the procedure performed takes out a foreign body, then the procedure is coded to the
Extirpation. Dilating the urethra is coded as Dilation, since the objective of the procedure
is to dilate the urethra. If dilation of the urethra includes putting in an intraluminal stent,
the root operation remains Dilation and not Insertion of the intraluminal device, because
the underlying objective of the procedure is dilation of the urethra. The stent is identified
by the intraluminal device value in the sixth character of the dilation procedure code. If
the objective is solely to put a radioactive element in the urethra, then the procedure is
coded to the root operation Insertion, with the radioactive element identified in the sixth
character of the code. If the objective of the procedure is to correct a malfunctioning or
displaced device, then the procedure is coded to the root operation Revision. In the root
operation Revision, the original device being revised is identified in the device character.
Revision is typically performed on mechanical appliances (e.g., pacemaker), or materials
used in replacement procedures (e.g., synthetic substitute) Typical revision procedures
include adjustment of pacemaker position and correction of malfunctioning knee
prosthesis.

e Combination Procedures are Coded Separately
If multiple procedures as defined by distinct objectives are performed during an operative
episode, then multiple codes are used. For example, obtaining the vein graft used for
coronary bypass surgery is coded as a separate procedure from the bypass itself.

e Redo of Procedures are Coded to the Procedure Performed
The complete or partial redo of the original procedure is coded to the root operation that
identifies the procedure performed rather than revision. For example, a complete redo of
a hip replacement procedure which requires putting in a new prosthesis is coded to the
root operation Replacement rather than Revision. The correction of complications arising
from the original procedure other than device complications as defined in the root
operation Revision are also coded to the procedure performed. For example, a procedure
to control hemorrhage arising from the original procedure is coded to Control rather than
revision.

Examples of Procedures Coded in ICD-10-PCS
The following are examples of procedures from the medical and surgical section, coded
in ICD-10-PCS.

Suture of skin laceration, left lower arm: OHQEXZZ

Medical and Surgical section (0), body system Skin and Breast (H), root operation Repair
(Q), body part Skin, Left Lower Arm (E), External approach (X) No Device (Z) and No
Qualifier (2).

Laparoscopic appendectomy: 0DTJ4ZZ

Medical and Surgical section (0), body system Gastrointestinal (D), root operation
Resection (T), body part Appendix (J),

Percutaneous Endoscopic approach (4), No Device (Z) and No Qualifier(Z).
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Sigmoidoscopy with biopsy: 0DBN8ZX

Medical and Surgical section (0), body system Gastrointestinal (D), root operation
Excision (B), body part Sigmoid Colon (N), Via Natural or Artificial Opening
Endoscopic approach (8), No Device (Z) and with qualifier Diagnostic (X).

Tracheostomy using tracheostomy tube: 0B110F4

Medical and Surgical section (0), body system Respiratory (B), root operation Bypass
(1), body part Trachea (1), Open approach (0), with Tracheostomy Device

(F) and qualifier Cutaneous (4).

Obstetrics Section
The seven characters in the obstetrics section have the same meaning as in the medical
and surgical section:

Character 1 = Section
Character 2 = Body System
Character 3 = Root Operation
Character 4 = Body Part
Character 5 = Approach
Character 6 = Device
Character 7 = Qualifier

Obstetrics procedure codes have a first character value of “1”. The second character value
for body system is Pregnancy. The root operations Change, Drainage, Extraction,
Insertion, Inspection, Removal, Repair, Reposition, Resection and Transplantation are
used in the obstetrics section, and have the same meaning as in the medical and surgical
section. The obstetrics section also includes two additional root operations, Abortion and
Delivery, defined below:

e Abortion: Artificially terminating a pregnancy

e Delivery: Assisting the passage of the products of conception from the genital
canal

A cesarean section is not its own unique root operation, because the underlying objective
is Extraction (i.e., pulling out all or a portion of a body part).

The body part values in the obstetrics section are:

e Products of conception
e Products of conception, retained
e Products of conception, ectopic

The obstetrics section includes procedures performed on the products of conception only;

procedures on the pregnant female are coded in the medical and surgical section (e.g.,
episiotomy). The term “products of conception” refers to all physical components of a
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pregnancy, including the fetus, amnion, umbilical cord and placenta. There is no
differentiation of the products of conception based on gestational age. Thus, the
specification of the products of conception as a zygote, embryo or fetus, or the trimester
of the pregnancy, is not part of the procedure code but can be found in the diagnosis
code.

