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The Centers for Medicare and Medicaid Services (CMS) and the National Center for Health 
Statistics (NCHS), two departments within the U.S. Federal Government’s Department of Health 
and Human Services (DHHS) provide the following guidelines for coding and reporting using the 
International Classification of Diseases, 10th Revision, Clinical Modification (ICD-10-CM). These 
guidelines should be used as a companion document to the official version of the ICD-10-CM as 
published on the NCHS website. The ICD-10-CM is a morbidity classification published by the 
United States for classifying diagnoses and reason for visits in all health care settings. The ICD- 
10-CM is based on the ICD-10, the statistical classification of disease published by the World 
Health Organization (WHO). 

These guidelines have been approved by the four organizations that make up the Cooperating 
Parties for the ICD-10-CM: the American Hospital Association (AHA), the American Health 
Information Management Association (AHIMA), CMS, and NCHS. 

These guidelines are a set of rules that have been developed to accompany and complement the 
official conventions and instructions provided within the ICD-10-CM itself. The instructions and 
conventions of the classification take precedence over guidelines. These guidelines are based on 
the coding and sequencing instructions in the Tabular List and Alphabetic Index of ICD-10-CM, 
but provide additional instruction. Adherence to these guidelines when assigning ICD-10-CM 
diagnosis codes is required under the Health Insurance Portability and Accountability Act 
(HIPAA). The diagnosis codes (Tabular List and Alphabetic Index) have been adopted under 
HIPAA for all healthcare settings. A joint effort between the healthcare provider and the coder is 
essential to achieve complete and accurate documentation, code assignment, and reporting of 
diagnoses and procedures. These guidelines have been developed to assist both the healthcare 
provider and the coder in identifying those diagnoses that are to be reported. The importance of 
consistent, complete documentation in the medical record cannot be overemphasized. Without 
such documentation accurate coding cannot be achieved. The entire record should be reviewed to 
determine the specific reason for the encounter and the conditions treated. 

The term encounter is used for all settings, including hospital admissions. In the context of these 
guidelines, the term provider is used throughout the guidelines to mean physician or any qualified 
health care practitioner who is legally accountable for establishing the patient’s diagnosis. Only 
this set of guidelines, approved by the Cooperating Parties, is official. 

The guidelines are organized into sections. Section I includes the structure and conventions of the 
classification and general guidelines that apply to the entire classification, and chapter-specific 
guidelines that correspond to the chapters as they are arranged in the classification. Section II 
includes guidelines for selection of principal diagnosis for non-outpatient settings. Section III 
includes guidelines for reporting additional diagnoses in non-outpatient settings. Section IV is for 
outpatient coding and reporting. It is necessary to review all sections of the guidelines to fully 
understand all of the rules and instructions needed to code properly. 
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Section I. Conventions, general coding guidelines and chapter 
specific guidelines 
The conventions, general guidelines and chapter-specific guidelines are applicable to all 
health care settings unless otherwise indicated. The conventions and instructions of the 
classification take precedence over guidelines. 

 
A. Conventions for the ICD-10-CM 

The conventions for the ICD-10-CM are the general rules for use of the classification 
independent of the guidelines. These conventions are incorporated within the Alphabetic Index 
and Tabular List of the ICD-10-CM as instructional notes. 

 
1. The Alphabetic Index and Tabular List 

The ICD-10-CM is divided into the Alphabetic Index, an alphabetical list of terms and 
their corresponding code, and the Tabular List, a structured list of codes divided into 
chapters based on body system or condition. The Alphabetic Index consists of the 
following parts: the Index of Diseases and Injury, the Index of External Causes of 
Injury, the Table of Neoplasms and the Table of Drugs and Chemicals. 

 
See Section I.C.2. General Guidelines Neoplasms 
See Section I.C.19. Adverse effects, poisoning, underdosing and toxic effects 

 
2. Format and Structure: 

The ICD-10-CM Tabular List contains categories, subcategories and codes. Characters 
for categories, subcategories and codes may be either a letter or a number. All 
categories are 3 characters. A three-character category that has no further subdivision is 
equivalent to a code. Subcategories are either 4 or 5 characters. Codes may be 3, 4, 5, 6 
or 7 characters. That is, each level of subdivision after a category is a subcategory. The 
final level of subdivision is a code. Codes that have applicable 7th characters are still 
referred to as codes, not subcategories. A code that has an applicable 7th character is 
considered invalid without the 7th character. 

 
The ICD-10-CM uses an indented format for ease in reference. 

 
3. Use of codes for reporting purposes 

For reporting purposes only codes are permissible, not categories or subcategories, and 
any applicable 7th character is required. 

4. Placeholder character 
The ICD-10-CM utilizes a placeholder character “X”. The “X” is used as a placeholder 
at certain codes to allow for future expansion. An example of this is at the poisoning, 
adverse effect and underdosing codes, categories T36-T50. Where a placeholder exists, 
the X must be used in order for the code to be considered a valid code. 
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5. 7th Characters 
Certain ICD-10-CM categories have applicable 7th characters. The applicable 7th 
character is required for all codes within the category, or as the notes in the Tabular List 
instruct. The 7th character must always be the 7th character in the data field. If a code 
that requires a 7th character is not 6 characters, a placeholder X must be used to fill in 
the empty characters. 

 
6. Abbreviations 

a. Alphabetic Index abbreviations 
NEC “Not elsewhere classifiable” 

This abbreviation in the Alphabetic Index represents “other specified.” 
When a specific code is not available for a condition, the Alphabetic 
Index directs the coder to the “other specified” code in the Tabular List. 

 
NOS “Not otherwise specified” 

This abbreviation is the equivalent of unspecified. 
 

b. Tabular List abbreviations 
NEC “Not elsewhere classifiable” 

This abbreviation in the Tabular List represents “other specified”. When 
a specific code is not available for a condition, the Tabular List includes 
an NEC entry under a code to identify the code as the “other specified” 
code. 

 
NOS “Not otherwise specified” 

This abbreviation is the equivalent of unspecified. 
 

7. Punctuation 
[ ] Brackets are used in the Tabular List to enclose synonyms, alternative wording or 

explanatory phrases. Brackets are used in the Alphabetic Index to identify 
manifestation codes. 

 
( ) Parentheses are used in both the Alphabetic Index and Tabular List to enclose 

supplementary words that may be present or absent in the statement of a disease or 
procedure without affecting the code number to which it is assigned. The terms 
within the parentheses are referred to as nonessential modifiers. The nonessential 
modifiers in the Alphabetic Index to Diseases apply to subterms following a main 
term except when a nonessential modifier and a subentry are mutually exclusive, 
the subentry takes precedence. For example, in the ICD-10-CM Alphabetic Index 
under the main term Enteritis, “acute” is a nonessential modifier and “chronic” is a 
subentry. In this case, the nonessential modifier “acute” does not apply to the 
subentry “chronic”. 
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: Colons are used in the Tabular List after an incomplete term which needs one or 
more of the modifiers following the colon to make it assignable to a given 
category. 

 
8. Use of “and”. 

See Section I.A.14. Use of the term “And” 
 

9. Other and Unspecified codes 

a. “Other” codes 
Codes titled “other” or “other specified” are for use when the information in the 
medical record provides detail for which a specific code does not exist. 
Alphabetic Index entries with NEC in the line designate “other” codes in the 
Tabular List. These Alphabetic Index entries represent specific disease entities 
for which no specific code exists, so the term is included within an “other” code. 

 
b. “Unspecified” codes 

Codes titled “unspecified” are for use when the information in the medical 
record is insufficient to assign a more specific code. For those categories for 
which an unspecified code is not provided, the “other specified” code may 
represent both other and unspecified. 

 
See Section I.B.18. Use of Signs/Symptom/Unspecified Codes 

 
10. Includes Notes 

This note appears immediately under a three-character code title to further define, or give 
examples of, the content of the category. 

 
11. Inclusion terms 

List of terms is included under some codes. These terms are the conditions for which 
that code is to be used. The terms may be synonyms of the code title, or, in the case of 
“other specified” codes, the terms are a list of the various conditions assigned to that 
code. The inclusion terms are not necessarily exhaustive. Additional terms found only 
in the Alphabetic Index may also be assigned to a code. 

 
12. Excludes Notes 

The ICD-10-CM has two types of excludes notes. Each type of note has a different 
definition for use, but they are all similar in that they indicate that codes excluded from 
each other are independent of each other. 

 
a. Excludes1 

A type 1 Excludes note is a pure excludes note. It means “NOT CODED 
HERE!” An Excludes1 note indicates that the code excluded should never be 
used at the same time as the code above the Excludes1 note. An Excludes1 is 
used when two conditions cannot occur together, such as a congenital form 
versus an acquired form of the same condition. 
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An exception to the Excludes1 definition is the circumstance when the two 
conditions are unrelated to each other. If it is not clear whether the two 
conditions involving an Excludes1 note are related or not, query the provider. 
For example, code F45.8, Other somatoform disorders, has an Excludes1 note 
for "sleep related teeth grinding (G47.63)," because "teeth grinding" is an 
inclusion term under F45.8. Only one of these two codes should be assigned for 
teeth grinding. However psychogenic dysmenorrhea is also an inclusion term 
under F45.8, and a patient could have both this condition and sleep related teeth 
grinding. In this case, the two conditions are clearly unrelated to each other, and 
so it would be appropriate to report F45.8 and G47.63 together. 

 
b. Excludes2 

A type 2 Excludes note represents “Not included here.” An excludes2 note 
indicates that the condition excluded is not part of the condition represented by 
the code, but a patient may have both conditions at the same time. When an 
Excludes2 note appears under a code, it is acceptable to use both the code and 
the excluded code together, when appropriate. 

 
13. Etiology/manifestation convention (“code first”, “use additional 

code” and “in diseases classified elsewhere” notes) 
Certain conditions have both an underlying etiology and multiple body system 
manifestations due to the underlying etiology. For such conditions, the ICD-10-CM has 
a coding convention that requires the underlying condition be sequenced first, if 
applicable, followed by the manifestation. Wherever such a combination exists, there is 
a “use additional code” note at the etiology code, and a “code first” note at the 
manifestation code. These instructional notes indicate the proper sequencing order of 
the codes, etiology followed by manifestation. 

 
In most cases the manifestation codes will have in the code title, “in diseases classified 
elsewhere.” Codes with this title are a component of the etiology/ manifestation 
convention. The code title indicates that it is a manifestation code. “In diseases 
classified elsewhere” codes are never permitted to be used as first listed or principal 
diagnosis codes. They must be used in conjunction with an underlying condition code 
and they must be listed following the underlying condition. See category F02, Dementia 
in other diseases classified elsewhere, for an example of this convention. 

 
There are manifestation codes that do not have “in diseases classified elsewhere” in the 
title. For such codes, there is a “use additional code” note at the etiology code and a 
“code first” note at the manifestation code, and the rules for sequencing apply. 

 
In addition to the notes in the Tabular List, these conditions also have a specific 
Alphabetic Index entry structure. In the Alphabetic Index both conditions are listed 
together with the etiology code first followed by the manifestation codes in brackets. 
The code in brackets is always to be sequenced second. 

 
An example of the etiology/manifestation convention is dementia in with Parkinson’s 
disease. In the Alphabetic Index, code G20 is listed first, followed by code F02.80 or 
F02.81- in brackets. Code G20 represents the underlying etiology, Parkinson’s disease, 
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and must be sequenced first, whereas codes F02.80 and F02.81- represent the 
manifestation of dementia in diseases classified elsewhere, with or without behavioral 
disturbance. 

 
“Code first” and “Use additional code” notes are also used as sequencing rules in the 
classification for certain codes that are not part of an etiology/ manifestation 
combination. 

 
See Section I.B.7. Multiple coding for a single condition. 

 
14. “And” 

The word “and” should be interpreted to mean either “and” or “or” when it appears in a 
title. 

 
For example, cases of “tuberculosis of bones”, “tuberculosis of joints” and “tuberculosis 
of bones and joints” are classified to subcategory A18.0, Tuberculosis of bones and 
joints. 

 
15. “With” 

The word “with” or “in” should be interpreted to mean “associated with” or “due to” 
when it appears in a code title, the Alphabetic Index (either under a main term or 
subterm), or an instructional note in the Tabular List. The classification presumes a 
causal relationship between the two conditions linked by these terms in the Alphabetic 
Index or Tabular List. These conditions should be coded as related even in the absence 
of provider documentation explicitly linking them, unless the documentation clearly 
states the conditions are unrelated or when another guideline exists that specifically 
requires a documented linkage between two conditions (e.g., sepsis guideline for “acute 
organ dysfunction that is not clearly associated with the sepsis”). 
For conditions not specifically linked by these relational terms in the classification or 
when a guideline requires that a linkage between two conditions be explicitly 
documented, provider documentation must link the conditions in order to code them as 
related. 

 
The word “with” in the Alphabetic Index is sequenced immediately following the main 
term or subterm, not in alphabetical order. 

 
16. “See” and “See Also” 

The “see” instruction following a main term in the Alphabetic Index indicates that 
another term should be referenced. It is necessary to go to the main term referenced 
with the “see” note to locate the correct code. 

 
A “see also” instruction following a main term in the Alphabetic Index instructs that 
there is another main term that may also be referenced that may provide additional 
Alphabetic Index entries that may be useful. It is not necessary to follow the “see also” 
note when the original main term provides the necessary code. 
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17. “Code also” note 
A “code also” note instructs that two codes may be required to fully describe a 
condition, but this note does not provide sequencing direction. The sequencing depends 
on the circumstances of the encounter. 

 
18. Default codes 

A code listed next to a main term in the ICD-10-CM Alphabetic Index is referred to as a 
default code. The default code represents that condition that is most commonly 
associated with the main term or is the unspecified code for the condition. If a condition 
is documented in a medical record (for example, appendicitis) without any additional 
information, such as acute or chronic, the default code should be assigned. 

 
19. Code assignment and Clinical Criteria 

The assignment of a diagnosis code is based on the provider’s diagnostic statement that 
the condition exists. The provider’s statement that the patient has a particular condition 
is sufficient. Code assignment is not based on clinical criteria used by the provider to 
establish the diagnosis. If there is conflicting medical record documentation, query 
the provider. 

 

B. General Coding Guidelines 

1. Locating a code in the ICD-10-CM 
To select a code in the classification that corresponds to a diagnosis or reason for visit 
documented in a medical record, first locate the term in the Alphabetic Index, and then 
verify the code in the Tabular List. Read and be guided by instructional notations that 
appear in both the Alphabetic Index and the Tabular List. 

 
It is essential to use both the Alphabetic Index and Tabular List when locating and 
assigning a code. The Alphabetic Index does not always provide the full code. Selection 
of the full code, including laterality and any applicable 7th character can only be done in 
the Tabular List. A dash (-) at the end of an Alphabetic Index entry indicates that 
additional characters are required. Even if a dash is not included at the Alphabetic Index 
entry, it is necessary to refer to the Tabular List to verify that no 7th character is 
required. 

 
2. Level of Detail in Coding 

Diagnosis codes are to be used and reported at their highest number of characters 
available and to the highest level of specificity documented in the medical record. 

 
ICD-10-CM diagnosis codes are composed of codes with 3, 4, 5, 6 or 7 characters. 
Codes with three characters are included in ICD-10-CM as the heading of a category of 
codes that may be further subdivided by the use of fourth and/or fifth characters and/or 
sixth characters, which provide greater detail. 

 
A three-character code is to be used only if it is not further subdivided. A code is invalid 
if it has not been coded to the full number of characters required for that code, including 
the 7th character, if applicable. 
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3. Code or codes from A00.0 through T88.9, Z00-Z99.8, U00-U85 
The appropriate code or codes from A00.0 through T88.9, Z00-Z99.8, and U00-U85 
must be used to identify diagnoses, symptoms, conditions, problems, complaints or 
other reason(s) for the encounter/visit. 

 
4. Signs and symptoms 

Codes that describe symptoms and signs, as opposed to diagnoses, are acceptable for 
reporting purposes when a related definitive diagnosis has not been established 
(confirmed) by the provider. Chapter 18 of ICD-10-CM, Symptoms, Signs, and 
Abnormal Clinical and Laboratory Findings, Not Elsewhere Classified (codes 
R00.0 - R99) contains many, but not all, codes for symptoms. 

 
See Section I.B.18. Use of Signs/Symptom/Unspecified Codes 

 
5. Conditions that are an integral part of a disease process 

Signs and symptoms that are associated routinely with a disease process should not be 
assigned as additional codes, unless otherwise instructed by the classification. 

 
6. Conditions that are not an integral part of a disease process 

Additional signs and symptoms that may not be associated routinely with a disease 
process should be coded when present. 

7. Multiple coding for a single condition 
In addition to the etiology/manifestation convention that requires two codes to fully 
describe a single condition that affects multiple body systems, there are other single 
conditions that also require more than one code. “Use additional code” notes are found 
in the Tabular List at codes that are not part of an etiology/manifestation pair where a 
secondary code is useful to fully describe a condition. The sequencing rule is the same 
as the etiology/manifestation pair, “use additional code” indicates that a secondary code 
should be added, if known. 

 
For example, for bacterial infections that are not included in chapter 1, a secondary code 
from category B95, Streptococcus, Staphylococcus, and Enterococcus, as the cause of 
diseases classified elsewhere, or B96, Other bacterial agents as the cause of diseases 
classified elsewhere, may be required to identify the bacterial organism causing the 
infection. A “use additional code” note will normally be found at the infectious disease 
code, indicating a need for the organism code to be added as a secondary code. 

 
“Code first” notes are also under certain codes that are not specifically manifestation 
codes but may be due to an underlying cause. When there is a “code first” note and an 
underlying condition is present, the underlying condition should be sequenced first, if 
known. 

 
“Code, if applicable, any causal condition first” notes indicate that this code may be 
assigned as a principal diagnosis when the causal condition is unknown or not 
applicable. If a causal condition is known, then the code for that condition should be 
sequenced as the principal or first-listed diagnosis. 
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Multiple codes may be needed for sequela, complication codes and obstetric codes to 
more fully describe a condition. See the specific guidelines for these conditions for 
further instruction. 

 
8. Acute and Chronic Conditions 

If the same condition is described as both acute (subacute) and chronic, and separate 
subentries exist in the Alphabetic Index at the same indentation level, code both and 
sequence the acute (subacute) code first. 

 
9. Combination Code 

A combination code is a single code used to classify: 
Two diagnoses, or 
A diagnosis with an associated secondary process (manifestation) 
A diagnosis with an associated complication 

 
Combination codes are identified by referring to subterm entries in the Alphabetic Index 
and by reading the inclusion and exclusion notes in the Tabular List. 

 
Assign only the combination code when that code fully identifies the diagnostic 
conditions involved or when the Alphabetic Index so directs. Multiple coding should 
not be used when the classification provides a combination code that clearly identifies 
all of the elements documented in the diagnosis. When the combination code lacks 
necessary specificity in describing the manifestation or complication, an additional code 
should be used as a secondary code. 

 
10. Sequela (Late Effects) 

A sequela is the residual effect (condition produced) after the acute phase of an illness 
or injury has terminated. There is no time limit on when a sequela code can be used. 
The residual may be apparent early, such as in cerebral infarction, or it may occur 
months or years later, such as that due to a previous injury. Examples of sequela 
include: scar formation resulting from a burn, deviated septum due to a nasal fracture, 
and infertility due to tubal occlusion from old tuberculosis. Coding of sequela generally 
requires two codes sequenced in the following order: the condition or nature of the 
sequela is sequenced first. The sequela code is sequenced second. 

 
An exception to the above guidelines are those instances where the code for the sequela 
is followed by a manifestation code identified in the Tabular List and title, or the 
sequela code has been expanded (at the fourth, fifth or sixth character levels) to include 
the manifestation(s). The code for the acute phase of an illness or injury that led to the 
sequela is never used with a code for the late effect. 

 
See Section I.C.9. Sequelae of cerebrovascular disease 
See Section I.C.15. Sequelae of complication of pregnancy, childbirth and the 
puerperium 
See Section I.C.19. Application of 7th characters for Chapter 19 
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11. Impending or Threatened Condition 
Code any condition described at the time of discharge as “impending” or “threatened” 
as follows: 

If it did occur, code as confirmed diagnosis. 
If it did not occur, reference the Alphabetic Index to determine if the condition has a 
subentry term for “impending” or “threatened” and also reference main term entries 
for “Impending” and for “Threatened.” 
If the subterms are listed, assign the given code. 
If the subterms are not listed, code the existing underlying condition(s) and not the 
condition described as impending or threatened. 

 
12. Reporting Same Diagnosis Code More than Once 

Each unique ICD-10-CM diagnosis code may be reported only once for an encounter. 
This applies to bilateral conditions when there are no distinct codes identifying laterality 
or two different conditions classified to the same ICD-10-CM diagnosis code. 

 
13. Laterality 

Some ICD-10-CM codes indicate laterality, specifying whether the condition occurs on 
the left, right or is bilateral. If no bilateral code is provided and the condition is bilateral, 
assign separate codes for both the left and right side. If the side is not identified in the 
medical record, assign the code for the unspecified side. 

 
When a patient has a bilateral condition and each side is treated during separate 
encounters, assign the "bilateral" code (as the condition still exists on both sides), 
including for the encounter to treat the first side. For the second encounter for treatment 
after one side has previously been treated and the condition no longer exists on that 
side, assign the appropriate unilateral code for the side where the condition still exists 
(e.g., cataract surgery performed on each eye in separate encounters). The bilateral code 
would not be assigned for the subsequent encounter, as the patient no longer has the 
condition in the previously-treated site. If the treatment on the first side did not 
completely resolve the condition, then the bilateral code would still be appropriate. 

 
When laterality is not documented by the patient’s provider, code assignment for the 
affected side may be based on medical record documentation from other clinicians. If 
there is conflicting medical record documentation regarding the affected side, the 
patient’s attending provider should be queried for clarification. Codes for “unspecified” 
side should rarely be used, such as when the documentation in the record is insufficient 
to determine the affected side and it is not possible to obtain clarification. 

 
14. Documentation by Clinicians Other than the Patient's Provider 

Code assignment is based on the documentation by the patient's provider (i.e., physician 
or other qualified healthcare practitioner legally accountable for establishing the 
patient's diagnosis). There are a few exceptions when code assignment may be based on 
medical record documentation from clinicians who are not the patient’s provider (i.e., 
physician or other qualified healthcare practitioner legally accountable for establishing 
the patient’s diagnosis). In this context, “clinicians” other than the patient’s provider 
refer to healthcare professionals permitted, based on regulatory or accreditation 
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requirements or internal hospital policies, to document in a patient’s official medical 
record. 

 
These exceptions include codes for: 

• Body Mass Index (BMI) 
• Depth of non-pressure chronic ulcers 
• Pressure ulcer stage 
• Coma scale 
• NIH stroke scale (NIHSS) 
• Social determinants of health (SDOH) 
• Laterality 
• Blood alcohol level 
• Underimmunization status 

 
This information is typically, or may be, documented by other clinicians involved in the 
care of the patient (e.g., a dietitian often documents the BMI, a nurse often documents 
the pressure ulcer stages, and an emergency medical technician often documents the 
coma scale). However, the associated diagnosis (such as overweight, obesity, acute 
stroke, pressure ulcer, or a condition classifiable to category F10, Alcohol related 
disorders) must be documented by the patient’s provider. If there is conflicting medical 
record documentation, either from the same clinician or different clinicians, the 
patient’s attending provider should be queried for clarification. 

 
The BMI, coma scale, NIHSS, blood alcohol level codes, and codes for social 
determinants of health and underimmunization status should only be reported as 
secondary diagnoses. 

 
See Section I.C.21.c.17. for additional information regarding coding social 
determinants of health. 

 
15. Syndromes 

Follow the Alphabetic Index guidance when coding syndromes. In the absence of 
Alphabetic Index guidance, assign codes for the documented manifestations of the 
syndrome. Additional codes for manifestations that are not an integral part of the 
disease process may also be assigned when the condition does not have a unique code. 

 
16. Documentation of Complications of Care 

Code assignment is based on the provider’s documentation of the relationship between 
the condition and the care or procedure, unless otherwise instructed by the 
classification. The guideline extends to any complications of care, regardless of the 
chapter the code is located in. It is important to note that not all conditions that occur 
during or following medical care or surgery are classified as complications. There must 
be a cause-and-effect relationship between the care provided and the condition, and an 
incision in the documentation that is a complication the documentation must support 
that the condition is clinically significant. It is not necessary for the provider to 
explicitly document the term “complication.” For example, if the condition alters 
the course of the surgery as documented in the operative report, then it would be 
appropriate to report a complication code. 
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Query the provider for clarification, if the complication is not clearly documented if the 
documentation is not clear as to the relationship between the condition and the care 
or procedure. 

 
17. Borderline Diagnosis 

If the provider documents a "borderline" diagnosis at the time of discharge, the 
diagnosis is coded as confirmed, unless the classification provides a specific entry (e.g., 
borderline diabetes). If a borderline condition has a specific index entry in ICD-10-CM, 
it should be coded as such. Since borderline conditions are not uncertain diagnoses, no 
distinction is made between the care setting (inpatient versus outpatient). Whenever the 
documentation is unclear regarding a borderline condition, coders are encouraged to 
query for clarification. 

 
18. Use of Sign/Symptom/Unspecified Codes 

Sign/symptom and “unspecified” codes have acceptable, even necessary, uses. While 
specific diagnosis codes should be reported when they are supported by the available 
medical record documentation and clinical knowledge of the patient’s health condition, 
there are instances when signs/symptoms or unspecified codes are the best choices for 
accurately reflecting the healthcare encounter. Each healthcare encounter should be 
coded to the level of certainty known for that encounter. 

 
As stated in the introductory section of these official coding guidelines, a joint effort 
between the healthcare provider and the coder is essential to achieve complete and 
accurate documentation, code assignment, and reporting of diagnoses and procedures. 
The importance of consistent, complete documentation in the medical record cannot be 
overemphasized. Without such documentation accurate coding cannot be achieved. The 
entire record should be reviewed to determine the specific reason for the encounter and 
the conditions treated. 

 
If a definitive diagnosis has not been established by the end of the encounter, it is 
appropriate to report codes for sign(s) and/or symptom(s) in lieu of a definitive 
diagnosis. When sufficient clinical information isn’t known or available about a 
particular health condition to assign a more specific code, it is acceptable to report the 
appropriate “unspecified” code (e.g., a diagnosis of pneumonia has been determined, 
but not the specific type). Unspecified codes should be reported when they are the codes 
that most accurately reflect what is known about the patient’s condition at the time of 
that particular encounter. It would be inappropriate to select a specific code that is not 
supported by the medical record documentation or conduct medically unnecessary 
diagnostic testing in order to determine a more specific code. 

 
19. Coding for Healthcare Encounters in Hurricane Aftermath 

a. Use of External Cause of Morbidity Codes 
An external cause of morbidity code should be assigned to identify the cause of the 
injury(ies) incurred as a result of the hurricane. The use of external cause of 
morbidity codes is supplemental to the application of ICD-10-CM codes. External 
cause of morbidity codes are never to be recorded as a principal diagnosis (first- 
listed in non-inpatient settings). The appropriate injury code should be sequenced 
before any external cause codes. The external cause of morbidity codes capture how 
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the injury or health condition happened (cause), the intent (unintentional or 
accidental; or intentional, such as suicide or assault), the place where the event 
occurred, the activity of the patient at the time of the event, and the person’s status 
(e.g., civilian, military). They should not be assigned for encounters to treat 
hurricane victims’ medical conditions when no injury, adverse effect or poisoning is 
involved. External cause of morbidity codes should be assigned for each encounter 
for care and treatment of the injury. External cause of morbidity codes may be 
assigned in all health care settings. For the purpose of capturing complete and 
accurate ICD-10-CM data in the aftermath of the hurricane, a healthcare setting 
should be considered as any location where medical care is provided by licensed 
healthcare professionals. 

 
b. Sequencing of External Causes of Morbidity Codes 
Codes for cataclysmic events, such as a hurricane, take priority over all other 
external cause codes except child and adult abuse and terrorism and should be 
sequenced before other external cause of injury codes. Assign as many external 
cause of morbidity codes as necessary to fully explain each cause. For example, if 
an injury occurs as a result of a building collapse during the hurricane, external 
cause codes for both the hurricane and the building collapse should be assigned, 
with the external causes code for hurricane being sequenced as the first external 
cause code. For injuries incurred as a direct result of the hurricane, assign the 
appropriate code(s) for the injuries, followed by the code X37.0-, Hurricane (with 
the appropriate 7th character), and any other applicable external cause of injury 
codes. Code X37.0- also should be assigned when an injury is incurred as a result of 
flooding caused by a levee breaking related to the hurricane. Code X38.-, Flood 
(with the appropriate 7th character), should be assigned when an injury is from 
flooding resulting directly from the storm. Code X36.0.-, Collapse of dam or man- 
made structure, should not be assigned when the cause of the collapse is due to the 
hurricane. Use of code X36.0- is limited to collapses of man-made structures due to 
earth surface movements, not due to storm surges directly from a hurricane. 

 
c. Other External Causes of Morbidity Code Issues 
For injuries that are not a direct result of the hurricane, such as an evacuee that has 
incurred an injury as a result of a motor vehicle accident, assign the appropriate 
external cause of morbidity code(s) to describe the cause of the injury, but do not 
assign code X37.0-, Hurricane. If it is not clear whether the injury was a direct result 
of the hurricane, assume the injury is due to the hurricane and assign code X37.0-, 
Hurricane, as well as any other applicable external cause of morbidity codes. In 
addition to code X37.0-, Hurricane, other possible applicable external cause of 
morbidity codes include: 

 
X30-, Exposure to excessive natural heat 
X31-, Exposure to excessive natural cold 
X38-, Flood 

 
d. Use of Z codes 
Z codes (other reasons for healthcare encounters) may be assigned as appropriate to 
further explain the reasons for presenting for healthcare services, including transfers 
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between healthcare facilities, or provide additional information relevant to a patient 
encounter. The ICD-10-CM Official Guidelines for Coding and Reporting identify 
which codes maybe assigned as principal or first-listed diagnosis only, secondary 
diagnosis only, or principal/first-listed or secondary (depending on the 
circumstances). Possible applicable Z codes include: 

 
Z59.0-, Homelessness 
Z59.1, Inadequate housing 
Z59.5, Extreme poverty 
Z75.1, Person awaiting admission to adequate facility elsewhere 
Z75.3, Unavailability and inaccessibility of health-care facilities 
Z75.4, Unavailability and inaccessibility of other helping agencies 
Z76.2, Encounter for health supervision and care of other healthy infant and 

child 
Z99.12, Encounter for respirator [ventilator] dependence during power 

failure 
 

The external cause of morbidity codes and the Z codes listed above are not 
an all-inclusive list. Other codes may be applicable to the encounter based 
upon the documentation. Assign as many codes as necessary to fully explain 
each healthcare encounter. Since patient history information may be very 
limited, use any available documentation to assign the appropriate external 
cause of morbidity and Z codes. 

 
C. Chapter-Specific Coding Guidelines 

In addition to general coding guidelines, there are guidelines for specific diagnoses and/or 
conditions in the classification. Unless otherwise indicated, these guidelines apply to all health 
care settings. Please refer to Section II for guidelines on the selection of principal diagnosis. 

 
1. Chapter 1: Certain Infectious and Parasitic Diseases (A00-B99), U07.1, 

U09.9 

a. Human Immunodeficiency Virus (HIV) Infections 

1) Code only confirmed cases 
Code only confirmed cases of HIV infection/illness. This is an exception 
to the hospital inpatient guideline Section II, H. 

 
In this context, “confirmation” does not require documentation of 
positive serology or culture for HIV; the provider’s diagnostic statement 
that the patient is HIV positive or has an HIV-related illness is sufficient. 

 
2) Selection and sequencing of HIV codes 

(a) Patient admitted for HIV-related condition 
If a patient is admitted for an HIV-related condition, the principal 
diagnosis should be B20, Human immunodeficiency virus [HIV] 
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disease followed by additional diagnosis codes for all reported 
HIV-related conditions. 

 
An exception to this guideline is if the reason for admission is 
hemolytic-uremic syndrome associated with HIV disease. 
Assign code D59.31, Infection-associated hemolytic-uremic 
syndrome, followed by code B20, Human immunodeficiency 
virus [HIV] disease. 

 
(b) Patient with HIV disease admitted for unrelated condition 

If a patient with HIV disease is admitted for an unrelated 
condition (such as a traumatic injury), the code for the unrelated 
condition (e.g., the nature of injury code) should be the principal 
diagnosis. Other diagnoses would be B20 followed by additional 
diagnosis codes for all reported HIV-related conditions. 

 
(c) Whether the patient is newly diagnosed 

Whether the patient is newly diagnosed or has had previous 
admissions/encounters for HIV conditions is irrelevant to the 
sequencing decision. 

 
(d) Asymptomatic human immunodeficiency virus 

Z21, Asymptomatic human immunodeficiency virus [HIV] 
infection status, is to be applied when the patient without any 
documentation of symptoms is listed as being “HIV positive,” 
“known HIV,” “HIV test positive,” or similar terminology. Do 
not use this code if the term “AIDS” or “HIV disease” is used or 
if the patient is treated for any HIV-related illness or is described 
as having any condition(s) resulting from his/her HIV positive 
status; use B20 in these cases. 

 
(e) Patients with inconclusive HIV serology 

Patients with inconclusive HIV serology, but no definitive 
diagnosis or manifestations of the illness, may be assigned code 
R75, Inconclusive laboratory evidence of human 
immunodeficiency virus [HIV]. 

 
(f) Previously diagnosed HIV-related illness 

Patients with any known prior diagnosis of an HIV-related illness 
should be coded to B20. Once a patient has developed an 
HIV-related illness, the patient should always be assigned code 
B20 on every subsequent admission/encounter. Patients 
previously diagnosed with any HIV illness (B20) should never be 
assigned to R75 or Z21, Asymptomatic human 
immunodeficiency virus [HIV] infection status. 

 
(g) HIV Infection in Pregnancy, Childbirth and the Puerperium 
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During pregnancy, childbirth or the puerperium, a patient 
admitted (or presenting for a health care encounter) because of an 
HIV-related illness should receive a principal diagnosis code of 
O98.7-, Human immunodeficiency [HIV] disease complicating 
pregnancy, childbirth and the puerperium, followed by B20 and 
the code(s) for the HIV-related illness(es). Codes from Chapter 
15 always take sequencing priority. 

 
Patients with asymptomatic HIV infection status admitted (or 
presenting for a health care encounter) during pregnancy, 
childbirth, or the puerperium should receive codes of O98.7- and 
Z21. 

 

(h) Encounters for testing for HIV 
If a patient is being seen to determine his/her HIV status, use 
code Z11.4, Encounter for screening for human 
immunodeficiency virus [HIV]. Use additional codes for any 
associated high-risk behavior, if applicable. 

 
If a patient with signs or symptoms is being seen for HIV testing, 
code the signs and symptoms. An additional counseling code 
Z71.7, Human immunodeficiency virus [HIV] counseling, may 
be used if counseling is provided during the encounter for the 
test. 

 
When a patient returns to be informed of his/her HIV test results 
and the test result is negative, use code Z71.7, Human 
immunodeficiency virus [HIV] counseling. 

 
If the results are positive, see previous guidelines and assign 
codes as appropriate. 

 
(i) History of HIV managed by antiretroviral medication 

If a patient with documented history of HIV disease, HIV-
related illness or AIDS is currently managed on antiretroviral 
medications, assign code B20, Human immunodeficiency virus 
[HIV] disease. Code Z79.899, Other long term (current) drug 
therapy, may be assigned as an additional code to identify the 
long-term (current) use of antiretroviral medications. 

 

b. Infectious agents as the cause of diseases classified to other 
chapters 
Certain infections are classified in chapters other than Chapter 1 and no 
organism is identified as part of the infection code. In these instances, it is 
necessary to use an additional code from Chapter 1 to identify the organism. A 



ICD-10-CM Official Guidelines for Coding and Reporting 
FY 2023 

Page 22 of 118 

code from category B95, Streptococcus, Staphylococcus, and Enterococcus as 
the cause of diseases classified to other chapters, B96, Other bacterial agents as 
the cause of diseases classified to other chapters, or B97, Viral agents as the 
cause of diseases classified to other chapters, is to be used as an additional code 
to identify the organism. An instructional note will be found at the infection 
code advising that an additional organism code is required. 

c. Infections resistant to antibiotics
Many bacterial infections are resistant to current antibiotics. It is necessary to
identify all infections documented as antibiotic resistant. Assign a code from
category Z16, Resistance to antimicrobial drugs, following the infection code
only if the infection code does not identify drug resistance.

d. Sepsis, Severe Sepsis, and Septic Shock Infections resistant to
antibiotics

1) Coding of Sepsis and Severe Sepsis

(a) Sepsis
For a diagnosis of sepsis, assign the appropriate code for the
underlying systemic infection. If the type of infection or causal
organism is not further specified, assign code A41.9, Sepsis,
unspecified organism.

A code from subcategory R65.2, Severe sepsis, should not be
assigned unless severe sepsis or an associated acute organ
dysfunction is documented.

(i) Negative or inconclusive blood cultures and sepsis
Negative or inconclusive blood cultures do not preclude a
diagnosis of sepsis in patients with clinical evidence of
the condition; however, the provider should be queried.

(ii) Urosepsis
The term urosepsis is a nonspecific term. It is not to be
considered synonymous with sepsis. It has no default code
in the Alphabetic Index. Should a provider use this term,
he/she must be queried for clarification.

(iii) Sepsis with organ dysfunction
If a patient has sepsis and associated acute organ
dysfunction or multiple organ dysfunction (MOD), follow
the instructions for coding severe sepsis.

(iv) Acute organ dysfunction that is not clearly associated
with the sepsis
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If a patient has sepsis and an acute organ dysfunction, but 
the medical record documentation indicates that the acute 
organ dysfunction is related to a medical condition other 
than the sepsis, do not assign a code from subcategory 
R65.2, Severe sepsis. An acute organ dysfunction must be 
associated with the sepsis in order to assign the severe 
sepsis code. If the documentation is not clear as to 
whether an acute organ dysfunction is related to the sepsis 
or another medical condition, query the provider. 

(b) Severe sepsis
The coding of severe sepsis requires a minimum of 2 codes: first
a code for the underlying systemic infection, followed by a code
from subcategory R65.2, Severe sepsis. If the causal organism is
not documented, assign code A41.9, Sepsis, unspecified
organism, for the infection. Additional code(s) for the associated
acute organ dysfunction are also required.

Due to the complex nature of severe sepsis, some cases may
require querying the provider prior to assignment of the codes.

2) Septic shock
Septic shock generally refers to circulatory failure associated with severe
sepsis, and therefore, it represents a type of acute organ dysfunction.

For cases of septic shock, the code for the systemic infection should be
sequenced first, followed by code R65.21, Severe sepsis with septic
shock or code T81.12, Postprocedural septic shock. Any additional codes
for the other acute organ dysfunctions should also be assigned. As noted
in the sequencing instructions in the Tabular List, the code for septic
shock cannot be assigned as a principal diagnosis.

3) Sequencing of severe sepsis
If severe sepsis is present on admission, and meets the definition of
principal diagnosis, the underlying systemic infection should be assigned
as principal diagnosis followed by the appropriate code from subcategory
R65.2 as required by the sequencing rules in the Tabular List. A code
from subcategory R65.2 can never be assigned as a principal diagnosis.
When severe sepsis develops during an encounter (it was not present on
admission), the underlying systemic infection and the appropriate code
from subcategory R65.2 should be assigned as secondary diagnoses.

Severe sepsis may be present on admission, but the diagnosis may not be
confirmed until sometime after admission. If the documentation is not
clear whether severe sepsis was present on admission, the provider
should be queried.
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For infection-associated hemolytic-uremic syndrome with severe 
sepsis, see guideline I.C.1.d.9. 

 
4) Sepsis or severe sepsis with a localized infection 

If the reason for admission is sepsis or severe sepsis and a localized 
infection, such as pneumonia or cellulitis, a code(s) for the underlying 
systemic infection should be assigned first and the code for the localized 
infection should be assigned as a secondary diagnosis. If the patient has 
severe sepsis, a code from subcategory R65.2 should also be assigned as 
a secondary diagnosis. If the patient is admitted with a localized 
infection, such as pneumonia, and sepsis/severe sepsis doesn’t develop 
until after admission, the localized infection should be assigned first, 
followed by the appropriate sepsis/severe sepsis codes. 

 
For hemolytic-uremic syndrome associated with sepsis, see guideline 
I.C.1.d.9. 

 
5) Sepsis due to a postprocedural infection 

(a) Documentation of causal relationship 
As with all postprocedural complications, code assignment is 
based on the provider’s documentation of the relationship 
between the infection and the procedure. 

 
(b) Sepsis due to a postprocedural infection 

For infections following a procedure, a code from T81.40, to 
T81.43 Infection following a procedure, or a code from O86.00 to 
O86.03, Infection of obstetric surgical wound, that identifies the 
site of the infection should be coded first, if known. Assign an 
additional code for sepsis following a procedure (T81.44) or 
sepsis following an obstetrical procedure (O86.04). Use an 
additional code to identify the infectious agent. If the patient has 
severe sepsis, the appropriate code from subcategory R65.2 
should also be assigned with the additional code(s) for any acute 
organ dysfunction. 

 
For infections following infusion, transfusion, therapeutic 
injection, or immunization, a code from subcategory T80.2, 
Infections following infusion, transfusion, and therapeutic 
injection, or code T88.0-, Infection following immunization, 
should be coded first, followed by the code for the specific 
infection. If the patient has severe sepsis, the appropriate code 
from subcategory R65.2 should also be assigned, with the 
additional codes(s) for any acute organ dysfunction. 

 
(c) Postprocedural infection and postprocedural septic shock 

If a postprocedural infection has resulted in postprocedural septic 
shock, assign the codes indicated above for sepsis due to a 
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postprocedural infection, followed by code T81.12-, 
Postprocedural septic shock. Do not assign code R65.21, Severe 
sepsis with septic shock. Additional code(s) should be assigned 
for any acute organ dysfunction. 

 
6) Sepsis and severe sepsis associated with a noninfectious process 

(condition) 
In some cases, a noninfectious process (condition) such as trauma, may 
lead to an infection which can result in sepsis or severe sepsis. If sepsis 
or severe sepsis is documented as associated with a noninfectious 
condition, such as a burn or serious injury, and this condition meets the 
definition for principal diagnosis, the code for the noninfectious 
condition should be sequenced first, followed by the code for the 
resulting infection. If severe sepsis is present, a code from subcategory 
R65.2 should also be assigned with any associated organ dysfunction(s) 
codes. It is not necessary to assign a code from subcategory R65.1, 
Systemic inflammatory response syndrome (SIRS) of non-infectious 
origin, for these cases. 

 
If the infection meets the definition of principal diagnosis, it should be 
sequenced before the non-infectious condition. When both the associated 
non-infectious condition and the infection meet the definition of 
principal diagnosis, either may be assigned as principal diagnosis. 

 
Only one code from category R65, Symptoms and signs specifically 
associated with systemic inflammation and infection, should be assigned. 
Therefore, when a non-infectious condition leads to an infection 
resulting in severe sepsis, assign the appropriate code from subcategory 
R65.2, Severe sepsis. Do not additionally assign a code from subcategory 
R65.1, Systemic inflammatory response syndrome (SIRS) of non- 
infectious origin. 

 
See Section I.C.18. SIRS due to non-infectious process 

 
7) Sepsis and septic shock complicating abortion, pregnancy, 

childbirth, and the puerperium 
See Section I.C.15. Sepsis and septic shock complicating abortion, 
pregnancy, childbirth and the puerperium 

 
8) Newborn sepsis 

See Section I.C.16. f. Bacterial sepsis of Newborn 
 

9) Hemolytic-uremic syndrome associated with sepsis 
If the reason for admission is hemolytic-uremic syndrome that is 
associated with sepsis, assign code D59.31, Infection-associated 
hemolytic-uremic syndrome, as the principal diagnosis. Codes for 
the underlying systemic infection and any other conditions (such as 
severe sepsis) should be assigned as secondary diagnoses. 
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e. Methicillin Resistant Staphylococcus aureus (MRSA) Conditions 

1) Selection and sequencing of MRSA codes 

(a) Combination codes for MRSA infection 
When a patient is diagnosed with an infection that is due to 
methicillin resistant Staphylococcus aureus (MRSA), and that 
infection has a combination code that includes the causal 
organism (e.g., sepsis, pneumonia) assign the appropriate 
combination code for the condition (e.g., code A41.02, Sepsis 
due to Methicillin resistant Staphylococcus aureus or code 
J15.212, Pneumonia due to Methicillin resistant Staphylococcus 
aureus). Do not assign code B95.62, Methicillin resistant 
Staphylococcus aureus infection as the cause of diseases 
classified elsewhere, as an additional code, because the 
combination code includes the type of infection and the MRSA 
organism. Do not assign a code from subcategory Z16.11, 
Resistance to penicillins, as an additional diagnosis. 

 
See Section C.1. for instructions on coding and sequencing of 
sepsis and severe sepsis. 

 
(b) Other codes for MRSA infection 

When there is documentation of a current infection (e.g., wound 
infection, stitch abscess, urinary tract infection) due to MRSA, and 
that infection does not have a combination code that includes the 
causal organism, assign the appropriate code to identify the 
condition along with code B95.62, Methicillin resistant 
Staphylococcus aureus infection as the cause of diseases classified 
elsewhere for the MRSA infection. Do not assign a code from 
subcategory Z16.11, Resistance to penicillins. 

 
(c) Methicillin susceptible Staphylococcus aureus (MSSA) and 

MRSA colonization 
The condition or state of being colonized or carrying MSSA or 
MRSA is called colonization or carriage, while an individual 
person is described as being colonized or being a carrier. 

 
Colonization means that MSSA or MSRA is present on or in the 
body without necessarily causing illness. A positive MRSA 
colonization test might be documented by the provider as 
“MRSA screen positive” or “MRSA nasal swab positive”. 

 
Assign code Z22.322, Carrier or suspected carrier of Methicillin 
resistant Staphylococcus aureus, for patients documented as 
having MRSA colonization. Assign code Z22.321, Carrier or 
suspected carrier of Methicillin susceptible Staphylococcus 
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aureus, for patients documented as having MSSA colonization. 
Colonization is not necessarily indicative of a disease process or 
as the cause of a specific condition the patient may have unless 
documented as such by the provider. 

 
(d) MRSA colonization and infection 

If a patient is documented as having both MRSA colonization and 
infection during a hospital admission, code Z22.322, Carrier or 
suspected carrier of Methicillin resistant Staphylococcus aureus, and 
a code for the MRSA infection may both be assigned. 

 
f. Zika virus infections 

1) Code only confirmed cases 
Code only a confirmed diagnosis of Zika virus (A92.5, Zika virus 
disease) as documented by the provider. This is an exception to the 
hospital inpatient guideline Section II, H. In this context, “confirmation” 
does not require documentation of the type of test performed; the 
provider’s diagnostic statement that the condition is confirmed is 
sufficient. This code should be assigned regardless of the stated mode of 
transmission. 

 
If the provider documents "suspected", "possible" or "probable" Zika, do 
not assign code A92.5. Assign a code(s) explaining the reason for 
encounter (such as fever, rash, or joint pain) or Z20.821, Contact with 
and (suspected) exposure to Zika virus. 

 
g. Coronavirus infections 

1) COVID-19 infection (infection due to SARS-CoV-2) 

(a) Code only confirmed cases 
Code only a confirmed diagnosis of the 2019 novel coronavirus 
disease (COVID-19) as documented by the provider, or 
documentation of a positive COVID-19 test result. For a 
confirmed diagnosis, assign code U07.1, COVID-19. This is an 
exception to the hospital inpatient guideline Section II, H. In this 
context, “confirmation” does not require documentation of a 
positive test result for COVID-19; the provider’s documentation 
that the individual has COVID-19 is sufficient. 

 
If the provider documents "suspected," "possible," "probable," or 
“inconclusive” COVID-19, do not assign code U07.1. Instead, 
code the signs and symptoms reported. See guideline I.C.1.g.1.g. 

 
(b) Sequencing of codes 

When COVID-19 meets the definition of principal diagnosis, code 
U07.1, COVID-19, should be sequenced first, followed by the 
appropriate codes for associated manifestations, except when 
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another guideline requires that certain codes be sequenced first, 
such as obstetrics, sepsis, or transplant complications. 