The fifth character specifies approaches as defined in the medical and surgical section.
The sixth character is used for devices such as fetal monitoring electrodes. Qualifier
values are specific to the root operation, and are used to specify the type of extraction
(e.g., low forceps, high forceps, low cervical cesarean, etc.), the type of fluid taken out
during a drainage procedure (e.g., amniotic fluid, fetal blood, etc.) or the body system of
the products of conception on which a repair was performed.

Placement Section
The seven characters in the placement section have the following meaning:

Character 1 = Section

Character 2 = Anatomical Region
Character 3 = Root Operation
Character 4 = Body Region/Orifice
Character 5 = Approach

Character 6 = Device

Character 7 = Qualifier

Placement section codes represent procedures for putting an externally placed device in
or on a body region for the purpose of protection, immobilization, stretching,
compression or packing. Placement procedure codes have a first character value of “2”.
The second character value for body system is either anatomical regions or anatomical
orifices. The root operations Change and Removal are contained in the placement section,
and have the same meaning as in the medical and surgical section. The placement section
also includes five additional root operations, defined as follows:

Compression: Putting pressure on a body region

Dressing: Putting material on a body region for protection
Immobilization: Limiting or preventing motion of a body region
Packing: Putting material in a body region or orifice

Traction: Exerting a pulling force on a body region in a distal direction

The fourth character values are either body regions (e.g., upper leg) or natural orifices
(e.g., ear). Since all placement procedures are performed directly on the skin or mucous
membrane, or performed indirectly by the application of external force through the skin
or mucous membrane, the approach value is always External.

The device character is always specified (except in the case of manual traction) and

indicates the device placed during the procedure (e.g., cast, splint, bandage, etc.). Except
for casts for fractures and dislocations, devices in the placement section are off the shelf
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and do not require any extensive design, fabrication or fitting. Placement of devices that
require extensive design, fabrication or fitting are coded in the rehabilitation section. The
qualifier character is not specified in the placement section; thus the qualifier value is
always No Qualifier.

Administration Section
The seven characters in the administration section have the following meaning:

Character 1 = Section

Character 2 = Physiological System and Anatomical Region
Character 3 = Root Operation

Character 4 = Body System/Region

Character 5 = Approach

Character 6 = Substance

Character 7 = Qualifier

Administration section codes represent procedures for putting in or on a therapeutic,
prophylactic, protective, diagnostic, nutritional or physiological substance.
Administration procedure codes have a first character value of “3”. The body system
character contains three values: circulatory system, indwelling device, and physiological
systems and anatomical regions. The circulatory body system is used for transfusion
procedures. There are three root operations in the administration section:

e Introduction: Putting in or on a therapeutic, diagnostic, nutritional, physiological
or prophylactic substance except blood or blood products

e Irrigation: Putting in or on a cleansing substance

e Transfusion: Putting in blood or blood products

The fourth character specifies the body system/region. It identifies the site where the
substance is administered, not the site where the substance administered takes effect.
Sites include skin and mucous membrane, subcutaneous tissue and muscle. These
differentiate intradermal, subcutaneous, and intramuscular injections respectively. Other
sites include eye, respiratory tract, peritoneal cavity, and epidural space.

The fifth character specifies approaches as defined in the medical and surgical section.
The approach for intradermal, subcutaneous and intramuscular introductions (i.e.,
injections) is percutaneous. If a catheter is placed to introduce a substance into an internal
site within the circulatory system, then the approach is percutaneous. For example, if a
catheter is advanced directly into the heart to introduce contrast for angiography, then the
procedure would be coded as a percutaneous introduction of contrast into the heart.

The body systems/regions for arteries and veins are peripheral artery, central artery,
peripheral vein and central vein. The peripheral artery or vein is typically used when a
substance is introduced locally into an artery or vein. For example, chemotherapy is the
introduction of an antineoplastic substance into a peripheral artery or vein by a
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percutaneous approach. In general, the substance introduced into a peripheral artery or
vein has a systemic effect.