 
For a COVID-19 infection that progresses to sepsis, see Section 
I.C.1.d. Sepsis, Severe Sepsis, and Septic Shock 

 
See Section I.C.15.s. for COVID-19 infection in pregnancy, 
childbirth, and the puerperium 

See Section I.C.16.h. for COVID-19 infection in newborn 

For a COVID-19 infection in a lung transplant patient, see 
Section I.C.19.g.3.a. Transplant complications other than kidney. 

 
(c) Acute respiratory manifestations of COVID-19 

When the reason for the encounter/admission is a respiratory 
manifestation of COVID-19, assign code U07.1, COVID-19, as 
the principal/first-listed diagnosis and assign code(s) for the 
respiratory manifestation(s) as additional diagnoses. 

 
The following conditions are examples of common respiratory 
manifestations of COVID-19. 

 
(i) Pneumonia 

For a patient with pneumonia confirmed as due to 
COVID-19, assign codes U07.1, COVID-19, and J12.82, 
Pneumonia due to coronavirus disease 2019. 

 
(ii) Acute bronchitis 

For a patient with acute bronchitis confirmed as due to 
COVID-19, assign codes U07.1, and J20.8, Acute 
bronchitis due to other specified organisms. 

 
Bronchitis not otherwise specified (NOS) due to COVID- 
19 should be coded using code U07.1 and J40, Bronchitis, 
not specified as acute or chronic. 

 
(iii) Lower respiratory infection 

If the COVID-19 is documented as being associated with 
a lower respiratory infection, not otherwise specified 
(NOS), or an acute respiratory infection, NOS, codes 
U07.1 and J22, Unspecified acute lower respiratory 
infection, should be assigned. 

 
If the COVID-19 is documented as being associated with 
a respiratory infection, NOS, codes U07.1 and J98.8, 
Other specified respiratory disorders, should be assigned. 

 
(iv) Acute respiratory distress syndrome 
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For acute respiratory distress syndrome (ARDS) due to 
COVID-19, assign codes U07.1, and J80, Acute 
respiratory distress syndrome. 

 
(v) Acute respiratory failure 

For acute respiratory failure due to COVID-19, assign 
code U07.1, and code J96.0-, Acute respiratory failure. 

 
(d) Non-respiratory manifestations of COVID-19 

When the reason for the encounter/admission is a non-respiratory 
manifestation (e.g., viral enteritis) of COVID-19, assign code 
U07.1, COVID-19, as the principal/first-listed diagnosis and 
assign code(s) for the manifestation(s) as additional diagnoses. 

 
(e) Exposure to COVID-19 

For asymptomatic individuals with actual or suspected exposure 
to COVID-19, assign code Z20.822, Contact with and 
(suspected) exposure to COVID-19. 

 
For symptomatic individuals with actual or suspected exposure 
to COVID-19 and the infection has been ruled out, or test results 
are inconclusive or unknown, assign code Z20.822, Contact with 
and (suspected) exposure to COVID-19. See guideline 
I.C.21.c.1, Contact/Exposure, for additional guidance regarding 
the use of category Z20 codes. 

 
If COVID-19 is confirmed, see guideline I.C.1.g.1.a. 

 
(f) Screening for COVID-19 

During the COVID-19 pandemic, a screening code is generally 
not appropriate. Do not assign code Z11.52, Encounter for 
screening for COVID-19. For encounters for COVID-19 testing, 
including preoperative testing, code as exposure to COVID-19 
(guideline I.C.1.g.1.e). 

 
Coding guidance will be updated as new information concerning 
any changes in the pandemic status becomes available. 

 
(g) Signs and symptoms without definitive diagnosis of COVID- 

19 
For patients presenting with any signs/symptoms associated with 
COVID-19 (such as fever, etc.) but a definitive diagnosis has not 
been established, assign the appropriate code(s) for each of the 
presenting signs and symptoms such as: 

• R05.1, Acute cough, or R05.9, Cough, unspecified 
• R06.02 Shortness of breath 
• R50.9 Fever, unspecified 
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If a patient with signs/symptoms associated with COVID-19 
also has an actual or suspected contact with or exposure to 
COVID-19, assign Z20.822, Contact with and (suspected) 
exposure to COVID-19, as an additional code. 

 
(h) Asymptomatic individuals who test positive for COVID-19 

For asymptomatic individuals who test positive for COVID-19, 
see guideline I.C.1.g.1.a. Although the individual is 
asymptomatic, the individual has tested positive and is 
considered to have the COVID-19 infection. 

 
(i) Personal history of COVID-19 

For patients with a history of COVID-19, assign code Z86.16, 
Personal history of COVID-19. 

 
(j) Follow-up visits after COVID-19 infection has resolved 

For individuals who previously had COVID-19, without residual 
symptom(s) or condition(s), and are being seen for follow-up 
evaluation, and COVID-19 test results are negative, assign codes 
Z09, Encounter for follow-up examination after completed 
treatment for conditions other than malignant neoplasm, and 
Z86.16, Personal history of COVID-19. 

 
For follow-up visits for individuals with symptom(s) or 
condition(s) related to a previous COVID-19 infection, see 
guideline I.C.1.g.1.m. 

 
See Section I.C.21.c.8, Factors influencing health states and 
contact with health services, Follow-up 

 
(k) Encounter for antibody testing 

For an encounter for antibody testing that is not being performed 
to confirm a current COVID-19 infection, nor is a follow-up test 
after resolution of COVID-19, assign Z01.84, Encounter for 
antibody response examination. 

 
Follow the applicable guidelines above if the individual is being 
tested to confirm a current COVID-19 infection. 

 
For follow-up testing after a COVID-19 infection, see guideline 
I.C.1.g.1.j. 

 
(l) Multisystem Inflammatory Syndrome 

For individuals with multisystem inflammatory syndrome (MIS) 
and COVID-19, assign code U07.1, COVID-19, as the 
principal/first-listed diagnosis and assign code M35.81, 
Multisystem inflammatory syndrome, as an additional diagnosis. 
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If an individual with a history of COVID-19 develops MIS, 
assign codes M35.81, Multisystem inflammatory syndrome, and 
U09.9, Post COVID-19 condition, unspecified. 

If an individual with a known or suspected exposure to COVID- 
19, and no current COVID-19 infection or history of COVID-19, 
develops MIS, assign codes M35.81, Multisystem inflammatory 
syndrome, and Z20.822, Contact with and (suspected) exposure 
to COVID-19. 

Additional codes should be assigned for any associated 
complications of MIS. 

(m) Post COVID-19 Condition
For sequela of COVID-19, or associated symptoms or conditions
that develop following a previous COVID-19 infection, assign a
code(s) for the specific symptom(s) or condition(s) related to the
previous COVID-19 infection, if known, and code U09.9, Post
COVID-19 condition, unspecified.

Code U09.9 should not be assigned for manifestations of an
active (current) COVID-19 infection.

If a patient has a condition(s) associated with a previous
COVID-19 infection and develops a new active (current)
COVID-19 infection, code U09.9 may be assigned in
conjunction with code U07.1, COVID-19, to identify that the
patient also has a condition(s) associated with a previous
COVID-19 infection. Code(s) for the specific condition(s)
associated with the previous COVID-19 infection and code(s)
for manifestation(s) of the new active (current) COVID-19
infection should also be assigned.

(n) Underimmunization for COVID-19 Status
Code Z28.310, Unvaccinated for COVID-19, may be assigned
when the patient has not received at least one does of any a
COVID-19 vaccine of any type. Code Z28.311, Partially
vaccinated for COVID-19, may be assigned when the patient has
received at least one dose of a multi-dose COVID-19 vaccine
regimen, but has not received a full set of doses necessary to
meet the Centers for Disease Control and Prevention (CDC)
definition of “fully vaccinated” been partially vaccinated for
COVID-19 as per the recommendations of the Centers for
Disease Control and Prevention (CDC) in place at the time of
the encounter. For information, visit the CDC’s website
https://www.cdc.gov/coronavirus/2019-ncov/vaccines/.

See Section I.B.14. for underimmunization documentation by
clinicians other than patient's provider.

https://www.cdc.gov/coronavirus/2019-ncov/vaccines/
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2. Chapter 2: Neoplasms (C00-D49) 
 

General Guidelines 
Chapter 2 of the ICD-10-CM contains the codes for most benign and all malignant 
neoplasms. Certain benign neoplasms, such as prostatic adenomas, may be found in the 
specific body system chapters. To properly code a neoplasm, it is necessary to 
determine from the record if the neoplasm is benign, in-situ, malignant, or of uncertain 
histologic behavior. If malignant, any secondary (metastatic) sites should also be 
determined. 

 
Primary malignant neoplasms overlapping site boundaries 

 
A primary malignant neoplasm that overlaps two or more contiguous (next to each 
other) sites should be classified to the subcategory/code .8 ('overlapping lesion'), 
unless the combination is specifically indexed elsewhere. For multiple neoplasms of 
the same site that are not contiguous such as tumors in different quadrants of the 
same breast, codes for each site should be assigned. 

 
Malignant neoplasm of ectopic tissue 

 
Malignant neoplasms of ectopic tissue are to be coded to the site of origin 
mentioned, e.g., ectopic pancreatic malignant neoplasms involving the stomach are 
coded to malignant neoplasm of pancreas, unspecified (C25.9). 

 
The neoplasm table in the Alphabetic Index should be referenced first. However, if the 
histological term is documented, that term should be referenced first, rather than going 
immediately to the Neoplasm Table, in order to determine which column in the 
Neoplasm Table is appropriate. For example, if the documentation indicates “adenoma,” 
refer to the term in the Alphabetic Index to review the entries under this term and the 
instructional note to “see also neoplasm, by site, benign.” The table provides the proper 
code based on the type of neoplasm and the site. It is important to select the proper 
column in the table that corresponds to the type of neoplasm. The Tabular List should 
then be referenced to verify that the correct code has been selected from the table and 
that a more specific site code does not exist. 

 
See Section I.C.21. Factors influencing health status and contact with health services, 
Status, for information regarding Z15.0, codes for genetic susceptibility to cancer. 

 
a. Treatment directed at the malignancy Admission/Encounter for 

treatment of primary site 
If the treatment is directed at the malignancy is chiefly responsible for 
occasioning the patient admission/encounter and treatment is directed at the 
primary site, designate the primary malignancy as the principal/first-listed 
diagnosis. 

 
The only exception to this guideline is if a patient admission/encounter is 
solely for the administration of chemotherapy, immunotherapy or external 
beam radiation therapy is chiefly responsible for occasioning the 
admission/encounter. In that case, assign the appropriate Z51.-- code as 
the first-listed or principal diagnosis, and the underlying 
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diagnosis or problem for which the service is being performed as a secondary 
diagnosis. 

 
b. Admission/Encounter for treatment of secondary site 

When a patient is admitted because of a primary neoplasm with metastasis and 
treatment is directed toward the secondary site only, the secondary neoplasm is 
designated as the principal diagnosis even though the primary malignancy is still 
present. 

 
c. Coding and sequencing of complications 

Coding and sequencing of complications associated with the malignancies or 
with the therapy thereof are subject to the following guidelines: 

 
1) Anemia associated with malignancy 

When admission/encounter is for management of an anemia associated 
with the malignancy, and the treatment is only for anemia, the 
appropriate code for the malignancy is sequenced as the principal or 
first-listed diagnosis followed by the appropriate code for the anemia 
(such as code D63.0, Anemia in neoplastic disease). 

 
2) Anemia associated with chemotherapy, immunotherapy and 

radiation therapy 
When the admission/encounter is for management of an anemia 
associated with an adverse effect of the administration of chemotherapy 
or immunotherapy and the only treatment is for the anemia, the anemia 
code is sequenced first followed by the appropriate codes for the 
neoplasm and the adverse effect (T45.1X5-, Adverse effect of 
antineoplastic and immunosuppressive drugs). 

 
When the admission/encounter is for management of an anemia 
associated with an adverse effect of radiotherapy, the anemia code 
should be sequenced first, followed by the appropriate neoplasm code 
and code Y84.2, Radiological procedure and radiotherapy as the cause of 
abnormal reaction of the patient, or of later complication, without 
mention of misadventure at the time of the procedure. 

 
3) Management of dehydration due to the malignancy 

When the admission/encounter is for management of dehydration due to 
the malignancy and only the dehydration is being treated (intravenous 
rehydration), the dehydration is sequenced first, followed by the code(s) 
for the malignancy. 

 
4) Treatment of a complication resulting from a surgical 

procedure 
When the admission/encounter is for treatment of a complication 
resulting from a surgical procedure, designate the complication as the 
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principal or first-listed diagnosis if treatment is directed at resolving the 
complication. 

 
d. Primary malignancy previously excised 

When a primary malignancy has been previously excised or eradicated from its 
site and there is no further treatment directed to that site and there is no evidence 
of any existing primary malignancy at that site, a code from category Z85, 
Personal history of malignant neoplasm, should be used to indicate the former 
site of the malignancy. Any mention of extension, invasion, or metastasis to 
another site is coded as a secondary malignant neoplasm to that site. The 
secondary site may be the principal or first-listed diagnosis with the Z85 code 
used as a secondary code. 

 
See section I.C.2.t. Secondary malignant neoplasm of lymphoid tissue. 

 

e. Admissions/Encounters involving chemotherapy, immunotherapy 
and radiation therapy 

1) Episode of care involves surgical removal of neoplasm 
When an episode of care involves the surgical removal of a neoplasm, 
primary or secondary site, followed by adjunct chemotherapy or 
radiation treatment during the same episode of care, the code for the 
neoplasm should be assigned as principal or first-listed diagnosis. 

 
2) Patient admission/encounter solely for administration of 

chemotherapy, immunotherapy and radiation therapy 
If a patient admission/encounter is solely for the administration of 
chemotherapy, immunotherapy or external beam radiation therapy assign 
code Z51.0, Encounter for antineoplastic radiation therapy, or Z51.11, 
Encounter for antineoplastic chemotherapy, or Z51.12, Encounter for 
antineoplastic immunotherapy as the first-listed or principal diagnosis. If 
a patient receives more than one of these therapies during the same 
admission more than one of these codes may be assigned, in any 
sequence. 

 
The malignancy for which the therapy is being administered should be 
assigned as a secondary diagnosis. 

 
If a patient admission/encounter is for the insertion or implantation of 
radioactive elements (e.g., brachytherapy) the appropriate code for the 
malignancy is sequenced as the principal or first-listed diagnosis. Code 
Z51.0 should not be assigned. 

 
3) Patient admitted for radiation therapy, chemotherapy or 

immunotherapy and develops complications 
When a patient is admitted for the purpose of external beam 
radiotherapy, immunotherapy or chemotherapy and develops 
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complications such as uncontrolled nausea and vomiting or dehydration, 
the principal or first-listed diagnosis is Z51.0, Encounter for 
antineoplastic radiation therapy, or Z51.11, Encounter for antineoplastic 
chemotherapy, or Z51.12, Encounter for antineoplastic immunotherapy 
followed by any codes for the complications. 

 
When a patient is admitted for the purpose of insertion or implantation of 
radioactive elements (e.g., brachytherapy) and develops complications 
such as uncontrolled nausea and vomiting or dehydration, the principal 
or first-listed diagnosis is the appropriate code for the malignancy 
followed by any codes for the complications. 

 
f. Admission/encounter to determine extent of malignancy 

When the reason for admission/encounter is to determine the extent of the 
malignancy, or for a procedure such as paracentesis or thoracentesis, the primary 
malignancy or appropriate metastatic site is designated as the principal or 
first-listed diagnosis, even though chemotherapy or radiotherapy is 
administered. 

 
g. Symptoms, signs, and abnormal findings listed in Chapter 18 

associated with neoplasms 
Symptoms, signs, and ill-defined conditions listed in Chapter 18 characteristic 
of, or associated with, an existing primary or secondary site malignancy cannot 
be used to replace the malignancy as principal or first-listed diagnosis, 
regardless of the number of admissions or encounters for treatment and care of 
the neoplasm. 

 
See section I.C.21. Factors influencing health status and contact with health 
services, Encounter for prophylactic organ removal. 

 
h. Admission/encounter for pain control/management 

See Section I.C.6. for information on coding admission/encounter for pain 
control/management. 

 
i. Malignancy in two or more noncontiguous sites 

A patient may have more than one malignant tumor in the same organ. These 
tumors may represent different primaries or metastatic disease, depending on the 
site. Should the documentation be unclear, the provider should be queried as to 
the status of each tumor so that the correct codes can be assigned. 

 
j. Disseminated malignant neoplasm, unspecified 

Code C80.0, Disseminated malignant neoplasm, unspecified, is for use only in 
those cases where the patient has advanced metastatic disease and no known 
primary or secondary sites are specified. It should not be used in place of 
assigning codes for the primary site and all known secondary sites. 
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k. Malignant neoplasm without specification of site 
Code C80.1, Malignant (primary) neoplasm, unspecified, equates to Cancer, 
unspecified. This code should only be used when no determination can be made 
as to the primary site of a malignancy. This code should rarely be used in the 
inpatient setting. 

 
l. Sequencing of neoplasm codes 

1) Encounter for treatment of primary malignancy 
If the reason for the encounter is for treatment of a primary malignancy, 
assign the malignancy as the principal/first-listed diagnosis. The primary 
site is to be sequenced first, followed by any metastatic sites. 

 
2) Encounter for treatment of secondary malignancy 

When an encounter is for a primary malignancy with metastasis and 
treatment is directed toward the metastatic (secondary) site(s) only, the 
metastatic site(s) is designated as the principal/first-listed diagnosis. The 
primary malignancy is coded as an additional code. 

 
3) Malignant neoplasm in a pregnant patient 

When a pregnant patient has a malignant neoplasm, a code from 
subcategory O9A.1-, Malignant neoplasm complicating pregnancy, 
childbirth, and the puerperium, should be sequenced first, followed by 
the appropriate code from Chapter 2 to indicate the type of neoplasm. 

 
4) Encounter for complication associated with a neoplasm 

When an encounter is for management of a complication associated with 
a neoplasm, such as dehydration, and the treatment is only for the 
complication, the complication is coded first, followed by the appropriate 
code(s) for the neoplasm. 

 
The exception to this guideline is anemia. When the admission/encounter 
is for management of an anemia associated with the malignancy, and the 
treatment is only for anemia, the appropriate code for the malignancy is 
sequenced as the principal or first-listed diagnosis followed by code 
D63.0, Anemia in neoplastic disease. 

 
5) Complication from surgical procedure for treatment of a 

neoplasm 
When an encounter is for treatment of a complication resulting from a 
surgical procedure performed for the treatment of the neoplasm, 
designate the complication as the principal/first-listed diagnosis. See the 
guideline regarding the coding of a current malignancy versus personal 
history to determine if the code for the neoplasm should also be assigned. 

 
6) Pathologic fracture due to a neoplasm 
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When an encounter is for a pathological fracture due to a neoplasm, and 
the focus of treatment is the fracture, a code from subcategory M84.5, 
Pathological fracture in neoplastic disease, should be sequenced first, 
followed by the code for the neoplasm. 

 
If the focus of treatment is the neoplasm with an associated pathological 
fracture, the neoplasm code should be sequenced first, followed by a 
code from M84.5 for the pathological fracture. 

 
m. Current malignancy versus personal history of malignancy 

When a primary malignancy has been excised but further treatment, such as an 
additional surgery for the malignancy, radiation therapy or chemotherapy is 
directed to that site, the primary malignancy code should be used until treatment 
is completed. 

 
When a primary malignancy has been previously excised or eradicated from its 
site, there is no further treatment (of the malignancy) directed to that site, and 
there is no evidence of any existing primary malignancy at that site, a code from 
category Z85, Personal history of malignant neoplasm, should be used to 
indicate the former site of the malignancy. 

 
Codes from subcategories Z85.0 – Z85.85 should only be assigned for the 
former site of a primary malignancy, not the site of a secondary malignancy. 
Code Z85.89 may be assigned for the former site(s) of either a primary or 
secondary malignancy. 

 
See Section I.C.21. Factors influencing health status and contact with health 
services, History (of) 

 
n. Leukemia, Multiple Myeloma, and Malignant Plasma Cell 

Neoplasms in remission versus personal history 
The categories for leukemia, and category C90, Multiple myeloma and 
malignant plasma cell neoplasms, have codes indicating whether or not the 
leukemia has achieved remission. There are also codes Z85.6, Personal history 
of leukemia, and Z85.79, Personal history of other malignant neoplasms of 
lymphoid, hematopoietic and related tissues. If the documentation is unclear as 
to whether the leukemia has achieved remission, the provider should be queried. 

 
See Section I.C.21. Factors influencing health status and contact with health 
services, History (of) 

 
o. Aftercare following surgery for neoplasm 

See Section I.C.21. Factors influencing health status and contact with health 
services, Aftercare 

 
p. Follow-up care for completed treatment of a malignancy 

See Section I.C.21. Factors influencing health status and contact with health 
services, Follow-up 
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q. Prophylactic organ removal for prevention of malignancy 
See Section I.C. 21, Factors influencing health status and contact with health 
services, Prophylactic organ removal 

 
r. Malignant neoplasm associated with transplanted organ 

A malignant neoplasm of a transplanted organ should be coded as a transplant 
complication. Assign first the appropriate code from category T86.-, 
Complications of transplanted organs and tissue, followed by code C80.2, 
Malignant neoplasm associated with transplanted organ. Use an additional code 
for the specific malignancy. 

 
s. Breast Implant Associated Anaplastic Large Cell Lymphoma 

Breast implant associated anaplastic large cell lymphoma (BIA-ALCL) is a type 
of lymphoma that can develop around breast implants. Assign code C84.7A, 
Anaplastic large cell lymphoma, ALK-negative, breast, for BIA-ALCL. Do not 
assign a complication code from chapter 19. 

 
t. Secondary malignant neoplasm of lymphoid tissue 

When a malignant neoplasm of lymphoid tissue metastasizes beyond the 
lymph nodes, a code from categories C81-C85 with a final character “9” 
should be assigned identifying “extranodal and solid organ sites” rather 
than a code for the secondary neoplasm of the affected solid organ. For 
example, for metastasis of B-cell lymphoma to the lung, brain and left 
adrenal gland, assign code C83.39, Diffuse large B-cell lymphoma, 
extranodal and solid organ sites. 

 
 

3. Chapter 3: Disease of the blood and blood-forming organs and 
certain disorders involving the immune mechanism (D50-D89) 

Reserved for future guideline expansion 

4. Chapter 4: Endocrine, Nutritional, and Metabolic Diseases (E00-E89) 

a. Diabetes mellitus 
The diabetes mellitus codes are combination codes that include the type of 
diabetes mellitus, the body system affected, and the complications affecting that 
body system. As many codes within a particular category as are necessary to 
describe all of the complications of the disease may be used. They should be 
sequenced based on the reason for a particular encounter. Assign as many codes 
from categories E08 – E13 as needed to identify all of the associated conditions 
that the patient has. 

 
1) Type of diabetes 

The age of a patient is not the sole determining factor, though most type 
1 diabetics develop the condition before reaching puberty. For this 
reason, type 1 diabetes mellitus is also referred to as juvenile diabetes. 
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2) Type of diabetes mellitus not documented 
If the type of diabetes mellitus is not documented in the medical record 
the default is E11.-, Type 2 diabetes mellitus. 

 
3) Diabetes mellitus and the use of insulin, oral hypoglycemics, 

and injectable non-insulin drugs 
If the documentation in a medical record does not indicate the type of 
diabetes but does indicate that the patient uses insulin, code E11-, Type 2 
diabetes mellitus, should be assigned. Additional code(s) should be 
assigned from category Z79 to identify the long-term (current) use of 
insulin, oral hypoglycemic drugs, or injectable non-insulin antidiabetic, 
as follows: 

 
If the patient is treated with both oral medications hypoglycemic drugs 
and insulin, both code Z79.4, Long term (current) use of insulin, and code 
Z79.84, Long term (current) use of oral hypoglycemic drugs, should be 
assigned. 

 
If the patient is treated with both insulin and an injectable non-insulin 
antidiabetic drug, assign codes Z79.4, Long term (current) use of insulin, 
and Z79.899, Other long term (current) drug therapy Z79.85, Long-term 
(current) use of injectable non-insulin antidiabetic drugs. 

 
If the patient is treated with both oral hypoglycemic drugs and an 
injectable non-insulin antidiabetic drug, assign codes Z79.84, Long term 
(current) use of oral hypoglycemic drugs, and Z79.899, Other long term 
(current) drug therapy Z79.85, Long-term (current) use of injectable non-
insulin antidiabetic drugs. 

 
Code Z79.4 should not be assigned if insulin is given temporarily to 
bring a type 2 patient’s blood sugar under control during an encounter. 

 
4) Diabetes mellitus in pregnancy and gestational diabetes 

See Section I.C.15. Diabetes mellitus in pregnancy. 
See Section I.C.15. Gestational (pregnancy induced) diabetes 

 
5) Complications due to insulin pump malfunction 

(a) Underdose of insulin due to insulin pump failure 
An underdose of insulin due to an insulin pump failure should be 
assigned to a code from subcategory T85.6, Mechanical 
complication of other specified internal and external prosthetic 
devices, implants and grafts, that specifies the type of pump 
malfunction, as the principal or first-listed code, followed by 
code T38.3X6-, Underdosing of insulin and oral hypoglycemic 
[antidiabetic] drugs. Additional codes for the type of diabetes 
mellitus and any associated complications due to the underdosing 
should also be assigned. 
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(b) Overdose of insulin due to insulin pump failure 
The principal or first-listed code for an encounter due to an 
insulin pump malfunction resulting in an overdose of insulin, 
should also be T85.6-, Mechanical complication of other 
specified internal and external prosthetic devices, implants and 
grafts, followed by code T38.3X1-, Poisoning by insulin and oral 
hypoglycemic [antidiabetic] drugs, accidental (unintentional). 

 
6) Secondary diabetes mellitus 

Codes under categories E08, Diabetes mellitus due to underlying 
condition, E09, Drug or chemical induced diabetes mellitus, and E13, 
Other specified diabetes mellitus, identify complications/manifestations 
associated with secondary diabetes mellitus. Secondary diabetes is 
always caused by another condition or event (e.g., cystic fibrosis, 
malignant neoplasm of pancreas, pancreatectomy, adverse effect of drug, 
or poisoning). 

 
(a) Secondary diabetes mellitus and the use of insulin, oral 

hypoglycemic drugs, or injectable non-insulin drugs 
For patients with secondary diabetes mellitus who routinely use 
insulin, oral hypoglycemic drugs, or injectable non-insulin drugs, 
additional code(s) from category Z79 should be assigned to 
identify the long-term (current) use of insulin, oral hypoglycemic 
drugs, or non-injectable non-insulin drugs as follows: 

 
If the patient is treated with both oral medications 
hypoglycemic drugs and insulin, both code Z79.4, Long 
term (current) use of insulin, and code Z79.84, Long term 
(current) use of oral hypoglycemic drugs, should be 
assigned. 

 
If the patient is treated with both insulin and an injectable 
non- insulin antidiabetic drug, assign codes Z79.4, Long- 
term (current) use of insulin, and Z79.899, Other long 
term (current) drug therapy Z79.85, Long-term (current) 
use of injectable non-insulin antidiabetic drugs. 

 
If the patient is treated with both oral hypoglycemic drugs 
and an injectable non-insulin antidiabetic drug, assign codes 
Z79.84, Long-term (current) use of oral hypoglycemic drugs, 
and Z79.899, Other long term (current) drug therapy Z79.85, 
Long-term (current) use of injectable non- insulin 
antidiabetic drugs. 

 
Code Z79.4 should not be assigned if insulin is given 
temporarily to bring a secondary diabetic patient’s blood 
sugar under control during an encounter. 
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(b) Assigning and sequencing secondary diabetes codes and its 
causes 

The sequencing of the secondary diabetes codes in relationship to 
codes for the cause of the diabetes is based on the Tabular List 
instructions for categories E08, E09 and E13. 

 
(i) Secondary diabetes mellitus due to pancreatectomy 

For postpancreatectomy diabetes mellitus (lack of insulin 
due to the surgical removal of all or part of the pancreas), 
assign code E89.1, Postprocedural hypoinsulinemia. 
Assign a code from category E13 and a code from 
subcategory Z90.41, Acquired absence of pancreas, as 
additional codes. 

 
(ii) Secondary diabetes due to drugs 

Secondary diabetes may be caused by an adverse effect of 
correctly administered medications, poisoning or sequela 
of poisoning. 
See section I.C.19.e. for coding of adverse effects and 
poisoning, and section I.C.20 for external cause code 
reporting. 

 
5. Chapter 5: Mental, Behavioral and Neurodevelopmental disorders 

(F01 – F99) 

a. Pain disorders related to psychological factors 
Assign code F45.41, for pain that is exclusively related to psychological 
disorders. As indicated by the Excludes 1 note under category G89, a code from 
category G89 should not be assigned with code F45.41. 

 
Code F45.42, Pain disorders with related psychological factors, should be used 
with a code from category G89, Pain, not elsewhere classified, if there is 
documentation of a psychological component for a patient with acute or chronic 
pain. 

 
See Section I.C.6. Pain 

 
b. Mental and behavioral disorders due to psychoactive substance 

use 

1) In Remission 
Selection of codes for describing “in remission” for categories F10-
F19, Mental and behavioral disorders due to psychoactive substance use 
(categories F10-F19 with -.11, -.21, -.91) requires the provider’s clinical 
judgment. The appropriate codes for “in remission” and are assigned 
only on the basis of provider documentation (as defined in the Official 
Guidelines for Coding and Reporting), unless otherwise instructed by 
the classification. 
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Mild substance use disorders in early or sustained remission are 
classified to the appropriate codes for substance abuse in remission, and 
moderate or severe substance use disorders in early or sustained 
remission are classified to the appropriate codes for substance 
dependence in remission. 

 
2) Psychoactive Substance Use, Abuse and Dependence 

When the provider documentation refers to use, abuse and dependence of 
the same substance (e.g. alcohol, opioid, cannabis, etc.), only one code 
should be assigned to identify the pattern of use based on the following 
hierarchy: 
• If both use and abuse are documented, assign only the code for 

abuse 
• If both abuse and dependence are documented, assign only the code 

for dependence 
• If use, abuse and dependence are all documented, assign only the 

code for dependence 
• If both use and dependence are documented, assign only the code 

for dependence. 
 

3) Psychoactive Substance Use, Unspecified 
As with all other unspecified diagnoses, the codes for unspecified 
psychoactive substance use (F10.9-, F11.9-, F12.9-, F13.9-, F14.9-, 
F15.9-, F16.9-, F18.9-, F19.9-) should only be assigned based on 
provider documentation and when they meet the definition of a 
reportable diagnosis (see Section III, Reporting Additional Diagnoses). 
These codes are to be used only when the psychoactive substance use is 
associated with a substance related disorder (chapter 5 disorders such as 
sexual dysfunction, sleep disorder, or a mental or behavioral disorder) or 
medical condition, and such a relationship is documented by the 
provider. 

 
4) Medical Conditions Due to Psychoactive Substance Use, Abuse 

and Dependence 
Medical conditions due to substance use, abuse, and dependence are not 
classified as substance-induced disorders. Assign the diagnosis code for 
the medical condition as directed by the Alphabetical Index along with 
the appropriate psychoactive substance use, abuse or dependence code. 
For example, for alcoholic pancreatitis due to alcohol dependence, assign 
the appropriate code from subcategory K85.2, Alcohol induced acute 
pancreatitis, and the appropriate code from subcategory F10.2, such as 
code F10.20, Alcohol dependence, uncomplicated. It would not be 
appropriate to assign code F10.288, Alcohol dependence with other 
alcohol-induced disorder. 

 
5) Blood Alcohol Level 

A code from category Y90, Evidence of alcohol involvement determined 
by blood alcohol level, may be assigned when this information is 
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documented and the patient’s provider has documented a condition 
classifiable to category F10, Alcohol related disorders. The blood alcohol 
level does not need to be documented by the patient’s provider in order 
for it to be coded. 

 
See Section I.B.14. for blood alcohol level documentation by 
clinicians other than patient's provider. 

 

c. Factitious Disorder 
Factitious disorder imposed on self or Munchausen’s syndrome is a disorder in 
which a person falsely reports or causes his or her own physical or psychological 
signs or symptoms. For patients with documented factitious disorder on self or 
Munchausen’s syndrome, assign the appropriate code from subcategory F68.1-, 
Factitious disorder imposed on self. 

 
Munchausen’s syndrome by proxy (MSBP) is a disorder in which a caregiver 
(perpetrator) falsely reports or causes an illness or injury in another person 
(victim) under his or her care, such as a child, an elderly adult, or a person who 
has a disability. The condition is also referred to as “factitious disorder imposed 
on another” or “factitious disorder by proxy.” The perpetrator, not the victim, 
receives this diagnosis. Assign code F68.A, Factitious disorder imposed on 
another, to the perpetrator’s record. For the victim of a patient suffering from 
MSBP, assign the appropriate code from categories T74, Adult and child abuse, 
neglect and other maltreatment, confirmed, or T76, Adult and child abuse, 
neglect and other maltreatment, suspected. 

 
See Section I.C.19.f. Adult and child abuse, neglect and other maltreatment 

 

d. Dementia 
The ICD-10-CM classifies dementia (categories F01, F02, and F03) on the 
basis of the etiology and severity (unspecified, mild, moderate or severe). 
Selection of the appropriate severity level requires the provider’s clinical 
judgment and codes should be assigned only on the basis of provider 
documentation (as defined in the Official Guidelines for Coding and 
Reporting), unless otherwise instructed by the classification. If the 
documentation does not provide information about the severity of the 
dementia, assign the appropriate code for unspecified severity. 

 
If a patient is admitted to an inpatient acute care hospital or other inpatient 
facility setting with dementia at one severity level and it progresses to a 
higher severity level, assign one code for the highest severity level reported 
during the stay. 
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6. Chapter 6: Diseases of the Nervous System (G00-G99) 

a. Dominant/nondominant side 
Codes from category G81, Hemiplegia and hemiparesis, and subcategories 
G83.1, Monoplegia of lower limb, G83.2, Monoplegia of upper limb, and G83.3, 
Monoplegia, unspecified, identify whether the dominant or nondominant side is 
affected. Should the affected side be documented, but not specified as dominant 
or nondominant, and the classification system does not indicate a default, code 
selection is as follows: 

• For ambidextrous patients, the default should be dominant. 
• If the left side is affected, the default is non-dominant. 
• If the right side is affected, the default is dominant. 

b. Pain - Category G89 

1) General coding information 
Codes in category G89, Pain, not elsewhere classified, may be used in 
conjunction with codes from other categories and chapters to provide 
more detail about acute or chronic pain and neoplasm-related pain, 
unless otherwise indicated below. 

 
If the pain is not specified as acute or chronic, post-thoracotomy, 
postprocedural, or neoplasm-related, do not assign codes from category 
G89. 

 
A code from category G89 should not be assigned if the underlying 
(definitive) diagnosis is known, unless the reason for the encounter is 
pain control/ management and not management of the underlying 
condition. 

 
When an admission or encounter is for a procedure aimed at treating the 
underlying condition (e.g., spinal fusion, kyphoplasty), a code for the 
underlying condition (e.g., vertebral fracture, spinal stenosis) should be 
assigned as the principal diagnosis. No code from category G89 should 
be assigned. 

 
(a) Category G89 Codes as Principal or First-Listed Diagnosis 

Category G89 codes are acceptable as principal diagnosis or the 
first-listed code: 
• When pain control or pain management is the reason for the 

admission/encounter (e.g., a patient with displaced 
intervertebral disc, nerve impingement and severe back pain 
presents for injection of steroid into the spinal canal). The 
underlying cause of the pain should be reported as an 
additional diagnosis, if known. 

• When a patient is admitted for the insertion of a 
neurostimulator for pain control, assign the appropriate pain 
code as the principal or first-listed diagnosis. When an 
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admission or encounter is for a procedure aimed at treating 
the underlying condition and a neurostimulator is inserted for 
pain control during the same admission/encounter, a code for 
the underlying condition should be assigned as the principal 
diagnosis and the appropriate pain code should be assigned as 
a secondary diagnosis. 

 
(b) Use of Category G89 Codes in Conjunction with Site Specific 

Pain Codes 
 

(i) Assigning Category G89 and Site-Specific Pain Codes 
Codes from category G89 may be used in conjunction 
with codes that identify the site of pain (including codes 
from chapter 18) if the category G89 code provides 
additional information. For example, if the code describes 
the site of the pain, but does not fully describe whether 
the pain is acute or chronic, then both codes should be 
assigned. 

 
(ii) Sequencing of Category G89 Codes with Site-Specific 

Pain Codes 
The sequencing of category G89 codes with site- specific 
pain codes (including chapter 18 codes), is dependent on 
the circumstances of the encounter/admission as follows: 

 
• If the encounter is for pain control or pain 

management, assign the code from category G89 
followed by the code identifying the specific site 
of pain (e.g., encounter for pain management for 
acute neck pain from trauma is assigned code 
G89.11, Acute pain due to trauma, followed by 
code M54.2, Cervicalgia, to identify the site of 
pain). 

• If the encounter is for any other reason except pain 
control or pain management, and a related 
definitive diagnosis has not been established 
(confirmed) by the provider, assign the code for 
the specific site of pain first, followed by the 
appropriate code from category G89. 

 
2) Pain due to devices, implants and grafts 

See Section I.C.19. Pain due to medical devices 
 

3) Postoperative Pain 
The provider’s documentation should be used to guide the coding of 
postoperative pain, as well as Section III. Reporting Additional 
Diagnoses and Section IV. Diagnostic Coding and Reporting in the 
Outpatient Setting. 
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The default for post-thoracotomy and other postoperative pain not 
specified as acute or chronic is the code for the acute form. 

 
Routine or expected postoperative pain immediately after surgery should 
not be coded. 

 
(a) Postoperative pain not associated with specific postoperative 

complication 
Postoperative pain not associated with a specific postoperative 
complication is assigned to the appropriate postoperative pain 
code in category G89. 

 
(b) Postoperative pain associated with specific postoperative 

complication 
Postoperative pain associated with a specific postoperative 
complication (such as painful wire sutures) is assigned to the 
appropriate code(s) found in Chapter 19, Injury, poisoning, and 
certain other consequences of external causes. If appropriate, use 
additional code(s) from category G89 to identify acute or chronic 
pain (G89.18 or G89.28). 

 
4) Chronic pain 

Chronic pain is classified to subcategory G89.2. There is no time frame 
defining when pain becomes chronic pain. The provider’s documentation 
should be used to guide use of these codes. 

 
5) Neoplasm Related Pain 

Code G89.3 is assigned to pain documented as being related, associated 
or due to cancer, primary or secondary malignancy, or tumor. This code 
is assigned regardless of whether the pain is acute or chronic. 

 
This code may be assigned as the principal or first-listed code when the 
stated reason for the admission/encounter is documented as pain 
control/pain management. The underlying neoplasm should be reported 
as an additional diagnosis. 

 
When the reason for the admission/encounter is management of the 
neoplasm and the pain associated with the neoplasm is also documented, 
code G89.3 may be assigned as an additional diagnosis. It is not 
necessary to assign an additional code for the site of the pain. 

 
See Section I.C.2. for instructions on the sequencing of neoplasms for all 
other stated reasons for the admission/encounter (except for pain 
control/pain management). 
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6) Chronic pain syndrome 
Central pain syndrome (G89.0) and chronic pain syndrome (G89.4) are 
different than the term “chronic pain,” and therefore codes should only 
be used when the provider has specifically documented this condition. 

 
See Section I.C.5. Pain disorders related to psychological factors 

 
7. Chapter 7: Diseases of the Eye and Adnexa (H00-H59) 

a. Glaucoma 

1) Assigning Glaucoma Codes 
Assign as many codes from category H40, Glaucoma, as needed to 
identify the type of glaucoma, the affected eye, and the glaucoma stage. 

 
2) Bilateral glaucoma with same type and stage 

When a patient has bilateral glaucoma and both eyes are documented as 
being the same type and stage, and there is a code for bilateral glaucoma, 
report only the code for the type of glaucoma, bilateral, with the seventh 
character for the stage. 

 
When a patient has bilateral glaucoma and both eyes are documented as 
being the same type and stage, and the classification does not provide a 
code for bilateral glaucoma (i.e. subcategories H40.10, and H40.20) 
report only one code for the type of glaucoma with the appropriate 
seventh character for the stage. 

 
3) Bilateral glaucoma stage with different types or stages 

When a patient has bilateral glaucoma and each eye is documented as 
having a different type or stage, and the classification distinguishes 
laterality, assign the appropriate code for each eye rather than the code 
for bilateral glaucoma. 

 
When a patient has bilateral glaucoma and each eye is documented as 
having a different type, and the classification does not distinguish 
laterality (i.e., subcategories H40.10, and H40.20), assign one code for 
each type of glaucoma with the appropriate seventh character for the 
stage. 

 
When a patient has bilateral glaucoma and each eye is documented as 
having the same type, but different stage, and the classification does not 
distinguish laterality (i.e., subcategories H40.10 and H40.20), assign a 
code for the type of glaucoma for each eye with the seventh character for 
the specific glaucoma stage documented for each eye. 

 
4) Patient admitted with glaucoma and stage evolves during the 

admission 
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If a patient is admitted with glaucoma and the stage progresses during 
the admission, assign the code for highest stage documented. 

 
5) Indeterminate stage glaucoma 

Assignment of the seventh character “4” for “indeterminate stage” 
should be based on the clinical documentation. The seventh character “4” 
is used for glaucomas whose stage cannot be clinically determined. This 
seventh character should not be confused with the seventh character “0”, 
unspecified, which should be assigned when there is no documentation 
regarding the stage of the glaucoma. 

 
b. Blindness 

If “blindness” or “low vision” of both eyes is documented but the visual 
impairment category is not documented, assign code H54.3, Unqualified visual 
loss, both eyes. If “blindness” or “low vision” in one eye is documented but the 
visual impairment category is not documented, assign a code from H54.6-, 
Unqualified visual loss, one eye. If “blindness” or “visual loss” is documented 
without any information about whether one or both eyes are affected, assign 
code H54.7, Unspecified visual loss. 

 
8. Chapter 8: Diseases of the Ear and Mastoid Process (H60-H95) 

Reserved for future guideline expansion 

9. Chapter 9: Diseases of the Circulatory System (I00-I99) 

a. Hypertension 
The classification presumes a causal relationship between hypertension and heart 
involvement and between hypertension and kidney involvement, as the two 
conditions are linked by the term “with” in the Alphabetic Index. These 
conditions should be coded as related even in the absence of provider 
documentation explicitly linking them, unless the documentation clearly states 
the conditions are unrelated. 

 
For hypertension and conditions not specifically linked by relational terms such 
as “with,” “associated with” or “due to” in the classification, provider 
documentation must link the conditions in order to code them as related. 

 
1) Hypertension with Heart Disease 

Hypertension with heart conditions classified to I50.- or I51.4- I51.7, 
I51.89, I51.9, are assigned to a code from category I11, Hypertensive 
heart disease. Use additional code(s) from category I50, Heart failure, to 
identify the type(s) of heart failure in those patients with heart failure. 

 
The same heart conditions (I50.-, I51.4-I51.7, I51.89, I51.9) with 
hypertension are coded separately if the provider has documented they 
are unrelated to the hypertension. Sequence according to the 
circumstances of the admission/encounter. 
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2) Hypertensive Chronic Kidney Disease 
Assign codes from category I12, Hypertensive chronic kidney disease, 
when both hypertension and a condition classifiable to category N18, 
Chronic kidney disease (CKD), are present. CKD should not be coded as 
hypertensive if the provider indicates the CKD is not related to the 
hypertension. 

 
The appropriate code from category N18 should be used as a secondary 
code with a code from category I12 to identify the stage of chronic 
kidney disease. 

 
See Section I.C.14. Chronic kidney disease. 

 
If a patient has hypertensive chronic kidney disease and acute renal 
failure, the acute renal failure should also be coded. Sequence according 
to the circumstances of the admission/encounter. 

 
3) Hypertensive Heart and Chronic Kidney Disease 

Assign codes from combination category I13, Hypertensive heart and 
chronic kidney disease, when there is hypertension with both heart and 
kidney involvement. If heart failure is present, assign an additional code 
from category I50 to identify the type of heart failure. 

 
The appropriate code from category N18, Chronic kidney disease, should 
be used as a secondary code with a code from category I13 to identify 
the stage of chronic kidney disease. 

 
See Section I.C.14. Chronic kidney disease. 

 
The codes in category I13, Hypertensive heart and chronic kidney 
disease, are combination codes that include hypertension, heart disease 
and chronic kidney disease. The Includes note at I13 specifies that the 
conditions included at I11 and I12 are included together in I13. If a 
patient has hypertension, heart disease and chronic kidney disease, then a 
code from I13 should be used, not individual codes for hypertension, 
heart disease and chronic kidney disease, or codes from I11 or I12. 

 
For patients with both acute renal failure and chronic kidney disease, the 
acute renal failure should also be coded. Sequence according to the 
circumstances of the admission/encounter. 

 
4) Hypertensive Cerebrovascular Disease 

For hypertensive cerebrovascular disease, first assign the appropriate 
code from categories I60-I69, followed by the appropriate hypertension 
code. 
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5) Hypertensive Retinopathy 
Subcategory H35.0, Background retinopathy and retinal vascular 
changes, should be used along with a code from categories I10 – I15, in 
the Hypertensive diseases section, to include the systemic hypertension. 
The sequencing is based on the reason for the encounter. 

 
6) Hypertension, Secondary 

Secondary hypertension is due to an underlying condition. Two codes are 
required: one to identify the underlying etiology and one from category 
I15 to identify the hypertension. Sequencing of codes is determined by 
the reason for admission/encounter. 

 
7) Hypertension, Transient 

Assign code R03.0, Elevated blood pressure reading without diagnosis of 
hypertension, unless patient has an established diagnosis of hypertension. 
Assign code O13.-, Gestational [pregnancy-induced] hypertension 
without significant proteinuria, or O14.-, Pre-eclampsia, for transient 
hypertension of pregnancy. 

 
8) Hypertension, Controlled 

This diagnostic statement usually refers to an existing state of 
hypertension under control by therapy. Assign the appropriate code from 
categories I10-I15, Hypertensive diseases. 

 
9) Hypertension, Uncontrolled 

Uncontrolled hypertension may refer to untreated hypertension or 
hypertension not responding to current therapeutic regimen. In either 
case, assign the appropriate code from categories I10-I15, Hypertensive 
diseases. 

 
10) Hypertensive Crisis 

Assign a code from category I16, Hypertensive crisis, for documented 
hypertensive urgency, hypertensive emergency or unspecified 
hypertensive crisis. Code also any identified hypertensive disease (I10- 
I15). The sequencing is based on the reason for the encounter. 

 
11) Pulmonary Hypertension 

Pulmonary hypertension is classified to category I27, Other pulmonary 
heart diseases. For secondary pulmonary hypertension (I27.1, I27.2-), 
code also any associated conditions or adverse effects of drugs or toxins. 
The sequencing is based on the reason for the encounter, except for 
adverse effects of drugs (See Section I.C.19.e.). 

 
b. Atherosclerotic Coronary Artery Disease and Angina 

ICD-10-CM has combination codes for atherosclerotic heart disease with angina 
pectoris. The subcategories for these codes are I25.11, Atherosclerotic heart 
disease of native coronary artery with angina pectoris and I25.7, Atherosclerosis 
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of coronary artery bypass graft(s) and coronary artery of transplanted heart with 
angina pectoris. 

 
When using one of these combination codes it is not necessary to use an 
additional code for angina pectoris. A causal relationship can be assumed in a 
patient with both atherosclerosis and angina pectoris, unless the documentation 
indicates the angina is due to something other than the atherosclerosis. 

 
If a patient with coronary artery disease is admitted due to an acute myocardial 
infarction (AMI), the AMI should be sequenced before the coronary artery 
disease. 

 
See Section I.C.9. Acute myocardial infarction (AMI) 

 
c. Intraoperative and Postprocedural Cerebrovascular Accident 

Medical record documentation should clearly specify the cause- and-effect 
relationship between the medical intervention and the cerebrovascular accident 
in order to assign a code for intraoperative or postprocedural cerebrovascular 
accident. 

 
Proper code assignment depends on whether it was an infarction or hemorrhage 
and whether it occurred intraoperatively or postoperatively. If it was a cerebral 
hemorrhage, code assignment depends on the type of procedure performed. 

 
d. Sequelae of Cerebrovascular Disease 

1) Category I69, Sequelae of Cerebrovascular disease 
Category I69 is used to indicate conditions classifiable to categories I60- 
I67 as the causes of sequela (neurologic deficits), themselves classified 
elsewhere. These “late effects” include neurologic deficits that persist 
after initial onset of conditions classifiable to categories I60-I67. The 
neurologic deficits caused by cerebrovascular disease may be present 
from the onset or may arise at any time after the onset of the condition 
classifiable to categories I60-I67. 

 
Codes from category I69, Sequelae of cerebrovascular disease, that 
specify hemiplegia, hemiparesis and monoplegia identify whether the 
dominant or nondominant side is affected. Should the affected side be 
documented, but not specified as dominant or nondominant, and the 
classification system does not indicate a default, code selection is as 
follows: 

• For ambidextrous patients, the default should be dominant. 
• If the left side is affected, the default is non-dominant. 
• If the right side is affected, the default is dominant. 
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2) Codes from category I69 with codes from I60-I67 
Codes from category I69 may be assigned on a health care record with 
codes from I60-I67, if the patient has a current cerebrovascular disease 
and deficits from an old cerebrovascular disease. 

 
3) Codes from category I69 and Personal history of transient 

ischemic attack (TIA) and cerebral infarction (Z86.73) 
Codes from category I69 should not be assigned if the patient does not 
have neurologic deficits. 

 
See Section I.C.21.4. History (of) for use of personal history codes 

 
e. Acute myocardial infarction (AMI) 

1) Type 1 ST elevation myocardial infarction (STEMI) and non- 
ST elevation myocardial infarction (NSTEMI) 
The ICD-10-CM codes for type 1 acute myocardial infarction (AMI) 
identify the site, such as anterolateral wall or true posterior wall. 
Subcategories I21.0-I21.2 and code I21.3 are used for type 1 ST 
elevation myocardial infarction (STEMI). Code I21.4, Non-ST elevation 
(NSTEMI) myocardial infarction, is used for type 1 non-ST elevation 
myocardial infarction (NSTEMI) and nontransmural MIs. 

 
If a type 1 NSTEMI evolves to STEMI, assign the STEMI code. If a type 
1 STEMI converts to NSTEMI due to thrombolytic therapy, it is still 
coded as STEMI. 

 
For encounters occurring while the myocardial infarction is equal to, or 
less than, four weeks old, including transfers to another acute setting or a 
postacute setting, and the myocardial infarction meets the definition for 
“other diagnoses” (see Section III, Reporting Additional Diagnoses), 
codes from category I21 may continue to be reported. For encounters 
after the 4-week time frame and the patient is still receiving care related 
to the myocardial infarction, the appropriate aftercare code should be 
assigned, rather than a code from category I21. For old or healed 
myocardial infarctions not requiring further care, code I25.2, Old 
myocardial infarction, may be assigned. 

 
2) Acute myocardial infarction, unspecified 

Code I21.9, Acute myocardial infarction, unspecified, is the default for 
unspecified acute myocardial infarction or unspecified type. If only type 
1 STEMI or transmural MI without the site is documented, assign code 
I21.3, ST elevation (STEMI) myocardial infarction of unspecified site. 

 
3) AMI documented as nontransmural or subendocardial but site 

provided 
If an AMI is documented as nontransmural or subendocardial, but the 
site is provided, it is still coded as a subendocardial AMI. 
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See Section I.C.21.3. for information on coding status post 
administration of tPA in a different facility within the last 24 hours. 

 
4) Subsequent acute myocardial infarction 

A code from category I22, Subsequent ST elevation (STEMI) and non- 
ST elevation (NSTEMI) myocardial infarction, is to be used when a 
patient who has suffered a type 1 or unspecified AMI has a new AMI 
within the 4 week time frame of the initial AMI. A code from category 
I22 must be used in conjunction with a code from category I21. The 
sequencing of the I22 and I21 codes depends on the circumstances of the 
encounter. 

 
Do not assign code I22 for subsequent myocardial infarctions other than 
type 1 or unspecified. For subsequent type 2 AMI assign only code 
I21.A1. For subsequent type 4 or type 5 AMI, assign only code I21.A9. 

 
If a subsequent myocardial infarction of one type occurs within 4 weeks 
of a myocardial infarction of a different type, assign the appropriate 
codes from category I21 to identify each type. Do not assign a code from 
I22. Codes from category I22 should only be assigned if both the initial 
and subsequent myocardial infarctions are type 1 or unspecified. 

 
5) Other Types of Myocardial Infarction 

The ICD-10-CM provides codes for different types of myocardial 
infarction. Type 1 myocardial infarctions are assigned to codes I21.0- 
I21.4. 

 
Type 2 myocardial infarction (myocardial infarction due to demand 
ischemia or secondary to ischemic imbalance) is assigned to code 
I21.A1, Myocardial infarction type 2 with the underlying cause coded 
first. Do not assign code I24.8, Other forms of acute ischemic heart 
disease, for the demand ischemia. If a type 2 AMI is described as 
NSTEMI or STEMI, only assign code I21.A1. Codes I21.01-I21.4 
should only be assigned for type 1 AMIs. 

 
Acute myocardial infarctions type 3, 4a, 4b, 4c and 5 are assigned to 
code I21.A9, Other myocardial infarction type. 

 
The "Code also" and "Code first" notes should be followed related to 
complications, and for coding of postprocedural myocardial infarctions 
during or following cardiac surgery. 
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10. Chapter 10: Diseases of the Respiratory System (J00-J99), U07.0 

a. Chronic Obstructive Pulmonary Disease [COPD] and Asthma 

1) Acute exacerbation of chronic obstructive bronchitis and 
asthma 
The codes in categories J44 and J45 distinguish between uncomplicated 
cases and those in acute exacerbation. An acute exacerbation is a 
worsening or a decompensation of a chronic condition. An acute 
exacerbation is not equivalent to an infection superimposed on a chronic 
condition, though an exacerbation may be triggered by an infection. 

 
b. Acute Respiratory Failure 

1) Acute respiratory failure as principal diagnosis 
A code from subcategory J96.0, Acute respiratory failure, or subcategory 
J96.2, Acute and chronic respiratory failure, may be assigned as a 
principal diagnosis when it is the condition established after study to be 
chiefly responsible for occasioning the admission to the hospital, and the 
selection is supported by the Alphabetic Index and Tabular List. 
However, chapter- specific coding guidelines (such as obstetrics, 
poisoning, HIV, newborn) that provide sequencing direction take 
precedence. 

 
2) Acute respiratory failure as secondary diagnosis 

Respiratory failure may be listed as a secondary diagnosis if it occurs 
after admission, or if it is present on admission, but does not meet the 
definition of principal diagnosis. 

 
3) Sequencing of acute respiratory failure and another acute 

condition 
When a patient is admitted with respiratory failure and another acute 
condition, (e.g., myocardial infarction, cerebrovascular accident, 
aspiration pneumonia), the principal diagnosis will not be the same in 
every situation. This applies whether the other acute condition is a 
respiratory or nonrespiratory condition. Selection of the principal 
diagnosis will be dependent on the circumstances of admission. If both 
the respiratory failure and the other acute condition are equally 
responsible for occasioning the admission to the hospital, and there are 
no chapter-specific sequencing rules, the guideline regarding two or 
more diagnoses that equally meet the definition for principal diagnosis 
(Section II, C.) may be applied in these situations. 

 
If the documentation is not clear as to whether acute respiratory failure 
and another condition are equally responsible for occasioning the 
admission, query the provider for clarification. 
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c. Influenza due to certain identified influenza viruses 
Code only confirmed cases of influenza due to certain identified influenza 
viruses (category J09), and due to other identified influenza virus (category J10). 
This is an exception to the hospital inpatient guideline Section II, H. (Uncertain 
Diagnosis). 

 
In this context, “confirmation” does not require documentation of positive 
laboratory testing specific for avian or other novel influenza A or other 
identified influenza virus. However, coding should be based on the provider’s 
diagnostic statement that the patient has avian influenza, or other novel 
influenza A, for category J09, or has another particular identified strain of 
influenza, such as H1N1 or H3N2, but not identified as novel or variant, for 
category J10. 

 
If the provider records “suspected” or “possible” or “probable” avian influenza, 
or novel influenza, or other identified influenza, then the appropriate influenza 
code from category J11, Influenza due to unidentified influenza virus, should be 
assigned. A code from category J09, Influenza due to certain identified influenza 
viruses, should not be assigned nor should a code from category J10, Influenza 
due to other identified influenza virus. 

 
d. Ventilator associated Pneumonia 

1) Documentation of Ventilator associated Pneumonia 
As with all procedural or postprocedural complications, code assignment 
is based on the provider’s documentation of the relationship between the 
condition and the procedure. 

 
Code J95.851, Ventilator associated pneumonia, should be assigned only 
when the provider has documented ventilator associated pneumonia 
(VAP). An additional code to identify the organism (e.g., Pseudomonas 
aeruginosa, code B96.5) should also be assigned. Do not assign an 
additional code from categories J12-J18 to identify the type of 
pneumonia. 

 
Code J95.851 should not be assigned for cases where the patient has 
pneumonia and is on a mechanical ventilator and the provider has not 
specifically stated that the pneumonia is ventilator-associated 
pneumonia. If the documentation is unclear as to whether the patient has 
a pneumonia that is a complication attributable to the mechanical 
ventilator, query the provider. 

 
2) Ventilator associated Pneumonia Develops after Admission 

A patient may be admitted with one type of pneumonia (e.g., code J13, 
Pneumonia due to Streptococcus pneumonia) and subsequently develop 
VAP. In this instance, the principal diagnosis would be the appropriate 
code from categories J12-J18 for the pneumonia diagnosed at the time of 
admission. Code J95.851, Ventilator associated pneumonia, would be 
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assigned as an additional diagnosis when the provider has also 
documented the presence of ventilator associated pneumonia. 

 
e. Vaping-related disorders 

For patients presenting with condition(s) related to vaping, assign code U07.0, 
Vaping-related disorder, as the principal diagnosis. For lung injury due to 
vaping, assign only code U07.0. Assign additional codes for other 
manifestations, such as acute respiratory failure (subcategory J96.0-) or 
pneumonitis (code J68.0). 

 
Associated respiratory signs and symptoms due to vaping, such as cough, 
shortness of breath, etc., are not coded separately, when a definitive diagnosis 
has been established. However, it would be appropriate to code separately any 
gastrointestinal symptoms, such as diarrhea and abdominal pain. 

 
See Section I.C.1.g.1.c.i. for Pneumonia confirmed as due to COVID-19 

 
11. Chapter 11: Diseases of the Digestive System (K00-K95) 

Reserved for future guideline expansion 

12. Chapter 12: Diseases of the Skin and Subcutaneous Tissue 
(L00-L99) 

a. Pressure ulcer stage codes 

1) Pressure ulcer stages 
Codes in category L89, Pressure ulcer, identify the site and stage of the 
pressure ulcer. 

 
The ICD-10-CM classifies pressure ulcer stages based on severity, which 
is designated by stages 1-4, deep tissue pressure injury, unspecified 
stage, and unstageable. 

 
Assign as many codes from category L89 as needed to identify all the 
pressure ulcers the patient has, if applicable. 

 
See Section I.B.14. for pressure ulcer stage documentation by clinicians 
other than patient's provider. 

 
2) Unstageable pressure ulcers 

Assignment of the code for unstageable pressure ulcer (L89.--0) should 
be based on the clinical documentation. These codes are used for 
pressure ulcers whose stage cannot be clinically determined (e.g., the 
ulcer is covered by eschar or has been treated with a skin or muscle 
graft). This code should not be confused with the codes for unspecified 
stage (L89.--9). When there is no documentation regarding the stage of 
the pressure ulcer, assign the appropriate code for unspecified stage 
(L89.-- 9). 
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If during an encounter, the stage of an unstageable pressure ulcer is 
revealed after debridement, assign only the code for the stage revealed 
following debridement. 

 
3) Documented pressure ulcer stage 

Assignment of the pressure ulcer stage code should be guided by clinical 
documentation of the stage or documentation of the terms found in the 
Alphabetic Index. For clinical terms describing the stage that are not 
found in the Alphabetic Index, and there is no documentation of the 
stage, the provider should be queried. 

 
4) Patients admitted with pressure ulcers documented as healed 

No code is assigned if the documentation states that the pressure ulcer is 
completely healed at the time of admission. 

5) Pressure ulcers documented as healing 
Pressure ulcers described as healing should be assigned the appropriate 
pressure ulcer stage code based on the documentation in the medical 
record. If the documentation does not provide information about the 
stage of the healing pressure ulcer, assign the appropriate code for 
unspecified stage. 

 
If the documentation is unclear as to whether the patient has a current 
(new) pressure ulcer or if the patient is being treated for a healing 
pressure ulcer, query the provider. 

 
For ulcers that were present on admission but healed at the time of 
discharge, assign the code for the site and stage of the pressure ulcer at 
the time of admission. 

 
6) Patient admitted with pressure ulcer evolving into another 

stage during the admission 
If a patient is admitted to an inpatient hospital with a pressure ulcer at 
one stage and it progresses to a higher stage, two separate codes should 
be assigned: one code for the site and stage of the ulcer on admission and 
a second code for the same ulcer site and the highest stage reported 
during the stay. 

 
7) Pressure-induced deep tissue damage 

For pressure-induced deep tissue damage or deep tissue pressure injury, 
assign only the appropriate code for pressure-induced deep tissue 
damage (L89.--6). 
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b. Non-Pressure Chronic Ulcers 

1) Patients admitted with non-pressure ulcers documented as 
healed 
No code is assigned if the documentation states that the non-pressure 
ulcer is completely healed at the time of admission. 

 
2) Non-pressure ulcers documented as healing 

Non-pressure ulcers described as healing should be assigned the 
appropriate non-pressure ulcer code based on the documentation in the 
medical record. If the documentation does not provide information about 
the severity of the healing non-pressure ulcer, assign the appropriate 
code for unspecified severity. 

 
If the documentation is unclear as to whether the patient has a current 
(new) non-pressure ulcer or if the patient is being treated for a healing 
non-pressure ulcer, query the provider. 

 
For ulcers that were present on admission but healed at the time of 
discharge, assign the code for the site and severity of the non-pressure 
ulcer at the time of admission. 

 
3) Patient admitted with non-pressure ulcer that progresses to 

another severity level during the admission 
If a patient is admitted to an inpatient hospital with a non-pressure ulcer 
at one severity level and it progresses to a higher severity level, two 
separate codes should be assigned: one code for the site and severity 
level of the ulcer on admission and a second code for the same ulcer site 
and the highest severity level reported during the stay. 

 
See Section I.B.14. for pressure ulcer stage documentation by clinicians 
other than patient's provider 

 
13. Chapter 13: Diseases of the Musculoskeletal System and Connective 

Tissue (M00-M99) 
a. Site and laterality 

Most of the codes within Chapter 13 have site and laterality designations. The 
site represents the bone, joint or the muscle involved. For some conditions 
where more than one bone, joint or muscle is usually involved, such as 
osteoarthritis, there is a “multiple sites” code available. For categories where no 
multiple site code is provided and more than one bone, joint or muscle is 
involved, multiple codes should be used to indicate the different sites involved. 

 
1) Bone versus joint 

For certain conditions, the bone may be affected at the upper or lower 
end, (e.g., avascular necrosis of bone, M87, Osteoporosis, M80, M81). 
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Though the portion of the bone affected may be at the joint, the site 
designation will be the bone, not the joint. 

 
b. Acute traumatic versus chronic or recurrent musculoskeletal 

conditions 
Many musculoskeletal conditions are a result of previous injury or trauma to a 
site, or are recurrent conditions. Bone, joint or muscle conditions that are the 
result of a healed injury are usually found in chapter 13. Recurrent bone, joint or 
muscle conditions are also usually found in chapter 13. Any current, acute injury 
should be coded to the appropriate injury code from chapter 19. Chronic or 
recurrent conditions should generally be coded with a code from chapter 13. If it 
is difficult to determine from the documentation in the record which code is best 
to describe a condition, query the provider. 

 
c. Coding of Pathologic Fractures 

7th character A is for use as long as the patient is receiving active treatment for 
the fracture. While the patient may be seen by a new or different provider over 
the course of treatment for a pathological fracture, assignment of the 7th 
character is based on whether the patient is undergoing active treatment and not 
whether the provider is seeing the patient for the first time. 

 
7th character D is to be used for encounters after the patient has completed 
active treatment for the fracture and is receiving routine care for the fracture 
during the healing or recovery phase. The other 7th characters, listed under each 
subcategory in the Tabular List, are to be used for subsequent encounters for 
treatment of problems associated with the healing, such as malunions, 
nonunions, and sequelae. 

 
Care for complications of surgical treatment for fracture repairs during the 
healing or recovery phase should be coded with the appropriate complication 
codes. 

 
See Section I.C.19. Coding of traumatic fractures. 

 
d. Osteoporosis 

Osteoporosis is a systemic condition, meaning that all bones of the 
musculoskeletal system are affected. Therefore, site is not a component of the 
codes under category M81, Osteoporosis without current pathological fracture. 
The site codes under category M80, Osteoporosis with current pathological 
fracture, identify the site of the fracture, not the osteoporosis. 

 
1) Osteoporosis without pathological fracture 

Category M81, Osteoporosis without current pathological fracture, is for 
use for patients with osteoporosis who do not currently have a pathologic 
fracture due to the osteoporosis, even if they have had a fracture in the 
past. For patients with a history of osteoporosis fractures, status code 
Z87.310, Personal history of (healed) osteoporosis fracture, should 
follow the code from M81. 
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2) Osteoporosis with current pathological fracture 
Category M80, Osteoporosis with current pathological fracture, is for 
patients who have a current pathologic fracture at the time of an 
encounter. The codes under M80 identify the site of the fracture. A code 
from category M80, not a traumatic fracture code, should be used for any 
patient with known osteoporosis who suffers a fracture, even if the 
patient had a minor fall or trauma, if that fall or trauma would not usually 
break a normal, healthy bone. 

 
e. Multisystem Inflammatory Syndrome 

 
See Section I.C.1.g.1.l. for Multisystem Inflammatory Syndrome 

 
14. Chapter 14: Diseases of Genitourinary System (N00-N99) 

a. Chronic kidney disease 

1) Stages of chronic kidney disease (CKD) 
The ICD-10-CM classifies CKD based on severity. The severity of CKD 
is designated by stages 1-5. Stage 2, code N18.2, equates to mild CKD; 
stage 3, codes N18.30-N18.32, equate to moderate CKD; and stage 4, 
code N18.4, equates to severe CKD. Code N18.6, End stage renal 
disease (ESRD), is assigned when the provider has documented end- 
stage renal disease (ESRD). 

 
If both a stage of CKD and ESRD are documented, assign code N18.6 
only. 

 
2) Chronic kidney disease and kidney transplant status 

Patients who have undergone kidney transplant may still have some form 
of chronic kidney disease (CKD) because the kidney transplant may not 
fully restore kidney function. Therefore, the presence of CKD alone does 
not constitute a transplant complication. Assign the appropriate N18 
code for the patient’s stage of CKD and code Z94.0, Kidney transplant 
status. If a transplant complication such as failure or rejection or other 
transplant complication is documented, see section I.C.19.g for 
information on coding complications of a kidney transplant. If the 
documentation is unclear as to whether the patient has a complication of 
the transplant, query the provider. 

 
3) Chronic kidney disease with other conditions 

Patients with CKD may also suffer from other serious conditions, most 
commonly diabetes mellitus and hypertension. The sequencing of the 
CKD code in relationship to codes for other contributing conditions is 
based on the conventions in the Tabular List. 

 
See I.C.9. Hypertensive chronic kidney disease. 
See I.C.19. Chronic kidney disease and kidney transplant complications. 
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15. Chapter 15: Pregnancy, Childbirth, and the Puerperium 
(O00-O9A) 

a. General Rules for Obstetric Cases 

1) Codes from chapter 15 and sequencing priority 
Obstetric cases require codes from chapter 15, codes in the range O00- 
O9A, Pregnancy, Childbirth, and the Puerperium. Chapter 15 codes have 
sequencing priority over codes from other chapters. Additional codes 
from other chapters may be used in conjunction with chapter 15 codes to 
further specify conditions. Should the provider document that the 
pregnancy is incidental to the encounter, then code Z33.1, Pregnant state, 
incidental, should be used in place of any chapter 15 codes. It is the 
provider’s responsibility to state that the condition being treated is not 
affecting the pregnancy. 

 
2) Chapter 15 codes used only on the maternal record 

Chapter 15 codes are to be used only on the maternal record, never on 
the record of the newborn. 

 
3) Final character for trimester 

The majority of codes in Chapter 15 have a final character indicating the 
trimester of pregnancy. The timeframes for the trimesters are indicated at 
the beginning of the chapter. If trimester is not a component of a code, it 
is because the condition always occurs in a specific trimester, or the 
concept of trimester of pregnancy is not applicable. Certain codes have 
characters for only certain trimesters because the condition does not 
occur in all trimesters, but it may occur in more than just one. 

 
Assignment of the final character for trimester should be based on the 
provider’s documentation of the trimester (or number of weeks) for the 
current admission/encounter. This applies to the assignment of trimester 
for pre-existing conditions as well as those that develop during or are due 
to the pregnancy. The provider’s documentation of the number of weeks 
may be used to assign the appropriate code identifying the trimester. 

 
Whenever delivery occurs during the current admission, and there is an 
“in childbirth” option for the obstetric complication being coded, the “in 
childbirth” code should be assigned. When the classification does not 
provide an obstetric code with an “in childbirth” option, it is appropriate 
to assign a code describing the current trimester. 

 
4) Selection of trimester for inpatient admissions that encompass 

more than one trimester 
In instances when a patient is admitted to a hospital for complications of 
pregnancy during one trimester and remains in the hospital into a 
subsequent trimester, the trimester character for the antepartum 
complication code should be assigned on the basis of the trimester when 
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the complication developed, not the trimester of the discharge. If the 
condition developed prior to the current admission/encounter or 
represents a pre-existing condition, the trimester character for the 
trimester at the time of the admission/encounter should be assigned. 

 
5) Unspecified trimester 

Each category that includes codes for trimester has a code for 
“unspecified trimester.” The “unspecified trimester” code should rarely 
be used, such as when the documentation in the record is insufficient to 
determine the trimester and it is not possible to obtain clarification. 

 
6) 7th character for fetus identification 

Where applicable, a 7th character is to be assigned for certain categories 
(O31, O32, O33.3 - O33.6, O35, O36, O40, O41, O60.1, O60.2, O64, 
and O69) to identify the fetus for which the complication code applies. 

 
Assign 7th character “0”: 

• For single gestations 
• When the documentation in the record is insufficient to determine 

the fetus affected and it is not possible to obtain clarification. 
• When it is not possible to clinically determine which fetus is 

affected. 
 

7) Completed weeks of gestation 
In ICD-10-CM, “completed” weeks of gestation refers to full weeks. 
For example, if the provider documents gestation at 39 weeks and 6 
days, the code for 39 weeks of gestation should be assigned, as the 
patient has not yet reached 40 completed weeks. 

 

b. Selection of OB Principal or First-listed Diagnosis 

1) Routine outpatient prenatal visits 
For routine outpatient prenatal visits when no complications are present, 
a code from category Z34, Encounter for supervision of normal 
pregnancy, should be used as the first-listed diagnosis. These codes 
should not be used in conjunction with chapter 15 codes. 

 
2) Supervision of High-Risk Pregnancy 

Codes from category O09, Supervision of high-risk pregnancy, are 
intended for use only during the prenatal period. For complications 
during the labor or delivery episode as a result of a high-risk pregnancy, 
assign the applicable complication codes from Chapter 15. If there are no 
complications during the labor or delivery episode, assign code O80, 
Encounter for full-term uncomplicated delivery. 

 
For routine prenatal outpatient visits for patients with high-risk 
pregnancies, a code from category O09, Supervision of high-risk 
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pregnancy, should be used as the first-listed diagnosis. Secondary 
chapter 15 codes may be used in conjunction with these codes if 
appropriate. 

 
3) Episodes when no delivery occurs 

In episodes when no delivery occurs, the principal diagnosis should 
correspond to the principal complication of the pregnancy which 
necessitated the encounter. Should more than one complication exist, all 
of which are treated or monitored, any of the complication codes may be 
sequenced first. 

 
4) When a delivery occurs 

When an obstetric patient is admitted and delivers during that admission, 
the condition that prompted the admission should be sequenced as the 
principal diagnosis. If multiple conditions prompted the admission, 
sequence the one most related to the delivery as the principal diagnosis. 
A code for any complication of the delivery should be assigned as an 
additional diagnosis. In cases of cesarean delivery, if the patient was 
admitted with a condition that resulted in the performance of a cesarean 
procedure, that condition should be selected as the principal diagnosis. If 
the reason for the admission was unrelated to the condition resulting in 
the cesarean delivery, the condition related to the reason for the 
admission should be selected as the principal diagnosis. 

 
5) Outcome of delivery 

A code from category Z37, Outcome of delivery, should be included on 
every maternal record when a delivery has occurred. These codes are not 
to be used on subsequent records or on the newborn record. 

 
c. Pre-existing conditions versus conditions due to the pregnancy 

Certain categories in Chapter 15 distinguish between conditions of the mother 
that existed prior to pregnancy (pre-existing) and those that are a direct result of 
pregnancy. When assigning codes from Chapter 15, it is important to assess if a 
condition was pre-existing prior to pregnancy or developed during or due to the 
pregnancy in order to assign the correct code. 

 
Categories that do not distinguish between pre-existing and pregnancy-related 
conditions may be used for either. It is acceptable to use codes specifically for 
the puerperium with codes complicating pregnancy and childbirth if a condition 
arises postpartum during the delivery encounter. 

 
d. Pre-existing hypertension in pregnancy 

Category O10, Pre-existing hypertension complicating pregnancy, childbirth and 
the puerperium, includes codes for hypertensive heart and hypertensive chronic 
kidney disease. When assigning one of the O10 codes that includes hypertensive 
heart disease or hypertensive chronic kidney disease, it is necessary to add a 
secondary code from the appropriate hypertension category to specify the type 
of heart failure or chronic kidney disease. 
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See Section I.C.9. Hypertension. 
 

e. Fetal Conditions Affecting the Management of the Mother 

1) Codes from categories O35 and O36 
Codes from categories O35, Maternal care for known or suspected fetal 
abnormality and damage, and O36, Maternal care for other fetal 
problems, are assigned only when the fetal condition is actually 
responsible for modifying the management of the mother, i.e., by 
requiring diagnostic studies, additional observation, special care, or 
termination of pregnancy. The fact that the fetal condition exists does not 
justify assigning a code from this series to the mother’s record. 

 
2) In utero surgery 

In cases when surgery is performed on the fetus, a diagnosis code from 
category O35, Maternal care for known or suspected fetal abnormality 
and damage, should be assigned identifying the fetal condition. Assign 
the appropriate procedure code for the procedure performed. 

 
No code from Chapter 16, the perinatal codes, should be used on the 
mother’s record to identify fetal conditions. Surgery performed in utero 
on a fetus is still to be coded as an obstetric encounter. 

 
f. HIV Infection in Pregnancy, Childbirth and the Puerperium 

During pregnancy, childbirth or the puerperium, a patient admitted because of an 
HIV-related illness should receive a principal diagnosis from subcategory 
O98.7-, Human immunodeficiency [HIV] disease complicating pregnancy, 
childbirth and the puerperium, followed by the code(s) for the HIV-related 
illness(es). 

 
Patients with asymptomatic HIV infection status admitted during pregnancy, 
childbirth, or the puerperium should receive codes of O98.7- and Z21, 
Asymptomatic human immunodeficiency virus [HIV] infection status. 

 
g. Diabetes mellitus in pregnancy 

Diabetes mellitus is a significant complicating factor in pregnancy. Pregnant 
patients who are diabetic should be assigned a code from category O24, 
Diabetes mellitus in pregnancy, childbirth, and the puerperium, first, followed 
by the appropriate diabetes code(s) (E08-E13) from Chapter 4. 

 
h. Long term use of insulin and oral hypoglycemics 

See section I.C.4.a.3 for information on the long-term use of insulin and oral 
hypoglycemics. 
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i. Gestational (pregnancy induced) diabetes 
Gestational (pregnancy induced) diabetes can occur during the second and third 
trimester of pregnancy in patients who were not diabetic prior to pregnancy. 
Gestational diabetes can cause complications in the pregnancy similar to those 
of pre-existing diabetes mellitus. It also puts the patient at greater risk of 
developing diabetes after the pregnancy. 

 
Codes for gestational diabetes are in subcategory O24.4, Gestational diabetes 
mellitus. No other code from category O24, Diabetes mellitus in pregnancy, 
childbirth, and the puerperium, should be used with a code from O24.4. 

 
The codes under subcategory O24.4 include diet controlled, insulin controlled, 
and controlled by oral hypoglycemic drugs. If a patient with gestational diabetes 
is treated with both diet and insulin, only the code for insulin-controlled is 
required. If a patient with gestational diabetes is treated with both diet and oral 
hypoglycemic medications, only the code for "controlled by oral hypoglycemic 
drugs" is required. Codes Z79.4, Long-term (current) use of insulin, or code 
Z79.84, Long-term (current) use of oral hypoglycemic drugs, and Z79.85, 
Long-term (current) use of injectable non-insulin antidiabetic drugs, should 
not be assigned with codes from subcategory O24.4. 

 
An abnormal glucose tolerance in pregnancy is assigned a code from 
subcategory O99.81, Abnormal glucose complicating pregnancy, childbirth, and 
the puerperium. 

 
j. Sepsis and septic shock complicating abortion, pregnancy, 

childbirth and the puerperium 
When assigning a chapter 15 code for sepsis complicating abortion, pregnancy, 
childbirth, and the puerperium, a code for the specific type of infection should 
be assigned as an additional diagnosis. If severe sepsis is present, a code from 
subcategory R65.2, Severe sepsis, and code(s) for associated organ 
dysfunction(s) should also be assigned as additional diagnoses. 

 
k. Puerperal sepsis 

Code O85, Puerperal sepsis, should be assigned with a secondary code to 
identify the causal organism (e.g., for a bacterial infection, assign a code from 
category B95-B96, Bacterial infections in conditions classified elsewhere). A 
code from category A40, Streptococcal sepsis, or A41, Other sepsis, should not 
be used for puerperal sepsis. If applicable, use additional codes to identify 
severe sepsis (R65.2-) and any associated acute organ dysfunction. 

 
Code O85 should not be assigned for sepsis following an obstetrical procedure 
(See Section I.C.1.d.5.b., Sepsis due to a postprocedural infection). 
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l. Alcohol, tobacco and drug use during pregnancy, childbirth and 
the puerperium 

1) Alcohol use during pregnancy, childbirth and the puerperium 
Codes under subcategory O99.31, Alcohol use complicating pregnancy, 
childbirth, and the puerperium, should be assigned for any pregnancy 
case when a patient uses alcohol during the pregnancy or postpartum. A 
secondary code from category F10, Alcohol related disorders, should 
also be assigned to identify manifestations of the alcohol use. 

 
2) Tobacco use during pregnancy, childbirth and the puerperium 

Codes under subcategory O99.33, Smoking (tobacco) complicating 
pregnancy, childbirth, and the puerperium, should be assigned for any 
pregnancy case when a patient uses any type of tobacco product during 
the pregnancy or postpartum. 

 
A secondary code from category F17, Nicotine dependence, should also 
be assigned to identify the type of nicotine dependence. 

 
3) Drug use during pregnancy, childbirth and the puerperium 

Codes under subcategory O99.32, Drug use complicating pregnancy, 
childbirth, and the puerperium, should be assigned for any pregnancy 
case when a patient uses drugs during the pregnancy or postpartum. This 
can involve illegal drugs, or inappropriate use or abuse of prescription 
drugs. Secondary code(s) from categories F11-F16 and F18-F19 should 
also be assigned to identify manifestations of the drug use. 

 
m. Poisoning, toxic effects, adverse effects and underdosing in a 

pregnant patient 
A code from subcategory O9A.2, Injury, poisoning and certain other 
consequences of external causes complicating pregnancy, childbirth, and the 
puerperium, should be sequenced first, followed by the appropriate injury, 
poisoning, toxic effect, adverse effect or underdosing code, and then the 
additional code(s) that specifies the condition caused by the poisoning, toxic 
effect, adverse effect or underdosing. 

 
See Section I.C.19. Adverse effects, poisoning, underdosing and toxic effects. 

 
n. Normal Delivery, Code O80 

1) Encounter for full term uncomplicated delivery 
Code O80 should be assigned when a patient is admitted for a full-term 
normal delivery and delivers a single, healthy infant without any 
complications antepartum, during the delivery, or postpartum during the 
delivery episode. Code O80 is always a principal diagnosis. It is not to be 
used if any other code from chapter 15 is needed to describe a current 
complication of the antenatal, delivery, or postnatal period. Additional 
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codes from other chapters may be used with code O80 if they are not 
related to or are in any way complicating the pregnancy. 

 
2) Uncomplicated delivery with resolved antepartum complication 

Code O80 may be used if the patient had a complication at some point 
during the pregnancy, but the complication is not present at the time of 
the admission for delivery. 

 
3) Outcome of delivery for O80 

Z37.0, Single live birth, is the only outcome of delivery code appropriate 
for use with O80. 

 
o. The Peripartum and Postpartum Periods 

1) Peripartum and Postpartum periods 
The postpartum period begins immediately after delivery and continues 
for six weeks following delivery. The peripartum period is defined as the 
last month of pregnancy to five months postpartum. 

 
2) Peripartum and postpartum complication 

A postpartum complication is any complication occurring within the six- 
week period. 

 
3) Pregnancy-related complications after 6-week period 

Chapter 15 codes may also be used to describe pregnancy-related 
complications after the peripartum or postpartum period if the provider 
documents that a condition is pregnancy related. 

 
4) Admission for routine postpartum care following delivery 

outside hospital 
When the mother delivers outside the hospital prior to admission and is 
admitted for routine postpartum care and no complications are noted, 
code Z39.0, Encounter for care and examination of mother immediately 
after delivery, should be assigned as the principal diagnosis. 

 
5) Pregnancy associated cardiomyopathy 

Pregnancy associated cardiomyopathy, code O90.3, is unique in that it 
may be diagnosed in the third trimester of pregnancy but may continue to 
progress months after delivery. For this reason, it is referred to as 
peripartum cardiomyopathy. Code O90.3 is only for use when the 
cardiomyopathy develops as a result of pregnancy in a patient who did 
not have pre-existing heart disease. 
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p. Code O94, Sequelae of complication of pregnancy, childbirth, and 
the puerperium 

1) Code O94 
Code O94, Sequelae of complication of pregnancy, childbirth, and the 
puerperium, is for use in those cases when an initial complication of a 
pregnancy develops a sequela or sequelae requiring care or treatment at a 
future date. 

 
2) After the initial postpartum period 

This code may be used at any time after the initial postpartum period. 
 

3) Sequencing of Code O94 
This code, like all sequela codes, is to be sequenced following the code 
describing the sequelae of the complication. 

 
q. Termination of Pregnancy and Spontaneous abortions 

1) Abortion with Liveborn Fetus 
When an attempted termination of pregnancy results in a liveborn fetus, 
assign code Z33.2, Encounter for elective termination of pregnancy and a 
code from category Z37, Outcome of Delivery. 

 
2) Retained Products of Conception following an abortion 

Subsequent encounters for retained products of conception following a 
spontaneous abortion or elective termination of pregnancy, without 
complications are assigned O03.4, Incomplete spontaneous abortion 
without complication, or code O07.4, Failed attempted termination of 
pregnancy without complication. This advice is appropriate even when 
the patient was discharged previously with a discharge diagnosis of 
complete abortion. If the patient has a specific complication associated 
with the spontaneous abortion or elective termination of pregnancy in 
addition to retained products of conception, assign the appropriate 
complication code (e.g., O03.-, O04.-, O07.-) instead of code O03.4 or 
O07.4. 

 
3) Complications leading to abortion 

Codes from Chapter 15 may be used as additional codes to identify any 
documented complications of the pregnancy in conjunction with codes in 
categories in O04, O07 and O08. 

 

4) Hemorrhage following elective abortion 
For hemorrhage post elective abortion, assign code O04.6, Delayed 
or excessive hemorrhage following (induced) termination of 
pregnancy. Do not assign code O72.1, Other immediate postpartum 
hemorrhage, as this code should not be assigned for post abortion 



ICD-10-CM Official Guidelines for Coding and Reporting 
FY 2023 

Page 69 of 118 

 

conditions. Do not assign code Z33.2, Encounter for elective 
termination of pregnancy, when the patient experiences a 
complication post elective abortion. 

 

r. Abuse in a pregnant patient 
For suspected or confirmed cases of abuse of a pregnant patient, a code(s) from 
subcategories O9A.3, Physical abuse complicating pregnancy, childbirth, and 
the puerperium, O9A.4, Sexual abuse complicating pregnancy, childbirth, and 
the puerperium, and O9A.5, Psychological abuse complicating pregnancy, 
childbirth, and the puerperium, should be sequenced first, followed by the 
appropriate codes (if applicable) to identify any associated current injury due to 
physical abuse, sexual abuse, and the perpetrator of abuse. 

 
See Section I.C.19. Adult and child abuse, neglect and other maltreatment. 

 
s. COVID-19 infection in pregnancy, childbirth, and the 

puerperium 
During pregnancy, childbirth or the puerperium, when COVID-19 is the reason 
for admission/encounter, code O98.5-, Other viral diseases complicating 
pregnancy, childbirth and the puerperium, should be sequenced as the 
principal/first-listed diagnosis, and code U07.1, COVID-19, and the appropriate 
codes for associated manifestation(s) should be assigned as additional diagnoses. 
Codes from Chapter 15 always take sequencing priority. 

 
If the reason for admission/encounter is unrelated to COVID-19 but the patient 
tests positive for COVID-19 during the admission/encounter, the appropriate 
code for the reason for admission/encounter should be sequenced as the 
principal/first-listed diagnosis, and codes O98.5- and U07.1, as well as the 
appropriate codes for associated COVID-19 manifestations, should be assigned 
as additional diagnoses. 

 
16. Chapter 16: Certain Conditions Originating in the Perinatal Period 

(P00-P96) 
For coding and reporting purposes the perinatal period is defined as before birth through 
the 28th day following birth. The following guidelines are provided for reporting 
purposes. 

 
a. General Perinatal Rules 

1) Use of Chapter 16 Codes 
Codes in this chapter are never for use on the maternal record. Codes 
from Chapter 15, the obstetric chapter, are never permitted on the 
newborn record. Chapter 16 codes may be used throughout the life of the 
patient if the condition is still present. 
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2) Principal Diagnosis for Birth Record 
When coding the birth episode in a newborn record, assign a code from 
category Z38, Liveborn infants according to place of birth and type of 
delivery, as the principal diagnosis. A code from category Z38 is 
assigned only once, to a newborn at the time of birth. If a newborn is 
transferred to another institution, a code from category Z38 should not be 
used at the receiving hospital. 

 
A code from category Z38 is used only on the newborn record, not on the 
mother’s record. 

 
3) Use of Codes from other Chapters with Codes from Chapter 16 

Codes from other chapters may be used with codes from chapter 16 if the 
codes from the other chapters provide more specific detail. Codes for 
signs and symptoms may be assigned when a definitive diagnosis has not 
been established. If the reason for the encounter is a perinatal condition, 
the code from chapter 16 should be sequenced first. 

 
4) Use of Chapter 16 Codes after the Perinatal Period 

Should a condition originate in the perinatal period, and continue 
throughout the life of the patient, the perinatal code should continue to be 
used regardless of the patient’s age. 

 
5) Birth process or community acquired conditions 

If a newborn has a condition that may be either due to the birth process 
or community acquired and the documentation does not indicate which it 
is, the default is due to the birth process and the code from Chapter 16 
should be used. If the condition is community-acquired, a code from 
Chapter 16 should not be assigned. 

 
For COVID-19 infection in a newborn, see guideline I.C.16.h. 

 
6) Code all clinically significant conditions 

All clinically significant conditions noted on routine newborn 
examination should be coded. A condition is clinically significant if it 
requires: 

 clinical evaluation; or 
 therapeutic treatment; or 
 diagnostic procedures; or 
 extended length of hospital stay; or 
 increased nursing care and/or monitoring; or 
 has implications for future health care needs 

 
Note: The perinatal guidelines listed above are the same as the general 
coding guidelines for “additional diagnoses,” except for the final point 
regarding implications for future health care needs. Codes should be 
assigned for conditions that have been specified by the provider as 
having implications for future health care needs. 
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b. Observation and Evaluation of Newborns for Suspected 
Conditions not Found 

1) Use of Z05 codes 
Assign a code from category Z05, Observation and evaluation of 
newborns and infants for suspected diseases and conditions ruled out, to 
identify those instances when a healthy newborn is evaluated for a 
suspected condition/disease that is determined after study not to be 
present. Do not use a code from category Z05 when the patient has 
identified is documented to have signs or symptoms of a suspected 
problem; in such cases code the sign or symptom. 

 
2) Z05 on other than the birth record 

A code from category Z05 may also be assigned as a principal or first- 
listed code for readmissions or encounters when the code from category 
Z38 code no longer applies. Codes from category Z05 are for use only 
for healthy newborns and infants for which no condition after study is 
found to be present. 

 
3) Z05 on a birth record 

A code from category Z05 is to be used as a secondary code after the 
code from category Z38, Liveborn infants according to place of birth and 
type of delivery. 

 
c. Coding Additional Perinatal Diagnoses 

1) Assigning codes for conditions that require treatment 
Assign codes for conditions that require treatment or further 
investigation, prolong the length of stay, or require resource utilization. 

 
2) Codes for conditions specified as having implications for future 

health care needs 
Assign codes for conditions that have been specified by the provider as 
having implications for future health care needs. 

 
Note: This guideline should not be used for adult patients. 

 
d. Prematurity and Fetal Growth Retardation 

Providers utilize different criteria in determining prematurity. A code for 
prematurity should not be assigned unless it is documented. Assignment of 
codes in categories P05, Disorders of newborn related to slow fetal growth and 
fetal malnutrition, and P07, Disorders of newborn related to short gestation and 
low birth weight, not elsewhere classified, should be based on the recorded birth 
weight and estimated gestational age. 
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When both birth weight and gestational age are available, two codes from 
category P07 should be assigned, with the code for birth weight sequenced 
before the code for gestational age. 

 
e. Low birth weight and immaturity status 

Codes from category P07, Disorders of newborn related to short gestation and 
low birth weight, not elsewhere classified, are for use for a child or adult who 
was premature or had a low birth weight as a newborn and this is affecting the 
patient’s current health status. 

 
See Section I.C.21. Factors influencing health status and contact with health 
services, Status. 

 
f. Bacterial Sepsis of Newborn 

Category P36, Bacterial sepsis of newborn, includes congenital sepsis. If a 
perinate is documented as having sepsis without documentation of congenital or 
community acquired, the default is congenital and a code from category P36 
should be assigned. If the P36 code includes the causal organism, an additional 
code from category B95, Streptococcus, Staphylococcus, and Enterococcus as 
the cause of diseases classified elsewhere, or B96, Other bacterial agents as the 
cause of diseases classified elsewhere, should not be assigned. If the P36 code 
does not include the causal organism, assign an additional code from category 
B96. If applicable, use additional codes to identify severe sepsis (R65.2-) and 
any associated acute organ dysfunction. 

 
g. Stillbirth 

Code P95, Stillbirth, is only for use in institutions that maintain separate records 
for stillbirths. No other code should be used with P95. Code P95 should not be 
used on the mother’s record. 

 
h. COVID-19 Infection in Newborn 

For a newborn that tests positive for COVID-19, assign code U07.1, COVID-19, 
and the appropriate codes for associated manifestation(s) in neonates/newborns 
in the absence of documentation indicating a specific type of transmission. For a 
newborn that tests positive for COVID-19 and the provider documents the 
condition was contracted in utero or during the birth process, assign codes 
P35.8, Other congenital viral diseases, and U07.1, COVID-19. When coding the 
birth episode in a newborn record, the appropriate code from category Z38, 
Liveborn infants according to place of birth and type of delivery, should be 
assigned as the principal diagnosis. 

 
17. Chapter 17: Congenital malformations, deformations, and 

chromosomal abnormalities (Q00-Q99) 
Assign an appropriate code(s) from categories Q00-Q99, Congenital malformations, 
deformations, and chromosomal abnormalities when a malformation/deformation or 
chromosomal abnormality is documented. A malformation/deformation/or 
chromosomal abnormality may be the principal/first-listed diagnosis on a record or a 
secondary diagnosis. 
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When a malformation/deformation or chromosomal abnormality does not have a unique 
code assignment, assign additional code(s) for any manifestations that may be present. 

 
When the code assignment specifically identifies the malformation/deformation or 
chromosomal abnormality, manifestations that are an inherent component of the 
anomaly should not be coded separately. Additional codes should be assigned for 
manifestations that are not an inherent component. 

 
Codes from Chapter 17 may be used throughout the life of the patient. If a congenital 
malformation or deformity has been corrected, a personal history code should be used to 
identify the history of the malformation or deformity. Although present at birth, a 
malformation/deformation/or chromosomal abnormality may not be identified until later 
in life. Whenever the condition is diagnosed by the provider, it is appropriate to assign a 
code from codes Q00-Q99. For the birth admission, the appropriate code from category 
Z38, Liveborn infants, according to place of birth and type of delivery, should be 
sequenced as the principal diagnosis, followed by any congenital anomaly codes, Q00- 
Q99. 

 
18. Chapter 18: Symptoms, signs, and abnormal clinical and laboratory 

findings, not elsewhere classified (R00-R99) 
Chapter 18 includes symptoms, signs, abnormal results of clinical or other investigative 
procedures, and ill-defined conditions regarding which no diagnosis classifiable 
elsewhere is recorded. Signs and symptoms that point to a specific diagnosis have been 
assigned to a category in other chapters of the classification. 

 
a. Use of symptom codes 

Codes that describe symptoms and signs are acceptable for reporting purposes 
when a related definitive diagnosis has not been established (confirmed) by the 
provider. 

 
b. Use of a symptom code with a definitive diagnosis code 

Codes for signs and symptoms may be reported in addition to a related definitive 
diagnosis when the sign or symptom is not routinely associated with that 
diagnosis, such as the various signs and symptoms associated with complex 
syndromes. The definitive diagnosis code should be sequenced before the 
symptom code. 

 
Signs or symptoms that are associated routinely with a disease process should 
not be assigned as additional codes, unless otherwise instructed by the 
classification. 

 
c. Combination codes that include symptoms 

ICD-10-CM contains a number of combination codes that identify both the 
definitive diagnosis and common symptoms of that diagnosis. When using one 
of these combination codes, an additional code should not be assigned for the 
symptom. 
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d. Repeated falls 
Code R29.6, Repeated falls, is for use for encounters when a patient has recently 
fallen and the reason for the fall is being investigated. 

 
Code Z91.81, History of falling, is for use when a patient has fallen in the past 
and is at risk for future falls. When appropriate, both codes R29.6 and Z91.81 
may be assigned together. 

 
e. Coma 

Code R40.20, Unspecified coma, may be assigned in conjunction with codes for 
any medical condition. 

 
Do not report codes for unspecified coma, individual or total Glasgow coma 
scale scores for a patient with a medically induced coma or a sedated patient. 

 
1) Coma Scale 

The coma scale codes (R40.21- to R40.24-) can be used in conjunction 
with traumatic brain injury codes. These codes are primarily for use by 
trauma registries, but they may be used in any setting where this 
information is collected. The coma scale codes should be sequenced after 
the diagnosis code(s). 

 
These codes, one from each subcategory, are needed to complete the 
scale. The 7th character indicates when the scale was recorded. The 7th 
character should match for all three codes. 

 
At a minimum, report the initial score documented on presentation at 
your facility. This may be a score from the emergency medicine 
technician (EMT) or in the emergency department. If desired, a facility 
may choose to capture multiple coma scale scores. 

 
Assign code R40.24-, Glasgow coma scale, total score, when only the 
total score is documented in the medical record and not the individual 
score(s). 

 
If multiple coma scores are captured within the first 24 hours after 
hospital admission, assign only the code for the score at the time of 
admission. ICD-10-CM does not classify coma scores that are reported 
after admission but less than 24 hours later. 