The central artery or vein is typically used when the site where the substance is
introduced is distant from the point of entry into the artery or vein. For example, the
introduction of a substance directly at the site of a clot within an artery or vein using a
catheter is coded as an introduction of a thrombolytic substance into a central artery or
vein by a percutaneous approach. In general, the substance introduced into a central
artery or vein has a local effect.

The sixth character specifies the substance being introduced. Broad categories of
substances are defined, such as anesthetic, contrast, dialysate, and blood products such as
platelets. The seventh character is a qualifier, and is used to indicate whether a substance
transfused is autologous or nonautologous, or to further specify a substance introduced.

Measurement and Monitoring Section
The characters in the measuring and monitoring section have the following meaning:

Character 1 = Section

Character 2 = Physiological System
Character 3 = Root Operation
Character 4 = Body System
Character 5 = Approach

Character 6 = Function/Device
Character 7 = Qualifier

Measurement and monitoring section codes represent procedures for determining the
level of a physiological or physical function. Measurement and monitoring procedure
codes have a first character value of “4”. The second character value for body system is
either physiological systems or physiological devices. There are two root operations in
the measurement and monitoring section, as defined below:

e Measurement: Determining the level of a physiological or physical function at a
point in time

e Monitoring: Determining the level of a physiological or physical function
repetitively over a period of time

The fourth character specifies the body system measured or monitored. The fifth
character specifies approaches as defined in the medical and surgical section. Instead of
specifying device, the sixth character specifies the physiological or physical function
being measured or monitored. Examples of physiological or physical function values are
conductivity, metabolism, pulse, temperature, and volume. If a device used to perform
the measurement or monitoring is inserted and left in, then insertion of the device is
coded as a separate medical and surgical section procedure. The seventh character
qualifier contains specific values as needed to further specify the body part (e.g., central,
portal, pulmonary) or a variation of the procedure performed (e.g., ambulatory, stress).
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Examples of typical procedures coded in this section are EKG, EEG, and cardiac
catheterization. An EKG is the measurement of cardiac electrical activity, while an EEG
is the measurement of electrical activity of the central nervous system. A cardiac
catheterization performed to measure the pressure in the heart is coded as the
measurement of cardiac pressure by percutaneous approach.

Extracorporeal Assistance and Performance Section
The seven characters in the extracorporeal assistance and performance section have the
following meaning:

Character 1 = Section

Character 2 = Physiological System
Character 3 = Root Operation
Character 4 = Body System
Character 5 = Duration

Character 6 = Function

Character 7 = Qualifier

In extracorporeal assistance and performance procedures, equipment outside the body is
used to assist or perform a physiological function. Extracorporeal assistance and
performance procedure codes have a first character value of “5”. The second character
value for body system is physiological systems. There are three root operations in the
extracorporeal assistance and performance section, as defined below:

e Assistance: Taking over a portion of a physiological function by extracorporeal
means

e Performance: Completely taking over a physiological function by extracorporeal
means

e Restoration: Returning, or attempting to return, a physiological function to its
original state by extracorporeal means

The root operation Restoration contains a single procedure code that identifies
extracorporeal cardioversion. The fourth character specifies the body system (e.g.,
cardiac, respiratory) to which extracorporeal assistance or performance is applied. The
fifth character specifies the duration of the procedure, i.e., single, intermittent,
continuous. For respiratory ventilation assistance or performance, the duration is
specified in hours, i.e., <24 hours, 24-96 hours or >96 hours. The sixth character specifies
the physiological function assisted or performed (e.g., oxygenation, ventilation) during
the procedure. The seventh character qualifier specifies the type of equipment used, if
any.

Extracorporeal Therapies Section
The seven characters in the extracorporeal therapies section have the following meaning:

Character 1 = Section
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Character 2 = Physiological System
Character 3 = Root Operation
Character 4 = Body System
Character 5 = Duration

Character 6 = Qualifier

Character 7 = Qualifier

In extracorporeal therapy, equipment outside the body is used for a therapeutic purpose
that does not involve the assistance or performance of a physiological function.
Extracorporeal therapy procedure codes have a first character value of “6”. The second
character value for body system is physiological systems. There are ten root operations in
the extracorporeal therapy section, as defined below.