 
See Section I.B.14. for coma scale documentation by clinicians other 
than patient's provider 

 
f. Functional quadriplegia 

 
GUIDELINE HAS BEEN DELETED EFFECTIVE OCTOBER 1, 2017 
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g. SIRS due to Non-Infectious Process 
The systemic inflammatory response syndrome (SIRS) can develop as a result of 
certain non-infectious disease processes, such as trauma, malignant neoplasm, or 
pancreatitis. When SIRS is documented with a noninfectious condition, and no 
subsequent infection is documented, the code for the underlying condition, such 
as an injury, should be assigned, followed by code R65.10, Systemic 
inflammatory response syndrome (SIRS) of non-infectious origin without acute 
organ dysfunction, or code R65.11, Systemic inflammatory response syndrome 
(SIRS) of non-infectious origin with acute organ dysfunction. If an associated 
acute organ dysfunction is documented, the appropriate code(s) for the specific 
type of organ dysfunction(s) should be assigned in addition to code R65.11. If 
acute organ dysfunction is documented, but it cannot be determined if the acute 
organ dysfunction is associated with SIRS or due to another condition (e.g., 
directly due to the trauma), the provider should be queried. 

 
h. Death NOS 

Code R99, Ill-defined and unknown cause of mortality, is only for use in the 
very limited circumstance when a patient who has already died is brought into 
an emergency department or other healthcare facility and is pronounced dead 
upon arrival. It does not represent the discharge disposition of death. 

 
i. NIHSS Stroke Scale 

The NIH stroke scale (NIHSS) codes (R29.7- -) can be used in conjunction with 
acute stroke codes (I63) to identify the patient's neurological status and the 
severity of the stroke. The stroke scale codes should be sequenced after the acute 
stroke diagnosis code(s). 

 
At a minimum, report the initial score documented. If desired, a facility may 
choose to capture multiple stroke scale scores. 

 
See Section I.B.14. for NIHSS stroke scale documentation by clinicians other 
than patient's provider 

 
19. Chapter 19: Injury, poisoning, and certain other consequences of 

external causes (S00-T88) 

a. Application of 7th Characters in Chapter 19 
Most categories in chapter 19 have a 7th character requirement for each 
applicable code. Most categories in this chapter have three 7th character values 
(with the exception of fractures): A, initial encounter, D, subsequent encounter 
and S, sequela. Categories for traumatic fractures have additional 7th character 
values. While the patient may be seen by a new or different provider over the 
course of treatment for an injury, assignment of the 7th character is based on 
whether the patient is undergoing active treatment and not whether the provider 
is seeing the patient for the first time. 

 
For complication codes, active treatment refers to treatment for the condition 
described by the code, even though it may be related to an earlier precipitating 
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problem. For example, code T84.50XA, Infection and inflammatory reaction 
due to unspecified internal joint prosthesis, initial encounter, is used when active 
treatment is provided for the infection, even though the condition relates to the 
prosthetic device, implant or graft that was placed at a previous encounter. 

 
7th character “A”, initial encounter is used for each encounter where the patient 
is receiving active treatment for the condition. 

 
7th character “D” subsequent encounter is used for encounters after the patient 
has completed active treatment of the condition and is receiving routine care for 
the condition during the healing or recovery phase. 

 
The aftercare Z codes should not be used for aftercare for conditions such as 
injuries or poisonings, where 7th characters are provided to identify subsequent 
care. For example, for aftercare of an injury, assign the acute injury code with 
the 7th character “D” (subsequent encounter). 

 
7th character “S”, sequela, is for use for complications or conditions that arise as 
a direct result of a condition, such as scar formation after a burn. The scars are 
sequelae of the burn. When using 7th character “S”, it is necessary to use both 
the injury code that precipitated the sequela and the code for the sequela itself. 
The “S” is added only to the injury code, not the sequela code. The 7th character 
“S” identifies the injury responsible for the sequela. The specific type of sequela 
(e.g. scar) is sequenced first, followed by the injury code. 

 
See Section I.B.10. Sequelae, (Late Effects) 

 
b. Coding of Injuries 

When coding injuries, assign separate codes for each injury unless a 
combination code is provided, in which case the combination code is assigned. 
Codes from category T07, Unspecified multiple injuries should not be assigned 
in the inpatient setting unless information for a more specific code is not 
available. Traumatic injury codes (S00- T14.9) are not to be used for normal, 
healing surgical wounds or to identify complications of surgical wounds. 

 
The code for the most serious injury, as determined by the provider and the 
focus of treatment, is sequenced first. 

 
1) Superficial injuries 

Superficial injuries such as abrasions or contusions are not coded when 
associated with more severe injuries of the same site. 

 
2) Primary injury with damage to nerves/blood vessels 

When a primary injury results in minor damage to peripheral nerves or 
blood vessels, the primary injury is sequenced first with additional 
code(s) for injuries to nerves and spinal cord (such as category S04), 
and/or injury to blood vessels (such as category S15). When the primary 
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injury is to the blood vessels or nerves, that injury should be sequenced 
first. 

 
3) Iatrogenic injuries 

Injury codes from Chapter 19 should not be assigned for injuries that 
occur during, or as a result of, a medical intervention. Assign the 
appropriate complication code(s). 

 
c. Coding of Traumatic Fractures 

The principles of multiple coding of injuries should be followed in coding 
fractures. Fractures of specified sites are coded individually by site in 
accordance with both the provisions within categories S02, S12, S22, S32, S42, 
S49, S52, S59, S62, S72, S79, S82, S89, S92 and the level of detail furnished by 
medical record content. 

 
A fracture not indicated as open or closed should be coded to closed. A fracture 
not indicated whether displaced or not displaced should be coded to displaced. 

 
More specific guidelines are as follows: 

 
1) Initial vs. subsequent encounter for fractures 

Traumatic fractures are coded using the appropriate 7th character for 
initial encounter (A, B, C) for each encounter where the patient is 
receiving active treatment for the fracture. The appropriate 7th character 
for initial encounter should also be assigned for a patient who delayed 
seeking treatment for the fracture or nonunion. 

 
Fractures are coded using the appropriate 7th character for subsequent 
care for encounters after the patient has completed active treatment of the 
fracture and is receiving routine care for the fracture during the healing 
or recovery phase. 

 
Care for complications of surgical treatment for fracture repairs during 
the healing or recovery phase should be coded with the appropriate 
complication codes. 

 
Care of complications of fractures, such as malunion and nonunion, 
should be reported with the appropriate 7th character for subsequent care 
with nonunion (K, M, N,) or subsequent care with malunion (P, Q, R). 

 
Malunion/nonunion: The appropriate 7th character for initial encounter 
should also be assigned for a patient who delayed seeking treatment for 
the fracture or nonunion. 

 
The open fracture designations in the assignment of the 7th character for 
fractures of the forearm, femur and lower leg, including ankle are based 
on the Gustilo open fracture classification. When the Gustilo 
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classification type is not specified for an open fracture, the 7th character 
for open fracture type I or II should be assigned (B, E, H, M, Q). 

 
A code from category M80, not a traumatic fracture code, should be used 
for any patient with known osteoporosis who suffers a fracture, even if 
the patient had a minor fall or trauma, if that fall or trauma would not 
usually break a normal, healthy bone. 

 
See Section I.C.13. Osteoporosis. 

 
The aftercare Z codes should not be used for aftercare for traumatic 
fractures. For aftercare of a traumatic fracture, assign the acute fracture 
code with the appropriate 7th character. 

2) Multiple fractures sequencing 
Multiple fractures are sequenced in accordance with the severity of the 
fracture. 

 
3) Physeal fractures 

For physeal fractures, assign only the code identifying the type of 
physeal fracture. Do not assign a separate code to identify the specific 
bone that is fractured. 

 
d. Coding of Burns and Corrosions 

The ICD-10-CM makes a distinction between burns and corrosions. The burn 
codes are for thermal burns, except sunburns, that come from a heat source, such 
as a fire or hot appliance. The burn codes are also for burns resulting from 
electricity and radiation. Corrosions are burns due to chemicals. The guidelines 
are the same for burns and corrosions. 

 
Current burns (T20-T25) are classified by depth, extent and by agent (X code). 
Burns are classified by depth as first degree (erythema), second degree 
(blistering), and third degree (full-thickness involvement). Burns of the eye and 
internal organs (T26-T28) are classified by site, but not by degree. 

 
1) Sequencing of burn and related condition codes 

Sequence first the code that reflects the highest degree of burn when 
more than one burn is present. 

 
a. When the reason for the admission or encounter is for treatment of 

external multiple burns, sequence first the code that reflects the burn 
of the highest degree. 

 
b. When a patient has both internal and external burns, the 

circumstances of admission govern the selection of the principal 
diagnosis or first-listed diagnosis. 
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c. When a patient is admitted for burn injuries and other related 
conditions such as smoke inhalation and/or respiratory failure, the 
circumstances of admission govern the selection of the principal or 
first-listed diagnosis. 

 
2) Burns of the same anatomic site 

Classify burns of the same anatomic site and on the same side but of 
different degrees to the subcategory identifying the highest degree 
recorded in the diagnosis (e.g., for second and third degree burns of right 
thigh, assign only code T24.311-). 

 
3) Non-healing burns 

Non-healing burns are coded as acute burns. 
 

Necrosis of burned skin should be coded as a non-healed burn. 
 

4) Infected burn 
For any documented infected burn site, use an additional code for the 
infection. 

 
5) Assign separate codes for each burn site 

When coding burns, assign separate codes for each burn site. Category 
T30, Burn and corrosion, body region unspecified is extremely vague 
and should rarely be used. 

 
Codes for burns of "multiple sites" should only be assigned when the 
medical record documentation does not specify the individual sites. 

 
6) Burns and corrosions classified according to extent of body 

surface involved 
Assign codes from category T31, Burns classified according to extent of 
body surface involved, or T32, Corrosions classified according to extent 
of body surface involved, for acute burns or corrosions when the site of 
the burn or corrosion is not specified or when there is a need for 
additional data. It is advisable to use category T31 as additional coding 
when needed to provide data for evaluating burn mortality, such as that 
needed by burn units. It is also advisable to use category T31 as an 
additional code for reporting purposes when there is mention of a third- 
degree burn involving 20 percent or more of the body surface. Codes 
from categories T31 and T32 should not be used for sequelae of burns or 
corrosions. 

 
Categories T31 and T32 are based on the classic “rule of nines” in 
estimating body surface involved: head and neck are assigned nine 
percent, each arm nine percent, each leg 18 percent, the anterior trunk 18 
percent, posterior trunk 18 percent, and genitalia one percent. Providers 
may change these percentage assignments where necessary to 
accommodate infants and children who have proportionately larger heads 
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than adults, and patients who have large buttocks, thighs, or abdomen 
that involve burns. 

 
7) Encounters for treatment of sequela of burns 

Encounters for the treatment of the late effects of burns or corrosions 
(i.e., scars or joint contractures) should be coded with a burn or corrosion 
code with the 7th character “S” for sequela. 

8) Sequelae with a late effect code and current burn 
When appropriate, both a code for a current burn or corrosion with 7th 
character “A” or “D” and a burn or corrosion code with 7th character “S” 
may be assigned on the same record (when both a current burn and 
sequelae of an old burn exist). Burns and corrosions do not heal at the 
same rate and a current healing wound may still exist with sequela of a 
healed burn or corrosion. 

 
See Section I.B.10. Sequela (Late Effects) 

 
9) Use of an external cause code with burns and corrosions 

An external cause code should be used with burns and corrosions to 
identify the source and intent of the burn, as well as the place where it 
occurred. 

 
e. Adverse Effects, Poisoning, Underdosing and Toxic Effects 

Codes in categories T36-T65 are combination codes that include the substance 
that was taken as well as the intent. No additional external cause code is required 
for poisonings, toxic effects, adverse effects and underdosing codes. 

 
1) Do not code directly from the Table of Drugs 

Do not code directly from the Table of Drugs and Chemicals. Always 
refer back to the Tabular List. 

 
2) Use as many codes as necessary to describe 

Use as many codes as necessary to describe completely all drugs, 
medicinal or biological substances. 

 
3) If the same code would describe the causative agent 

If the same code would describe the causative agent for more than one 
adverse reaction, poisoning, toxic effect or underdosing, assign the code 
only once. 

 
4) If two or more drugs, medicinal or biological substances 

If two or more drugs, medicinal or biological substances are taken, code 
each individually unless a combination code is listed in the Table of 
Drugs and Chemicals. 
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If multiple unspecified drugs, medicinal or biological substances were 
taken, assign the appropriate code from subcategory T50.91, Poisoning 
by, adverse effect of and underdosing of multiple unspecified drugs, 
medicaments and biological substances. 

 
5) The occurrence of drug toxicity is classified in ICD-10-CM as 

follows: 

(a) Adverse Effect 
When coding an adverse effect of a drug that has been correctly 
prescribed and properly administered, assign the appropriate code 
for the nature of the adverse effect followed by the appropriate 
code for the adverse effect of the drug (T36-T50). The code for 
the drug should have a 5th or 6th character “5” (for example 
T36.0X5-) Examples of the nature of an adverse effect are 
tachycardia, delirium, gastrointestinal hemorrhaging, vomiting, 
hypokalemia, hepatitis, renal failure, or respiratory failure. 

 
(b) Poisoning 

When coding a poisoning or reaction to the improper use of a 
medication (e.g., overdose, wrong substance given or taken in 
error, wrong route of administration), first assign the appropriate 
code from categories T36-T50. The poisoning codes have an 
associated intent as their 5th or 6th character (accidental, 
intentional self-harm, assault and undetermined). If the intent of 
the poisoning is unknown or unspecified, code the intent as 
accidental intent. The undetermined intent is only for use if the 
documentation in the record specifies that the intent cannot be 
determined. Use additional code(s) for all manifestations of 
poisonings. 

 
If there is also a diagnosis of abuse or dependence of the 
substance, the abuse or dependence is assigned as an additional 
code. 

 
Examples of poisoning include: 

 
(i) Error was made in drug prescription 

Errors made in drug prescription or in the administration 
of the drug by provider, nurse, patient, or other person. 

 
(ii) Overdose of a drug intentionally taken 

If an overdose of a drug was intentionally taken or 
administered and resulted in drug toxicity, it would be 
coded as a poisoning. 

 
(iii) Nonprescribed drug taken with correctly prescribed and 

properly administered drug 
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If a nonprescribed drug or medicinal agent was taken in 
combination with a correctly prescribed and properly 
administered drug, any drug toxicity or other reaction 
resulting from the interaction of the two drugs would be 
classified as a poisoning. 

 
(iv) Interaction of drug(s) and alcohol 

When a reaction results from the interaction of a drug(s) 
and alcohol, this would be classified as poisoning. 

 
See Section I.C.4. if poisoning is the result of insulin 
pump malfunctions. 

 
(c) Underdosing 

Underdosing refers to taking less of a medication than is 
prescribed by a provider or a manufacturer’s instruction. 
Discontinuing the use of a prescribed medication on the patient's 
own initiative (not directed by the patient's provider) is also 
classified as an underdosing. For underdosing, assign the code 
from categories T36-T50 (fifth or sixth character “6”). 
Documentation of a change in the patient’s condition is not 
required in order to assign an underdosing code. 
Documentation that the patient is taking less of a medication 
than is prescribed or discontinued the prescribed medication 
is sufficient for code assignment. 

 
Codes for underdosing should never be assigned as principal or 
first-listed codes. If a patient has a relapse or exacerbation of the 
medical condition for which the drug is prescribed because of the 
reduction in dose, then the medical condition itself should be 
coded. 

 
Noncompliance (Z91.12-, Z91.13- and Z91.14-) or complication 
of care (Y63.6-Y63.9) codes are to be used with an underdosing 
code to indicate intent, if known. 

 
(d) Toxic Effects 

When a harmful substance is ingested or comes in contact with a 
person, this is classified as a toxic effect. The toxic effect codes 
are in categories T51-T65. 

 
Toxic effect codes have an associated intent: accidental, 
intentional self-harm, assault and undetermined. 

 
f. Adult and child abuse, neglect and other maltreatment 

Sequence first the appropriate code from categories T74, Adult and child abuse, 
neglect and other maltreatment, confirmed, or T76, Adult and child abuse, 
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neglect and other maltreatment, suspected, for abuse, neglect and other 
maltreatment, followed by any accompanying mental health or injury code(s). 

 
If the documentation in the medical record states abuse or neglect, it is coded as 
confirmed (T74.-). It is coded as suspected if it is documented as suspected 
(T76.-). 

 
For cases of confirmed abuse or neglect an external cause code from the assault 
section (X92-Y09) should be added to identify the cause of any physical 
injuries. A perpetrator code (Y07) should be added when the perpetrator of the 
abuse is known. For suspected cases of abuse or neglect, do not report external 
cause or perpetrator code. 

 
If a suspected case of abuse, neglect or mistreatment is ruled out during an 
encounter code Z04.71, Encounter for examination and observation following 
alleged physical adult abuse, ruled out, or code Z04.72, Encounter for 
examination and observation following alleged child physical abuse, ruled out, 
should be used, not a code from T76. 

 
If a suspected case of alleged rape or sexual abuse is ruled out during an 
encounter code Z04.41, Encounter for examination and observation following 
alleged adult rape or code Z04.42, Encounter for examination and observation 
following alleged child rape, should be used, not a code from T76. 

 
If a suspected case of forced sexual exploitation or forced labor exploitation is 
ruled out during an encounter, code Z04.81, Encounter for examination and 
observation of victim following forced sexual exploitation, or code Z04.82, 
Encounter for examination and observation of victim following forced labor 
exploitation, should be used, not a code from T76. 

 
See Section I.C.15. Abuse in a pregnant patient. 

 
g. Complications of care 

1) General guidelines for complications of care 

(a) Documentation of complications of care 
See Section I.B.16. for information on documentation of 
complications of care. 

 
2) Pain due to medical devices 

Pain associated with devices, implants or grafts left in a surgical site (for 
example painful hip prosthesis) is assigned to the appropriate code(s) 
found in Chapter 19, Injury, poisoning, and certain other consequences 
of external causes. Specific codes for pain due to medical devices are 
found in the T code section of the ICD-10-CM. Use additional code(s) 
from category G89 to identify acute or chronic pain due to presence of 
the device, implant or graft (G89.18 or G89.28). 
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3) Transplant complications 

(a) Transplant complications other than kidney 
Codes under category T86, Complications of transplanted organs 
and tissues, are for use for both complications and rejection of 
transplanted organs. A transplant complication code is only 
assigned if the complication affects the function of the 
transplanted organ. Two codes are required to fully describe a 
transplant complication: the appropriate code from category T86 
and a secondary code that identifies the complication. 

 
Pre-existing conditions or conditions that develop after the 
transplant are not coded as complications unless they affect the 
function of the transplanted organs. 

 
See I.C.21. for transplant organ removal status 

 
See I.C.2. for malignant neoplasm associated with transplanted 
organ. 

 
(b) Kidney transplant complications 

Patients who have undergone kidney transplant may still have 
some form of chronic kidney disease (CKD) because the kidney 
transplant may not fully restore kidney function. Code T86.1- 
should be assigned for documented complications of a kidney 
transplant, such as transplant failure or rejection or other 
transplant complication. Code T86.1- should not be assigned for 
post kidney transplant patients who have chronic kidney (CKD) 
unless a transplant complication such as transplant failure or 
rejection is documented. If the documentation is unclear as to 
whether the patient has a complication of the transplant, query the 
provider. 

 
Conditions that affect the function of the transplanted kidney, 
other than CKD, should be assigned a code from subcategory 
T86.1, Complications of transplanted organ, Kidney, and a 
secondary code that identifies the complication. 

 
For patients with CKD following a kidney transplant, but who do 
not have a complication such as failure or rejection, see section 
I.C.14. Chronic kidney disease and kidney transplant status. 

 
4) Complication codes that include the external cause 

As with certain other T codes, some of the complications of care codes 
have the external cause included in the code. The code includes the 
nature of the complication as well as the type of procedure that caused 
the complication. No external cause code indicating the type of 
procedure is necessary for these codes. 
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5) Complications of care codes within the body system chapters 
Intraoperative and postprocedural complication codes are found within 
the body system chapters with codes specific to the organs and structures 
of that body system. These codes should be sequenced first, followed by 
a code(s) for the specific complication, if applicable. 

 
Complication codes from the body system chapters should be assigned 
for intraoperative and postprocedural complications (e.g., the appropriate 
complication code from chapter 9 would be assigned for a vascular 
intraoperative or postprocedural complication) unless the complication is 
specifically indexed to a T code in chapter 19. 

 
20. Chapter 20: External Causes of Morbidity (V00-Y99) 

The external causes of morbidity codes should never be sequenced as the first-listed or 
principal diagnosis. 

 
External cause codes are intended to provide data for injury research and evaluation of 
injury prevention strategies. These codes capture how the injury or health condition 
happened (cause), the intent (unintentional or accidental; or intentional, such as suicide 
or assault), the place where the event occurred the activity of the patient at the time of 
the event, and the person’s status (e.g., civilian, military). 

 
There is no national requirement for mandatory ICD-10-CM external cause code 
reporting. Unless a provider is subject to a state-based external cause code reporting 
mandate or these codes are required by a particular payer, reporting of ICD-10-CM 
codes in Chapter 20, External Causes of Morbidity, is not required. In the absence of a 
mandatory reporting requirement, providers are encouraged to voluntarily report 
external cause codes, as they provide valuable data for injury research and evaluation of 
injury prevention strategies. 

 
a. General External Cause Coding Guidelines 

1) Used with any code in the range of A00.0-T88.9, Z00-Z99 
An external cause code may be used with any code in the range of 
A00.0-T88.9, Z00-Z99, classification that represents a health condition 
due to an external cause. Though they are most applicable to injuries, 
they are also valid for use with such things as infections or diseases due 
to an external source, and other health conditions, such as a heart attack 
that occurs during strenuous physical activity. 

 
2) External cause code used for length of treatment 

Assign the external cause code, with the appropriate 7th character (initial 
encounter, subsequent encounter or sequela) for each encounter for 
which the injury or condition is being treated. 

 
Most categories in chapter 20 have a 7th character requirement for each 
applicable code. Most categories in this chapter have three 7th character 
values: A, initial encounter, D, subsequent encounter and S, sequela. 
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While the patient may be seen by a new or different provider over the 
course of treatment for an injury or condition, assignment of the 7th 
character for external cause should match the 7th character of the code 
assigned for the associated injury or condition for the encounter. 

 
3) Use the full range of external cause codes 

Use the full range of external cause codes to completely describe the 
cause, the intent, the place of occurrence, and if applicable, the activity 
of the patient at the time of the event, and the patient’s status, for all 
injuries, and other health conditions due to an external cause. 

 
4) Assign as many external cause codes as necessary 

Assign as many external cause codes as necessary to fully explain each 
cause. If only one external code can be recorded, assign the code most 
related to the principal diagnosis. 

 
5) The selection of the appropriate external cause code 

The selection of the appropriate external cause code is guided by the 
Alphabetic Index of External Causes and by Inclusion and Exclusion 
notes in the Tabular List. 

 
6) External cause code can never be a principal diagnosis 

An external cause code can never be a principal (first-listed) diagnosis. 
 

7) Combination external cause codes 
Certain of the external cause codes are combination codes that identify 
sequential events that result in an injury, such as a fall which results in 
striking against an object. The injury may be due to either event or both. 
The combination external cause code used should correspond to the 
sequence of events regardless of which caused the most serious injury. 

 
8) No external cause code needed in certain circumstances 

No external cause code from Chapter 20 is needed if the external cause 
and intent are included in a code from another chapter (e.g., T36.0X1-, 
Poisoning by penicillins, accidental (unintentional)). 

 
b. Place of Occurrence Guideline 

Codes from category Y92, Place of occurrence of the external cause, are 
secondary codes for use after other external cause codes to identify the location 
of the patient at the time of injury or other condition. 

 
Generally, a place of occurrence code is assigned only once, at the initial 
encounter for treatment. However, in the rare instance that a new injury occurs 
during hospitalization, an additional place of occurrence code may be assigned. 
No 7th characters are used for Y92. 

 
Do not use place of occurrence code Y92.9 if the place is not stated or is not 
applicable. 
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c. Activity Code 
Assign a code from category Y93, Activity code, to describe the activity of the 
patient at the time the injury or other health condition occurred. 

 
An activity code is used only once, at the initial encounter for treatment. Only 
one code from Y93 should be recorded on a medical record. 

 
The activity codes are not applicable to poisonings, adverse effects, 
misadventures or sequela. 

 
Do not assign Y93.9, Unspecified activity, if the activity is not stated. 

 
A code from category Y93 is appropriate for use with external cause and intent 
codes if identifying the activity provides additional information about the event. 

 
d. Place of Occurrence, Activity, and Status Codes Used with other 

External Cause Code 
When applicable, place of occurrence, activity, and external cause status codes 
are sequenced after the main external cause code(s). Regardless of the number of 
external cause codes assigned, generally there should be only one place of 
occurrence code, one activity code, and one external cause status code assigned 
to an encounter. However, in the rare instance that a new injury occurs during 
hospitalization, an additional place of occurrence code may be assigned. 

 
e. If the Reporting Format Limits the Number of External Cause 

Codes 
If the reporting format limits the number of external cause codes that can be 
used in reporting clinical data, report the code for the cause/intent most related 
to the principal diagnosis. If the format permits capture of additional external 
cause codes, the cause/intent, including medical misadventures, of the additional 
events should be reported rather than the codes for place, activity, or external 
status. 

 
f. Multiple External Cause Coding Guidelines 

More than one external cause code is required to fully describe the external 
cause of an illness or injury. The assignment of external cause codes should be 
sequenced in the following priority: 

 
If two or more events cause separate injuries, an external cause code should be 
assigned for each cause. The first-listed external cause code will be selected in 
the following order: 

 
External codes for child and adult abuse take priority over all other external 
cause codes. 

 
See Section I.C.19., Child and Adult abuse guidelines. 
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External cause codes for terrorism events take priority over all other external 
cause codes except child and adult abuse. 

 
External cause codes for cataclysmic events take priority over all other external 
cause codes except child and adult abuse and terrorism. 

 
External cause codes for transport accidents take priority over all other external 
cause codes except cataclysmic events, child and adult abuse and terrorism. 

 
Activity and external cause status codes are assigned following all causal 
(intent) external cause codes. 

 
The first-listed external cause code should correspond to the cause of the most 
serious diagnosis due to an assault, accident, or self-harm, following the order of 
hierarchy listed above. 

 
g. Child and Adult Abuse Guideline 

Adult and child abuse, neglect and maltreatment are classified as assault. Any of 
the assault codes may be used to indicate the external cause of any injury 
resulting from the confirmed abuse. 

 
For confirmed cases of abuse, neglect and maltreatment, when the perpetrator is 
known, a code from Y07, Perpetrator of maltreatment and neglect, should 
accompany any other assault codes. 

 
See Section I.C.19. Adult and child abuse, neglect and other maltreatment 

 
h. Unknown or Undetermined Intent Guideline 

If the intent (accident, self-harm, assault) of the cause of an injury or other 
condition is unknown or unspecified, code the intent as accidental intent. All 
transport accident categories assume accidental intent. 

 
1) Use of undetermined intent 

External cause codes for events of undetermined intent are only for use if 
the documentation in the record specifies that the intent cannot be 
determined. 

 
i. Sequelae (Late Effects) of External Cause Guidelines 

1) Sequelae external cause codes 
Sequela are reported using the external cause code with the 7th character 
“S” for sequela. These codes should be used with any report of a late 
effect or sequela resulting from a previous injury. 

 
See Section I.B.10. Sequela (Late Effects) 

 
2) Sequela external cause code with a related current injury 
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A sequela external cause code should never be used with a related 
current nature of injury code. 

 
3) Use of sequela external cause codes for subsequent visits 

Use a late effect external cause code for subsequent visits when a late 
effect of the initial injury is being treated. Do not use a late effect 
external cause code for subsequent visits for follow-up care (e.g., to 
assess healing, to receive rehabilitative therapy) of the injury when no 
late effect of the injury has been documented. 

 
j. Terrorism Guidelines 

1) Cause of injury identified by the Federal Government (FBI) as 
terrorism 
When the cause of an injury is identified by the Federal Government 
(FBI) as terrorism, the first-listed external cause code should be a code 
from category Y38, Terrorism. The definition of terrorism employed by 
the FBI is found at the inclusion note at the beginning of category Y38. 
Use additional code for place of occurrence (Y92.-). More than one Y38 
code may be assigned if the injury is the result of more than one 
mechanism of terrorism. 

 
2) Cause of an injury is suspected to be the result of terrorism 

When the cause of an injury is suspected to be the result of terrorism a 
code from category Y38 should not be assigned. Suspected cases should 
be classified as assault. 

 
3) Code Y38.9, Terrorism, secondary effects 

Assign code Y38.9, Terrorism, secondary effects, for conditions 
occurring subsequent to the terrorist event. This code should not be 
assigned for conditions that are due to the initial terrorist act. 

 
It is acceptable to assign code Y38.9 with another code from Y38 if there 
is an injury due to the initial terrorist event and an injury that is a 
subsequent result of the terrorist event. 

 
k. External Cause Status 

A code from category Y99, External cause status, should be assigned whenever 
any other external cause code is assigned for an encounter, including an Activity 
code, except for the events noted below. Assign a code from category Y99, 
External cause status, to indicate the work status of the person at the time the 
event occurred. The status code indicates whether the event occurred during 
military activity, whether a non-military person was at work, whether an 
individual including a student or volunteer was involved in a non-work activity 
at the time of the causal event. 

 
A code from Y99, External cause status, should be assigned, when applicable, 
with other external cause codes, such as transport accidents and falls. The 
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external cause status codes are not applicable to poisonings, adverse effects, 
misadventures or late effects. 

 
Do not assign a code from category Y99 if no other external cause codes (cause, 
activity) are applicable for the encounter. 

 
An external cause status code is used only once, at the initial encounter for 
treatment. Only one code from Y99 should be recorded on a medical record. 

 
Do not assign code Y99.9, Unspecified external cause status, if the status is not 
stated. 

 
21. Chapter 21: Factors influencing health status and contact with health 

services (Z00-Z99) 
Note: The chapter specific guidelines provide additional information about the use of Z 
codes for specified encounters. 

 
a. Use of Z Codes in Any Healthcare Setting 

Z codes are for use in any healthcare setting. Z codes may be used as either a 
first-listed (principal diagnosis code in the inpatient setting) or secondary code, 
depending on the circumstances of the encounter. Certain Z codes may only be 
used as first-listed or principal diagnosis. 

 
b. Z Codes Indicate a Reason for an Encounter or Provide 

Additional Information about a Patient Encounter 
Z codes are not procedure codes. A corresponding procedure code must 
accompany a Z code to describe any procedure performed. 

 
c. Categories of Z Codes 

1) Contact/Exposure 
Category Z20 indicates contact with, and suspected exposure to, 
communicable diseases. These codes are for patients who are suspected 
to have been exposed to a disease by close personal contact with an 
infected individual or are in an area where a disease is epidemic. 

 
Category Z77, Other contact with and (suspected) exposures hazardous 
to health, indicates contact with and suspected exposures hazardous to 
health. 

 
Contact/exposure codes may be used as a first-listed code to explain an 
encounter for testing, or, more commonly, as a secondary code to 
identify a potential risk. 

 
2) Inoculations and vaccinations 

Code Z23 is for encounters for inoculations and vaccinations. It indicates 
that a patient is being seen to receive a prophylactic inoculation against a 
disease. Procedure codes are required to identify the actual 
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administration of the injection and the type(s) of immunizations given. 
Code Z23 may be used as a secondary code if the inoculation is given as 
a routine part of preventive health care, such as a well-baby visit. 

 
3) Status 

Status codes indicate that a patient is either a carrier of a disease or has 
the sequelae or residual of a past disease or condition. This includes such 
things as the presence of prosthetic or mechanical devices resulting from 
past treatment. A status code is informative, because the status may 
affect the course of treatment and its outcome. A status code is distinct 
from a history code. The history code indicates that the patient no longer 
has the condition. 

 
A status code should not be used with a diagnosis code from one of the 
body system chapters, if the diagnosis code includes the information 
provided by the status code. For example, code Z94.1, Heart transplant 
status, should not be used with a code from subcategory T86.2, 
Complications of heart transplant. The status code does not provide 
additional information. The complication code indicates that the patient 
is a heart transplant patient. 

 
For encounters for weaning from a mechanical ventilator, assign a code 
from subcategory J96.1, Chronic respiratory failure, followed by code 
Z99.11, Dependence on respirator [ventilator] status. 

 
The status Z codes/categories are: 
Z14 Genetic carrier 

Genetic carrier status indicates that a person carries a gene, 
associated with a particular disease, which may be passed to 
offspring who may develop that disease. The person does not 
have the disease and is not at risk of developing the disease. 

 
Z15 Genetic susceptibility to disease 

Genetic susceptibility indicates that a person has a gene that 
increases the risk of that person developing the disease. 

 
Codes from category Z15 should not be used as principal or 
first-listed codes. If the patient has the condition to which 
he/she is susceptible, and that condition is the reason for the 
encounter, the code for the current condition should be 
sequenced first. If the patient is being seen for follow-up after 
completed treatment for this condition, and the condition no 
longer exists, a follow-up code should be sequenced first, 
followed by the appropriate personal history and genetic 
susceptibility codes. If the purpose of the encounter is genetic 
counseling associated with procreative management, code 
Z31.5, Encounter for genetic counseling, should be assigned 
as the first-listed code, followed by a code from category 
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Z15. Additional codes should be assigned for any applicable 
family or personal history. 

Z16 Resistance to antimicrobial drugs 
This code indicates that a patient has a condition that is 
resistant to antimicrobial drug treatment. Sequence the 
infection code first. 

Z17 Estrogen receptor status 
Z18 Retained foreign body fragments 
Z19 Hormone sensitivity malignancy status 
Z21 Asymptomatic HIV infection status 

This code indicates that a patient has tested positive for HIV 
but has manifested no signs or symptoms of the disease. 

Z22 Carrier of infectious disease 
Carrier status indicates that a person harbors the specific 
organisms of a disease without manifest symptoms and is 
capable of transmitting the infection. 

Z28.3 Underimmunization status 
 

See Section I.B.14. for underimmunization documentation 
by clinicians other than the patient’s provider. 

 
Z33.1 Pregnant state, incidental 

This code is a secondary code only for use when the 
pregnancy is in no way complicating the reason for visit. 
Otherwise, a code from the obstetric chapter is required. 

Z66 Do not resuscitate 
This code may be used when it is documented by the provider 
that a patient is on do not resuscitate status at any time during 
the stay. 

Z67 Blood type 
Z68 Body mass index (BMI) 

BMI codes should only be assigned when there is an 
associated, reportable diagnosis (such as obesity). 
Do not assign BMI codes during pregnancy. 

 
See Section I.B.14. for BMI documentation by clinicians other 
than the patient’s provider. 

 
Z74.01 Bed confinement status 
Z76.82 Awaiting organ transplant status 
Z78 Other specified health status 

Code Z78.1, Physical restraint status, may be used when it is 
documented by the provider that a patient has been put in 
restraints during the current encounter. Please note that this 
code should not be reported when it is documented by the 
provider that a patient is temporarily restrained during a 
procedure. 

Z79 Long-term (current) drug therapy 
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Codes from this category indicate a patient’s continuous use 
of a prescribed drug (including such things as aspirin therapy) 
for the long-term treatment of a condition or for prophylactic 
use. It is not for use for patients who have addictions to drugs. 
This subcategory is not for use of medications for 
detoxification or maintenance programs to prevent 
withdrawal symptoms (e.g., methadone maintenance for 
opiate dependence). Assign the appropriate code for the drug 
use, abuse, or dependence instead. 

 
Assign a code from Z79 if the patient is receiving a 
medication for an extended period as a prophylactic measure 
(such as for the prevention of deep vein thrombosis) or as 
treatment of a chronic condition (such as arthritis) or a 
disease requiring a lengthy course of treatment (such as 
cancer). Do not assign a code from category Z79 for 
medication being administered for a brief period of time to 
treat an acute illness or injury (such as a course of antibiotics 
to treat acute bronchitis). 

Z88 Allergy status to drugs, medicaments and biological 
substances 
Except: Z88.9, Allergy status to unspecified drugs, 
medicaments and biological substances status 

Z89 Acquired absence of limb 
Z90 Acquired absence of organs, not elsewhere classified 
Z91.0- Allergy status, other than to drugs and biological substances 
Z92.82 Status post administration of tPA (rtPA) in a different facility 

within the last 24 hours prior to admission to a current facility 
 

Assign code Z92.82, Status post administration of tPA (rtPA) 
in a different facility within the last 24 hours prior to 
admission to current facility, as a secondary diagnosis when a 
patient is received by transfer into a facility and 
documentation indicates they were administered tissue 
plasminogen activator (tPA) within the last 24 hours prior to 
admission to the current facility. 

 
This guideline applies even if the patient is still receiving the 
tPA at the time they are received into the current facility. 

 
The appropriate code for the condition for which the tPA was 
administered (such as cerebrovascular disease or myocardial 
infarction) should be assigned first. 

 
Code Z92.82 is only applicable to the receiving facility record 
and not to the transferring facility record. 

Z93 Artificial opening status 
Z94 Transplanted organ and tissue status 
Z95 Presence of cardiac and vascular implants and grafts 
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Z96 Presence of other functional implants 
Z97 Presence of other devices 
Z98 Other postprocedural states 

Assign code Z98.85, Transplanted organ removal status, to 
indicate that a transplanted organ has been previously 
removed. This code should not be assigned for the encounter 
in which the transplanted organ is removed. The complication 
necessitating removal of the transplant organ should be 
assigned for that encounter. 

 
See section I.C.19. for information on the coding of organ 
transplant complications. 

 
Z99 Dependence on enabling machines and devices, not elsewhere 

classified 
Note: Categories Z89-Z90 and Z93-Z99 are for use only if 
there are no complications or malfunctions of the organ or 
tissue replaced, the amputation site or the equipment on 
which the patient is dependent. 

 
4) History (of) 

There are two types of history Z codes, personal and family. Personal 
history codes explain a patient’s past medical condition that no longer 
exists and is not receiving any treatment, but that has the potential for 
recurrence, and therefore may require continued monitoring. 

 
Family history codes are for use when a patient has a family member(s) 
who has had a particular disease that causes the patient to be at higher 
risk of also contracting the disease. 

 
Personal history codes may be used in conjunction with follow-up codes 
and family history codes may be used in conjunction with screening 
codes to explain the need for a test or procedure. History codes are also 
acceptable on any medical record regardless of the reason for visit. A 
history of an illness, even if no longer present, is important information 
that may alter the type of treatment ordered. 

 
The reason for the encounter (for example, screening or counseling) 
should be sequenced first and the appropriate personal and/or family 
history code(s) should be assigned as additional diagnos(es). 

 
The history Z code categories are: 
Z80 Family history of primary malignant neoplasm 
Z81 Family history of mental and behavioral disorders 
Z82 Family history of certain disabilities and chronic diseases 

(leading to disablement) 
Z83 Family history of other specific disorders 
Z84 Family history of other conditions 
Z85 Personal history of malignant neoplasm 
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Z86 Personal history of certain other diseases 
Z87 Personal history of other diseases and conditions 
Z91.4- Personal history of psychological trauma, not elsewhere 

classified 
Z91.5- Personal history of self-harm 
Z91.81 History of falling 
Z91.82 Personal history of military deployment 
Z92 Personal history of medical treatment 

Except: Z92.0, Personal history of contraception 
Except: Z92.82, Status post administration of tPA (rtPA) in a 
different facility within the last 24 hours prior to admission to 
a current facility 

 
5) Screening 

Screening is the testing for disease or disease precursors in seemingly 
well individuals so that early detection and treatment can be provided for 
those who test positive for the disease (e.g., screening mammogram). 

 
The testing of a person to rule out or confirm a suspected diagnosis 
because the patient has some sign or symptom is a diagnostic 
examination, not a screening. In these cases, the sign or symptom is used 
to explain the reason for the test. 

 
A screening code may be a first-listed code if the reason for the visit is 
specifically the screening exam. It may also be used as an additional 
code if the screening is done during an office visit for other health 
problems. A screening code is not necessary if the screening is inherent 
to a routine examination, such as a pap smear done during a routine 
pelvic examination. 

 
Should a condition be discovered during the screening then the code for 
the condition may be assigned as an additional diagnosis. 

 
The Z code indicates that a screening exam is planned. A procedure code 
is required to confirm that the screening was performed. 

 
The screening Z codes/categories: 

 
Z11 Encounter for screening for infectious and parasitic diseases 
Z12 Encounter for screening for malignant neoplasms 
Z13 Encounter for screening for other diseases and disorders 

Except: Z13.9, Encounter for screening, unspecified 
Z36 Encounter for antenatal screening for mother 

 
6) Observation 

There are three observation Z code categories. They are for use in very 
limited circumstances when a person is being observed for a suspected 
condition that is ruled out. The observation codes are not for use if an 
injury or illness or any signs or symptoms related to the suspected 
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condition are present. In such cases the diagnosis/symptom code is used 
with the corresponding external cause code. 

 
The observation codes are primarily to be used as a principal/first-listed 
diagnosis. An observation code may be assigned as a secondary 
diagnosis code when the patient is being observed for a condition that is 
ruled out and is unrelated to the principal/first-listed diagnosis. Also, 
when the principal diagnosis is required to be a code from category Z38, 
Liveborn infants according to place of birth and type of delivery, then a 
code from category Z05, Encounter for observation and evaluation of 
newborn for suspected diseases and conditions ruled out, is sequenced 
after the Z38 code. Additional codes may be used in addition to the 
observation code, but only if they are unrelated to the suspected 
condition being observed. 

 
Codes from subcategory Z03.7, Encounter for suspected maternal and 
fetal conditions ruled out, may either be used as a first-listed or as an 
additional code assignment depending on the case. They are for use in 
very limited circumstances on a maternal record when an encounter is for 
a suspected maternal or fetal condition that is ruled out during that 
encounter (for example, a maternal or fetal condition may be suspected 
due to an abnormal test result). These codes should not be used when the 
condition is confirmed. In those cases, the confirmed condition should be 
coded. In addition, these codes are not for use if an illness or any signs or 
symptoms related to the suspected condition or problem are present. In 
such cases the diagnosis/symptom code is used. 

 
Additional codes may be used in addition to the code from subcategory 
Z03.7, but only if they are unrelated to the suspected condition being 
evaluated. 

 
Codes from subcategory Z03.7 may not be used for encounters for 
antenatal screening of mother. See Section I.C.21. Screening. 

 
For encounters for suspected fetal condition that are inconclusive 
following testing and evaluation, assign the appropriate code from 
category O35, O36, O40 or O41. 

 
The observation Z code categories: 
Z03 Encounter for medical observation for suspected diseases and 

conditions ruled out 
Z04 Encounter for examination and observation for other reasons 

Except: Z04.9, Encounter for examination and observation for 
unspecified reason 

Z05 Encounter for observation and evaluation of newborn for 
suspected diseases and conditions ruled out 
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7) Aftercare 
Aftercare visit codes cover situations when the initial treatment of a 
disease has been performed and the patient requires continued care 
during the healing or recovery phase, or for the long-term consequences 
of the disease. The aftercare Z code should not be used if treatment is 
directed at a current, acute disease. The diagnosis code is to be used in 
these cases. Exceptions to this rule are codes Z51.0, Encounter for 
antineoplastic radiation therapy, and codes from subcategory Z51.1, 
Encounter for antineoplastic chemotherapy and immunotherapy. These 
codes are to be first listed, followed by the diagnosis code when a 
patient’s encounter is solely to receive radiation therapy, chemotherapy, 
or immunotherapy for the treatment of a neoplasm. If the reason for the 
encounter is more than one type of antineoplastic therapy, code Z51.0 
and a code from subcategory Z51.1 may be assigned together, in which 
case one of these codes would be reported as a secondary diagnosis. 

 
The aftercare Z codes should also not be used for aftercare for injuries. 
For aftercare of an injury, assign the acute injury code with the 
appropriate 7th character (for subsequent encounter). 

 
The aftercare codes are generally first listed to explain the specific 
reason for the encounter. An aftercare code may be used as an additional 
code when some type of aftercare is provided in addition to the reason 
for admission and no diagnosis code is applicable. An example of this 
would be the closure of a colostomy during an encounter for treatment of 
another condition. 

 
Aftercare codes should be used in conjunction with other aftercare codes 
or diagnosis codes to provide better detail on the specifics of an aftercare 
encounter visit, unless otherwise directed by the classification. The 
sequencing of multiple aftercare codes depends on the circumstances of 
the encounter. 

 
Certain aftercare Z code categories need a secondary diagnosis code to 
describe the resolving condition or sequelae. For others, the condition is 
included in the code title. 

 
Additional Z code aftercare category terms include fitting and 
adjustment, and attention to artificial openings. 

 
Status Z codes may be used with aftercare Z codes to indicate the nature 
of the aftercare. For example, code Z95.1, Presence of aortocoronary 
bypass graft, may be used with code Z48.812, Encounter for surgical 
aftercare following surgery on the circulatory system, to indicate the 
surgery for which the aftercare is being performed. A status code should 
not be used when the aftercare code indicates the type of status, such as 
using Z43.0, Encounter for attention to tracheostomy, with Z93.0, 
Tracheostomy status. 
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The aftercare Z category/codes: 
Z42 Encounter for plastic and reconstructive surgery following 

medical procedure or healed injury 
Z43 Encounter for attention to artificial openings 
Z44 Encounter for fitting and adjustment of external prosthetic 

device 
Z45 Encounter for adjustment and management of implanted 

device 
Z46 Encounter for fitting and adjustment of other devices 
Z47 Orthopedic aftercare 
Z48 Encounter for other postprocedural aftercare 
Z49 Encounter for care involving renal dialysis 
Z51 Encounter for other aftercare and medical care 

 
8) Follow-up 

The follow-up codes are used to explain continuing surveillance 
following completed treatment of a disease, condition, or injury. They 
imply that the condition has been fully treated and no longer exists. They 
should not be confused with aftercare codes, or injury codes with a 7th 
character for subsequent encounter, that explain ongoing care of a 
healing condition or its sequelae. Follow-up codes may be used in 
conjunction with history codes to provide the full picture of the healed 
condition and its treatment. The follow-up code is sequenced first, 
followed by the history code. 

 
A follow-up code may be used to explain multiple visits. Should a 
condition be found to have recurred on the follow-up visit, then the 
diagnosis code for the condition should be assigned in place of the 
follow-up code. 

 
The follow-up Z code categories: 
Z08 Encounter for follow-up examination after completed 

treatment for malignant neoplasm 
Z09 Encounter for follow-up examination after completed 

treatment for conditions other than malignant neoplasm 
Z39 Encounter for maternal postpartum care and examination 

 
9) Donor 

Codes in category Z52, Donors of organs and tissues, are used for living 
individuals who are donating blood or other body tissue. These codes are 
for individuals donating for others, as well as for self-donations. They 
are not used to identify cadaveric donations. 

 
10) Counseling 

Counseling Z codes are used when a patient or family member receives 
assistance in the aftermath of an illness or injury, or when support is 
required in coping with family or social problems. 
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The counseling Z codes/categories: 
Z30.0- Encounter for general counseling and advice on contraception 
Z31.5 Encounter for procreative genetic counseling 
Z31.6- Encounter for general counseling and advice on procreation 
Z32.2 Encounter for childbirth instruction 
Z32.3 Encounter for childcare instruction 
Z69 Encounter for mental health services for victim and 

perpetrator of abuse 
Z70 Counseling related to sexual attitude, behavior and orientation 
Z71 Persons encountering health services for other counseling and 

medical advice, not elsewhere classified 
Note: Code Z71.84, Encounter for health counseling related 
to travel, is to be used for health risk and safety counseling 
for future travel purposes. 
Code Z71.85, Encounter for immunization safety counseling, 
is to be used for counseling of the patient or caregiver 
regarding the safety of a vaccine. This code should not be 
used for the provision of general information regarding risks 
and potential side effects during routine encounters for the 
administration of vaccines. 

 
Code Z71.87, Encounter for pediatric-to-adult transition 
counseling, should be assigned when pediatric-to-adult 
transition counseling is the sole reason for the encounter 
or when this counseling is provided in addition to other 
services, such as treatment of a chronic condition. If both 
transition counseling and treatment of a medical condition 
are provided during the same encounter, the code(s) for 
the medical condition(s) treated and code Z71.87 should 
be assigned, with sequencing depending on the 
circumstances of the encounter. 

 
Z76.81 Expectant mother prebirth pediatrician visit 

 
11) Encounters for Obstetrical and Reproductive Services 

See Section I.C.15. Pregnancy, Childbirth, and the Puerperium, for 
further instruction on the use of these codes. 

 
Z codes for pregnancy are for use in those circumstances when none of 
the problems or complications included in the codes from the Obstetrics 
chapter exist (a routine prenatal visit or postpartum care). Codes in 
category Z34, Encounter for supervision of normal pregnancy, are 
always first listed and are not to be used with any other code from the 
OB chapter. 

 
Codes in category Z3A, Weeks of gestation, may be assigned to provide 
additional information about the pregnancy. Category Z3A codes should 
not be assigned for pregnancies with abortive outcomes (categories O00- 
O08), elective termination of pregnancy (code Z33.2), nor for 
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postpartum conditions, as category Z3A is not applicable to these 
conditions. The date of the admission should be used to determine weeks 
of gestation for inpatient admissions that encompass more than one 
gestational week. 

 
The outcome of delivery, category Z37, should be included on all 
maternal delivery records. It is always a secondary code. 

 
Codes in category Z37 should not be used on the newborn record. 

 
Z codes for family planning (contraceptive) or procreative management 
and counseling should be included on an obstetric record either during 
the pregnancy or the postpartum stage, if applicable. 

 
Z codes/categories for obstetrical and reproductive services: 
Z30 Encounter for contraceptive management 
Z31 Encounter for procreative management 
Z32.2 Encounter for childbirth instruction 
Z32.3 Encounter for childcare instruction 
Z33 Pregnant state 
Z34 Encounter for supervision of normal pregnancy 
Z36 Encounter for antenatal screening of mother 
Z3A Weeks of gestation 
Z37 Outcome of delivery 
Z39 Encounter for maternal postpartum care and examination 
Z76.81 Expectant mother prebirth pediatrician visit 

 
12) Newborns and Infants 

See Section I.C.16. Newborn (Perinatal) Guidelines, for further 
instruction on the use of these codes. 

 
Newborn Z codes/categories: 
Z76.1 Encounter for health supervision and care of foundling 
Z00.1- Encounter for routine child health examination 
Z38 Liveborn infants according to place of birth and type of 

delivery 
 

13) Routine and Administrative Examinations 
The Z codes allow for the description of encounters for routine 
examinations, such as, a general check-up, or, examinations for 
administrative purposes, such as, a pre-employment physical. The codes 
are not to be used if the examination is for diagnosis of a suspected 
condition or for treatment purposes. In such cases the diagnosis code is 
used. During a routine exam, should a diagnosis or condition be 
discovered, it should be coded as an additional code. Pre-existing and 
chronic conditions and history codes may also be included as additional 
codes as long as the examination is for administrative purposes and not 
focused on any particular condition. 
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Some of the codes for routine health examinations distinguish between 
“with” and “without” abnormal findings. Code assignment depends on 
the information that is known at the time the encounter is being coded. 
For example, if no abnormal findings were found during the 
examination, but the encounter is being coded before test results are 
back, it is acceptable to assign the code for “without abnormal findings.” 
When assigning a code for “with abnormal findings,” additional code(s) 
should be assigned to identify the specific abnormal finding(s). 

 
Pre-operative examination and pre-procedural laboratory examination Z 
codes are for use only in those situations when a patient is being cleared 
for a procedure or surgery and no treatment is given. 

 
The Z codes/categories for routine and administrative examinations: 
Z00 Encounter for general examination without complaint, 

suspected or reported diagnosis 
Z01 Encounter for other special examination without complaint, 

suspected or reported diagnosis 
Z02 Encounter for administrative examination 

Except: Z02.9, Encounter for administrative examinations, 
unspecified 

Z32.0- Encounter for pregnancy test 
 

14) Miscellaneous Z Codes 
The miscellaneous Z codes capture a number of other health care 
encounters that do not fall into one of the other categories. Some of these 
codes identify the reason for the encounter; others are for use as 
additional codes that provide useful information on circumstances that 
may affect a patient’s care and treatment. 

 
Prophylactic Organ Removal 
For encounters specifically for prophylactic removal of an organ (such as 
prophylactic removal of breasts due to a genetic susceptibility to cancer 
or a family history of cancer), the principal or first-listed code should be 
a code from category Z40, Encounter for prophylactic surgery, followed 
by the appropriate codes to identify the associated risk factor (such as 
genetic susceptibility or family history). 

 
If the patient has a malignancy of one site and is having prophylactic 
removal at another site to prevent either a new primary malignancy or 
metastatic disease, a code for the malignancy should also be assigned in 
addition to a code from subcategory Z40.0, Encounter for prophylactic 
surgery for risk factors related to malignant neoplasms. A Z40.0 code 
should not be assigned if the patient is having organ removal for 
treatment of a malignancy, such as the removal of the testes for the 
treatment of prostate cancer. 

 
Miscellaneous Z codes/categories: 
Z28 Immunization not carried out 
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Except: Z28.3-, Underimmunization status 
Z29 Encounter for other prophylactic measures 
Z40 Encounter for prophylactic surgery 
Z41 Encounter for procedures for purposes other than remedying 

health state 
Except: Z41.9, Encounter for procedure for purposes other 
than remedying health state, unspecified 

Z53 Persons encountering health services for specific procedures 
and treatment, not carried out 

Z72 Problems related to lifestyle 
Note: These codes should be assigned only when the 
documentation specifies that the patient has an associated 
problem 

Z73 Problems related to life management difficulty 
Note: These codes should be assigned only when the 
documentation specifies that the patient has an associated 
problem. 

Z74 Problems related to care provider dependency 
Except: Z74.01, Bed confinement status 

Z75 Problems related to medical facilities and other health care 
Z76.0 Encounter for issue of repeat prescription 
Z76.3 Healthy person accompanying sick person 
Z76.4 Other boarder to healthcare facility 
Z76.5 Malingerer [conscious simulation] 
Z91.1- Patient’s noncompliance with medical treatment and regimen 
Z91.83 Wandering in diseases classified elsewhere 
Z91.84- Oral health risk factors 
Z91.89 Other specified personal risk factors, not elsewhere classified 

 
See Section I.B.14. for Z55-Z65 Persons with potential health hazards 
related to socioeconomic and psychosocial circumstances, 
documentation by clinicians other than the patient’s provider 

 
15) Nonspecific Z Codes 

Certain Z codes are so non-specific, or potentially redundant with other 
codes in the classification, that there can be little justification for their 
use in the inpatient setting. Their use in the outpatient setting should be 
limited to those instances when there is no further documentation to 
permit more precise coding. Otherwise, any sign or symptom or any 
other reason for visit that is captured in another code should be used. 

 
Nonspecific Z codes/categories: 
Z02.9 Encounter for administrative examinations, unspecified 
Z04.9 Encounter for examination and observation for unspecified 

reason 
Z13.9 Encounter for screening, unspecified 
Z41.9 Encounter for procedure for purposes other than remedying 

health state, unspecified 
Z52.9 Donor of unspecified organ or tissue 
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Z86.59 Personal history of other mental and behavioral disorders 
Z88.9 Allergy status to unspecified drugs, medicaments and 

biological substances status 
Z92.0 Personal history of contraception 

 
16) Z Codes That May Only be Principal/First-Listed Diagnosis 

The following Z codes/categories may only be reported as the 
principal/first-listed diagnosis, except when there are multiple encounters 
on the same day and the medical records for the encounters are 
combined: 
Z00 Encounter for general examination without complaint, 

suspected or reported diagnosis 
Except: Z00.6 

Z01 Encounter for other special examination without complaint, 
suspected or reported diagnosis 

Z02 Encounter for administrative examination 
Z04 Encounter for examination and observation for other reasons 
Z33.2 Encounter for elective termination of pregnancy 
Z31.81 Encounter for male factor infertility in female patient 
Z31.83 Encounter for assisted reproductive fertility procedure cycle 
Z31.84 Encounter for fertility preservation procedure 
Z34 Encounter for supervision of normal pregnancy 
Z39 Encounter for maternal postpartum care and examination 
Z38 Liveborn infants according to place of birth and type of 

delivery 
Z40 Encounter for prophylactic surgery 
Z42 Encounter for plastic and reconstructive surgery following 

medical procedure or healed injury 
Z51.0 Encounter for antineoplastic radiation therapy 
Z51.1- Encounter for antineoplastic chemotherapy and 

immunotherapy 
Z52 Donors of organs and tissues 

Except: Z52.9, Donor of unspecified organ or tissue 
Z76.1 Encounter for health supervision and care of foundling 
Z76.2 Encounter for health supervision and care of other healthy 

infant and child 
Z99.12 Encounter for respirator [ventilator] dependence during 

power failure 
 

17) Social Determinants of Health 
Codes describing problems or risk factors related to social 
determinants of health (SDOH) should be assigned when this 
information is documented. Assign as many SDOH codes as are 
necessary to describe all of the problems or risk factors. These codes 
should be assigned only when the documentation specifies that the 
patient has an associated problem or risk factor. For example, not 
every individual living alone would be assigned code Z60.2, 
Problems related to living alone. 
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For social determinants of health, such as information found in 
categories Z55-Z65, Persons with potential health hazards related to 
socioeconomic and psychosocial circumstances, code assignment may be 
based on medical record documentation from clinicians involved in the 
care of the patient who are not the patient’s provider since this 
information represents social information, rather than medical diagnoses. 
For example, coding professionals may utilize documentation of social 
information from social workers, community health workers, case 
managers, or nurses, if their documentation is included in the official 
medical record. 

 
Patient self-reported documentation may be used to assign codes for 
social determinants of health, as long as the patient self-reported 
information is signed-off by and incorporated into the medical record by 
either a clinician or provider. 

 
Social determinants of health codes are located primarily in these Z code 
categories: 

 
Z55 Problems related to education and literacy 
Z56 Problems related to employment and unemployment 
Z57 Occupational exposure to risk factors 
Z58 Problems related to physical environment 
Z59 Problems related to housing and economic circumstances 
Z60 Problems related to social environment 
Z62 Problems related to upbringing 
Z63 Other problems related to primary support group, including 

family circumstances 
Z64 Problems related to certain psychosocial circumstances 
Z65 Problems related to other psychosocial circumstances 

 
See Section I.B.14. Documentation by Clinicians Other than the Patient's 
Provider. 

 
22. Chapter 22: Codes for Special Purposes (U00-U85) 

 
U07.0 Vaping-related disorder (see Section I.C.10.e., Vaping-related disorders) 
U07.1 COVID-19 (see Section I.C.1.g.1., COVID-19 infection) 
U09.9 Post COVID-19 condition, unspecified (see Section I.C.1.g.1.m.) 

 

Section II. Selection of Principal Diagnosis 
The circumstances of inpatient admission always govern the selection of principal diagnosis. The principal 
diagnosis is defined in the Uniform Hospital Discharge Data Set (UHDDS) as “that condition established 
after study to be chiefly responsible for occasioning the admission of the patient to the hospital for care.” 
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The UHDDS definitions are used by hospitals to report inpatient data elements in a standardized manner. 
These data elements and their definitions can be found in the July 31, 1985, Federal Register (Vol. 50, No, 
147), pp. 31038-40. 

 
Since that time, the application of the UHDDS definitions has been expanded to include all non-outpatient 
settings (acute care, short term, long term care and psychiatric hospitals; home health agencies; rehab 
facilities; nursing homes, etc.). The UHDDS definitions also apply to hospice services (all levels of care). 

 
In determining principal diagnosis, coding conventions in the ICD-10-CM, the Tabular List and 
Alphabetic Index take precedence over these official coding guidelines. 
(See Section I.A., Conventions for the ICD-10-CM) 

 
The importance of consistent, complete documentation in the medical record cannot be overemphasized. 
Without such documentation the application of all coding guidelines is a difficult, if not impossible, task. 

 
A. Codes for symptoms, signs, and ill-defined conditions 

Codes for symptoms, signs, and ill-defined conditions from Chapter 18 are not to be used as 
principal diagnosis when a related definitive diagnosis has been established. 

 
B. Two or more interrelated conditions, each potentially meeting the 

definition for principal diagnosis. 
When there are two or more interrelated conditions (such as diseases in the same ICD-10-CM 
chapter or manifestations characteristically associated with a certain disease) potentially 
meeting the definition of principal diagnosis, either condition may be sequenced first, unless 
the circumstances of the admission, the therapy provided, the Tabular List, or the Alphabetic 
Index indicate otherwise. 

 
C. Two or more diagnoses that equally meet the definition for principal 

diagnosis 
In the unusual instance when two or more diagnoses equally meet the criteria for principal 
diagnosis as determined by the circumstances of admission, diagnostic workup and/or therapy 
provided, and the Alphabetic Index, Tabular List, or another coding guidelines does not provide 
sequencing direction, any one of the diagnoses may be sequenced first. 

 
D. Two or more comparative or contrasting conditions 

In those rare instances when two or more contrasting or comparative diagnoses are documented 
as “either/or” (or similar terminology), they are coded as if the diagnoses were confirmed and 
the diagnoses are sequenced according to the circumstances of the admission. If no further 
determination can be made as to which diagnosis should be principal, either diagnosis may be 
sequenced first. 

 
E. A symptom(s) followed by contrasting/comparative diagnoses 

 
GUIDELINE HAS BEEN DELETED EFFECTIVE OCTOBER 1, 2014 
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F. Original treatment plan not carried out 
Sequence as the principal diagnosis the condition, which after study occasioned the admission 
to the hospital, even though treatment may not have been carried out due to unforeseen 
circumstances. 

 
G. Complications of surgery and other medical care 

When the admission is for treatment of a complication resulting from surgery or other medical 
care, the complication code is sequenced as the principal diagnosis. If the complication is 
classified to the T80-T88 series and the code lacks the necessary specificity in describing the 
complication, an additional code for the specific complication should be assigned. 

 
H. Uncertain Diagnosis 

If the diagnosis documented at the time of discharge is qualified as “probable,” “suspected,” 
“likely,” “questionable,” “possible,” or “still to be ruled out,” “compatible with,” “consistent 
with,” or other similar terms indicating uncertainty, code the condition as if it existed or was 
established. The bases for these guidelines are the diagnostic workup, arrangements for further 
workup or observation, and initial therapeutic approach that correspond most closely with the 
established diagnosis. 

 
Note: This guideline is applicable only to inpatient admissions to short-term, acute, long-term 
care and psychiatric hospitals. 

 
I. Admission from Observation Unit 

1. Admission Following Medical Observation 
When a patient is admitted to an observation unit for a medical condition, which either 
worsens or does not improve, and is subsequently admitted as an inpatient of the same 
hospital for this same medical condition, the principal diagnosis would be the medical 
condition which led to the hospital admission. 

 
2. Admission Following Post-Operative Observation 

When a patient is admitted to an observation unit to monitor a condition (or 
complication) that develops following outpatient surgery, and then is subsequently 
admitted as an inpatient of the same hospital, hospitals should apply the Uniform 
Hospital Discharge Data Set (UHDDS) definition of principal diagnosis as "that 
condition established after study to be chiefly responsible for occasioning the admission 
of the patient to the hospital for care." 

 
J. Admission from Outpatient Surgery 

When a patient receives surgery in the hospital's outpatient surgery department and is 
subsequently admitted for continuing inpatient care at the same hospital, the following 
guidelines should be followed in selecting the principal diagnosis for the inpatient admission: 

 
• If the reason for the inpatient admission is a complication, assign the complication 

as the principal diagnosis. 
• If no complication, or other condition, is documented as the reason for the inpatient 

admission, assign the reason for the outpatient surgery as the principal diagnosis. 
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• If the reason for the inpatient admission is another condition unrelated to the 
surgery, assign the unrelated condition as the principal diagnosis. 

 
K. Admissions/Encounters for Rehabilitation 

When the purpose for the admission/encounter is rehabilitation, sequence first the code for the 
condition for which the service is being performed. For example, for an admission/encounter 
for rehabilitation for right-sided dominant hemiplegia following a cerebrovascular infarction, 
report code I69.351, Hemiplegia and hemiparesis following cerebral infarction affecting right 
dominant side, as the first-listed or principal diagnosis. 

 
If the condition for which the rehabilitation service is being provided is no longer present, 
report the appropriate aftercare code as the first-listed or principal diagnosis, unless the 
rehabilitation service is being provided following an injury. For rehabilitation services 
following active treatment of an injury, assign the injury code with the appropriate seventh 
character for subsequent encounter as the first-listed or principal diagnosis. For example, if a 
patient with severe degenerative osteoarthritis of the hip, underwent hip replacement and the 
current encounter/admission is for rehabilitation, report code Z47.1, Aftercare following joint 
replacement surgery, as the first-listed or principal diagnosis. If the patient requires 
rehabilitation post hip replacement for right intertrochanteric femur fracture, report code 
S72.141D, Displaced intertrochanteric fracture of right femur, subsequent encounter for closed 
fracture with routine healing, as the first-listed or principal diagnosis. 

 
See Section I.C.21.c.7., Factors influencing health states and contact with health services, 
Aftercare. 

 
See Section I.C.19.a., for additional information about the use of 7th characters for injury 
codes. 

 

Section III. Reporting Additional Diagnoses 
GENERAL RULES FOR OTHER (ADDITIONAL) DIAGNOSES 

 
For reporting purposes, the definition for “other diagnoses” is interpreted as additional conditions that 
affect patient care in terms of requiring: 

 
clinical evaluation; or 
therapeutic treatment; or 
diagnostic procedures; or 
extended length of hospital stay; or 
increased nursing care and/or monitoring. 

 
The UHDDS item #11-b defines Other Diagnoses as “all conditions that coexist at the time of admission, 
that develop subsequently, or that affect the treatment received and/or the length of stay. Diagnoses that 
relate to an earlier episode which have no bearing on the current hospital stay are to be excluded.” UHDDS 
definitions apply to inpatients in acute care, short-term, long term care and psychiatric hospital setting. The 
UHDDS definitions are used by acute care short-term hospitals to report inpatient data elements in a 
standardized manner. These data elements and their definitions can be found in the July 31, 1985, Federal 
Register (Vol. 50, No, 147), pp. 31038-40. 
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Since that time, the application of the UHDDS definitions has been expanded to include all non-outpatient 
settings (acute care, short term, long term care and psychiatric hospitals; home health agencies; rehab 
facilities; nursing homes, etc.). The UHDDS definitions also apply to hospice services (all levels of care). 

 
The following guidelines are to be applied in designating “other diagnoses” when neither the Alphabetic 
Index nor the Tabular List in ICD-10-CM provide direction. The listing of the diagnoses in the patient 
record is the responsibility of the attending provider. 

 
A. Previous conditions 

If the provider has included a diagnosis in the final diagnostic statement, such as the discharge 
summary or the face sheet, it should ordinarily be coded. Some providers include in the 
diagnostic statement resolved conditions or diagnoses and status-post procedures from previous 
admissions that have no bearing on the current stay. Such conditions are not to be reported and 
are coded only if required by hospital policy. 

 
However, history codes (categories Z80-Z87) may be used as secondary codes if the historical 
condition or family history has an impact on current care or influences treatment. 

 
B. Abnormal findings 

Abnormal findings (laboratory, x-ray, pathologic, and other diagnostic results) are not coded 
and reported unless the provider indicates their clinical significance. If the findings are outside 
the normal range and the attending provider has ordered other tests to evaluate the condition or 
prescribed treatment, it is appropriate to ask the provider whether the abnormal finding should 
be added. 

 
Please note: This differs from the coding practices in the outpatient setting for coding 
encounters for diagnostic tests that have been interpreted by a provider. 

 
C. Uncertain Diagnosis 

If the diagnosis documented at the time of discharge is qualified as “probable,” “suspected,” 
“likely,” “questionable,” “possible,” or “still to be ruled out,” “compatible with,” “consistent 
with,” or other similar terms indicating uncertainty, code the condition as if it existed or was 
established. The bases for these guidelines are the diagnostic workup, arrangements for further 
workup or observation, and initial therapeutic approach that correspond most closely with the 
established diagnosis. 

 
Note: This guideline is applicable only to inpatient admissions to short-term, acute, long-term 
care and psychiatric hospitals. 

Section IV.Diagnostic Coding and Reporting Guidelines for 
Outpatient Services 

These coding guidelines for outpatient diagnoses have been approved for use by hospitals/ providers in 
coding and reporting hospital-based outpatient services and provider-based office visits. Guidelines in 
Section I, Conventions, general coding guidelines and chapter-specific guidelines, should also be applied 
for outpatient services and office visits. 

 
Information about the use of certain abbreviations, punctuation, symbols, and other conventions used in 
the ICD-10-CM Tabular List (code numbers and titles), can be found in Section IA of these guidelines, 
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under “Conventions Used in the Tabular List.” Section I.B. contains general guidelines that apply to the 
entire classification. Section I.C. contains chapter-specific guidelines that correspond to the chapters as 
they are arranged in the classification. Information about the correct sequence to use in finding a code is 
also described in Section I. 

 
The terms encounter and visit are often used interchangeably in describing outpatient service contacts and, 
therefore, appear together in these guidelines without distinguishing one from the other. 

 
Though the conventions and general guidelines apply to all settings, coding guidelines for outpatient and 
provider reporting of diagnoses will vary in a number of instances from those for inpatient diagnoses, 
recognizing that: 

 
The Uniform Hospital Discharge Data Set (UHDDS) definition of principal diagnosis does not 
apply to hospital-based outpatient services and provider-based office visits. 

 
Coding guidelines for inconclusive diagnoses (probable, suspected, rule out, etc.) were developed 
for inpatient reporting and do not apply to outpatients. 

 
A. Selection of first-listed condition 

In the outpatient setting, the term first-listed diagnosis is used in lieu of principal diagnosis. 
 

In determining the first-listed diagnosis the coding conventions of ICD-10-CM, as well as the 
general and disease specific guidelines take precedence over the outpatient guidelines. 

 
Diagnoses often are not established at the time of the initial encounter/visit. It may take two or 
more visits before the diagnosis is confirmed. 

 
The most critical rule involves beginning the search for the correct code assignment through the 
Alphabetic Index. Never begin searching initially in the Tabular List as this will lead to coding 
errors. 

 
1. Outpatient Surgery 

When a patient presents for outpatient surgery (same day surgery), code the reason for 
the surgery as the first-listed diagnosis (reason for the encounter), even if the surgery is 
not performed due to a contraindication. 

 
2. Observation Stay 

When a patient is admitted for observation for a medical condition, assign a code for the 
medical condition as the first-listed diagnosis. 

 
When a patient presents for outpatient surgery and develops complications requiring 
admission to observation, code the reason for the surgery as the first reported diagnosis 
(reason for the encounter), followed by codes for the complications as secondary 
diagnoses. 
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B. Codes from A00.0 through T88.9, Z00-Z99, U00-U85 
The appropriate code(s) from A00.0 through T88.9, Z00-Z99 and U00-U85 must be used to 
identify diagnoses, symptoms, conditions, problems, complaints, or other reason(s) for the 
encounter/visit. 

 
C. Accurate reporting of ICD-10-CM diagnosis codes 

For accurate reporting of ICD-10-CM diagnosis codes, the documentation should describe the 
patient’s condition, using terminology which includes specific diagnoses as well as symptoms, 
problems, or reasons for the encounter. There are ICD-10-CM codes to describe all of these. 

 
D. Codes that describe symptoms and signs 

Codes that describe symptoms and signs, as opposed to diagnoses, are acceptable for reporting 
purposes when a diagnosis has not been established (confirmed) by the provider. Chapter 18 of 
ICD-10-CM, Symptoms, Signs, and Abnormal Clinical and Laboratory Findings Not Elsewhere 
Classified (codes R00-R99) contain many, but not all codes for symptoms. 

 
E. Encounters for circumstances other than a disease or injury 

ICD-10-CM provides codes to deal with encounters for circumstances other than a disease or 
injury. The Factors Influencing Health Status and Contact with Health Services codes (Z00- 
Z99) are provided to deal with occasions when circumstances other than a disease or injury are 
recorded as diagnosis or problems. 
See Section I.C.21. Factors influencing health status and contact with health services. 

 
F. Level of Detail in Coding 

1. ICD-10-CM codes with 3, 4, 5, 6 or 7 characters 
ICD-10-CM is composed of codes with 3, 4, 5, 6 or 7 characters. Codes with three 
characters are included in ICD-10-CM as the heading of a category of codes that may be 
further subdivided by the use of fourth, fifth, sixth or seventh characters to provide 
greater specificity. 

 
2. Use of full number of characters required for a code 

A three-character code is to be used only if it is not further subdivided. A code is invalid 
if it has not been coded to the full number of characters required for that code, including 
the 7th character, if applicable. 

3. Highest level of specificity 
Code to the highest level of specificity when supported by the medical record 
documentation. 

 
G.  ICD-10-CM code for the diagnosis, condition, problem, or other 

reason for encounter/visit 
List first the ICD-10-CM code for the diagnosis, condition, problem, or other reason for 
encounter/visit shown in the medical record to be chiefly responsible for the services provided. 
List additional codes that describe any coexisting conditions. In some cases, the first-listed 
diagnosis may be a symptom when a diagnosis has not been established (confirmed) by the 
provider. 
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H. Uncertain diagnosis 
Do not code diagnoses documented as “probable”, “suspected,” “questionable,” “rule out,” 
“compatible with,” “consistent with,” or “working diagnosis” or other similar terms indicating 
uncertainty. Rather, code the condition(s) to the highest degree of certainty for that 
encounter/visit, such as symptoms, signs, abnormal test results, or other reason for the visit. 

 
Please note: This differs from the coding practices used by short-term, acute care, long-term 
care and psychiatric hospitals. 

 
I. Chronic diseases 

Chronic diseases treated on an ongoing basis may be coded and reported as many times as the 
patient receives treatment and care for the condition(s) 

 
J. Code all documented conditions that coexist 

Code all documented conditions that coexist at the time of the encounter/visit and that require 
or affect patient care, treatment or management. Do not code conditions that were previously 
treated and no longer exist. However, history codes (categories Z80-Z87) may be used as 
secondary codes if the historical condition or family history has an impact on current care or 
influences treatment. 

 
K. Patients receiving diagnostic services only 

For patients receiving diagnostic services only during an encounter/visit, sequence first the 
diagnosis, condition, problem, or other reason for encounter/visit shown in the medical record 
to be chiefly responsible for the outpatient services provided during the encounter/visit. Codes 
for other diagnoses (e.g., chronic conditions) may be sequenced as additional diagnoses. 

 
For encounters for routine laboratory/radiology testing in the absence of any signs, symptoms, 
or associated diagnosis, assign Z01.89, Encounter for other specified special examinations. If 
routine testing is performed during the same encounter as a test to evaluate a sign, symptom, or 
diagnosis, it is appropriate to assign both the Z code and the code describing the reason for the 
non-routine test. 

 
For outpatient encounters for diagnostic tests that have been interpreted by a physician, and the 
final report is available at the time of coding, code any confirmed or definitive diagnosis(es) 
documented in the interpretation. Do not code related signs and symptoms as additional 
diagnoses. 

 
Please note: This differs from the coding practice in the hospital inpatient setting regarding 
abnormal findings on test results. 

 
L. Patients receiving therapeutic services only 

For patients receiving therapeutic services only during an encounter/visit, sequence first the 
diagnosis, condition, problem, or other reason for encounter/visit shown in the medical record 
to be chiefly responsible for the outpatient services provided during the encounter/visit. Codes 
for other diagnoses (e.g., chronic conditions) may be sequenced as additional diagnoses. 
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The only exception to this rule is that when the primary reason for the admission/encounter is 
chemotherapy or radiation therapy, the appropriate Z code for the service is listed first, and the 
diagnosis or problem for which the service is being performed listed second. 

 
M. Patients receiving preoperative evaluations only 

For patients receiving preoperative evaluations only, sequence first a code from subcategory 
Z01.81, Encounter for pre-procedural examinations, to describe the pre-op consultations. 
Assign a code for the condition to describe the reason for the surgery as an additional diagnosis. 
Code also any findings related to the pre-op evaluation. 

 
N. Ambulatory surgery 

For ambulatory surgery, code the diagnosis for which the surgery was performed. If the 
postoperative diagnosis is known to be different from the preoperative diagnosis at the time the 
diagnosis is confirmed, select the postoperative diagnosis for coding, since it is the most 
definitive. 

 
O. Routine outpatient prenatal visits 

See Section I.C.15. Routine outpatient prenatal visits. 
 

P. Encounters for general medical examinations with abnormal findings 
The subcategories for encounters for general medical examinations, Z00.0- and encounter for 
routine child health examination, Z00.12-, provide codes for with and without abnormal 
findings. Should a general medical examination result in an abnormal finding, the code for 
general medical examination with abnormal finding should be assigned as the first-listed 
diagnosis. An examination with abnormal findings refers to a condition/diagnosis that is newly 
identified or a change in severity of a chronic condition (such as uncontrolled hypertension, or 
an acute exacerbation of chronic obstructive pulmonary disease) during a routine physical 
examination. A secondary code for the abnormal finding should also be coded. 

 
Q. Encounters for routine health screenings 

See Section I.C.21. Factors influencing health status and contact with health services, 
Screening 
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Appendix I 
Present on Admission Reporting Guidelines 

Introduction 

These guidelines are to be used as a supplement to the ICD-10-CM Official Guidelines for 
Coding and Reporting to facilitate the assignment of the Present on Admission (POA) indicator 
for each diagnosis and external cause of injury code reported on claim forms (UB-04 and 837 
Institutional). 

These guidelines are not intended to replace any guidelines in the main body of the ICD-10-CM 
Official Guidelines for Coding and Reporting. The POA guidelines are not intended to provide 
guidance on when a condition should be coded, but rather, how to apply the POA indicator to the 
final set of diagnosis codes that have been assigned in accordance with Sections I, II, and III of 
the official coding guidelines. Subsequent to the assignment of the ICD-10-CM codes, the POA 
indicator should then be assigned to those conditions that have been coded. 

As stated in the Introduction to the ICD-10-CM Official Guidelines for Coding and Reporting, a 
joint effort between the healthcare provider and the coder is essential to achieve complete and 
accurate documentation, code assignment, and reporting of diagnoses and procedures. The 
importance of consistent, complete documentation in the medical record cannot be 
overemphasized. Medical record documentation from any provider involved in the care and 
treatment of the patient may be used to support the determination of whether a condition was 
present on admission or not. In the context of the official coding guidelines, the term “provider” 
means a physician or any qualified healthcare practitioner who is legally accountable for 
establishing the patient’s diagnosis. 

These guidelines are not a substitute for the provider’s clinical judgment as to the determination 
of whether a condition was/was not present on admission. The provider should be queried 
regarding issues related to the linking of signs/symptoms, timing of test results, and the timing of 
findings. 

Please see the CDC website for the detailed list of ICD-10-CM codes that do not require the use 
of a POA indicator (https://www.cdc.gov/nchs/icd/icd10cm.htm). The codes and categories on 
this exempt list are for circumstances regarding the healthcare encounter or factors influencing 
health status that do not represent a current disease or injury or that describe conditions that are 
always present on admission. 

General Reporting Requirements 

All claims involving inpatient admissions to general acute care hospitals or other 
facilities that are subject to a law or regulation mandating collection of present on 
admission information. 
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Present on admission is defined as present at the time the order for inpatient admission 
occurs -- conditions that develop during an outpatient encounter, including emergency 
department, observation, or outpatient surgery, are considered as present on admission. 

 
POA indicator is assigned to principal and secondary diagnoses (as defined in Section II 
of the Official Guidelines for Coding and Reporting) and the external cause of injury 
codes. 

 
Issues related to inconsistent, missing, conflicting or unclear documentation must still be 
resolved by the provider. 

 
If a condition would not be coded and reported based on UHDDS definitions and current 
official coding guidelines, then the POA indicator would not be reported. 

 
Reporting Options 

Y – Yes 
N - No 
U - Unknown 
W – Clinically undetermined 
Unreported/Not used – (Exempt from POA reporting) 

 
Reporting Definitions 

Y = present at the time of inpatient admission 
N = not present at the time of inpatient admission 
U = documentation is insufficient to determine if condition is present on admission 
W = provider is unable to clinically determine whether condition was present on 
admission or not 

 
Timeframe for POA Identification and Documentation 

 
There is no required timeframe as to when a provider (per the definition of “provider” 
used in these guidelines) must identify or document a condition to be present on 
admission. In some clinical situations, it may not be possible for a provider to make a 
definitive diagnosis (or a condition may not be recognized or reported by the patient) for 
a period of time after admission. In some cases, it may be several days before the 
provider arrives at a definitive diagnosis. This does not mean that the condition was not 
present on admission. Determination of whether the condition was present on admission 
or not will be based on the applicable POA guideline as identified in this document, or on 
the provider’s best clinical judgment. 

 
If at the time of code assignment the documentation is unclear as to whether a condition 
was present on admission or not, it is appropriate to query the provider for clarification. 

 
Assigning the POA Indicator 
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Condition is on the “Exempt from Reporting” list 
Leave the “present on admission” field blank if the condition is on the list of ICD- 
10-CM codes for which this field is not applicable. This is the only circumstance 
in which the field may be left blank. 

 
POA Explicitly Documented 

Assign Y for any condition the provider explicitly documents as being present on 
admission. 

 
Assign N for any condition the provider explicitly documents as not present at the 
time of admission. 

 
Conditions diagnosed prior to inpatient admission 

Assign “Y” for conditions that were diagnosed prior to admission (example: 
hypertension, diabetes mellitus, asthma) 

 
Conditions diagnosed during the admission but clearly present before admission 

Assign “Y” for conditions diagnosed during the admission that were clearly 
present but not diagnosed until after admission occurred. 

 
Diagnoses subsequently confirmed after admission are considered present on 
admission if at the time of admission they are documented as suspected, possible, 
rule out, differential diagnosis, or constitute an underlying cause of a symptom 
that is present at the time of admission. 

 
Condition develops during outpatient encounter prior to inpatient admission 

Assign Y for any condition that develops during an outpatient encounter prior to a 
written order for inpatient admission. 

 
Documentation does not indicate whether condition was present on admission 

Assign “U” when the medical record documentation is unclear as to whether the 
condition was present on admission. “U” should not be routinely assigned and 
used only in very limited circumstances. Coders are encouraged to query the 
providers when the documentation is unclear. 

 
Documentation states that it cannot be determined whether the condition was or was not 
present on admission 

Assign “W” when the medical record documentation indicates that it cannot be 
clinically determined whether or not the condition was present on admission. 

 
Chronic condition with acute exacerbation during the admission 

If a single code identifies both the chronic condition and the acute exacerbation, 
see POA guidelines pertaining to codes that contain multiple clinical concepts. 
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If a single code only identifies the chronic condition and not the acute 
exacerbation (e.g., acute exacerbation of chronic leukemia), assign “Y.” 

 
Conditions documented as possible, probable, suspected, or rule out at the time of 
discharge 

If the final diagnosis contains a possible, probable, suspected, or rule out 
diagnosis, and this diagnosis was based on signs, symptoms or clinical findings 
suspected at the time of inpatient admission, assign “Y.” 

 
If the final diagnosis contains a possible, probable, suspected, or rule out 
diagnosis, and this diagnosis was based on signs, symptoms or clinical findings 
that were not present on admission, assign “N”. 

 
Conditions documented as impending or threatened at the time of discharge 

If the final diagnosis contains an impending or threatened diagnosis, and this 
diagnosis is based on symptoms or clinical findings that were present on 
admission, assign “Y”. 

 
If the final diagnosis contains an impending or threatened diagnosis, and this 
diagnosis is based on symptoms or clinical findings that were not present on 
admission, assign “N”. 

 
Acute and Chronic Conditions 

Assign “Y” for acute conditions that are present at time of admission and N for 
acute conditions that are not present at time of admission. 

 
Assign “Y” for chronic conditions, even though the condition may not be 
diagnosed until after admission. 

 
If a single code identifies both an acute and chronic condition, see the POA 
guidelines for codes that contain multiple clinical concepts. 

 
Codes That Contain Multiple Clinical Concepts 

Assign “N” if at least one of the clinical concepts included in the code was not 
present on admission (e.g., COPD with acute exacerbation and the exacerbation 
was not present on admission; gastric ulcer that does not start bleeding until after 
admission; asthma patient develops status asthmaticus after admission). 

 
Assign “Y” if all of the clinical concepts included in the code were present on 
admission (e.g., duodenal ulcer that perforates prior to admission). 

 
For infection codes that include the causal organism, assign “Y” if the infection 
(or signs of the infection) were present on admission, even though the culture 
results may not be known until after admission (e.g., patient is admitted with 
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pneumonia and the provider documents Pseudomonas as the causal organism a 
few days later). 

 
Same Diagnosis Code for Two or More Conditions 

When the same ICD-10-CM diagnosis code applies to two or more conditions 
during the same encounter (e.g. two separate conditions classified to the same 
ICD-10-CM diagnosis code): 
Assign “Y” if all conditions represented by the single ICD-10-CM code were 
present on admission (e.g. bilateral unspecified age-related cataracts). 

 
Assign “N” if any of the conditions represented by the single ICD-10-CM code 
was not present on admission (e.g. traumatic secondary and recurrent hemorrhage 
and seroma is assigned to a single code T79.2, but only one of the conditions was 
present on admission). 

 
Obstetrical conditions 

Whether or not the patient delivers during the current hospitalization does not 
affect assignment of the POA indicator. The determining factor for POA 
assignment is whether the pregnancy complication or obstetrical condition 
described by the code was present at the time of admission or not. 

 
If the pregnancy complication or obstetrical condition was present on admission 
(e.g., patient admitted in preterm labor), assign “Y”. 

 
If the pregnancy complication or obstetrical condition was not present on 
admission (e.g., 2nd degree laceration during delivery, postpartum hemorrhage 
that occurred during current hospitalization, fetal distress develops after 
admission), assign “N”. 

 
If the obstetrical code includes more than one diagnosis and any of the diagnoses 
identified by the code were not present on admission assign “N”. 

(e.g., Category O11, Pre-existing hypertension with pre-eclampsia) 
 

Perinatal conditions 
Newborns are not considered to be admitted until after birth. Therefore, any 
condition present at birth or that developed in utero is considered present at 
admission and should be assigned “Y”. This includes conditions that occur during 
delivery (e.g., injury during delivery, meconium aspiration, exposure to 
streptococcus B in the vaginal canal). 

 
Congenital conditions and anomalies 

Assign “Y” for congenital conditions and anomalies except for categories Q00- 
Q99, Congenital anomalies, which are on the exempt list. Congenital conditions 
are always considered present on admission. 
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External cause of injury codes 
Assign “Y” for any external cause code representing an external cause of 
morbidity that occurred prior to inpatient admission (e.g., patient fell out of bed at 
home, patient fell out of bed in emergency room prior to admission) 

 
Assign “N” for any external cause code representing an external cause of 
morbidity that occurred during inpatient hospitalization (e.g., patient fell out of 
hospital bed during hospital stay, patient experienced an adverse reaction to a 
medication administered after inpatient admission). 



Cross reference notations compiled by TruCode and are for informational purposes only. 
Source: https://www.cms.gov/medicare/coding/icd10 

While every effort has been made to ensure complete and accurate information, it’s possible that inaccuracies may exist.
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ICD-10-PCS Official Guidelines for Coding 

and Reporting 
20222023 

The Centers for Medicare and Medicaid Services (CMS) and the National Center for 
Health Statistics (NCHS), two departments within the U.S. Federal Government’s 
Department of Health and Human Services (DHHS) provide the following guidelines for 
coding and reporting using the International Classification of Diseases, 10th Revision, 
Procedure Coding System (ICD-10-PCS). These guidelines should be used as a 
companion document to the official version of the ICD-10-PCS as published on the CMS 
website. The ICD-10-PCS is a procedure classification published by the United States for 
classifying procedures performed in hospital inpatient health care settings. 

 
These guidelines have been approved by the four organizations that make up the 
Cooperating Parties for the ICD-10-PCS: the American Hospital Association (AHA), the 
American Health Information Management Association (AHIMA), CMS, and NCHS. 

 
These guidelines are a set of rules that have been developed to accompany and 
complement the official conventions and instructions provided within the ICD-10-PCS 
itself. They are intended to provide direction that is applicable in most 
circumstances. However, there may be unique circumstances where exceptions are 
applied. The instructions and conventions of the classification take precedence over 
guidelines. These guidelines are based on the coding and sequencing instructions in the 
Tables, Index and Definitions of ICD-10-PCS, but provide additional instruction. 
Adherence to these guidelines when assigning ICD-10-PCS procedure codes is required 
under the Health Insurance Portability and Accountability Act (HIPAA). The procedure 
codes have been adopted under HIPAA for hospital inpatient healthcare settings. A joint 
effort between the healthcare provider and the coder is essential to achieve complete and 
accurate documentation, code assignment, and reporting of diagnoses and procedures. 
These guidelines have been developed to assist both the healthcare provider and the coder 
in identifying those procedures that are to be reported. The importance of consistent, 
complete documentation in the medical record cannot be overemphasized. Without such 
documentation accurate coding cannot be achieved. 



2  

 

Table of Contents 
A. Conventions ............................................................................................. 3 
B. Medical and Surgical Section Guidelines ............................................ 5 

2. Body System ................................................................................. 5 
3. Root Operation ........................................................................... 5 
4. Body Part ................................................................................... 13 
5. Approach .................................................................................... 16 
6. Device ......................................................................................... 17 

C. Obstetrics Section Guidelines .............................................................. 18 
D. Radiation Therapy Guidelines ........................................................... 18 
E. New Technology Section Guidelines .................................................. 19 
F. Selection of Principal Procedure ......................................................... 20 



3  

 
Conventions 

 
A1 
ICD-10-PCS codes are composed of seven characters. Each character is an axis of 
classification that specifies information about the procedure performed. Within a defined 
code range, a character specifies the same type of information in that axis of 
classification. 
Example: The fifth axis of classification specifies the approach in sections 0 through 4 
and 7 through 9 of the system. 

 
A2 
One of 34 possible values can be assigned to each axis of classification in the seven- 
character code: they are the numbers 0 through 9 and the alphabet (except I and O 
because they are easily confused with the numbers 1 and 0). The number of unique values 
used in an axis of classification differs as needed. 
Example: Where the fifth axis of classification specifies the approach, seven different 
approach values are currently used to specify the approach. 

 
A3 
The valid values for an axis of classification can be added to as needed. 
Example: If a significantly distinct type of device is used in a new procedure, a new 
device value can be added to the system. 

 
A4 
As with words in their context, the meaning of any single value is a combination of its 
axis of classification and any preceding values on which it may be dependent. 
Example: The meaning of a body part value in the Medical and Surgical section is always 
dependent on the body system value. The body part value 0 in the Central Nervous body 
system specifies Brain and the body part value 0 in the Peripheral Nervous body system 
specifies Cervical Plexus. 

 
A5 
As the system is expanded to become increasingly detailed, over time more values will 
depend on preceding values for their meaning. 
Example: In the Lower Joints body system, the device value 3 in the root operation 
Insertion specifies Infusion Device and the device value 3 in the root operation 
Replacement specifies Ceramic Synthetic Substitute. 

 
A6 
The purpose of the alphabetic index is to locate the appropriate table that contains all 
information necessary to construct a procedure code. The PCS Tables should always be 
consulted to find the most appropriate valid code. 
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A7 
It is not required to consult the index first before proceeding to the tables to complete the 
code. A valid code may be chosen directly from the tables. 

 
A8 
All seven characters must be specified to be a valid code. If the documentation is 
incomplete for coding purposes, the physician should be queried for the necessary 
information. 

 
A9 
Within a PCS table, valid codes include all combinations of choices in characters 4 
through 7 contained in the same row of the table. In the example below, 0JHT3VZ is a 
valid code, and 0JHW3VZ is not a valid code. 

 
Section: 0 Medical and Surgical 
Body System: J Subcutaneous Tissue and Fascia 
Operation: H Insertion: Putting in a nonbiological appliance that monitors, assists, performs, 
or prevents a physiological function but does not physically take the place of a body part 

Body Part Approach Device Qualifier 
S Subcutaneous Tissue and 
Fascia, Head and Neck 
V Subcutaneous Tissue and 
Fascia, Upper Extremity 
W Subcutaneous Tissue and 
Fascia, Lower Extremity 

0 Open 
3 Percutaneous 

1 Radioactive Element 
3 Infusion Device 
Y Other Device 

Z No 
Qualifier 

T Subcutaneous Tissue and 
Fascia, Trunk 

0 Open 
3 Percutaneous 

1 Radioactive Element 
3 Infusion Device 
V Infusion Pump 
Y Other Device 

Z No 
Qualifier 

 
A10 
“And,” when used in a code description, means “and/or,” except when used to describe a 
combination of multiple body parts for which separate values exist for each body part 
(e.g., Skin and Subcutaneous Tissue used as a qualifier, where there are separate body 
part values for “Skin” and “Subcutaneous Tissue”). 
Example: Lower Arm and Wrist Muscle means lower arm and/or wrist muscle. 

 
A11 
Many of the terms used to construct PCS codes are defined within the system. It is the 
coder’s responsibility to determine what the documentation in the medical record equates 
to in the PCS definitions. The physician is not expected to use the terms used in PCS 
code descriptions, nor is the coder required to query the physician when the correlation 
between the documentation and the defined PCS terms is clear. 
Example: When the physician documents “partial resection” the coder can independently 
correlate “partial resection” to the root operation Excision without querying the physician 
for clarification. 
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Medical and Surgical Section Guidelines (section 0) 

B2. Body System 
 
General guidelines 
B2.1a 
The procedure codes in Anatomical Regions, General, Anatomical Regions, Upper 
Extremities and Anatomical Regions, Lower Extremities can be used when the procedure 
is performed on an anatomical region rather than a specific body part, or on the rare 
occasion when no information is available to support assignment of a code to a specific 
body part. 
Examples: Chest tube drainage of the pleural cavity is coded to the root operation 
Drainage found in the body system Anatomical Regions, General. 
Suture repair of the abdominal wall is coded to the root operation Repair in the body 
system Anatomical Regions, General. 
Amputation of the foot is coded to the root operation Detachment in the body system 
Anatomical Regions, Lower Extremities. 

 
B2.1b 
Where the general body part values “upper” and “lower” are provided as an option in the 
Upper Arteries, Lower Arteries, Upper Veins, Lower Veins, Muscles and Tendons body 
systems, “upper” or “lower “specifies body parts located above or below the diaphragm 
respectively. 
Example: Vein body parts above the diaphragm are found in the Upper Veins body 
system; vein body parts below the diaphragm are found in the Lower Veins body system. 

 

B3. Root Operation 
 
General guidelines 
B3.1a 
In order to determine the appropriate root operation, the full definition of the root 
operation as contained in the PCS Tables must be applied. 

 
B3.1b 
Components of a procedure specified in the root operation definition or explanation as 
integral to that root operation are not coded separately. Procedural steps necessary to 
reach the operative site and close the operative site, including anastomosis of a tubular 
body part, are also not coded separately. 
Examples: Resection of a joint as part of a joint replacement procedure is included in the 
root operation definition of Replacement and is not coded separately. 
Laparotomy performed to reach the site of an open liver biopsy is not coded separately. 
In a resection of sigmoid colon with anastomosis of descending colon to rectum, the 
anastomosis is not coded separately. 
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Multiple procedures 
B3.2 
During the same operative episode, multiple procedures are coded if: 
a. The same root operation is performed on different body parts as defined by 
distinct values of the body part character. 

Examples: Diagnostic excision of liver and pancreas are coded separately. 
Excision of lesion in the ascending colon and excision of lesion in the transverse colon 
are coded separately. 
b. The same root operation is repeated in multiple body parts, and those body parts 
are separate and distinct body parts classified to a single ICD-10-PCS body part value. 

Examples: Excision of the sartorius muscle and excision of the gracilis muscle are 
both included in the upper leg muscle body part value, and multiple procedures are 
coded. 
Extraction of multiple toenails are coded separately. 
c. Multiple root operations with distinct objectives are performed on the same body 
part. 

Example: Destruction of sigmoid lesion and bypass of sigmoid colon are coded 
separately. 
d. The intended root operation is attempted using one approach but is converted to a 
different approach. 

Example: Laparoscopic cholecystectomy converted to an open cholecystectomy is 
coded as percutaneous endoscopic Inspection and open Resection. 

 
Discontinued or incomplete procedures 
B3.3 
If the intended procedure is discontinued or otherwise not completed, code the procedure 
to the root operation performed. If a procedure is discontinued before any other root 
operation is performed, code the root operation Inspection of the body part or anatomical 
region inspected. 
Example: A planned aortic valve replacement procedure is discontinued after the initial 
thoracotomy and before any incision is made in the heart muscle, when the patient 
becomes hemodynamically unstable. This procedure is coded as an open Inspection of 
the mediastinum. 

 
Biopsy procedures 
B3.4a 
Biopsy procedures are coded using the root operations Excision, Extraction, or Drainage 
and the qualifier Diagnostic. 
Examples: Fine needle aspiration biopsy of fluid in the lung is coded to the root operation 
Drainage with the qualifier Diagnostic. 
Biopsy of bone marrow is coded to the root operation Extraction with the qualifier 
Diagnostic. 
Lymph node sampling for biopsy is coded to the root operation Excision with the 
qualifier Diagnostic. 
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Biopsy followed by more definitive treatment 
B3.4b 
If a diagnostic Excision, Extraction, or Drainage procedure (biopsy) is followed by a 
more definitive procedure, such as Destruction, Excision or Resection at the same 
procedure site, both the biopsy and the more definitive treatment are coded. 
Example: Biopsy of breast followed by partial mastectomy at the same procedure site, 
both the biopsy and the partial mastectomy procedure are coded. 

 
Overlapping body layers 
B3.5 
If root operations such as Excision, Extraction, Repair or Inspection are performed on 
overlapping layers of the musculoskeletal system, the body part specifying the deepest 
layer is coded. 
Example: Excisional debridement that includes skin and subcutaneous tissue and muscle 
is coded to the muscle body part. 

 
Bypass procedures 
B3.6a 
Bypass procedures are coded by identifying the body part bypassed “from” and the body 
part bypassed “to.” The fourth character body part specifies the body part bypassed from, 
and the qualifier specifies the body part bypassed to. 
Example: Bypass from stomach to jejunum, stomach is the body part and jejunum is the 
qualifier. 

 
B3.6b 
Coronary artery bypass procedures are coded differently than other bypass procedures as 
described in the previous guideline. Rather than identifying the body part bypassed from, 
the body part identifies the number of coronary arteries bypassed to, and the qualifier 
specifies the vessel bypassed from. 
Example: Aortocoronary artery bypass of the left anterior descending coronary artery and 
the obtuse marginal coronary artery is classified in the body part axis of classification as 
two coronary arteries, and the qualifier specifies the aorta as the body part bypassed from. 

 
B3.6c 
If multiple coronary arteries are bypassed, a separate procedure is coded for each 
coronary artery that uses a different device and/or qualifier. 
Example: Aortocoronary artery bypass and internal mammary coronary artery bypass are 
coded separately. 

 
Control vs. more specific root operations 
B3.7 
The root operation Control is defined as, “Stopping, or attempting to stop, postprocedural 
or other acute bleeding.” Control is the root operation coded when the procedure 
performed to achieve hemostasis, beyond what would be considered integral to a 
procedure, utilizes techniques (e.g. cautery, application of substances or pressure, 
suturing or ligation or clipping of bleeding points at the site) that are not described by a 
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more specific root operation definition, such as Bypass, Detachment, Excision, 
Extraction, Reposition, Replacement, or Resection. If a more specific root operation 
definition applies to the procedure performed, then the more specific root operation is 
coded instead of Control. 

 
Example: Silver nitrate cautery to treat acute nasal bleeding is coded to the root operation 
Control. 
Example: Liquid embolization of the right internal iliac artery to treat acute hematoma by 
stopping blood flow is coded to the root operation Occlusion. 
Example: Suctioning of residual blood to achieve hemostasis during a transbronchial 
cryobiopsy is considered integral to the cryobiopsy procedure and is not coded 
separately. 

 
Excision vs. Resection 
B3.8 
PCS contains specific body parts for anatomical subdivisions of a body part, such as 
lobes of the lungs or liver and regions of the intestine. Resection of the specific body part 
is coded whenever all of the body part is cut out or off, rather than coding Excision of a 
less specific body part. 
Example: Left upper lung lobectomy is coded to Resection of Upper Lung Lobe, Left 
rather than Excision of Lung, Left. 

 
Excision for graft 
B3.9 
If an autograft is obtained from a different procedure site in order to complete the 
objective of the procedure, a separate procedure is coded, except when the seventh 
character qualifier value in the ICD-10-PCS table fully specifies the site from which the 
autograft was obtained. 
Examples: Coronary bypass with excision of saphenous vein graft, excision of saphenous 
vein is coded separately. 
Replacement of breast with autologous deep inferior epigastric artery perforator (DIEP) 
flap, excision of the DIEP flap is not coded separately. The seventh character qualifier 
value Deep Inferior Epigastric Artery Perforator Flap in the Replacement table fully 
specifies the site of the autograft harvest. 

 
Fusion procedures of the spine 
B3.10a 
The body part coded for a spinal vertebral joint(s) rendered immobile by a spinal fusion 
procedure is classified by the level of the spine (e.g. thoracic). There are distinct body 
part values for a single vertebral joint and for multiple vertebral joints at each spinal 
level. 
Example: Body part values specify Lumbar Vertebral Joint, Lumbar Vertebral Joints, 2 or 
More and Lumbosacral Vertebral Joint. 
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B3.10b 
If multiple vertebral joints are fused, a separate procedure is coded for each vertebral 
joint that uses a different device and/or qualifier. 
Example: Fusion of lumbar vertebral joint, posterior approach, anterior column and 
fusion of lumbar vertebral joint, posterior approach, posterior column are coded 
separately. 

 
B3.10c 
Combinations of devices and materials are often used on a vertebral joint to render the 
joint immobile. When combinations of devices are used on the same vertebral joint, the 
device value coded for the procedure is as follows: 

• If an interbody fusion device is used to render the joint immobile (containing 
bone graft or bone graft substitute), the procedure is coded with the device value 
Interbody Fusion Device 

• If bone graft is the only device used to render the joint immobile, the procedure is 
coded with the device value Nonautologous Tissue Substitute or Autologous 
Tissue Substitute 

• If a mixture of autologous and nonautologous bone graft (with or without 
biological or synthetic extenders or binders) is used to render the joint immobile, 
code the procedure with the device value Autologous Tissue Substitute 

Examples: Fusion of a vertebral joint using a cage style interbody fusion device 
containing morsellized bone graft is coded to the device Interbody Fusion Device. 
Fusion of a vertebral joint using a bone dowel interbody fusion device made of cadaver 
bone and packed with a mixture of local morsellized bone and demineralized bone matrix 
is coded to the device Interbody Fusion Device. 
Fusion of a vertebral joint using both autologous bone graft and bone bank bone graft is 
coded to the device Autologous Tissue Substitute. 

 
Inspection procedures 
B3.11a 
Inspection of a body part(s) performed in order to achieve the objective of a procedure is 
not coded separately. 
Example: Fiberoptic bronchoscopy performed for irrigation of bronchus, only the 
irrigation procedure is coded. 

 
B3.11b 
If multiple tubular body parts are inspected, the most distal body part (the body part 
furthest from the starting point of the inspection) is coded. If multiple non-tubular body 
parts in a region are inspected, the body part that specifies the entire area inspected is 
coded. 
Examples: Cystoureteroscopy with inspection of bladder and ureters is coded to the ureter 
body part value. 
Exploratory laparotomy with general inspection of abdominal contents is coded to the 
peritoneal cavity body part value. 
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B3.11c 
When both an Inspection procedure and another procedure are performed on the same 
body part during the same episode, if the Inspection procedure is performed using a 
different approach than the other procedure, the Inspection procedure is coded separately. 
Example: Endoscopic Inspection of the duodenum is coded separately when open 
Excision of the duodenum is performed during the same procedural episode. 

 
Occlusion vs. Restriction for vessel embolization procedures 
B3.12 
If the objective of an embolization procedure is to completely close a vessel, the root 
operation Occlusion is coded. If the objective of an embolization procedure is to narrow 
the lumen of a vessel, the root operation Restriction is coded. 
Examples: Tumor embolization is coded to the root operation Occlusion, because the 
objective of the procedure is to cut off the blood supply to the vessel. 
Embolization of a cerebral aneurysm is coded to the root operation Restriction, because 
the objective of the procedure is not to close off the vessel entirely, but to narrow the 
lumen of the vessel at the site of the aneurysm where it is abnormally wide. 

 
Release procedures 
B3.13 
In the root operation Release, the body part value coded is the body part being freed and 
not the tissue being manipulated or cut to free the body part. 
Example: Lysis of intestinal adhesions is coded to the specific intestine body part value. 

 
Release vs. Division 
B3.14 
If the sole objective of the procedure is freeing a body part without cutting the body part, 
the root operation is Release. If the sole objective of the procedure is separating or 
transecting a body part, the root operation is Division. 
Examples: Freeing a nerve root from surrounding scar tissue to relieve pain is coded to 
the root operation Release. 
Severing a nerve root to relieve pain is coded to the root operation Division. 

 
Reposition for fracture treatment 
B3.15 
Reduction of a displaced fracture is coded to the root operation Reposition and the 
application of a cast or splint in conjunction with the Reposition procedure is not coded 
separately. Treatment of a nondisplaced fracture is coded to the procedure performed. 
Examples: Casting of a nondisplaced fracture is coded to the root operation 
Immobilization in the Placement section. 
Putting a pin in a nondisplaced fracture is coded to the root operation Insertion. 
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Transplantation vs. Administration 
B3.16 
Putting in a mature and functioning living body part taken from another individual or 
animal is coded to the root operation Transplantation. Putting in autologous or 
nonautologous cells is coded to the Administration section. 
Example: Putting in autologous or nonautologous bone marrow, pancreatic islet cells or 
stem cells is coded to the Administration section. 

 
Transfer procedures using multiple tissue layers 
B3.17 
The root operation Transfer contains qualifiers that can be used to specify when a transfer 
flap is composed of more than one tissue layer, such as a musculocutaneous flap. For 
procedures involving transfer of multiple tissue layers including skin, subcutaneous 
tissue, fascia or muscle, the procedure is coded to the body part value that describes the 
deepest tissue layer in the flap, and the qualifier can be used to describe the other tissue 
layer(s) in the transfer flap. 
Example: A musculocutaneous flap transfer is coded to the appropriate body part value in 
the body system Muscles, and the qualifier is used to describe the additional tissue 
layer(s) in the transfer flap. 

 
Excision/Resection followed by replacement 
B3.18 
If an excision or resection of a body part is followed by a replacement procedure, code 
both procedures to identify each distinct objective, except when the excision or resection 
is considered integral and preparatory for the replacement procedure. 

 
Examples: Mastectomy followed by reconstruction, both resection and replacement of the 
breast are coded to fully capture the distinct objectives of the procedures performed. 
Maxillectomy with obturator reconstruction, both excision and replacement of the 
maxilla are coded to fully capture the distinct objectives of the procedures performed. 
Excisional debridement of tendon with skin graft, both the excision of the tendon and the 
replacement of the skin with a graft are coded to fully capture the distinct objectives of 
the procedures performed. Esophagectomy followed by reconstruction with colonic 
interposition, both the resection and the transfer of the large intestine to function as the 
esophagus are coded to fully capture the distinct objectives of the procedures performed. 
Examples: Resection of a joint as part of a joint replacement procedure is considered 
integral and preparatory for the replacement of the joint and the resection is not coded 
separately. Resection of a valve as part of a valve replacement procedure is considered 
integral and preparatory for the valve replacement and the resection is not coded 
separately. 

 
Detachment procedures of extremities 
B3.19 
The root operation Detachment contains qualifiers that can be used to specify the level 
where the extremity was amputated. These qualifiers are dependent on the body part 
value in the “upper extremities” and “lower extremities” body systems. For procedures 
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involving the detachment of all or part of the upper or lower extremities, the procedure is 
coded to the body part value that describes the site of the detachment. 
Example: An amputation at the proximal portion of the shaft of the tibia and fibula is 
coded to the Lower leg body part value in the body system Anatomical Regions, Lower 
Extremities, and the qualifier High is used to specify the level where the extremity was 
detached. 

 
The following definitions were developed for the Detachment qualifiers 

 
Body Part Qualifier Definition 
Upper arm and upper leg 1 High: Amputation at the proximal portion of the 

shaft of the humerus or femur 
 2 Mid: Amputation at the middle portion of the 

shaft of the humerus or femur 
 3 Low: Amputation at the distal portion of the 

shaft of the humerus or femur 
Lower arm and lower 
leg 

1 High: Amputation at the proximal portion of the 
shaft of the radius/ulna or tibia/fibula 

 2 Mid: Amputation at the middle portion of the 
shaft of the radius/ulna or tibia/fibula 

 3 Low: Amputation at the distal portion of the 
shaft of the radius/ulna or tibia/fibula 

Hand and Foot 0 Complete* 
 4 Complete 1st Ray 
 5 Complete 2nd Ray 
 6 Complete 3rd Ray 
 7 Complete 4th Ray 
 8 Complete 5th Ray 
 9 Partial 1st Ray 
 B Partial 2nd Ray 
 C Partial 3rd Ray 
 D Partial 4th Ray 
 F Partial 5th Ray 
Thumb, finger, or toe 0 Complete: Amputation at the 

metacarpophalangeal/metatarsal-phalangeal 
joint 

 1 High: Amputation anywhere along the proximal 
phalanx 

 2 Mid: Amputation through the proximal 
interphalangeal joint or anywhere along the 
middle phalanx 

 3 Low: Amputation through the distal 
interphalangeal joint or anywhere along the 
distal phalanx 

 
*When coding amputation of Hand and Foot, the following definitions are followed: 
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• Complete: Amputation through the carpometacarpal joint of the hand, or through 
the tarsal-metatarsal joint of the foot. 

• Partial: Amputation anywhere along the shaft or head of the metacarpal bone of 
the hand, or of the metatarsal bone of the foot. 

 
B4. Body Part 

 
General guidelines 
B4.1a 
If a procedure is performed on a portion of a body part that does not have a separate body 
part value, code the body part value corresponding to the whole body part. 
Example: A procedure performed on the alveolar process of the mandible is coded to the 
mandible body part. 

 
B4.1b 
If the prefix “peri” is combined with a body part to identify the site of the procedure, and 
the site of the procedure is not further specified, then the procedure is coded to the body 
part named. This guideline applies only when a more specific body part value is not 
available. 
Examples: A procedure site identified as perirenal is coded to the kidney body part when 
the site of the procedure is not further specified. 
A procedure site described in the documentation as peri-urethral, and the documentation 
also indicates that it is the vulvar tissue and not the urethral tissue that is the site of the 
procedure, then the procedure is coded to the vulva body part. 
A procedure site documented as involving the periosteum is coded to the corresponding 
bone body part. 

 
B4.1c 
If a single vascular procedure is performed on a continuous section of a tubular an 
arterial or venous body part, code the body part value corresponding to the 
anatomically most proximal (closest to the heart) portion of the tubular arterial or 
venous body part. 
Example: A procedure performed on a continuous section of artery from the femoral 
artery to the external iliac artery with the point of entry at the femoral artery is coded to 
the external iliac body part. A procedure performed on a continuous section of artery 
from the femoral artery to the external iliac artery with the point of entry at the external 
iliac artery is also coded to the external iliac artery body part. 

 
Branches of body parts 
B4.2 
Where a specific branch of a body part does not have its own body part value in PCS, the 
body part is typically coded to the closest proximal branch that has a specific body part 
value. In the cardiovascular body systems, if a general body part is available in the 
correct root operation table, and coding to a proximal branch would require assigning a 
code in a different body system, the procedure is coded using the general body part value. 
Examples: A procedure performed on the mandibular branch of the trigeminal nerve is 
coded to the trigeminal nerve body part value. 
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Occlusion of the bronchial artery is coded to the body part value Upper Artery in the 
body system Upper Arteries, and not to the body part value Thoracic Aorta, Descending 
in the body system Heart and Great Vessels. 

 
Bilateral body part values 
B4.3 
Bilateral body part values are available for a limited number of body parts. If the identical 
procedure is performed on contralateral body parts, and a bilateral body part value exists 
for that body part, a single procedure is coded using the bilateral body part value. If no 
bilateral body part value exists, each procedure is coded separately using the appropriate 
body part value. 
Examples: The identical procedure performed on both fallopian tubes is coded once using 
the body part value Fallopian Tube, Bilateral. 
The identical procedure performed on both knee joints is coded twice using the body part 
values Knee Joint, Right and Knee Joint, Left. 

 
Coronary arteries 
B4.4 
The coronary arteries are classified as a single body part that is further specified by 
number of arteries treated. One procedure code specifying multiple arteries is used when 
the same procedure is performed, including the same device and qualifier values. 
Examples: Angioplasty of two distinct coronary arteries with placement of two stents is 
coded as Dilation of Coronary Artery, Two Arteries with Two Intraluminal Devices. 
Angioplasty of two distinct coronary arteries, one with stent placed and one without, is 
coded separately as Dilation of Coronary Artery, One Artery with Intraluminal Device, 
and Dilation of Coronary Artery, One Artery with no device. 

 
Tendons, ligaments, bursae and fascia near a joint 
B4.5 
Procedures performed on tendons, ligaments, bursae and fascia supporting a joint are 
coded to the body part in the respective body system that is the focus of the procedure. 
Procedures performed on joint structures themselves are coded to the body part in the 
joint body systems. 
Examples: Repair of the anterior cruciate ligament of the knee is coded to the knee bursa 
and ligament body part in the bursae and ligaments body system. 
Knee arthroscopy with shaving of articular cartilage is coded to the knee joint body part 
in the Lower Joints body system. 

 
Skin, subcutaneous tissue and fascia overlying a joint 
B4.6 
If a procedure is performed on the skin, subcutaneous tissue or fascia overlying a joint, 
the procedure is coded to the following body part: 

• Shoulder is coded to Upper Arm 
• Elbow is coded to Lower Arm 
• Wrist is coded to Lower Arm 
• Hip is coded to Upper Leg 
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• Knee is coded to Lower Leg 
• Ankle is coded to Foot 

 
Fingers and toes 
B4.7 
If a body system does not contain a separate body part value for fingers, procedures 
performed on the fingers are coded to the body part value for the hand. If a body system 
does not contain a separate body part value for toes, procedures performed on the toes are 
coded to the body part value for the foot. 
Example: Excision of finger muscle is coded to one of the hand muscle body part values 
in the Muscles body system. 

 
Upper and lower intestinal tract 
B4.8 
In the Gastrointestinal body system, the general body part values Upper Intestinal Tract 
and Lower Intestinal Tract are provided as an option for the root operations such as 
Change, Insertion, Inspection, Removal and Revision. Upper Intestinal Tract includes the 
portion of the gastrointestinal tract from the esophagus down to and including the 
duodenum, and Lower Intestinal Tract includes the portion of the gastrointestinal tract 
from the jejunum down to and including the rectum and anus. 
Example: In the root operation Change table, change of a device in the jejunum is coded 
using the body part Lower Intestinal Tract. 
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B5. Approach 

Open approach with percutaneous endoscopic assistance 
B5.2a 
Procedures performed using the open approach with percutaneous endoscopic assistance 
are coded to the approach Open. 
Example: Laparoscopic-assisted sigmoidectomy is coded to the approach Open. 

Percutaneous endoscopic approach with extension of incision 
B5.2b 
Procedures performed using the percutaneous endoscopic approach, with incision or 
extension of an incision to assist in the removal of all or a portion of a body part or to 
anastomose a tubular body part to complete the procedure, are coded to the approach 
value Percutaneous Endoscopic. 
Examples: Laparoscopic sigmoid colectomy with extension of stapling port for removal 
of specimen and direct anastomosis is coded to the approach value percutaneous 
endoscopic. 
Laparoscopic nephrectomy with midline incision for removing the resected kidney is 
coded to the approach value percutaneous endoscopic. 
Robotic-assisted laparoscopic prostatectomy with extension of incision for removal of the 
resected prostate is coded to the approach value percutaneous endoscopic. 

External approach 
B5.3a 
Procedures performed within an orifice on structures that are visible without the aid of 
any instrumentation are coded to the approach External. 
Example: Resection of tonsils is coded to the approach External. 

B5.3b 
Procedures performed indirectly by the application of external force through the 
intervening body layers are coded to the approach External. 
Example: Closed reduction of fracture is coded to the approach External. 

Percutaneous procedure via device 
B5.4 
Procedures performed percutaneously via a device placed for the procedure are coded to 
the approach Percutaneous. 
Example: Fragmentation of kidney stone performed via percutaneous nephrostomy is 
coded to the approach Percutaneous. 
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B6. Device 
 
General guidelines 
B6.1a 
A device is coded only if a device remains after the procedure is completed. If no device 
remains, the device value No Device is coded. In limited root operations, the 
classification provides the qualifier values Temporary and Intraoperative, for specific 
procedures involving clinically significant devices, where the purpose of the device is to 
be utilized for a brief duration during the procedure or current inpatient stay. If a device 
that is intended to remain after the procedure is completed requires removal before the 
end of the operative episode in which it was inserted (for example, the device size is 
inadequate or an event documented as a complication occurs), both the insertion and 
removal of the device should be coded. 

 
B6.1b 
Materials such as sutures, ligatures, radiological markers and temporary post-operative 
wound drains are considered integral to the performance of a procedure and are not coded 
as devices. 

 
B6.1c 
Procedures performed on a device only and not on a body part are specified in the root 
operations Change, Irrigation, Removal and Revision, and are coded to the procedure 
performed. 
Example: Irrigation of percutaneous nephrostomy tube is coded to the root operation 
Irrigation of indwelling device in the Administration section. 

 
Drainage device 
B6.2 
A separate procedure to put in a drainage device is coded to the root operation Drainage 
with the device value Drainage Device. 
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Obstetric Section Guidelines (section 1) 

C. Obstetrics Section 
 
Products of conception 
C1 
Procedures performed on the products of conception are coded to the Obstetrics 
section. Procedures performed on the pregnant female other than the products of 
conception are coded to the appropriate root operation in the Medical and Surgical 
section. 
Example: Amniocentesis is coded to the products of conception body part in the 
Obstetrics section. Repair of obstetric urethral laceration is coded to the urethra body part 
in the Medical and Surgical section. 

 
Procedures following delivery or abortion 
C2 
Procedures performed following a delivery or abortion for curettage of the endometrium 
or evacuation of retained products of conception are all coded in the Obstetrics section, to 
the root operation Extraction and the body part Products of Conception, Retained. 
Diagnostic or therapeutic dilation and curettage performed during times other than the 
postpartum or post-abortion period are all coded in the Medical and Surgical section, to 
the root operation Extraction and the body part Endometrium. 

 
Radiation Therapy Section Guidelines (section D) 

 
D. Radiation Therapy Section 

 
Brachytherapy 
D1.a 
Brachytherapy is coded to the modality Brachytherapy in the Radiation Therapy section. 
When a radioactive brachytherapy source is left in the body at the end of the procedure, it 
is coded separately to the root operation Insertion with the device value Radioactive 
Element. 
Example: Brachytherapy with implantation of a low dose rate brachytherapy source left 
in the body at the end of the procedure is coded to the applicable treatment site in section 
D, Radiation Therapy, with the modality Brachytherapy, the modality qualifier value 
Low Dose Rate, and the applicable isotope value and qualifier value. The implantation of 
the brachytherapy source is coded separately to the device value Radioactive Element in 
the appropriate Insertion table of the Medical and Surgical section. The Radiation 
Therapy section code identifies the specific modality and isotope of the brachytherapy, 
and the root operation Insertion code identifies the implantation of the brachytherapy 
source that remains in the body at the end of the procedure. 
Exception: Implantation of Cesium-131 brachytherapy seeds embedded in a collagen 
matrix to the treatment site after resection of brain tumor is coded to the root operation 
Insertion with the device value Radioactive Element, Cesium-131 Collagen Implant. The 
procedure is coded to the root operation Insertion only, because the device value 
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identifies both the implantation of the radioactive element and a specific brachytherapy 
isotope that is not included in the Radiation Therapy section tables. 

 
D1.b 
A separate procedure to place a temporary applicator for delivering the brachytherapy is 
coded to the root operation Insertion and the device value Other Device. 
Examples: Intrauterine brachytherapy applicator placed as a separate procedure from the 
brachytherapy procedure is coded to Insertion of Other Device, and the brachytherapy is 
coded separately using the modality Brachytherapy in the Radiation Therapy section. 
Intrauterine brachytherapy applicator placed concomitantly with delivery of the 
brachytherapy dose is coded with a single code using the modality Brachytherapy in the 
Radiation Therapy section. 

 
 

New Technology Section Guidelines (section X) 

E. New Technology Section 
 
General guidelines 
E1.a 
Section X codes fully represent the specific procedure described in the code title, and do 
not require additional codes from other sections of ICD-10-PCS. When section X 
contains a code title which fully describes a specific new technology procedure, and it is 
the only procedure performed, only the section X code is reported for the procedure. 
There is no need to report an additional code in another section of ICD-10-PCS. 
Example: XW043A6 Introduction of Cefiderocol Anti-infective into Central Vein, 
Percutaneous Approach, New Technology Group 6, can be coded to indicate that 
Cefiderocol Anti-infective was administered via a central vein. A separate code from 
table 3E0 in the Administration section of ICD-10-PCS is not coded in addition to this 
code. 

 
E1.b 
When multiple procedures are performed, New Technology section X codes are coded 
following the multiple procedures guideline. 
Examples: Dual filter cerebral embolic filtration used during transcatheter aortic valve 
replacement (TAVR), X2A5312 Cerebral Embolic Filtration, Dual Filter in Innominate 
Artery and Left Common Carotid Artery, Percutaneous Approach, New Technology 
Group 2, is coded for the cerebral embolic filtration, along with an ICD-10-PCS code for 
the TAVR procedure. 
An extracorporeal flow reversal circuit for embolic neuroprotection placed during a 
transcarotid arterial revascularization procedure, a code from table X2A, Assistance of 
the Cardiovascular System is coded for the use of the extracoporeal flow reversal circuit, 
along with an ICD-10-PCS code for the transcarotid arterial revascularization procedure. 
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F. Selection of Principal Procedure

The following instructions should be applied in the selection of principal procedure and 
clarification on the importance of the relation to the principal diagnosis when more than 
one procedure is performed: 

1. Procedure performed for definitive treatment of both principal diagnosis and
secondary diagnosis 

a. Sequence procedure performed for definitive treatment most related to principal
diagnosis as principal procedure.

2. Procedure performed for definitive treatment and diagnostic procedures performed
for both principal diagnosis and secondary diagnosis. 

a. Sequence procedure performed for definitive treatment most related to principal
diagnosis as principal procedure

3. A diagnostic procedure was performed for the principal diagnosis and a procedure is
performed for definitive treatment of a secondary diagnosis. 

a. Sequence diagnostic procedure as principal procedure, since the procedure most
related to the principal diagnosis takes precedence.

4. No procedures performed that are related to principal diagnosis; procedures
performed for definitive treatment and diagnostic procedures were performed for 
secondary diagnosis 

a. Sequence procedure performed for definitive treatment of secondary diagnosis
as principal procedure, since there are no procedures (definitive or nondefinitive
treatment) related to principal diagnosis.
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Vulvovaginal Candidiasis Recurrent 

Vulvovaginal candidiasis (VVC), also commonly known as vaginal yeast infection, is inflammation of the vulva and vagina due to Candida, typically C 
albicans. Familiar signs and symptoms include pruritus, vaginal soreness, dyspareunia, external dysuria, vulvar edema and erythema, and abnormal 
vaginal discharge.  

An estimated 75% of women1 will have at least one episode of vulvovaginal candidiasis in their lifetime. However, most episodes of VVC are 
uncomplicated with mild to moderate symptoms that are quickly and successfully addressed via over-the-counter topical antifungal creams and/or a 
short course of oral fluconazole, an antifungal drug. Among uncomplicated cases of VVC, most are diagnosed on the basis of symptoms alone, and 
many are self-diagnosed and self-treated.  

A smaller but significant subgroup of women develop a more complicated form of vulvovaginal candidiasis.2 Complicated vulvovaginal candidiasis refers 
to severe disease, infection in an immunocompromised woman, or infection with a non-C albicans species. Most prominently, it refers to recurrent 
vulvovaginal candidiasis (RVVC), defined as 3-4 or more episodes of symptomatic infection within one year. 2,3,4,5 Prevalence of RVVC has been 
variously estimated in literature reviews and surveys at 5-9% of women.3,4,6,7  

The population of women with recurrent vulvovaginal candidiasis is clinically distinct in multiple respects. While several risk factors such as antibiotic 
use, diabetes, or pregnancy are known, the vast majority of women with RVVC develop the infection without having any risk factor. This implies that a 
genetic component likely plays an important role in susceptibility to RVVC.8  

An episode of uncomplicated VVC is often considered a nuisance that is easily resolved. However, women with RVVC typically endure multiple relapses 
and require months of treatment with a significant impact on their lives.5 Although new drugs and regimens are being developed, current treatment for 
RVVC typically consists of topicals or oral fluconazole for 10 to 14 days, followed by a maintenance regimen of oral fluconazole once a week for at least 
6 months. This controls symptoms in the great majority of patients, but cessation is followed by another episode of VVC in approximately 50% of women 
within three to four months, and likely a higher percentage over time. 2,3,5  

RVVC is debilitating for patients, both physically and in terms of their mental health. The physical symptoms interfere with normal elements of life, from 
urinating to sexual activity. Women with RVVC reported missing an average of about 6 hours of work for each recurrent episode. As surveyed, health-
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related quality of life is significantly worse for women with RVVC than in the general population.6 Over two-thirds of women with RVVC report depression 
and anxiety during recurrent episodes and over half report anxiety between episodes.6 A sense of feeling “dirty” and suspecting sexually transmitted 
diseases from their partners is commonly reported.7 Overall, women with RVVC ranked it similar to asthma and COPD and even higher than migraine 
for its negative impact on their quality of life.6  

As often noted in the literature, the availability of over-the-counter treatment create difficulties in accurately determining the frequency of recurrent 
vulvovaginal candidiasis.3,4 It is not currently possible to clearly differentiate recurrent vulvovaginal candidiasis from uncomplicated vulvovaginal 
candidiasis7 or to track cases of this clinically significant population in the data.5  

The Mycoses Study Group Education and Research Consortium (MSGERC), is requesting new codes to uniquely identify recurrent vulvovaginal 
candidiasis. The American College of Obstetricians and Gynecologists (ACOG) has reviewed and support the proposed changes.  

References 
1. https://www.cdc.gov/std/tg2015/candidiasis.htm
2. Pappas PG, Kauffman CA, Andes DR et al. Clinical practice guidelines for the management of candidiasis: 2016 update by the Infectious Diseases 
Society of America, Clin Infect Dis 2016
3. Sobel, JD. Recurrent vulvovaginal candidiasis. Am. J. Obstet. Gynecol. 2016; 214,15–21.
4. Blostein F, Levin-Sparenberg E, Wagner J, Foxman B. Recurrent vulvovaginal candidiasis. Ann Epidemiol. 2017;27(9):575–82.
5. Crouss T, Sobel JD, Smith K, Nyirjesy P. Long term outcomes of women with recurrent vulvovaginal candidiasis after a course of maintenance 
antifungal therapy. J Low Genit Tract Dis. 2018;22:382–386.
6. Aballéa S, Guelfucci F, Wagner J, et al. Subjective health status and health-related quality of life among women with recurrent vulvovaginal candidosis 
(RVVC) in Europe and the USA. Health Qual Life Outcomes 2013; 11: 169.
7. Denning DW, Kneale M, Sobel JD, Rautemaa-Richardson R. Global burden of recurrent vulvovaginal candidiasis: a systematic review. Lancet Infect 
Dis. 2018;18(11):e339–e47.
8. Rosati D, Bruno M, Jaeger M, ten Oever J, Netea M. Recurrent Vulvovaginal Candidiasis: An Immunological Perspective. Microorganisms 2020, 8(2), 
144

Tabular Modifications 

No Change Mycoses (B35-B49) 

No Change B37 Candidiasis 

No Change B37.3 Candidiasis of vulva and vagina 

Add B37.31 Acute candidiasis of vulva and vagina 
Add Candidiasis of vulva and vagina NOS 

Add B37.32 Chronic candidiasis of vulva and vagina 
Add Recurrent candidiasis of vulva and vagina 

D59.30 - Hemolytic-uremic syndrome, unspecified 
(MCC) (MDC 15, 16, 25) (MS-DRG 791, 793, 811, 812, 977)

D59.31 - Infection-associated hemolytic-uremic syndrome 
(MCC) (MDC 15, 16, 25) (MS-DRG 791, 793, 811, 812, 977)

D59.32 - Hereditary hemolytic-uremic syndrome 
(MCC) (MDC 15, 16, 25) (MS-DRG 791, 793, 811, 812, 977)

D59.39 - Other hemolytic-uremic syndrome 
(MCC) (MDC 15, 16, 25) (MS-DRG 791, 793, 811, 812, 977)
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Hemolytic-Uremic Syndrome: Typical and Atypical 

Hemolytic-uremic syndrome (HUS) is a rare but devastating disorder. Formerly considered largely a disease of childhood, it is now understood to affect 
children and adults of any age. HUS is a thrombotic microangiopathy, characterized by hemolytic anemia, thrombocytopenia, and acute kidney injury, 
although other organs may be affected. The cause of the acute kidney injury is the microthrombi formation in the kidney's arterioles and capillaries, 
leading to tissue ischemia.  

There are two main categories of HUS: typical and atypical. Etiology, treatment, and outcomes differ markedly between typical HUS and atypical HUS. 

Typical hemolytic-uremic syndrome (tHUS, STEC-HUS) is due to Shiga toxin-producing E coli (STEC). It most commonly occurs in children under 5 
years old, but also occurs in adults infected with STEC. Most patients have a preceding illness that includes bloody diarrhea from the E. coli infection, 
with about 10-15% going on to develop tHUS. Acute kidney injury occurs in more than 70% of patients. The microthrombi may also cause cerebral 
ischemia, a major cause of mortality, as well as ischemic injury of other organs.  

https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm


Treatment for tHUS consists of supportive care. Anemia is treated with blood transfusions as needed. Acute kidney injury is treated with maintenance of 
fluid and electrolyte balance, control of blood pressure, and dialysis when indicated. Additional treatment may include parenteral nutrition for 
gastroenteritis or pancreatitis as well as anticonvulsants if seizures develop. Antibiotics are not given to treat the E. coli infection since there is no 
evidence of benefit and some epidemiologic studies have suggested harm.  
 
About 70% of patients with tHUS recover from the acute episode without major sequelae and require no further treatment or management. The 
prognosis for recovery of renal function following acute kidney injury is quite favorable, although some patients develop chronic kidney disease. A small 
percentage of patients develop end-stage kidney disease, but transplant is an effective treatment option since there is almost no risk of tHUS affecting 
the new kidney. Although some tHUS patients have residuals such as chronic kidney disease, tHUS itself is resolved and does not recur.  
 
Atypical hemolytic-uremic syndrome (aHUS) occurs in both adults and children. It represents about 10% of HUS cases, although this varies significantly 
depending on the specific etiology. Unlike tHUS, there are multiple etiologies for aHUS. Probably the most common is derangements in the complement 
cascade, part of the immune system that works to mark pathogens for destruction, due to either gene mutations in complement regulatory proteins or 
production of autoantibodies directed against complement. Other causes of aHUS include non-STEC infections, adverse effects of drugs, non-
complement genetic disorders, and coexisting states and conditions such as bone marrow transplant, malignancy, and systemic lupus erythematosus.  
 
Treatment of aHUS depends on the underlying etiology. For aHUS due to complement derangements caused by gene mutations, treatment consists of 
medications that block or inhibit the complement system, specifically the monoclonal antibodies eculizumab (Soliris) and ravulizumab (Ultomiris). 
Patients with aHUS due to autoantibodies directed against the complement system may also be treated with immunosuppression and plasmapheresis. 
Because meningococcal infection is a known risk for use of these medications, a meningococcal vaccine is administered at diagnosis and the patient is 
also placed on prophylactic antibiotics. For other causes of aHUS, treatment varies widely and may include treating the underlying condition or adjusting 
the medication triggering aHUS. In addition to the underlying disorder, acute kidney injury is treated with fluid and electrolyte balance, control of blood 
pressure, and dialysis when indicated.  
 
Because underlying genetic abnormalities cannot be corrected or addressed, many patients with aHUS remain at significant risk after resolution of the 
acute episode. These patients are managed with longterm monitoring. Many patients also require long-term or life-long treatment with complement 
inhibitors to prevent recurrence of aHUS.  
 
Differentiating typical HUS and atypical HUS will enable the prevalence, treatments, and outcomes for these two conditions to be individually tracked. 
This proposal to create specific codes for typical and atypical HUS was received from Dr. Laurence Greenbaum, of the Emory School of Medicine, in 
Atlanta, GA.  
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Tabular Modifications 
 

No Change D59 Acquired hemolytic anemia 
 

No Change D59.3 Hemolytic-uremic syndrome 
 

Delete Use Additional code to identify associated: 
Delete E. coli infection (B96.2-) 
Delete Pneumococcal pneumonia (J13) 
Delete Shigella dysenteriae (A03.9) 

 
Add Code also, if applicable, any associated: 
Add acute kidney failure (N17.-) 
Add chronic kidney disease (N18.-) 

 
Add D59.30 Hemolytic-uremic syndrome, unspecified 
Add Hemolytic-uremic syndrome NOS 

 
Add D59.31 Infection-associated hemolytic-uremic syndrome 
Add Shiga toxin-producing E. coli [STEC] related hemolytic uremic syndrome 
Add Typical hemolytic uremic syndrome 

 
Add Use Additional code to identify associated infection, such as : 
Add E. coli infection (B96.2-) 
Add Human immunodeficiency virus [HIV] disease (B20) 
Add Pneumococcal meningitis (G00.1) 
Add Pneumococcal pneumonia (J13) 
Add Sepsis due to Streptococcus pneumoniae (A40.3) 
Add Shigella dysenteriae (A03.9) 
Add Streptococcus pneumoniae as the cause of diseases classified elsewhere (B95.3) 

 
Add D59.32 Hereditary hemolytic-uremic syndrome 
Add Atypical hemolytic uremic syndrome with an identified genetic cause 

 
Add Code also, if applicable: 
Add defects in the complement system (D84.1) 
Add methylmalonic acidemia (E71.120) 

 
Add D59.39 Other hemolytic-uremic syndrome 

http://emedicine.medscape.com/article/201066-overview
https://medlineplus.gov/ency/article/000510.htm


Add Atypical (nongenetic) hemolytic uremic syndrome 
Add Secondary hemolytic-uremic syndrome 

 
Add Code first, if applicable, any associated: 
Add COVID-19 (U07.1) 
Add complications of kidney transplant (T86.1-) 
Add complications of heart transplant (T86.2-) 
Add complications of liver transplant (T86.4-) 

 
Add Code also, if applicable, any associated condition, such as: 
Add hypertensive emergency (I16.1) 
Add malignant neoplasm (C00-C96) 
Add systemic lupus erythematosus (M32.-) 

 
Add Use Additional code, if applicable, for adverse effect to identify drug (T36-T50 with fifth or sixth character 5) 

 
 

D68.00 - Von Willebrand disease, unspecified 
(CC) (MDC 16) (MS-DRG 813) 
 
D68.01 - Von Willebrand disease, type 1 
(CC) (MDC 16) (MS-DRG 813) 
 
D68.020 - Von Willebrand disease, type 2A 
(CC) (MDC 16) (MS-DRG 813) 
 
D68.021 - Von Willebrand disease, type 2B 
(CC) (MDC 16) (MS-DRG 813) 
 
D68.022 - Von Willebrand disease, type 2M 
(CC) (MDC 16) (MS-DRG 813) 
 
D68.023 - Von Willebrand disease, type 2N 
(CC) (MDC 16) (MS-DRG 813) 
 
D68.029 - Von Willebrand disease, type 2, unspecified 
(CC) (MDC 16) (MS-DRG 813) 
 
D68.03 - Von Willebrand disease, type 3 
(CC) (MDC 16) (MS-DRG 813) 
 
D68.04 - Acquired von Willebrand disease 
(CC) (MDC 16) (MS-DRG 813) 
 
D68.09 - Other von Willebrand disease 
(CC) (MDC 16) (MS-DRG 813) 
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Von Willebrand Disease Types 
 
The American Society of Hematology (ASH) has proposed to establish new ICD-10-CM diagnosis codes for types of von Willebrand disease (VWD). 
ASH represents more than 18,000 clinicians and scientists worldwide who are committed to the study and treatment of blood and blood-related 
diseases.  
 
Von Willebrand disease is the most common inherited bleeding disorder, in which the blood does not clot properly, with wide variability in clinical 
phenotype. According to the Centers for Disease Control and Prevention, about 3.2 million (or about 1 in every 100) people in the US have the 
disease.(1,2) More recent epidemiologic studies reference a prevalence of 1 in 1000.(3) People with VWD either have a low level of von Willebrand factor 
(VWF), a protein that helps the blood to clot, or the VWF protein does not work the way it should. Although VWD occurs among men and women 
equally, women are more likely to notice the symptoms because of heavy or abnormal bleeding during their menstrual periods and after childbirth.(1) 
 
In 2006, the International Society of Thrombosis and Haemostasias (ISTH) classified VWD into six categories or subtypes, based on the difference in 
clinical features and therapeutic requirements. Recently, ASH in partnership with ISTH, the National Hemophilia Foundation (NHF) and the World 
Federation of Hemophilia (WFH), has developed clinical practice guidelines for the diagnosis and management of VWD. The guidelines were published 
in Blood Advances in Jan. 2021. (6) With these guidelines now available, it is critically important to update the ICD-10-CM classification for VWD to allow 
for the adoption of the guideline recommendations and to improve best practices for clinical care.  
 
Currently, all the types of von Willebrand disease are coded to one ICD-10-CM code, D68.0 (Von Willebrand’s disease). According to ASH, this makes 
making it difficult to accurately document, track, and in turn, appropriately treat the different subtypes of VWD. For this reason, ASH has requested the 
addition of new ICD-10-CM diagnosis codes for VWD to better track the disease and its subtypes.  
 
Type 1 von Willebrand disease (VWD) is characterized by decreased levels (qualitative deficiency) of von Willebrand factor (VWF). The VWF that is 
made is functionally normal; however, lower circulating levels lead to an increased risk of bleeding. Options for treatment including VWF concentrate, 
desmopressin to stimulate release of stored VWF, and antifibrinolytic therapy.  
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Type 1C von Willebrand disease (VWD) is characterized by increased clearance of VWF, leading to decreased levels. As is the case with other type 1 
VWD, the circulating VWF in type 1C is functionally normal, however the protein is degraded quickly and not available to participate in hemostasis, 
leading to increased risk of bleeding. Options for treatment include VWF concentrate conjunction with antifibrinolytic therapy. While desmopressin will 
lead to a transient release of stored endogenous VWF, the effect is transient with quick return to baseline levels and increased risk of bleeding if not 
maintained in high-risk situations such as surgery.  
 
All forms of type 2 VWD are characterized by functional defects in VWF with subtyping based on the specific functional defect. Treatment may involve 
desmopressin for most subtypes (except type 2B) along with VWF concentrate and adjunctive therapy with antifibrinolytics.  
 
Type 2A von Willebrand disease (VWD) is characterized by abnormal platelet-dependent VWF function with loss of the most hemostatically active high-
molecular weight multimers of VWF. 
 
Type 2B von Willebrand disease (VWD) is characterized by abnormal function of VWF due to a gain of function mutation that increases binding of VWF 
to platelet glycoprotein 1b-alpha, often leading to thrombocytopenia. Desmopressin is contraindicated due to paradoxically worsened bleeding due to 
increased thrombocytopenia. Type 2M von Willebrand disease (VWD) is characterized by abnormal platelet-dependent VWF function, however 
multimers are preserved, a major difference between type 2A and type 2M.  
 
Type 2N von Willebrand disease (VWD) is characterized by abnormal factor VIII binding by VWF, leading to decreased factor VIII levels and varying 
degree of bleeding similar to hemophilia A.  
 
Type 3 von Willebrand disease (VWD) is a qualitative form of VWD with near complete absence of circulating VWF. This is the most severe subtype, 
requiring use of VWF concentrate as desmopressin is not effective. (4,5,6,7)  
 
Acquired von Willebrand disease syndrome (AVWS) is a deficiency in the amount or function of von Willebrand factor (VWF) that is due to acquired 
rather than inherited causes. Examples of causes for AVWS include shearing and subsequent degradation of VWF across stenotic heart valves or 
through mechanical circulatory support circuits such as left-ventricular assist devices or via extracorporeal membrane oxygenation. AVWS may arise 
due to autoantibody formation such as that seen in immune dysregulation disorders or VWF may be directly adsorbed onto malignant cells as observed 
in patients with Wilms tumors or Waldenstrom macroglobulinemia. Treatment consists of supportive therapy with VWF concentrate, desmopressin, 
and/or antifibrinolytic therapy along with correction of the underlying cause (e.g. valve replacement therapy or immunosuppression).(8,9) Platelet-type von 
Willebrand disease is due to a functional defect in the platelet receptor for von Willebrand factor. Often misdiagnosed as type 2B von Willebrand 
disease, treatment consists of platelet transfusions in addition to standard VWD therapies such as VWF concentrate or antifibrinolytic therapy. (10) 
 
This proposal is based on the original ASH request but differs in proposing to combine type 1C VWD with other type 1 VWD, and also in proposing to 
include platelet-type von Willebrand disease within another VWD code. ASH has recommended the deletion of several terms currently listed under 
D68.0, which are no longer used in clinical practice. It is proposed that these and all index entries related to von Willebrand disease be directed to the 
entry at Disease, von Willebrand, with the types to be identified as subentries there (not shown). ASH has also proposed to add the term “Low von 
Willebrand factor” as an inclusion term for code R79.1, Abnormal Coagulation Profile. In addition, it has been recommended the apostrophe “s” be 
deleted (consistent with WHO ICD-10 updates), and also that the “v” in von Willebrand be made lowercase (consistent with the medical literature and 
usual practice).  
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Tabular Modifications 

 
 
Add D68.00 Von Willebrand disease, unspecified 
 
Add D68.01 Von Willebrand disease, type 1 
Add Partial quantitative deficiency of von Willebrand factor 
Add Type 1C von Willebrand disease 
 
Add D68.02 Von Willebrand disease, type 2 
Add Qualitative defects of von Willebrand factor 
 
Add D68.020 Von Willebrand disease, type 2A 
Add Qualitative defects of von Willebrand factor with decreased platelet adhesion and selective 
deficiency of 
  high-molecular-weight multimers 

https://www.cdc.gov/ncbddd/vwd/facts.html
https://doi.org/10.1182/bloodadvances.2020003265


Add D68.021 Von Willebrand disease, type 2B 
Add Qualitative defects of von Willebrand factor with high-molecular-weight von Willebrand       

factor loss 
Add Qualitative defects of von Willebrand factor with hyper-adhesive forms 
Add Qualitative defects of von Willebrand factor with increased affinity for platelet glycoprotein lb 

Add D68.022 Von Willebrand disease, type 2M 
Add Qualitative defects of von Willebrand factor with defective platelet adhesion with a normal size 

distribution of von Willebrand factor multimers 

Add D68.023 Von Willebrand disease, type 2N 
Add Qualitative defects of von Willebrand factor with defective von Willebrand factor to factor VIII 
binding 
Add Qualitative defects of von Willebrand factor with markedly decreased affinity for factor VIII 

Add D68.029 Von Willebrand disease, type 2, unspecified 
Add Qualitative defect in von Willebrand factor function, with no further subtyping 

Add D68.03 Von Willebrand disease, type 3 
Add (Near) complete absence of von Willebrand factor 
Add Total quantitative deficiency of von Willebrand factor 

Add D68.04 Acquired von Willebrand disease 
Add Acquired von Willebrand syndrome 

Add D68.09 Other von Willebrand disease 
Add Platelet-type von Willebrand disease 
Add Pseudo-von Willebrand disease 

Add Code also, if applicable, qualitative platelet defects (D69.1) 

D75.821 – Non-immune heparin-induced thrombocytopenia 
(MDC 15, 16, 25) (MS-DRG 791, 793, 813, 977) 

D75.822 – Immune-mediated heparin-induced thrombocytopenia 
(MDC 15, 16, 25) (MS-DRG 791, 793, 813, 977) 

D75.828 –Other heparin-induced thrombocytopenia syndrome 
(MDC 15, 16, 25) (MS-DRG 791, 793, 813, 977) 

D75.829 - Heparin-induced thrombocytopenia, unspecified 
(MDC 15, 16, 25) (MS-DRG 791, 793, 813, 977) 

D75.84 – Other platelet-activating anti-PF4 disorders 
(MDC 15, 16, 25) (MS-DRG 791, 793, 813, 977) 
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Heparin-Induced Thrombocytopenia (HIT) 

Heparin-induced thrombocytopenia (HIT) is a decrease in platelet count that occurs during or shortly after exposure to heparin. With the wide usage of 
heparin for treating or preventing blood clots, this is a common problem, which can be serious and life-threatening. 1 For a number of years there have 
been two types of HIT recognized, identified as type 1 HIT and type 2 HIT. There has also more recently been a type of HIT identified as autoimmune 
HIT, or spontaneous HIT, which may occur without the patient previously receiving heparin. Currently there is only one code for Heparin Induced 
Thrombocytopenia (HIT), D75.82. It has been requested by the Agency for Healthcare Research and Quality (AHRQ) to create specific codes for Type 1 
HIT and Type 2 HIT, and to differentiate cases of autoimmune HIT. It is also proposed to separate other clinically similar conditions that occur unrelated 
to heparin, including spontaneous HIT syndrome.  

Type 1 HIT (also known as “non-immune heparin-induced thrombocytopenia”) is a non‐ immunologic response to heparin treatment, mediated by a 
direct interaction between heparin and circulating platelets causing platelet clumping or sequestration. It has also been called heparin-associated 
thrombocytopenia in the past. 1 HIT type I affects up to 10% of patients being treated with heparin. It usually occurs within the first 48 to 72 hours after 
initiation of heparin treatment, and is characterized by a mild and transient thrombocytopenia, often returning to normal within four days once the heparin 
is withdrawn. 1 It is not associated with an increased risk of thrombosis or any significant complication. However, it may be coded if it leads to follow-up 
laboratory testing or another clinical decision, such as temporarily withholding or stopping unfractionated heparin.  

In Type 2 HIT, there is an immune, antibody-mediated reaction that causes thrombocytopenia starting 5-10 days after initiation of heparin treatment 2 , 
and which may be associated with a hypercoagulable state. 3 The principal antigen is a complex of heparin and platelet factor 4 (PF4), a small positively 
charged molecule found in α‐granules of platelets. When heparin binds with PF4, it undergoes a conformational change and becomes immunogenic, 
leading to the production of heparin–PF4 antibodies (HIT antibodies) and heparin–PF4–IgG multimolecular immune complexes. These immune 
complexes activate platelets, causing the release of prothrombotic platelet‐derived microparticles, platelet consumption, and thrombocytopenia. These 
microparticles in turn promote excessive thrombin generation, frequently resulting in arterial thromboses, deep vein thromboses (DVT), and/or 
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pulmonary emboli (PE). 4 This condition occurs in 3% or so of patients receiving intravenous unfractionated heparin, and perhaps about 0.5% of patients 
receiving subcutaneous low molecular-weight heparins.  

A number of patients have atypical presentations and may have factors that cause their platelet count to continue to decrease even after heparin is 
stopped, or if there is a mix of antibodies that are heparin-dependent and heparin-independent. This condition has been described as “autoimmune 
heparin-induced thrombocytopenia (aHIT) syndrome.” These patients tend to have unusual HIT syndromes such as delayed-onset HIT, persisting HIT, 
fondaparinux-associated HIT, and HIT induced by exposure to heparin ‘flushes.’ Such patients often show unusual clinical features, such as severe and 
persistent thrombocytopenia, often accompanied by disseminated intravascular coagulation (DIC) and microvascular thrombosis.5 It has also been 
recognized that some affected patients may have no known history of heparin exposure, and other factors may trigger the same clinical syndrome. 
When patients present with clinical symptoms and laboratory features of HIT despite not having previously received heparin, either in the recent past or 
at all, this is referred to as “spontaneous HIT syndrome.” Sera from these patients contain antibodies that activate platelets strongly even in the absence 
of heparin. Certain triggers and types may be referred to as thrombosis with thrombocytopenia syndrome, or when related to certain vaccines (usually 
with adenoviral vectors), vaccine-induced thrombotic thrombocytopenia. Detecting and differentiating these types may require specific testing for HIT 
antibodies both with and without heparin present, and clinically these may be associated with slower recovery from thrombocytopenia.6  

A DVT or PE resulting from immune-mediated HIT currently triggers a numerator event for the Agency for Healthcare Research and Quality’s Patient 
Safety Indicator (PSI) 12 (Perioperative Pulmonary Embolism or Deep Vein Thrombosis Rate), as well as CMS’ implementation of PSI 12. It is not the 
intent of PSI 12 to capture HIT-related events, because these events cannot be predicted or avoided in patients who have no prior history of receiving 
heparin. Having separate codes for immune-mediated HIT would allow these events to be excluded from the denominator of PSI 12, without 
inappropriately excluding cases involving non-immune HIT.  

It has been requested to add sixth digits to D75.82 to specify these three types of heparin-induced or heparin-associated thrombocytopenia, and it is 
also being proposed to add a new code D75.83, to include cases of other platelet-activating anti-PF4 disorders, that do not involve exposure to heparin. 
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Tabular Modifications 

No Change D75 Other and unspecified diseases of blood and blood-forming organs No Change

D75.8 Other specified diseases of blood and blood-forming organs No Change

D75.82 Heparin induced thrombocytopenia (HIT) 

Add Use Additional code, if applicable, for adverse effect of heparin (T45.515-) 

Add D75.821 Non-immune heparin-induced thrombocytopenia 
Add Non-immune HIT 
Add Type 1 heparin-induced thrombocytopenia 

Add D75.822 Immune-mediated heparin-induced thrombocytopenia 
Add Immune-mediated HIT 
Add Type 2 heparin-induced thrombocytopenia 

Add D75.828 Other heparin-induced thrombocytopenia syndrome 
Add Autoimmune heparin-induced thrombocytopenia syndrome 
Add Delayed-onset heparin-induced thrombocytopenia 
Add Persisting heparin-induced thrombocytopenia 

Add D75.829 Heparin-induced thrombocytopenia, unspecified 

Add D75.84 Other platelet-activating anti-PF4 disorders 
Add Spontaneous heparin-induced thrombocytopenia syndrome (without heparin exposure) 
Add Thrombosis with thrombocytopenia syndrome 
Add Vaccine-induced thrombotic thrombocytopenia 

Add Use Additional code, if applicable, for adverse effect of other viral vaccine (T50.B95-) 

D81.82 – Activated Phosphoinositide 3-kinase Delta Syndrome [ARDS] 
(CC) (MDC 16, 25) (MS-DRG 808, 809, 810, 977)
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Activated Phosphoinositide 3-kinase Delta Syndrome (APDS)  
 
Activated Phosphoinositide 3-kinase Delta Syndrome (APDS) is a primary immune regulatory disorder (PIRD) recently identified in 2013. A proposal for 
a specific ICD-10-CM code for APDS has been received from Pharming Healthcare, Inc. This proposal has support from the American Academy of 
Allergy, Asthma & Immunology; Allergy & Asthma Network; American College of Allergy, Asthma & Immunology; Clinical Immunology Society; Immune 
Deficiency Foundation; and Jeffrey Modell Foundation.  
 
APDS is a primary immune regulatory disorder (PIRD). It is clinically defined as a combined immunodeficiency, and impairs the immune system, such 
that individuals with this condition typically have low numbers of white blood cells, particularly certain types of B cells and T cells.1,2 APDS is sometimes 
also called p110d-activating mutation causing senescent T cells, lymphadenopathy, and immunodeficiency (PASLI) disease. It results from an 
autosomal dominant mutation in either the catalytic p110δ (PIK3CD) or regulatory p85a (PIK3R1) subunits, resulting in gain-of-function in the 
phosphoinositide 3-kinase δ (PI3Kδ) pathway.2 However, patients with APDS as a PIRD can also develop autoimmune and inflammatory complications, 
and may thus in some cases need treatment with immunosuppressive therapy.2  
 
Due to the effect on B and T cells, patients with APDS may develop immunodeficiencies and related problems, including but not limited to recurrent 
respiratory tract infections, bronchiectasis, herpes virus infections, autoimmunity, lymphoma, and neurodevelopment delay. Symptoms are highly 
variable, even within families carrying the same mutation. This has led to varied APDS treatments across patients.3 Due to these multiple immunological 
complications, diagnosis of APDS can be difficult.  
 
APDS typically manifests during early childhood. Recurrent respiratory infections are usually the first manifestation of APDS (occurring in infancy or 
childhood from 0-10 years of age), and bronchiectasis and autoimmunity occur later in childhood (4-6 years of age).1 APDS is a rare disease; the 
submitter (Pharming) estimates incidence rates of a minimum of 1-2 cases per million worldwide, although there is some uncertainty in the prevalence 
and the condition may be underdiagnosed, as is the case with most rare diseases.5,6  
 
Immunologists typically diagnose and treat APDS, although many different specialties may be involved in the care and management of patients with 
APDS. Over 40 clinically available tests can aid in diagnosis.4 There are now commercially available genetic tests that can identify mutations in the 
genes (PIK3CD and PIK3R1) leading to a diagnosis of APDS 1 and APDS 2 respectively. Due to great clinical heterogeneity of APDS, treatment varies 
by immunologists by prescribing supportive therapies, such as prophylactic antibiotic therapy, immunoglobulin replacement therapy (IRT), and 
hematopoietic stem cell transplantation (HSCT), as well as sirolimus (rapamycin).5,7  
 
Pharming has a licensing agreement for leniolisib, in late stage development for the treatment of APDS.5 Leniolisib is an oral, small molecule with 
immunomodulating and potentially antineoplastic activities, and is expected to treat overactivated PI3Kδ, the root-cause of APDS.7 While leniolisib is not 
yet Food and Drug Administration (FDA)-approved, and there is no current specific FDA-approved treatment for APDS, it is hoped that it will be 
approved, and reach the market in Q4 2022.8  
 
Creation of a specific code for APDS will support appropriate research, and tracking of the disease, as well as alleviating any potential confusion among 
clinicians or others on the specific diagnosis of APDS, and ultimately enabling specific patients with APDS to receive much needed therapy. Because 
APDS is classified as a combined immunodeficiency, a specific code for APDS is proposed within category D81, Combined immunodeficiencies, at the 
code D81.82.  
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Tabular Modifications 
 
No Change D81.8 Other combined immunodeficiencies 

 
Add D81.82 Activated Phosphoinositide 3-kinase Delta Syndrome [APDS] 
Add p110d-activating mutation causing senescent T cells, lymphadenopathy, and 

immunodeficiency [PASLI] disease 
 

Add Code also, if applicable, any associated manifestations, such as: 
Add bronchiectasis (J47.-) 
Add herpes virus infections (B00.-) 
Add other acute respiratory tract infections (J00-J06; J20-J22) 
Add other infections (A00-B99) 
Add pneumonia (J12-J18) 
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E34.30 - Short stature due to endocrine disorder, unspecified 
(MDC 10) (MS-DRG 643, 644, 645) 
 
E34.31 - Constitutional short stature 
(MDC 10) (MS-DRG 643, 644, 645) 
 
E34.321 - Primary insulin-like growth factor-1 (IGF-1) deficiency 
(MDC 10) (MS-DRG 643, 644, 645) 
 
E34.322 - Insulin-like growth factor-1 (IGF-1) resistance 
(MDC 10) (MS-DRG 643, 644, 645) 
 
E34.328 - Other genetic causes of short stature 
(MDC 10) (MS-DRG 643, 644, 645) 
 
E34.329 - Unspecified genetic causes of short stature 
(MDC 10) (MS-DRG 643, 644, 645) 
 
E34.39 - Other short stature due to endocrine disorder 
(MDC 10) (MS-DRG 643, 644, 645) 
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Short Stature Due to Endocrine Disorder  
 
This proposal submitted by Ipsen Biopharmaceuticals and supported by the Pediatric Endocrine Society was presented at the September 2020 and 
March 2021 Coordination and Maintenance meeting. Based on public comment, revisions have been made (noted in bold) and resubmitted for 
reconsideration.  
 
Changes in normal growth patterns may be a sign of a pathologic condition. As such, physicians monitor linear as well as skeletal growth from birth on 
through adolescence. Experiences and exposures encountered in the intrauterine environment may also influence growth from birth to two-to-three 
years of age, and occasionally throughout childhood and adolescence. Postnatally both growth hormone (GH) and insulin-like growth factor-I (IGF-I) 
drive statural growth. In puberty sex steroid hormones facilitate the pubertal growth spurt.1  
 
With low concentrations of GH and IGF-I hormones, short stature develops. Short stature is defined by a height/length that is two standard deviation 
scores (SDS) away from the mean height/length of the age group, therefore affecting ~2.5% of children.2 Of those, approximately 5%, or 1:1,000 
children have short stature due to endocrine disorders.3  
 
Between birth and puberty, a normal growth rate depends on an adequate secretion and action of growth hormone, which is released from the pituitary 
gland in response to several factors: hypothalamic GH releasing hormone (GHRH), ghrelin, and somatostatin.4 Growth hormone binds to GH receptors 
(GHR), mainly on cells in the liver, although most tissues contain GHRs.5 The interaction between GH and the GHR induces formation and release of 
IGF-I. Both the circulating IGF-I, secreted from the liver into the circulation, and locally produced IGF-I, then exert the growth-promoting effects at the 
level of skeletal muscle, cartilage, bone, and other tissues.4  
 
When these coordinated growth events are altered, short stature may occur. Short stature has a variety of causes and the first step in the diagnostic 
evaluation of growth impairment leading to short stature due to an endocrine disorder will be to rule out other causes of growth failure, including genetic 
syndromes such as Turner syndrome, and several other secondary causes like malnutrition and inflammatory disorders.6  
 
The most common hormonal disorder of the GH/IGF-I axis is GH deficiency (GHD), which is characterized by short stature due to a lack of growth 
hormone production/action.7 Its prevalence is estimated to be between 1:4,000 to 1:10,000.4 It is most often due to low-to-negligible growth hormone 
secretion from the pituitary gland, as is seen in hypopituitarism, but also exists in an isolated form.  
 
To diagnose growth hormone deficiency, growth hormone provocation testing is used in combination with additional testing of IGF-I production, as well 
as measuring the binding protein(s) for IGF-I, as the concentrations of these peptides are highly dependent on GH secretion.8 Some studies suggest 
imaging the hypothalamic-pituitary region via MRI may be more helpful in diagnosing growth hormone deficiency than laboratory assays.9 GHD is 
treated with recombinant human GH (rhGH), also known as somatotropin.7  
 
Growth hormone deficiency must also be ruled out in order to diagnose constitutional short stature, which, along with familial short stature, is a form of 
normal variant short stature often classified as idiopathic short stature (ISS).8,10,11 Constitutional short stature or constitutional growth delay describes 
patients with an unknown cause of short stature. This diagnosis depends on ruling out other causes of short stature, and is further characterized by 
specific auxological characteristics.11 Approximately 70% of children with a short stature diagnosis have some type of idiopathic short stature, including 
constitutional short stature, but also with other unknown etiologies.3 In some situations of ISS (not constitutional short stature or benign familial short 
stature), use of supplemental rhGH can increase the growth potential despite normal endogenous GH production.8  
 
For those children who do not have GHD despite having IGF-I deficiency, primary IGF-I deficiency (PIGFD) may be the underlying etiology.8 Severe 
PIGFD (SPIGFD) is defined by height and circulating IGF-I concentrations below -3 SDS.12,13 A subset of patients with SPIGFD have mutations in the 
GH receptor gene and have Laron-type short stature.14 The prevalence rate of SPIGFD in children suspected of having a growth abnormality is 
approximately 1%.15 In some situations, patients with GHD who develop GH inactivating antibodies are considered GH insensitive, also have IGFD, and 
could also benefit from treatment with rhIGF.16,17  
 
Currently E23.0 Hypopituitarism, would be used for those with short stature specifically caused by altered (decreased) pituitary hormone secretion, 
including GH. E34.3 Short stature due to endocrine disorder covers all other short stature diagnoses. Updates to guidelines for treatment of short stature 
from the Drug and Therapeutics Committee of the Pediatric Endocrine Society specifically call out SPIGFD as a separate diagnosis from GHD and ISS, 
because of the availability of a specific treatment and the opportunity to make a specific diagnosis.8 Providers currently map SPIGFD to any of the 
following codes (E23.0 Hypopituitarism, E34.3 Short stature due to endocrine disorder, and R62.52 Short stature (child)), which has negative 
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implications on tracking and disease management efforts. As it stands, E34.3 broadly describes short stature due to all other endocrine disorders, which, 
again, may be detrimental for disease tracking purposes. Constitutional short stature is also included in the inclusion notes under E34.3.  
 
The cause, diagnostic approach, and treatment needs, and modalities differ significantly between constitutional short stature and SPGIFD.  
 
Based on the above information, an expansion of code E34.3 would establish more precise disease-specific coding used to better identify and track 
patients. More specifically, separating out constitutional short stature from other types of short stature due to endocrine disorder, such as the narrowly 
defined short stature condition of SPIGFD, would also more closely align with the current Pediatric Endocrine Society recommendations for diagnosis 
and management of growth disorders. Modifying the existing ICD-10-CM code will help ensure more precise coding and alignment with current data from 
clinical practice, research databases and registries, and peer reviewed literature.  
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Tabular Modifications 
 

No Change E34 Other endocrine disorders 

No Change E34.3 Short stature due to endocrine disorder 
Delete Constitutional short stature 
Delete Laron-type short stature 

 
Add Excludes1: short stature (child) (R62.52) 

 
Add E34.30 Short stature due to endocrine disorder, unspecified 

 
Add E34.31 Constitutional short stature 
Add Constitutional delay of growth, puberty, or maturation 

 
Add E34.32 Genetic causes of short stature 

 
Add E34.321 Primary insulin-like growth factor-1 (IGF-1) deficiency 
Add Acid-labile subunit gene (IGFALS) defect 
Add Growth hormone gene 1 (GH1) defect with growth hormone neutralizing antibodies 
Add Growth hormone insensitivity syndrome (GHIS) 
Add Insulin-like growth factor 1 gene (IGF1) defect 
Add Laron type short stature 
Add Severe primary insulin-like growth factor-1 deficiency (SPIGFD) 
Add Signal transducer and activator of transcription 5B gene (STAT5b) defect 

 
Add E34.322 Insulin-like growth factor-1 (IGF-1) resistance 
Add Genetic syndrome with resistance to insulin-like growth factor-1 
Add Insulin-like growth factor-1 receptor (IGF-1R) defect 
Add Post-insulin-like growth factor-1 receptor signaling defect 

 
Add E34.328 Other genetic causes of short stature 
Add Short stature due to ACAN gene variant 
Add Short stature due to aggrecan deficiency 



Add Short stature due to NPR-2 gene variant 

Add E34.329 Unspecified genetic causes of short stature 

Add E34.39 Other short stature due to endocrine disorder 

E87.20 - Acidosis, unspecified 
(CC) (MDC 10, 15) (MS-DRG 640, 641, 791, 793)

E87.21 - Acute metabolic acidosis 
(CC) (MDC 10, 15) (MS-DRG 640, 641, 791, 793)

E87.22 - Chronic metabolic acidosis 
(CC) (MDC 10, 15) (MS-DRG 640, 641, 791, 793)

E87.29 - Other acidosis 
(CC) (MDC 10, 15) (MS-DRG 640, 641, 791, 793)
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Acute and Chronic Metabolic Acidosis  

The Renal Physicians Association (RPA) is requesting a new ICD-10-CM code for chronic metabolic acidosis in chronic kidney disease (CKD). 

Chronic metabolic acidosis is both a serious complication and an underlying cause of chronic kidney disease (CKD) progression. As kidney function 
deteriorates, patients cannot secrete adequate amounts of acid. The resulting acid-base imbalance leads to a reduction in serum bicarbonate. It is a 
clinically distinct disorder from acute metabolic acidosis, which either results from hypoperfusion, alterations in glucose metabolism (Diabetic or 
Starvation Ketoacidosis) or less commonly from ingestion of toxic substances. (1) Acute metabolic acidosis is typically associated with conditions that 
result in hospitalization and treatment is primarily aimed at correcting the underlying etiology (e.g., antimicrobial treatment of sepsis, volume 
resuscitation, control of hyperglycemia, etc.). In contrast, chronic metabolic acidosis is caused by a kidney-related pathology, most commonly CKD, and 
treatment is primarily aimed at increasing the serum bicarbonate level over the long term. Recognition and identification of acute versus chronic 
metabolic acidosis in CKD is therefore important to ensure appropriate clinical evaluation, treatment plans and optimal outcomes.  

Chronic metabolic acidosis, a complication of CKD, is also associated with an increased risk of CKD progression and death. (2) Prospective, controlled 
studies and large retrospective cohort studies have shown an association between low serum bicarbonate levels and the progression of renal disease. (3) 
A 1mEq/L decline in serum bicarbonate is associated with a 6-9% increase in the risk of either endstage renal disease (ESRD) or at least a 40% 
reduction in eGFR. The relationship between serum bicarbonate and CKD progression is linear and consistent with subgroups of patients who have 
reduced eGFR and chronic metabolic acidosis. (4)  

Clinical evidence indicates that over time, metabolic acidosis may lead to adverse musculoskeletal effects including muscle wasting and loss of bone 
density as well as increased inflammation and kidney fibrosis. Left uncontrolled, a cycle of worsening acidosis and accelerated progression of kidney 
disease can result. Even mild metabolic acidosis may contribute to the development of bone disease and muscle degradation, a finding that has 
important implications for recognition and urgent treatment of chronic metabolic acidosis in CKD. (5) Other adverse effects of chronic metabolic acidosis 
in CKD include impaired cognitive, vascular and functional status. (6)  

Chronic metabolic acidosis in CKD is undertreated in part due to lack of recognition of the condition. Addition of a new code for metabolic acidosis in 
CKD will enable better identification and tracking of this distinct set of patients, which is anticipated will advance the clinical understanding of the 
condition, and subsequently improve the diagnostic and treatment paradigms. This accurate identification is critical to facilitate research that will further 
elucidate the marked needs and characteristics of metabolic acidosis in CKD and aligns with the clinical consensus reached by clinical experts in the 
field of nephrology.  

There is one ICD-10-CM code for non-diabetic acidosis, E87.2. E87.2 includes multiple forms of non-diabetic acidosis: lactic acidosis; respiratory 
acidosis; and metabolic acidosis. This proposal seeks to expand the E87.2 code to clarify acidosis and accommodate metabolic acidosis in CKD. 

References 
1. Kraut JA and Madia NE. Treatment of acute metabolic acidosis: a pathophysiologic approach. Nature Reviews Nephrology 8, 589-601 (2012). 2.
Dubey AK, et al. Correction of metabolic acidosis improves muscle mass and renal function in chronic kidney disease stages 3 and 4: a randomized
controlled trial. Nephrol Dial Transplant (2018) 1-9; 1. Kidney Disease: Improving Global Outcomes (KDIGO) CKD Work Group. KDIGO 2012 Clinical
Practice Guideline for the Evaluation and Management of Chronic Kidney Disease. Kidney inter., Suppl. 2013; 3: 1–150; Kraut JA, Madias NE. Metabolic
acidosis of CKD: an update. Am J Kidney Dis. 2016;67(2):307-317.
3. Goraya N, et al. A comparison of treating metabolic acidosis in CKD stage 4 hypertensive kidney disease with fruits and vegetables or sodium
bicarbonate. Clin J Am Soc Nephrol 8: 371–381, 2013; Goraya N, et al. Treatment of metabolic acidosis in patients with stage 3 chronic kidney disease
with fruits and vegetables or oral bicarbonate reduced urine angiotensinogen and preserves glomerular filtration rate. Kidney International advance
online publication, 2 April 2014; doi:10.1038/ki.2014.83; Shah SN, et al. Serum bicarbonate levels and the progression of kidney disease: a cohort study.
Am J Kidney Dis. 54(2): 270 - 277, 2009; Dobre M, et al. Association of serum bicarbonate with risk of renal and cardiovascular outcomes in CKD: a
report from the chronic renal insufficiency cohort (CRIC) study. Am J Kidney Dis, 62(4): 670-678, 2013; Raphael K, et al. Higher serum bicarbonate
levels with the normal range are associated with better survival and renal outcomes in African Americans. Kidney Intl, 2011;79(3):356-362; Tangri N, et
al. A predictive model for progression of chronic kidney disease to kidney failure. JAMA, 305:1553-1559,2011; Kovesdy CP, et al. Association of serum
bicarbonate levels with mortality in patients with non-dialysis-dependent CKD. Nephrol Dial Transplant, (2009) 24: 1232-1237; Navaneethan SD, et al.
(2011) Serum bicarbonate and mortality in stage 3 and stage 4 chronic kidney disease. CJASN, 6: 2396 – 2402, 2011; Raphael K. Approach to the
treatment of chronic metabolic acidosis in CKD. Am J Kidney Dis 67(4): 696 – 702, 2016.
4. Tangri N, et al. Use of the kidney failure risk equations to model clinical trial outcomes. Abstract and poster presented at the American Society of
Nephrology (ASN)/Kidney Week 2018. October 2018.

https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm


5. Rajan, VR and Mitch, WE (2008). Muscle wasting in chronic kidney disease: the role of the ubiquitin proteasome system and its clinical impact. 
Pediatr Nephrol 23(4): 527-535; Kraut JA, Madias NE. Metabolic acidosis of CKD: an update. Am J Kidney Dis. 2016;67(2):307-317; 
Domrongkitchaiporn S, et al. Bone histology and bone mineral density after correction of acidosis in distal renal tubular acidosis. Kidney Int. 62: 2160 – 
2166, 2002.  
6. Dobre M, et al. (2018) Serum bicarbonate concentration and cognitive function in hypertensive adults. CJASN April 2018, 13 (4) 59-603; Kendrick J, 
et al. (2018). Effect of treatment of metabolic acidosis on vascular endothelial function in patients with CKD. A pilot randomized cross-over study. CJASN 
October 2018, 13 (10) 1463-1470. 

 
Tabular Modifications 
 

No Change E87 Other disorders of fluid, electrolyte and acid-base balance 
 

No Change E87.2 Acidosis 
Delete Acidosis NOS 
Delete Lactic acidosis 
Delete Metabolic acidosis 
Delete Respiratory acidosis 

 
Add E87.20 Acidosis, unspecified 
Add Lactic acidosis NOS 
Add Metabolic acidosis NOS 
Add Code also, if applicable, respiratory failure with hypercapnia (J96. with 5th character 2) 

Add E87.21 Acute metabolic acidosis 
Add Acute lactic acidosis 

Add E87.22 Chronic metabolic acidosis 
Add Chronic lactic acidosis 

Add Code first underlying etiology, if applicable 

Add E87.29 Other acidosis 
Add Respiratory acidosis NOS 

Add Excludes2: acute respiratory acidosis (J96.02) 
Add chronic respiratory acidosis (J96.12) 

 
 

F01.511 -Vascular dementia, unspecified severity, with agitation 
(CC) (MDC 19) (MS-DRG 884) 
 
F01.518 - Vascular dementia, unspecified severity, with other behavioral disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F01.52 - Vascular dementia, unspecified severity, with psychotic disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F01.53 - Vascular dementia, unspecified severity, with mood disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F01.54 - Vascular dementia, unspecified severity, with anxiety 
(CC) (MDC 19) (MS-DRG 884) 
 
F01.A0 - Vascular dementia, mild, without behavioral disturbance, psychotic disturbance, 
(MDC 19) (MS-DRG 884) 
 
F01.A11 - Vascular dementia, mild, with agitation 
(CC) (MDC 19) (MS-DRG 884) 
 
F01.A18 - Vascular dementia, mild, with other behavioral disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F01.A2 - Vascular dementia, mild, with psychotic disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F01.A3 - Vascular dementia, mild, with mood disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F01.A4 - Vascular dementia, mild, with anxiety 



(CC) (MDC 19) (MS-DRG 884) 
 
F01.B0 - Vascular dementia, moderate, without behavioral disturbance, psychotic disturbance, mood disturbance, and anxiety 
(MDC 19) (MS-DRG 884) 
 
F01.B11 - Vascular dementia, moderate, with agitation 
(CC) (MDC 19) (MS-DRG 884) 
 
F01.818 - Vascular dementia, moderate, with other behavioral disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F01.B2 - Vascular dementia, moderate, with psychotic disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F01.B3 - Vascular dementia, moderate, with mood disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F01.B4 - Vascular dementia, moderate, with anxiety 
(CC) (MDC 19) (MS-DRG 884) 
 
F01.C0 - Vascular dementia, severe, without behavioral disturbance, psychotic disturbance, mood disturbance, and anxiety 
(MDC 19) (MS-DRG 884) 
 
F01.C11 - Vascular dementia, severe, with agitation 
(CC) (MDC 19) (MS-DRG 884) 
 
F01.C18 - Vascular dementia, severe, with other behavioral disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F01.C2 - Vascular dementia, severe, with psychotic disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F01.C3 - Vascular dementia, severe, with mood disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F01.C4 - Vascular dementia, severe, with anxiety 
(CC) (MDC 19) (MS-DRG 884) 
 
F02.811 - Dementia in other diseases classified elsewhere, unspecified severity, with agitation 
(CC) (MDC 19) (MS-DRG 884) 
 
F02.818 - Dementia in other diseases classified elsewhere, unspecified severity, with other behavioral disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F02.82 - Dementia in other diseases classified elsewhere, unspecified severity, with psychotic disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F02.83 - Dementia in other diseases classified elsewhere, unspecified severity, with mood disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F02.84 - Dementia in other diseases classified elsewhere, unspecified severity, with anxiety 
(CC) (MDC 19) (MS-DRG 884) 
 
F02.A0 - Dementia in other diseases classified elsewhere, mild, without behavioral disturbance, psychotic disturbance, mood disturbance, and anxiety 
(MDC 19) (MS-DRG 884) 
 
F02.A11 - Dementia in other diseases classified elsewhere, mild, with agitation 
(CC) (MDC 19) (MS-DRG 884) 
 
F02.A18 - Dementia in other diseases classified elsewhere, mild, with other behavioral disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F02.A2 - Dementia in other diseases classified elsewhere, mild, with psychotic disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F02.A3 - Dementia in other diseases classified elsewhere, mild, with mood disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F02.A4 - Dementia in other diseases classified elsewhere, mild, with anxiety 
(CC) (MDC 19) (MS-DRG 884) 
 
F02.B0 - Dementia in other diseases classified elsewhere, moderate, without behavioral disturbance, psychotic disturbance, mood disturbance, and 
anxiety 
(MDC 19) (MS-DRG 884) 
 
F02.B11 - Dementia in other diseases classified elsewhere, moderate, with agitation 
(CC) (MDC 19) (MS-DRG 884) 
 



F02.B18 - Dementia in other diseases classified elsewhere, moderate, with other behavioral disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F02.B2 - Dementia in other diseases classified elsewhere, moderate, with psychotic disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F02.B3 - Dementia in other diseases classified elsewhere, moderate, with mood disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F02.B4 - Dementia in other diseases classified elsewhere, moderate, with anxiety 
(CC) (MDC 19) (MS-DRG 884) 
 
F02.C0 - Dementia in other diseases classified elsewhere, severe, without behavioral disturbance, psychotic disturbance, mood disturbance, and anxiety 
(MDC 19) (MS-DRG 884) 
 
F02.C11 - Dementia in other diseases classified elsewhere, severe, with agitation 
(CC) (MDC 19) (MS-DRG 884) 
 
F02.C18 - Dementia in other diseases classified elsewhere, severe, with other behavioral disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F02.C2 - Dementia in other diseases classified elsewhere, severe, with psychotic disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F02.C3 - Dementia in other diseases classified elsewhere, severe, with mood disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F02.C4 - Dementia in other diseases classified elsewhere, severe, with anxiety 
(CC) (MDC 19) (MS-DRG 884) 
 
F03.911 - Unspecified dementia, unspecified severity, with agitation 
(CC) (MDC 19) (MS-DRG 884) 
F03.918 - Unspecified dementia, unspecified severity, with other behavioral disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F03.92 - Unspecified dementia, unspecified severity, with psychotic disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F03.93 - Unspecified dementia, unspecified severity, with mood disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F03.94 - Unspecified dementia, unspecified severity, with anxiety 
(CC) (MDC 19) (MS-DRG 884) 
 
F03.A0 - Unspecified dementia, mild, without behavioral disturbance, psychotic disturbance, mood disturbance, and anxiety 
(MDC 19) (MS-DRG 884) 
 
F03.A11 - Unspecified dementia, mild, with agitation 
(CC) (MDC 19) (MS-DRG 884) 
 
F03.A18 - Unspecified dementia, mild, with other behavioral disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F03.A2 - Unspecified dementia, mild, with psychotic disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F03.A3 - Unspecified dementia, mild, with mood disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F03.A4 - Unspecified dementia, mild, with anxiety 
(CC) (MDC 19) (MS-DRG 884) 
 
F03.B0 - Unspecified dementia, moderate, without behavioral disturbance, psychotic disturbance, mood disturbance, and anxiety 
(MDC 19) (MS-DRG 884) 
 
F03.B11 - Unspecified dementia, moderate, with agitation 
(CC) (MDC 19) (MS-DRG 884) 
 
F03.B18 - Unspecified dementia, moderate, with other behavioral disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F03.B2 - Unspecified dementia, moderate, with psychotic disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F03.B3 - Unspecified dementia, moderate, with mood disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F03.B4 - Unspecified dementia, moderate, with anxiety 



(CC) (MDC 19) (MS-DRG 884) 
 
F03.C0 - Unspecified dementia, severe, without behavioral disturbance, psychotic disturbance, mood disturbance, and anxiety 
(MDC 19) (MS-DRG 884) 
 
F03.C11 - Unspecified dementia, severe, with agitation 
(CC) (MDC 19) (MS-DRG 884) 
 
F03.C18 - Unspecified dementia, severe, with other behavioral disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F03.C2 - Unspecified dementia, severe, with psychotic disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F03.C3 - Unspecified dementia, severe, with mood disturbance 
(CC) (MDC 19) (MS-DRG 884) 
 
F03.C4 - Unspecified dementia, severe, with anxiety 
(CC) (MDC 19) (MS-DRG 884) 
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Dementia: Stage of Severity, Behavioral and Psychological Symptoms  

Dementia, also known as major neurocognitive disorder, is characterized by a significant decline in cognitive functions such as memory, problem-
solving, attention, and language skills. It is generally due to an underlying disorder such as cerebrovascular disease or Alzheimer's disease, although a 
specific underlying disorder sometimes cannot be identified.  

The burden for dementia is high to both patients, whose quality of life is greatly impacted, as well as society in terms of resources required. For example, 
among individuals age 65 or older, those with dementia have twice as many hospital stays per year and their rate of skilled nursing facility stays is 
almost four times higher.1 In addition, patients with chronic conditions and dementia use more healthcare services than patients with chronic conditions 
who do not have dementia.1  

Current codes for dementia do not identify the stage of severity and also do not fully identify behavioral and psychological symptoms of dementia 
(BPSD). Both of these clinical elements are major factors in patient management strategies. Particularly because dementia is progressive, there is a 
great need for the longitudinal clinical data to capture the stage of severity and the key associated disorders over time to move research and clinical 
studies forward.  

Stage of Severity 

The progression of dementia moves through three characteristic stages of cognitive impairment or neurobehavioral changes: mild dementia, moderate 
dementia, and severe dementia. In accordance with definitions for which there is broad consensus,2 these stages are routinely used by clinicians 
working with dementia patients as well as professional societies and advocacy groups, including the American Academy of Neurology, the American 
Geriatrics Society, the Gerontological Society of America, the National Society on Aging, and the Alzheimer’s Association.  

Mild dementia : Clearly evident functional impact on daily life, affecting mainly instrumental activities. No longer fully independent/requires occasional 
assistance with daily life activities.  

Moderate dementia : Extensive functional impact on daily life with impairment in basic activities. No longer independent and requires frequent assistance 
with daily life activities.  

Severe dementia : Clinical interview may not be possible. Complete dependency due to severe functional impact on daily life with impairment in basic 
activities, including basic self-care.  

In conjunction with the descriptive picture, the same stages are assigned though quantitative measures on various staging tests and instruments which 
have demonstrated reliability and validity in capturing disease progression.3  

The precise scope of the stages may vary to some degree according to the type of dementia as well as patient education, age, and ethnicity. However, 
because the severity stages are based on changes in an individual's daily function, they are widely applied to dementia due to all underlying disorders as 
well as dementia of unknown etiology.  

Management in earlier stages generally consists of establishing coping behaviors and managing symptoms with medications. Other medications are 
introduced in later stages when symptoms and associated conditions are more severe, and new environments or contracted caretakers often become 
necessary. Research suggests that the healthcare costs increase as the stage of severity does.4  

It should be noted that a diagnosis of mild cognitive disorder, also known as mild cognitive impairment, has been recognized as preceding dementia in 
many cases. On the continuum, mild cognitive disorder is characterized by cognitive deficits that exceed those expected for a particular age but do not 
reach the level of clinical dementia. This pre-dementia state may be protracted but may also progress to dementia. A proposal to create new 
subcategory F06.7 with new codes for mild cognitive disorder was presented at the September 2020 and March 2021 Coordination and Maintenance 
Committee Meeting. Additional revisions have been made to that proposal and is being re-presented at the September 2021 meeting. Related changes 
in the proposal for mild neurocognitive disorder are factored into the proposal for dementia. 

https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm


Behavioral and Psychological Symptoms of Dementia  

Although codes exist for dementia without and with behavioral disturbances, there is a need for additional detail on other key associated disorders, 
particularly psychotic disorders, mood disorders, and anxiety. Moreover, within behavioral disorders, there is a need to distinctly identify agitation. 
Associated disorders in dementia are variously referred to as behavioral and psychological symptoms of dementia (BPSD), noncognitive behavioral 
changes (NCBC), 5 and neuropsychiatric symptoms (NPS). These are broader than the current coding structure. BPSD can generally be grouped into 
three main categories: behavioral disturbances, psychotic disorders, and mood (affective) disorders.6  

Anxiety is also a common BPSD. However, while some literature includes anxiety together with affective disorders, ICD-10-CM classifies anxiety 
separately. Patients may have predominantly one type of BPSD or they may have more than one. Reflecting the need to align management strategies 
with the type of BPSD displayed by the patient, consensus diagnostic criteria have developed over time for the main types. More recently, the 
International Psychogeriatric Association has developed and validated a provisional consensus definition of agitation in dementia, as distinct from how 
this disorder may present in other populations.7  

The key associated disorders represent significant clinical problems in their own right and are actually responsible for driving the care provided to 
dementia patients. The associated disorders are what typically bring patients to the attention of clinicians. For example, agitation is the alarming factor 
which prompts visits to the Emergency Department. Importantly, to date, dementia itself is not directly treatable. What is being treated is actually the 
associated disorder. For example, dementia with delusions and hallucinations may result in psychosocial interventions or, failing that, treatment with 
anti-psychotic medication.  

The presence of the key associated disorders also links to patient outcomes, impacting quality of life, cost of care, institutionalization, and accelerated 
mortality.5 Agitation is generally considered the most disruptive of the behavioral disturbances because it is associated with increased rates of 
institutionalization.7 Some studies have identified a correlation between psychoses and acceleration of cognitive decline and increased mortality,8 as well 
as a correlation between mood disorders and lowered Quality of Life scores.9  

Specific codes for the associated disorders will also support the National Partnership to Improve Dementia Care, a CMS priority to balance the use of 
pharmacologic approaches and to enhance patient-centered dementia care practices.   

At some point, most patients with dementia are afflicted with some form of BPSD. There is an urgent need for the clinical data to identify the stages at 
which these disorders develop and how they present. This will help to enable recognition of the appropriate management strategies for interventions as 
well as development of new non-pharmacological and pharmacological approaches to improve the adverse outcomes.  
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Tabular Modifications 
 

No Change F01 Vascular dementia 
 

Add Includes: major neurocognitive disorder due to vascular disease 
Add multi-infarct dementia 

 
Revise from F01.5 Vascular dementia 
Revise to F01.5 Vascular dementia, unspecified severity 

 
Revise from F01.50 Vascular dementia without behavioral disturbance 
Revise to F01.50 Vascular dementia, unspecified severity, without behavioral disturbance, psychotic disturbance, mood 

disturbance, and anxiety 
Revise from Major neurocognitive disorder without behavioral disturbance 
Revise to Major neurocognitive disorder due to vascular disease NOS 
Add Vascular dementia NOS 

 
Revise from F01.51 Vascular dementia with behavioral disturbance 
Revise to F01.51 Vascular dementia, unspecified severity, with behavioral disturbance 
Delete Major neurocognitive disorder due to vascular disease, with behavioral disturbance 
Delete Major neurocognitive disorder with aggressive behavior 
Delete Major neurocognitive disorder with combative behavior 
Delete Major neurocognitive disorder with violent behavior 
Delete Vascular dementia with aggressive behavior 
Delete Vascular dementia with combative behavior 
Delete Vascular dementia with violent behavior 

 
Delete Use Additional code, if applicable, to identify wandering in vascular dementia (Z91.83) 



 
Add F01.511 Vascular dementia, unspecified severity, with agitation 
Add Major neurocognitive disorder due to vascular disease, unspecified severity, with aberrant motor 

behavior such as restlessness, rocking, pacing, or exit-seeking 
Add Major neurocognitive disorder due to vascular disease, unspecified severity, with verbal or 

physical behaviors such as profanity, shouting, threatening, anger, aggression, combativeness, 
or violence 

Add Vascular dementia, unspecified severity, with aberrant motor behavior such as restlessness, 
rocking, pacing, or exit-seeking 

Add Vascular dementia, unspecified severity, with verbal or physical behaviors such as profanity, 
shouting, threatening, anger, aggression, combativeness, or violence 

 
Add F01.518 Vascular dementia, unspecified severity, with other behavioral disturbance 
Add Major neurocognitive disorder due to vascular disease, unspecified severity, with behavioral 

disturbances such as sleep disturbance, social disinhibition, or sexual disinhibition 
Add Vascular dementia, unspecified severity, with behavioral disturbances such as sleep 

disturbance, social disinhibition, or sexual disinhibition 
 

Add Use Additional code, if applicable, to identify wandering in vascular dementia (Z91.83) 
 

Add F01.52 Vascular dementia, unspecified severity, with psychotic disturbance 
Add Major neurocognitive disorder due to vascular disease, unspecified severity, with psychotic disturbance such 

as hallucinations, paranoia, suspiciousness, or delusional state 
Add Vascular dementia, unspecified severity, with psychotic disturbance such as hallucinations, paranoia, 

suspiciousness, or delusional state 
 

Add F01.53 Vascular dementia, unspecified severity, with mood disturbance 
Add Major neurocognitive disorder due to vascular disease, unspecified severity, with mood 
Add Vascular dementia, unspecified severity, with mood disturbance such as depression, apathy, or 

anhedonia 
 

Add F01.54 Vascular dementia, unspecified severity, with anxiety 
Add Major neurocognitive disorder due to vascular disease, unspecified severity, with anxiety 

 
Add F01.A Vascular dementia, mild 

 
Add Excludes1: mild neurocognitive disorder due to known physiological condition with or without 

behavioral disturbance (F06.7-) 
 

Add F01.A0 Vascular dementia, mild, without behavioral disturbance, psychotic disturbance, mood 
disturbance, and anxiety 

Add Major neurocognitive disorder due to vascular disease, mild, NOS 
Add Vascular dementia, mild, NOS 

 
Add F01.A1 Vascular dementia, mild, with behavioral disturbance 

 
Add F01.A11 Vascular dementia, mild, with agitation 
Add Major neurocognitive disorder due to vascular disease, mild, with aberrant motor behavior such 

as restlessness, rocking, pacing, or exit-seeking 
Add Major neurocognitive disorder due to vascular disease, mild, with verbal or physical behaviors 

such as profanity, shouting, threatening, anger, aggression, combativeness, or violence 
Add Vascular dementia, mild, with aberrant motor behavior such as restlessness, rocking, 

pacing, or exit-seeking 
Add Vascular dementia, mild, with verbal or physical behaviors such as profanity, shouting, 

threatening, anger, aggression, combativeness, or violence 
 

Add F01.A18 Vascular dementia, mild, with other behavioral disturbance 
Add Major neurocognitive disorder due to vascular disease, mild, with behavioral disturbances 

such as sleep disturbance, social disinhibition, or sexual disinhibition 
Add Vascular dementia, mild, with behavioral disturbances such as sleep disturbance, social 

disinhibition, or sexual disinhibition 
 

Add Use Additional code, if applicable, to identify wandering in vascular dementia (Z91.83) 
 

Add F01.A2 Vascular dementia, mild, with psychotic disturbance 
Add Major neurocognitive disorder due to vascular disease, mild, with psychotic disturbance such as 

hallucinations, paranoia, suspiciousness, or delusional state 
Add Vascular dementia, mild, with psychotic disturbance such as hallucinations, paranoia, suspiciousness, 

or delusional state 
 

Add F01.A3 Vascular dementia, mild, with mood disturbance 
Add Major neurocognitive disorder due to vascular disease, mild, with mood disturbance such as depression, 

apathy, or anhedonia 
Add Vascular dementia, mild, with mood disturbance such as depression, apathy, or anhedonia 

 



Add F01.A4 Vascular dementia, mild, with anxiety 
Add Major neurocognitive disorder due to vascular disease, mild, with anxiety 

 
Add F01.B Vascular dementia, moderate 

 
Add F01.B0 Vascular dementia, moderate, without behavioral disturbance, psychotic disturbance, 

mood disturbance, and anxiety 
Add Major neurocognitive disorder due to vascular disease, moderate, NOS 
Add Vascular dementia, moderate, NOS 

 
Add F01.B1 Vascular dementia, moderate, with behavioral disturbance 
Add F01.B11 Vascular dementia, moderate, with agitation 
Add Major neurocognitive disorder due to vascular disease, moderate, with aberrant motor behavior 

such as restlessness, rocking, pacing, or exit-seeking 
Add Major neurocognitive disorder due to vascular disease, moderate, with verbal or physical 

behaviors such as profanity, shouting, threatening, anger, aggression, combativeness, or 
violence 

Add Vascular dementia, moderate, with aberrant motor behavior such as restlessness, rocking, pacing, 
or exit-seeking 

Add Vascular dementia, moderate, with verbal or physical behaviors such as profanity, shouting, 
threatening, anger, aggression, combativeness, or violence 

 
Add F01.B18 Vascular dementia, moderate, with other behavioral disturbance 
Add Major neurocognitive disorder due to vascular disease, moderate, with behavioral disturbances 

such as sleep disturbance, social disinhibition, or sexual disinhibition 
Add Vascular dementia, moderate, with behavioral disturbances such as sleep disturbance, 

social disinhibition, or sexual disinhibition 
 

Add Use Additional code, if applicable, to identify wandering in vascular dementia (Z91.83) 
 

Add F01.B2 Vascular dementia, moderate, with psychotic disturbance 
Add Major neurocognitive disorder due to vascular disease, moderate, with psychotic disturbance 

such as hallucinations, paranoia, suspiciousness, or delusional state 
Add Vascular dementia, moderate, with psychotic disturbance such as hallucinations, paranoia, suspiciousness, or 

delusional state 
 

Add F01.B3 Vascular dementia, moderate, with mood disturbance 
Add Major neurocognitive disorder due to vascular disease, moderate, with mood disturbance such as 

depression, apathy, or anhedonia 
Add Vascular dementia, moderate, with mood disturbance such as depression, apathy, or anhedonia 

 
Add F01.B4 Vascular dementia, moderate, with anxiety 
Add Major neurocognitive disorder due to vascular disease, moderate, with anxiety 

 
Add F01.C Vascular dementia, severe 

 
Add F01.C0 Vascular dementia, severe, without behavioral disturbance, psychotic disturbance, mood disturbance, 

and anxiety 
Add Major neurocognitive disorder due to vascular disease, severe, NOS 
Add Vascular dementia, severe, NOS 

 
Add F01.C1 Vascular dementia, severe, with behavioral disturbance 

 
Add F01.C11 Vascular dementia, severe, with agitation 
Add Major neurocognitive disorder due to vascular disease, severe, with aberrant motor behavior 

such as restlessness, rocking, pacing, or exit-seeking 
Add Major neurocognitive disorder due to vascular disease, severe, with verbal or physical 

behaviors such as profanity, shouting, threatening, anger, aggression, combativeness, or 
violence 

Add Vascular dementia, severe, with aberrant motor behavior such as restlessness, rocking, 
pacing, or exit-seeking 

Add Vascular dementia, severe, with verbal or physical behaviors such as profanity, shouting, 
threatening, anger, aggression, combativeness, or violence 

 
Add F01.C18 Vascular dementia, severe, with other behavioral disturbance 
Add Major neurocognitive disorder due to vascular disease, severe, with behavioral disturbances 

such as sleep disturbance, social disinhibition, or sexual disinhibition 
Add Vascular dementia, severe, with behavioral disturbances such as sleep 

disturbance, social disinhibition, or sexual disinhibition 
 

Add Use Additional code, if applicable, to identify wandering in vascular dementia (Z91.83) 
 

Add F01.C2 Vascular dementia, severe, with psychotic disturbance 
Add Major neurocognitive disorder due to vascular disease, severe, with psychotic disturbance such as 



hallucinations, paranoia, suspiciousness, or delusional state 
Add Vascular dementia, severe, with psychotic disturbance such as hallucinations, paranoia, suspiciousness, 

or delusional state 
 

Add F01.C3 Vascular dementia, severe, with mood disturbance 
Add Major neurocognitive disorder due to vascular disease, severe, with mood disturbance such as 

depression, apathy, or anhedonia 
Add Vascular dementia, severe, with mood disturbance such as depression, apathy, or anhedonia 

 
Add F01.C4 Vascular dementia, severe, with anxiety 
Add Major neurocognitive disorder due to vascular disease, severe, with anxiety 

 
No Change F02 Dementia in other diseases classified elsewhere 

 
Add Excludes1: mild neurocognitive disorder due to known physiological condition with or without behavioral disturbance (F06.7-) 

 

No Change Excludes2: 
Revise from vascular dementia (F01.5-) 
Revise to vascular dementia (F01.5-, F01.A-, F01.B-, F01.C-) 

 
Revise from F02.8 Dementia in other diseases classified elsewhere 
Revise to F02.8 Dementia in other diseases classified elsewhere, unspecified severity 

 
Revise from F02.80 Dementia in other diseases classified elsewhere without behavioral disturbance 
Revise to F02.80 Dementia in other diseases classified elsewhere, unspecified severity, without behavioral 

disturbance, psychotic disturbance, mood disturbance, and anxiety 
Revise from Major neurocognitive disorder in other diseases classified elsewhere 
Revise to Major neurocognitive disorder in other diseases classified elsewhere NOS 

 
Revise from F02.81 Dementia in other diseases classified elsewhere with behavioral disturbance 
Revise to F02.81 Dementia in other diseases classified elsewhere, unspecified severity, with behavioral 

disturbance 
Delete Dementia in other diseases classified elsewhere with aggressive behavior 
Delete Dementia in other diseases classified elsewhere with combative behavior 
Delete Dementia in other diseases classified elsewhere with violent behavior 
Delete Major neurocognitive disorder in other diseases classified elsewhere with aggressive behavior 
Delete Major neurocognitive disorder in other diseases classified elsewhere with combative behavior 
Delete Major neurocognitive disorder in other diseases classified elsewhere with violent behavior 

 
Delete Use Additional code, if applicable, to identify wandering in dementia in conditions classified 

elsewhere (Z91.83) 
 

Add F02.811 Dementia in other diseases classified elsewhere, unspecified severity, with agitation 
Add Dementia in other diseases classified elsewhere, unspecified severity, with aberrant motor 

behavior such as restlessness, rocking, pacing, or exit-seeking 
Add Dementia in other diseases classified elsewhere, unspecified severity, with verbal or physical 

behaviors such as profanity, shouting, threatening, anger, aggression, combativeness, or violence 
Add Major neurocognitive disorder in other diseases classified elsewhere, unspecified severity, with 

aberrant motor behavior such as restlessness, rocking, pacing, or 
exit-seeking 

Add Major neurocognitive disorder in other diseases classified elsewhere, unspecified severity, with 
verbal or physical behaviors such as profanity, shouting, threatening, anger, aggression, 
combativeness, or violence 

 
Add F02.818 Dementia in other diseases classified elsewhere, unspecified severity, with other behavioral 

disturbance 
Add Dementia in other diseases classified elsewhere with sleep disturbance, social disinhibition, or 

sexual disinhibition 
Add Major neurocognitive disorder in other diseases classified elsewhere with sleep disturbance, 

social disinhibition, or sexual disinhibition 
 

Add Use Additional code, if applicable, to identify wandering in dementia in conditions classified 
elsewhere (Z91.83) 

 
Add F02.82 Dementia in other diseases classified elsewhere, unspecified severity, with psychotic 

disturbance 
Add Dementia in other diseases classified elsewhere, unspecified severity, with psychotic disturbance such 

as hallucinations, paranoia, suspiciousness, or delusional state 
Add Major neurocognitive disorder in other diseases classified elsewhere, unspecified, with psychotic disturbance 

such as hallucinations, paranoia, suspiciousness, or delusional state 
 

Add F02.83 Dementia in other diseases classified elsewhere, unspecified severity, with mood disturbance 
Add Dementia in other diseases classified elsewhere, unspecified severity, with mood disturbance 

such as depression, apathy, or anhedonia 



Add Major neurocognitive disorder in other diseases classified elsewhere unspecified severity, with mood 
disturbance such as with depression, apathy, or anhedonia 

 
Add F02.84 Dementia in other diseases classified elsewhere, unspecified severity, with anxiety 
Add Major neurocognitive disorder in other diseases classified elsewhere unspecified severity, with anxiety 

 
Add F02.A Dementia in other diseases classified elsewhere, mild 

 
Add Excludes1: mild neurocognitive disorder due to known physiological condition with or without 

behavioral disturbance (F06.7-) 
 

Add F02.A0 Dementia in other diseases classified elsewhere, mild, without behavioral disturbance, 
psychotic disturbance, mood disturbance, and anxiety 

Add Dementia in other diseases classified elsewhere, mild, NOS 
Add Major neurocognitive disorder in other diseases classified elsewhere, mild, NOS 

 
Add F02.A1 Dementia in other diseases classified elsewhere, mild, with behavioral disturbance 

 
Add F02.A11 Dementia in other diseases classified elsewhere, mild, with agitation 
Add Dementia in other diseases classified elsewhere, mild, with aberrant motor behavior such 

as restlessness, rocking, pacing, or exit-seeking 
Add Dementia in other diseases classified elsewhere, mild, with verbal or physical behaviors such 

as profanity, shouting, threatening, anger, aggression, combativeness, or violence 
Add Major neurocognitive disorder in other diseases classified elsewhere, mild, with aberrant motor 

behavior such as restlessness, rocking, pacing, or exit-seeking 
Add Major neurocognitive disorder in other diseases classified elsewhere, mild, with verbal or 

physical behaviors such as profanity, shouting, threatening, anger, aggression, 
combativeness, or violence 

 
Add F02.A18 Dementia in other diseases classified elsewhere, mild, with other behavioral disturbance 
Add Dementia in other diseases classified elsewhere, mild, with behavioral disturbances 

such as sleep disturbance, social disinhibition, or sexual 
disinhibition 

Add Major neurocognitive disorder in other diseases classified elsewhere, mild, with behavioral 
disturbances such as sleep disturbance, social disinhibition, or sexual disinhibition 

 
Add Use Additional code, if applicable, to identify wandering in dementia in conditions 

classified elsewhere (Z91.83) 
 

Add F02.A2 Dementia in other diseases classified elsewhere, mild, with psychotic disturbance 
Add Dementia in other diseases classified elsewhere, mild, with psychotic disturbance such as hallucinations, 

paranoia, suspiciousness, or delusional state 
Add Major neurocognitive disorder in other diseases classified elsewhere, mild, with psychotic disturbance such 

as hallucinations, paranoia, suspiciousness, or delusional state 
 

Add F02.A3 Dementia in other diseases classified elsewhere, mild, with mood disturbance 
Add Dementia in other diseases classified elsewhere, mild, with mood disturbance such as depression, 

apathy, or anhedonia 
Add Major neurocognitive disorder in other diseases classified elsewhere, mild, with mood disturbance such 

as depression, apathy, or anhedonia 
 

Add F02.A4 Dementia in other diseases classified elsewhere, mild, with anxiety 
Add Major neurocognitive disorder in other diseases classified elsewhere, mild, with anxiety 

 
Add F02.B Dementia in other diseases classified elsewhere, moderate 

 
Add F02.B0 Dementia in other diseases classified elsewhere, moderate, without behavioral disturbance, 

psychotic disturbance, mood disturbance, and anxiety 
Add Dementia in other diseases classified elsewhere, moderate, NOS 
Add Major neurocognitive disorder in other diseases classified elsewhere, moderate, NOS 

 
Add F02.B1 Dementia in other diseases classified elsewhere, moderate, with behavioral disturbance 

 
Add F02.B11 Dementia in other diseases classified elsewhere, moderate, with agitation 
Add Dementia in other diseases classified elsewhere, moderate, with aberrant motor behavior such 

as restlessness, rocking, pacing, or exit-seeking 
Add Dementia in other diseases classified elsewhere, moderate, with verbal or physical behaviors 

such as profanity, shouting, threatening, anger, aggression, combativeness, or violence 
Add Major neurocognitive disorder in other diseases classified elsewhere, moderate, with aberrant 

motor behavior such as restlessness, rocking, pacing, or exit- seeking 
Add Major neurocognitive disorder in other diseases classified elsewhere, moderate, with verbal or 

physical behaviors such as profanity, shouting, threatening, anger, aggression, combativeness, or 
violence 

 
Add F02.B18 Dementia in other diseases classified elsewhere, moderate, with other behavioral 



disturbance 
Add Dementia in other diseases classified elsewhere, moderate, with behavioral disturbances 

such as sleep disturbance, social disinhibition, or sexual disinhibition 
Add Major neurocognitive disorder in other diseases classified elsewhere, moderate, with behavioral 

disturbance such as sleep disturbance, social disinhibition, or sexual disinhibition 
 

Add Use Additional code, if applicable, to identify wandering in dementia in conditions 
classified elsewhere (Z91.83) 

 
Add F02.B2 Dementia in other diseases classified elsewhere, moderate, with psychotic disturbance 
Add Dementia in other diseases classified elsewhere, moderate, with psychotic disturbance 

such as hallucinations, paranoia, suspiciousness, or delusional state 
Add Major neurocognitive disorder in other diseases classified elsewhere, moderate, with psychotic disturbance 

such as hallucinations, paranoia, suspiciousness, or delusional state 
 

Add F02.B3 Dementia in other diseases classified elsewhere, moderate, with mood disturbance 
Add Dementia in other diseases classified elsewhere, moderate, with mood disturbance such as depression, 

apathy, or anhedonia 
Add Major neurocognitive disorder in other diseases classified elsewhere, moderate, with mood disturbance such 

as depression, apathy, or anhedonia 
 

Add F02.B4 Dementia in other diseases classified elsewhere, moderate, with anxiety 
Add Major neurocognitive disorder in other diseases classified elsewhere, moderate, with anxiety 

 
Add F02.C Dementia in other diseases classified elsewhere, severe 

 
Add F02.C0 Dementia in other diseases classified elsewhere, severe, without behavioral disturbance, 

psychotic disturbance, mood disturbance, and anxiety 
Add Dementia in other diseases classified elsewhere, severe, NOS 
Add Major neurocognitive disorder in other diseases classified elsewhere, severe, NOS 

 
Add F02.C1 Dementia in other diseases classified elsewhere, severe, with behavioral disturbance 

 
Add F02.C11 Dementia in other diseases classified elsewhere, severe, with agitation 
Add Dementia in other diseases classified elsewhere, severe, with aberrant motor behavior such 

as restlessness, rocking, pacing, or exit-seeking 
Add Dementia in other diseases classified elsewhere, severe, with verbal or physical behaviors such 

as profanity, shouting, threatening, anger, aggression, combativeness, or violence 
Add Major neurocognitive disorder in other diseases classified elsewhere, severe, with aberrant motor 

behavior such as restlessness, rocking, pacing, or exit-seeking 
Add Major neurocognitive disorder in other diseases classified elsewhere, severe, with verbal or 

physical behaviors such as profanity, shouting, threatening, anger, aggression, combativeness, or 
violence 

 
Add F02.C18 Dementia in other diseases classified elsewhere, severe, with other behavioral 

disturbance 
Add Dementia in other diseases classified elsewhere, severe, with behavioral disturbances 

such as sleep disturbance, social disinhibition, or sexual disinhibition 
Add Major neurocognitive disorder in other diseases classified elsewhere, severe, with behavioral 

disturbances such as sleep disturbance, social disinhibition, or sexual disinhibition 
 

Add Use Additional code, if applicable, to identify wandering in dementia in conditions 
classified elsewhere (Z91.83) 

 
Add F02.C2 Dementia in other diseases classified elsewhere, severe, with psychotic disturbance 
Add Dementia in other diseases classified elsewhere, severe, with psychotic disturbance such as hallucinations, 

paranoia, suspiciousness, or delusional state 
Add Major neurocognitive disorder in other diseases classified elsewhere, severe, with psychotic disturbance such 

as hallucinations, paranoia, suspiciousness, or delusional state 
 

Add F02.C3 Dementia in other diseases classified elsewhere, severe, with mood disturbance 
Add Dementia in other diseases classified elsewhere, severe, with mood disturbance such as depression, 

apathy, or anhedonia 
Add Major neurocognitive disorder in other diseases classified elsewhere, severe, with mood disturbance such 

as depression, apathy, or anhedonia 
 

Add F02.C4 Dementia in other diseases classified elsewhere, severe, with anxiety 
Add Major neurocognitive disorder in other diseases classified elsewhere, severe, with anxiety 

 
No Change F03 Unspecified dementia 
Add Major neurocognitive disorder NOS 

 
Revise from F03.9 Unspecified dementia 
Revise to F03.9 Unspecified dementia, unspecified severity 



 
Revise from F03.90 Unspecified dementia without behavioral disturbance 
Revise to F03.90 Unspecified dementia, unspecified severity, without behavioral disturbance, psychotic 

disturbance, mood disturbance, and anxiety 
 

Revise from F03.91 Unspecified dementia with behavioral disturbance 
Revise to F03.91 Unspecified dementia, unspecified severity, with behavioral disturbance 
Delete Unspecified dementia with aggressive behavior 
Delete Unspecified dementia with combative behavior 
Delete Unspecified dementia with violent behavior 

 
Delete Use Additional code, if applicable, to identify wandering in unspecified dementia (Z91.83) 

 
Add F03.911 Unspecified dementia, unspecified severity, with agitation 
Add Unspecified dementia, unspecified severity, with aberrant motor behavior such as restlessness, 

rocking, pacing, or exit-seeking 
Add Unspecified dementia, unspecified severity, with verbal or physical behaviors such as profanity, 

shouting, threatening, anger, aggression, combativeness, or violence 
 

Add F03.918 Unspecified dementia, unspecified severity, with other behavioral disturbance 
Add Unspecified dementia, unspecified severity, with behavioral disturbances such as sleep 

disturbance, social disinhibition, or sexual disinhibition 
 

Add Use Additional code, if applicable, to identify wandering in unspecified dementia (Z91.83) 
 

Add F03.92 Unspecified dementia, unspecified severity, with psychotic disturbance 
Add Unspecified dementia, unspecified severity, with psychotic disturbance such as hallucinations, 

paranoia, suspiciousness, or delusional state 
 

Add F03.93 Unspecified dementia, unspecified severity, with mood disturbance 
Add Unspecified dementia, unspecified severity, with mood disturbance such as depression, apathy, or 

anhedonia 
 

Add F03.94 Unspecified dementia, unspecified severity, with anxiety 
 

Add F03.A Unspecified dementia, mild 
 

Add Excludes1: mild neurocognitive disorder due to known physiological condition with or without 
behavioral disturbance (F06.7-) 

 
Add F03.A0 Unspecified dementia, mild, without behavioral disturbance, psychotic disturbance, mood disturbance, 

and anxiety 
Add Dementia, mild, NOS 

 
Add F03.A1 Unspecified dementia, mild, with behavioral disturbance 

 
Add F03.A11 Unspecified dementia, mild, with agitation 
Add Unspecified dementia, mild, with aberrant motor behavior such as restlessness, rocking, pacing, 

or exit-seeking 
Add Unspecified dementia, mild, with verbal or physical behaviors such as profanity, shouting, 

threatening, anger, aggression, combativeness, or violence 
 

Add F03.A18 Unspecified dementia, mild, with other behavioral disturbance 
Add Unspecified dementia, mild, with behavioral disturbances such as sleep disturbance, 

social disinhibition, or sexual disinhibition 
 

Add Use Additional code, if applicable, to identify wandering in unspecified dementia (Z91.83) 
 

Add F03.A2 Unspecified dementia, mild, with psychotic disturbance 
Add Unspecified dementia, mild, with psychotic disturbance such as hallucinations, paranoia, suspiciousness, 

or delusional state 
 

Add F03.A3 Unspecified dementia, mild, with mood disturbance 
Add Unspecified dementia, mild, with mood disturbance such as depression, apathy, or anhedonia 

 
Add F03.A4 Unspecified dementia, mild, with anxiety 

 
Add F03.B Unspecified dementia, moderate 

 
Add F03.B0 Unspecified dementia, moderate, without behavioral disturbance, psychotic disturbance, 

mood disturbance, and anxiety 
Add Dementia, moderate, NOS 

 
Add F03.B1 Unspecified dementia, moderate, with behavioral disturbance 

 



Add F03.B11 Unspecified dementia, moderate, with agitation 
Add Unspecified dementia, moderate, with aberrant motor behavior such as restlessness, 

rocking, pacing, or exit-seeking 
Add Unspecified dementia, moderate, with verbal or physical behaviors such as profanity, shouting, 

threatening, anger, aggression, combativeness, or violence 
 

Add F03.B18 Unspecified dementia, moderate, with other behavioral disturbance 
Add Unspecified dementia, moderate, with behavioral disturbances such as sleep disturbance, 

social disinhibition, or sexual disinhibition 
 

Add Use Additional code, if applicable, to identify wandering in unspecified dementia (Z91.83) 
 

Add F03.B2 Unspecified dementia, moderate, with psychotic disturbance 
Add Unspecified dementia, moderate, with psychotic disturbance such as hallucinations, paranoia, 

suspiciousness, or delusional state 
 

Add F03.B3 Unspecified dementia, moderate, with mood disturbance 
Add Unspecified dementia, moderate, with mood disturbance such as depression, apathy, or anhedonia 

 
Add F03.B4 Unspecified dementia, moderate, with anxiety 

 
Add F03.C Unspecified dementia, severe 

 
Add F03.C0 Unspecified dementia, severe, without behavioral disturbance, psychotic disturbance, 

mood disturbance, and anxiety 
Add Dementia, severe, NOS 

 
Add F03.C1 Unspecified dementia, severe, with behavioral disturbance 

 
Add F03.C11 Unspecified dementia, severe, with agitation 
Add Unspecified dementia, severe, with aberrant motor behavior such as 

restlessness, rocking, pacing, or exit-seeking 
Add Unspecified dementia, severe, with verbal or physical behaviors such as profanity, shouting, 

threatening, anger, aggression, combativeness, or violence 
 

Add F03.C18 Unspecified dementia, severe, with other behavioral disturbance 
Add Unspecified dementia, severe, with behavioral disturbances such as sleep 

disturbance, social disinhibition, or sexual disinhibition 
 

Add Use Additional code, if applicable, to identify wandering in unspecified dementia (Z91.83) 
 

Add F03.C2 Unspecified dementia, severe, with psychotic disturbance 
Add Unspecified dementia, severe, with psychotic disturbance such as hallucinations, paranoia, suspiciousness, or 

delusional state 
 

Add F03.C3 Unspecified dementia, severe, with mood disturbance 
Add Unspecified dementia, severe, with mood disturbance such as depression, apathy, or anhedonia 

 
Add F03.C4 Unspecified dementia, severe, with anxiety 

 
 

F06.70 - Mild neurocognitive disorder due to known physiological condition without 
behavioral disturbance 
(MDC 19, 25) (MS-DRG 884, 974, 975, 976) 
 
F06.71 - Mild neurocognitive disorder due to known physiological condition with behavioral disturbance 
(CC) (MDC 19, 25) (MS-DRG 884, 974, 975, 976) 
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Mild Neurocognitive Disorder Due to Known Physiological Conditions 
 
Cognitive impairment related to aging occurs on a continuum ranging from the typical changes related to normal aging to cognitive deficits that exceed 
those expected given a person’s age but yet are not so severe as to be considered a dementia, and finally deficits of sufficient severity to warrant a 
dementia diagnosis. 
 
Similarly, degenerative diseases of the nervous system typically evolve over time so that there may be a period of asymptomatic histopathological 
changes to a period of mild cognitive impairment (often protracted) on the way to the development of overt dementia. In recent years there has been 
great interest in identifying and potentially treating individuals during this pre- dementia period with the hope that clinical interventions might prevent the 
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progression of the underlying illness. The American Psychiatric Association is requesting a new code subcategory and code expansion to capture this 
information. 
 
Background: At the September 30, 2005, meeting of the ICD-9-CM Coordination and Maintenance Committee meeting, the American Academy of 
Neurology proposed the addition of a new code for mild cognitive impairment (MCI). In their proposal, they defined MCI as “a disease entity defined 
by an impairment in memory (or any other cognitive domain) that is beyond what is normal for age, with relatively intact function in the other domains.”  
In explaining the need for this new code, they noted that using the standard set of criteria for MCI (1) patients progress to dementia at a rate of 
approximately 12% per year and when followed up at 6 years, approximately 80% of them will have converted to dementia, suggesting that this 
diagnosis identifies mildly cognitively impaired patients at high risk of developing dementia (2). This rate was in marked distinction to incidence rates 
from a similar community progression rate of 1-2% per year and at the time this proposal was made, the underlying etiology of cases of MCI that 
progressed to dementia was presumed to be Alzheimer’s disease (3). 
 
Over the past fifteen years, presentations of mild cognitive impairment related to neurodegenerative diseases other than Alzheimer’s disease as well 
as to other diseases in ICD- 10-CM have garnered increased clinical and research interest, including MCI due to vascular disease (4), due to 
frontotemporal degeneration (5), due to HIV disease (6), due to Lewy body disease (7), due to traumatic brain injury (8), due to Parkinson’s disease (9), and 
due to Huntington’s disease (10). However, there is currently no ICD-10-CM for cases of mild cognitive disorder due to other medical conditions. 
The American Psychiatric Association (APA) is proposing a new subcategory for “Mild cognitive disorder due to a known physiological condition” at 
code category F06, Other mental disorders due to known physiological condition. 
 
This proposal is being modeled after F02.8, Dementia in diseases classified elsewhere, with a coding note instruction to “Code first the underlying 
physiological condition” in order to allow for the specification of the underlying pathologic condition. A subset of the conditions listed under F02.8 have 
been included as well, since mostly the same conditions that can cause dementia can also cause mild cognitive disorder. It is also being proposed to 
use a modified version of the excludes1 note that is currently under G31.84, Mild cognitive impairment, so stated, since most of these are also 
applicable to proposed new code (F06.7-) 
 
Finally, it is being proposed to include the provision of a 5th digit to indicate the presence (or absence) of a behavioral disturbance, a provision which is 
also modelled after F02.8. This new provision offers an important opportunity for the clinical documentation of progression of behavioral symptoms that 
have been increasingly recognized as a highly significant indicator of progression of the underlying disease along the continuum. (11,12) 
 
APA is also recommending that G31.84, Mild cognitive impairment, so stated, be retained but that it applies only to cases of mild cognitive impairment 
which are presumed to be due to a medical etiology, but for which the etiology is currently uncertain or unknown. It is also being recommended to revise 
the code title of G31.84 from “Mild cognitive impairment, so stated” to 
“Mild cognitive impairment of uncertain or unknown etiology.”. 
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Tabular Modifications 
 
No Change F06 Other mental disorders due to known physiological condition 

 
Add F06.7 Mild neurocognitive disorder due to known physiological condition 
Add Mild neurocognitive impairment due to a known physiological condition 

 
Add Code first the underlying physiological condition, such as: 
Add Alzheimer's disease (G30.-) 
Add frontotemporal neurocognitive disorder (G31.09) 
Add human immunodeficiency virus [HIV] disease (B20) 



Add Huntington's disease (G10) 
Add Neurocognitive disorder with Lewy bodies (G31.83) 
Add Parkinson's disease (G20) 
Add systemic lupus erythematosus (M32.-) 
Add traumatic brain injury (S06.-) 
Add vitamin B deficiency (E53-) 

 
Add Excludes1: age related cognitive decline (R41.81) 
Add altered mental status (R41.82) 
Add cerebral degeneration (G31.9) 
Add change in mental status (R41.82) 
Add cognitive deficits following (sequelae of) cerebral hemorrhage or infarction (I69.01- I69.11-, I69.21-

I69.31-, I69.81- I69.91-) 
Add dementia (F01.-, F02.-, F03) 
Add mild cognitive impairment due to unknown or unspecified etiology (G31.84) 
Add neurologic neglect syndrome (R41.4) 
Add personality change, nonpsychotic (F68.8) 

 
Add F06.70 Mild neurocognitive disorder due to known physiological condition without behavioral 

disturbance 
Add Mild neurocognitive disorder due to known physiological condition, NOS 

 
Add F06.71 Mild neurocognitive disorder due to known physiological condition with behavioral disturbance 

 
 

F10.90 - Alcohol use, unspecified, uncomplicated 
(MDC 20) (MS-DRG 894, 895, 896, 897) 
 
F10.91 - Alcohol use, unspecified, in remission 
(MDC 20) (MS-DRG 894, 895, 896, 897) 
 
F11.91 - Opioid use, unspecified, in remission 
(MDC 20) (MS-DRG 894, 895, 896, 897) 
 
F12.91 - Cannabis use, unspecified, in remission 
(MDC 20) (MS-DRG 894, 895, 896, 897) 
 
F13.91 - Sedative, hypnotic or anxiolytic use, unspecified, in remission 
(MDC 20) (MS-DRG 894, 895, 896, 897) 
 
F14.91 - Cocaine use, unspecified, in remission 
(MDC 20) (MS-DRG 894, 895, 896, 897) 
 
F15.91 - Other stimulant use, unspecified, in remission 
(MDC 20) (MS-DRG 894, 895, 896, 897) 
 
F16.91 - Hallucinogen use, unspecified, in remission 
(MDC 20) (MS-DRG 894, 895, 896, 897) 
 
F18.91 - Inhalant use, unspecified, in remission 
(MDC 20) (MS-DRG 894, 895, 896, 897) 
 
F19.91 - Other psychoactive substance use, unspecified, in remission 
(MDC 20) (MS-DRG 894, 895, 896, 897) 
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Substance Use Unspecified in Remission 
In May 2013, the Fifth Edition of Diagnostic and Statistical Manual of Mental Disorders (DSM- 5) was released by the American Psychiatric Association 
(APA). The DSM-5 provides substance use diagnostic criteria for ten different substances, including alcohol. The DSM-5 further categorizes the 
clinical diagnoses in terms of the current severity of the substance use disorder (mild, moderate or severe which correspond to abuse or dependence 
in ICD-10-CM) or, if not currently using the substance at a disordered level, whether the substance use disorder is in partial or full remission. 
 
ICD-10-CM currently provides codes for differentiating levels of severity (e.g., F10.1 Alcohol abuse vs. Alcohol Dependence vs. F10.9 Alcohol use 
unspecified when the severity of use is not known) as well as codes for differentiating between current use and prior use but currently in remission (e.g., 
F10.10 Alcohol abuse uncomplicated vs. F10.11 Alcohol abuse in remission, and F10.20 Alcohol dependence, uncomplicated vs. F10.21 Alcohol 
dependence in remission). 
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At this time, the ICD-10-CM code set does not include a code for substance use, unspecified, in remission; one must know if a patient was most 
recently a mild, moderate, or severe user (abuse or dependent) to code the current remission status. Consequently, cases in which the patient is 
known to have been previously diagnosed with a substance use disorder and whose pattern of substance use currently meets the criteria for 
remission status, yet the severity of the substance use before achieving remission status is not known, cannot be coded. 
 
It is the request of the submitter to create new ICD-10-CM codes for “unspecified use in remission” for the reporting of current remission status when 
previous severity is not known. 
 
Moreover, in the course of preparing this submission, it was discovered that F10.90 (Alcohol use, unspecified, uncomplicated) which would be used in 
cases where the alcohol use pattern is unspecified, but it is known that the use pattern is not complicated by an alcohol-induced disorder such as 
alcohol-induced mood disorder.  This contrasts with the existing F10.99 Alcohol use unspecified with unspecified alcohol-induced disorder, in which 
both the pattern of alcohol use and the possible presence of an alcohol-induced disorder are unspecified. Such a code exists for the other instances of 
F1x.90 (i.e., other drug classes). Given that alcohol is no different from the other substance classes with respect to these unspecified categories, the 
omission of F10.90 alcohol use, unspecified, uncomplicated is almost certainly an oversight and thus it is recommended that F10.90 also be added to 
ICD-10-CM. 
 

Tabular Modification 
 
No Change F10.9 Alcohol use, unspecified 
 
Add F10.90 Alcohol use, unspecified, uncomplicated 
 
Add F10.91 Alcohol use, unspecified, in remission 
 
No Change F11 Opioid related disorders 
 
No Change F11.9 Opioid use, unspecified 
 
Add F11.91 Opioid use, unspecified, in remission 
 
No Change F12 Cannabis related disorders 
 
No Change F12.9 Cannabis use, unspecified 
 
Add F12.91 Cannabis use, unspecified, in remission 
 
No Change F13 Sedative, hypnotic, or anxiolytic related disorders 
 
No Change F13.9 Sedative, hypnotic or anxiolytic-related use, unspecified 
 
Add F13.91 Sedative, hypnotic or anxiolytic use, unspecified, in remission 
 
No Change F14 Cocaine related disorders 
 
No Change F14.9 Cocaine use, unspecified 
 
Add F14.91 Cocaine use, unspecified, in remission 
 
No Change F15 Other stimulant related disorders 
 
No Change F15.9 Other stimulant use, unspecified 
 
Add F15.91 Other stimulant use, unspecified, in remission 
 
No Change F16 Hallucinogen related disorders 
 
No Change F16.9 Hallucinogen use, unspecified 
 
Add F16.91 Hallucinogen use, unspecified, in remission 
 
No Change F18 Inhalant related disorders 
 
No Change F18.9 Inhalant use, unspecified 
 
Add F18.91 Inhalant use, unspecified, in remission 
 
No Change F19 Other psychoactive substance related disorders 
 
No Change F19.9 Other psychoactive substance use, unspecified 
 
Add F19.91 Other psychoactive substance use, unspecified, in remission 
 



F43.81 - Prolonged grief disorder 
(MDC 19) (MS-DRG 882) 
F43.89 - Other reactions to severe stress 
(MDC 19) (MS-DRG 882) 
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Prolonged Grief Disorder  
 
Prolonged Grief Disorder (PGD) is a condition newly added to the 5th edition of the American Psychiatric Association (APA) Diagnostic and Statistical 
Manual of Mental Disorders (DSM-5). Over the past three decades, there has been increasing recognition and conclusive research demonstrating 
that prolonged grief disorder, which is characterized by intense, prolonged symptoms of grief coupled with clinically significant functional impairment 
that persists beyond twelve (12) months post-loss, constitutes a distinct mental disorder. It has been estimated that one out of ten bereaved adults 
following a non-violent loss is at risk for developing PGD (1). 

 
The American Psychiatric Association is proposing a code for a new disorder, Prolonged Grief Disorder, to code category F43, Reaction to severe stress 
and adjustment disorders. According to DSM-5, prolonged grief disorder involves the development of a prolonged grief response that persists for at least 
one year. This is characterized by intense yearning or longing for the deceased person (often with intense sorrow and frequent crying) and/or 
preoccupation with thoughts or memories of the deceased. Additional symptoms occurring since the death include identity disruption (e.g., feeling as 
though part of oneself has died), a marked sense of disbelief about the death, avoidance of reminders that the person is dead, at times intense 
emotional pain (e.g., anger, bitterness, guilt, worthlessness, self-pity) and emotional numbness at other times, intense loneliness, having problems 
engaging with friends, pursuing interests or planning for the future, and feeling that life is meaningless. 
 
Numerous studies have demonstrated that prolonged grief disorder is distinct from other mental disorders, including major depressive disorder, 
generalized anxiety disorder, and posttraumatic stress disorder (2-9) and is associated with significant suffering and enduring functional impairments (2,7-

9,15). PGD has idiosyncratic neurobiological (10) and clinical (7-9,11-13) correlates. This disorder can persist unabated for months or even years (9,14); is 
associated with marked increases in risks for serious medical conditions, including cardiac disease, hypertension, cancer, and immunological 
deficiency, as well as reduced quality of life (15) and may only respond to targeted interventions (16,17). 
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Tabular Modifications 
 
No Change F43 Reaction to severe stress, and adjustment disorders 
 
No Change F43.8 Other reactions to severe stress 
 
Add F43.81 Prolonged grief disorder 
Add Complicated grief 

https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm


Add Complicated grief disorder 
Add Persistent complex bereavement disorder 
 
Add F43.89 Other reactions to severe stress 
 
No Change F43.9 Reaction to severe stress, unspecified 
Add Unspecified trauma and stressor-related disorder 
 
 

G71.031 - Autosomal dominant limb girdle muscular dystrophy 
(MDC 01) (MS-DRG 091, 092, 093) 
 
G71.032 - Autosomal recessive limb girdle muscular dystrophy due to calpain-3 dysfunction 
(MDC 01) (MS-DRG 091, 092, 093) 
 
G71.033 - Limb girdle muscular dystrophy due to dysferlin dysfunction 
(MDC 01) (MS-DRG 091, 092, 093) 
 
G71.0340 - Limb girdle muscular dystrophy due to sarcoglycan dysfunction, unspecified 
(MDC 01) (MS-DRG 091, 092, 093) 
 
G71.0341 - Limb girdle muscular dystrophy due to alpha sarcoglycan dysfunction 
(MDC 01) (MS-DRG 091, 092, 093) 
 
G71.0342 - Limb girdle muscular dystrophy due to beta sarcoglycan dysfunction 
(MDC 01) (MS-DRG 091, 092, 093) 
 
G71.0349 - Limb girdle muscular dystrophy due to other sarcoglycan dysfunction 
(MDC 01) (MS-DRG 091, 092, 093) 
 
G71.035 - Limb girdle muscular dystrophy due to anoctamin-5 dysfunction 
(MDC 01) (MS-DRG 091, 092, 093) 
 
G71.038 - Other limb girdle muscular dystrophy 
(MDC 01) (MS-DRG 091, 092, 093) 
 
G71.039 - Limb girdle muscular dystrophy, unspecified 
(MDC 01) (MS-DRG 091, 092, 093) 
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Limb Girdle Muscular Dystrophies 
 
Muscular dystrophy has several major types and dozens of sub-types. (1) The five most common types of muscular dystrophy are: Becker, Duchenne, 
Facioscapulohumeral (FSH), Myotonic, and Limb Girdle. (2) There are specific ICD-10-CM codes for Myotonic (G71.11), Becker and Duchenne (G71.01), 
and FSH (G71.02) muscular dystrophies. It is proposed to add codes for limb girdle muscular dystrophy (LGMD) and selected LGMD subtypes. This 
proposal is based on a submission from and on behalf of a coalition of LGMD patient advocacy organizations and LGMD clinical experts, and reflects the 
input of clinicians, researchers, biopharmaceutical companies, physical therapists, coding experts, and other medical professionals familiar with LGMD. 
 
Limb girdle muscular dystrophies are a group of genetically inherited conditions that primarily affect proximal skeletal muscle leading to loss of muscle 
fibers and progressive, predominantly proximal muscle weakness. (3) To be considered an LGMD, the condition must be described in at least two 
unrelated families, individuals must demonstrate degenerative changes on muscle imaging over the course of the disease, and have dystrophic changes 
on muscle histology, ultimately leading to end- stage pathology for the most affected muscles. Most affected individuals achieve independent walking, 
and most individuals have an elevated serum creatine kinase activity. (4) 
 
There are currently 34 identified subtypes of LGMD, each with a unique genetic cause. (4) While clinical presentations can be similar (thus explaining the 
initial grouping) these differing genetic causes result in varying presentations and have variation in pathophysiology. Prevalence of subtypes can vary 
markedly in different subpopulations, due to founder effects. Some of the most prevalent LGMD subtypes are the autosomal recessive LGMDs caused 
by mutations in the genes that code for the proteins calpain-3, dysferlin, anoctamin5, and alpha-sarcoglycan. (6) Sarcoglycan is a tetramer, made up of 
four subunits, alpha-sarcoglycan, beta-sarcoglycan, gamma-sarcoglycan, and delta- sarcoglycan. Mutations in each of these can cause LGMD, with 
prevalence of dysfunction most common for alpha-sarcoglycan, followed in order by beta- sarcoglycan, gamma- sarcoglycan, and delta-sarcoglycan. 
There is ongoing work involving advanced clinical therapeutic programs that could potentially result in an FDA-approved treatment for a number of the 
LGMD subtypes within five years, including both beta sarcoglycanopathy and gamma sarcoglycanopathy. (5) 

 
Similar to the rationale used to create ICD-10-CM codes for Duchenne, Becker, and FSH muscular dystrophies, creating specific codes for the LGMDs 
will provide more accurate diagnoses; increase access to targeted care management and treatment; and inform patient decision making on clinical trials 
and resources for subtype-specific patient communities. Specific codes will facilitate the surveillance of these diseases; will allow more accurate 
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estimates of their incidence, prevalence, survivorship, mortality and its causes, injuries, symptoms, and health visits; will help to identify factors that 
influence health status and secondary conditions and will facilitate targeted therapeutic development and treatment at the LGMD subtype level. On a 
larger scale, ICD-10-CM codes can be used to compare health information across hospitals, regions, clinical settings, countries, and even across time in 
a given location and to facilitate the evaluation of clinical guidelines. 
 
Conditions for which new specific codes have been proposed here have an estimated prevalence of at least one per million population in at least some 
available published information, with the caveats noted that such prevalence numbers can vary across different populations and noting that there may be 
some uncertainty in these estimates, and different estimates from different studies. NCHS invites comments broadly related to creation of ICD-10-CM 
codes for rare conditions, as well as comments specific to this proposal. 
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Tabular Modifications 
 
No Change G71 Primary disorders of muscles 
 
No Change G71.0 Muscular dystrophy 
 
Add G71.03 Limb girdle muscular dystrophies 
 
Add G71.031 Autosomal dominant limb girdle muscular dystrophy 
Add LGMD D4 calpain-3-related 
Add LGMD D5 collagen 6-related 
Add Limb girdle muscular dystrophy type 1 
 
Add G71.032 Autosomal recessive limb girdle muscular dystrophy due to calpain-3 dysfunction 
Add Limb girdle muscular dystrophy type 2A 
Add LGMD R1 calpain-3-related 
Add Primary calpainopathy 
 
Add G71.033 Limb girdle muscular dystrophy due to dysferlin dysfunction 
Add Dysferlinopathy 
Add LGMD R2 dysferlin-related 
Add Limb girdle muscular dystrophy type 2B 
Add Miyoshi Myopathy type 1 
 
Add G71.034 Limb girdle muscular dystrophy due to sarcoglycan dysfunction 
 
Add G71.0340 Limb girdle muscular dystrophy due to sarcoglycan dysfunction, unspecified 
Add Sarcoglycanopathy, NOS 
 
Add G71.0341 Limb girdle muscular dystrophy due to alpha sarcoglycan dysfunction 
Add Alpha sarcoglycanopathy 
Add Limb-girdle muscular dystrophy due to alpha-sarcoglycan deficiency 
Add Limb girdle muscular dystrophy type 2D 
 
Add G71.0342 Limb girdle muscular dystrophy due to beta sarcoglycan dysfunction 
Add Beta sarcoglycanopathy 
Add Limb girdle muscular dystrophy due to beta-sarcoglycan deficiency 
Add Limb girdle muscular dystrophy type 2E 
 
Add G71.0349 Limb girdle muscular dystrophy due to other sarcoglycan dysfunction 
Add Delta sarcoglycanopathy 
Add Delta-sarcoglycan-related LGMD R6 
Add Gamma sarcoglycanopathy 
Add Gamma-sarcoglycan-related LGMD R5 
Add Limb girdle muscular dystrophy type 2C 
Add Limb girdle muscular dystrophy type 2F 
 
Add G71.035 Limb girdle muscular dystrophy due to anoctamin-5 dysfunction 
Add Anoctamin-5-related LGMD R12 
Add Anoctaminopathy 
Add Autosomal recessive limb girdle muscular dystrophy type 2L 

https://doi.org/10.1038/s41436-019-0544-8


Add Miyoshi myopathy type 3 
 
Add G71.038 Other limb girdle muscular dystrophy 
Add LGMD R9 FKRP-related 
Add LGMD R22 collagen 6-related 
 
Add Limb girdle muscular dystrophy due to fukutin related protein dysfunction 
Add Limb girdle muscular dystrophy type 2I 
Add Other autosomal recessive limb girdle muscular dystrophy 
 
Add G71.039 Limb girdle muscular dystrophy, unspecified 
 
No Change G71.09 Other specified muscular dystrophies 
Delete Limb-girdle muscular dystrophy 
 
 

G90.A - Postural orthostatic tachycardia syndrome [POTS] 
(MDC 01, 15) (MS-DRG 091, 092, 093, 791, 793) 
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Postural orthostatic tachycardia syndrome (POTS) 
Postural orthostatic tachycardia syndrome (POTS) is a chronic autonomic nervous system disorder that can cause severe disability, and impaired 
quality of life. 1 POTS is estimated to affect as many as 500,000 to 3 million people in the U.S. 2, although precise epidemiological studies have not been 
conducted to date. 
 
Although POTS was given its modern definition in 1993 3, it has been described in the medical literature since the Civil War. 4 At that time, a military 
physician, J. M. DaCosta, described a post-infectious syndrome in soldiers resulting in severe lightheadedness, tachycardia, dyspnea, headache, 
abdominal distension, and fatigue. This has also been known as DaCosta syndrome, Irritable Heart, Solider’s Heart, Civil War Syndrome, Effort 
Syndrome, and many other terms throughout history. Infectious agents are one of the most common triggers for the onset of POTS.1,5 

 
There is not a specific ICD-10-CM code for POTS, nor is there an index entry for it. One code that has been recommended and used is I49.8, Other 
specified cardiac arrhythmias. However, this is misleading. The tachycardia in POTS is sinus tachycardia that is noted upon standing which returns to 
either normal sinus rhythm or persistent, albeit lower rate of, sinus tachycardia upon assuming a recumbent position. 
 
Creation of a specific code for POTS will support research, including clinical, epidemiological, medical utilization and economic impact, and other POTS 
research. There is growing interest in POTS research from government agencies and academic medical centers around the world. The US Congress 
has recognized POTS and the need for improved clinical care and research.6 The 
U.S. National Institutes of Health recently issued its first Notice of Special Interest to Stimulate Research on the Diagnosis, Treatment, and Mechanistic 
Understanding of Postural Orthostatic Tachycardia Syndrome.7 

 
A request for creation of a specific code for POTS within the category G90 has been received from Jeffrey R. Boris, MD (Jeffrey R. Boris, MD LLC), and 
Lauren Stiles, JD (Dysautonomia International and Research Assistant Professor of Neurology at Stony Brook University). 
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Tabular Modifications 
 
No Change G90 Disorders of autonomic nervous system 
 
Add G90.A Postural orthostatic tachycardia syndrome [POTS] 
Add Chronic orthostatic intolerance 
Add Postural tachycardia syndrome 
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G93.31 - Postviral fatigue syndrome 
(MDC 23, 25) (MS-DRG 947, 948, 977) 
  
G93.32 - Myalgic encephalomyelitis/chronic fatigue syndrome 
(MDC 23, 25) (MS-DRG 947, 948, 977) 
  
G93.39 - Other post infection and related fatigue syndromes 
(MDC 23, 25) (MS-DRG 947, 948, 977) 
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Postviral and Related Fatigue Syndromes 
In 2015, the Institute of Medicine (IOM), now called the National Academy of Medicine, published an extensive evidence review of “myalgic 
encephalomyelitis/chronic fatigue syndrome” (ME/CFS) and recommended new diagnostic criteria. The CDC, disease experts, and many clinical 
guidance and medical education providers have already adopted the IOM criteria along with the term “myalgic encephalomyelitis/chronic fatigue 
syndrome.” Postviral Fatigue Syndrome proposals were presented at the September 2011 and September 2018 C&M meetings; the comments did not 
support the proposals. An updated proposal is included. This new proposal was submitted by The International Association for Chronic Fatigue 
Syndrome/Myalgic Encephalomyelitis, #MEAction, Open Medicine Foundation, Solve M.E., Massachusetts ME/CFS & FM Association, the Minnesota 
ME/CFS Alliance, and Pandora Org. 
 
Currently, the term does not exist in the ICD-10-CM and the ICD-10-CM code most often used is the one for “chronic fatigue syndrome,” which is the 
same code as the symptom of “chronic fatigue”, (R53.82). As a result, it is difficult to accurately track ME/CFS separate from the symptom of chronic 
fatigue. This could also have secondary effects on healthcare resource planning, fiscal support for clinical care, use of medical records in future 
research, provisioning of workplace/school accommodations, and determination of disability benefits. 
 
In its 2015 report, the Institute of Medicine concluded that ME/CFS is “a serious, chronic, complex, and multisystem disease,” characterized by the 
hallmark symptom of post-exertional malaise (PEM) in which even small amounts of cognitive and physical exertion can exacerbate symptoms that can 
last for days, weeks or sometimes months. ME/CFS is debilitating with an estimated 25% of patients homebound or bedbound and as many as 75% 
unable to work or go to school. ME/CFS is known to often follow a viral infection. 
 
The rationale for including ME/CFS as a synonym to ME is that the ME and ME/CFS criteria, including the IOM criteria, all require the hallmark 
symptoms of post-exertional malaise, unrefreshing sleep, profound fatigue, and significant impairment in function. These criteria also include other 
symptoms such as cognitive impairment, orthostatic intolerance, pain, and sensory sensitivity. The US ME/CFS Clinician Coalition recommends 
the IOM criteria for 
diagnosis in the US, but also acknowledges the similarities across these definitions and notes that some experts use the 2003 Canadian Consensus 
Criteria (labeled as ME/CFS) and the 2011 ME International Consensus Criteria (labeled as ME) to validate an IOM-criteria clinical diagnosis of ME/CFS. 
 
The IOM report established new diagnostic criteria that include PEM and substantial impairment in functioning, profound fatigue, unrefreshing sleep, 
and either cognitive issues or orthostatic intolerance. Other common but non-required symptoms include joint and muscle pain, headaches, and 
sensitivity to noise and light. Published peer-reviewed studies have demonstrated neurological, immunological, autonomic, and energy metabolism 
impairment associated with these symptoms. 
 
In addition to the new clinical diagnostic criteria, the IOM also recommended a new name, “Systemic exertion intolerance disease (SEID).” Federal 
agencies including CDC and NIH, disease experts, and medical education and clinical guidance providers have adopted the term “ME/CFS,” instead 
of SEID, along with the new clinical diagnostic criteria recommended by the IOM in the 2015 report. 
 
The IOM noted that not all persons previously diagnosed with CFS using the Fukuda CFS definition, used in the US prior to adoption of the IOM 
criteria, would meet the new IOM criteria for ME/CFS. The IOM did not intend the term ME/CFS to be a replacement for the term chronic fatigue 
syndrome or an amalgamation of all ME and CFS diagnoses. 
 
Consideration was given as a potential alternative is to have coders separately apply the two codes for the terms, myalgic encephalomyelitis and 
chronic fatigue syndrome when the doctor diagnoses ME/CFS. However, this does not capture the name of the disease as specified by the doctor or 
in clinical guidance and medical education. Additionally, this currently could not be done due to existing instructional (Excludes1) notes. 
 
The code title for ICD-10-CM code, G93.3, is currently, postviral fatigue syndrome (PVFS) and ME is an inclusion term. Because the G93.3 title 
specifies postviral illness, some doctors have declined to diagnose ME when viral illness is not proven. However, according to practice and 
established criteria, ME can be triggered by both viral and non-viral precipitants, including non- viral infections and non-infectious causes. This is also 
true for the definitions that use the ME/CFS label, including the IOM criteria. 
 
It is also being recommended the code title G93.3, Postviral fatigue syndrome, be revised to Postviral and related fatigue syndromes to include other 
precipitants and still maintain the code title’s original wording. By its name, the term postviral fatigue syndrome is intended only for post-viral illness. 
But as noted above, the terms ME and ME/CFS include both viral and nonviral precipitants. 
 
The ME and ME/CFS definitions further specify that symptoms should persist for 6 months 
while PVFS is used even if patients have not been sick for six months. 
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Tabular Modifications 
 
Revise from G93.3 Postviral fatigue syndrome 
Revise to G93.3 Postviral and related fatigue syndromes 
Delete Benign myalgic encephalomyelitis 
 
Add Use Additional code, if applicable, for post COVID-19 condition, unspecified (U09.9) 
 
Add Excludes1: neurasthenia (F48.8) 
 
Add G93.31 Postviral fatigue syndrome 
 
Add G93.32 Myalgic encephalomyelitis/chronic fatigue syndrome 
Add Chronic fatigue syndrome 
Add ME/CFS 
Add Myalgic encephalomyelitis 
 
Add G93.39 Other post infection and related fatigue syndromes 
 

I20.2 - Refractory angina pectoris 
(CC) (MDC 05) (MS-DRG 311)  
 
I25.112 - Atherosclerosic heart disease of native coronary artery with refractory angina pectoris 
(CC) (MDC 05) (MS-DRG 302, 303)  
 
I25.702 - Atherosclerosis of coronary artery bypass graft(s), unspecified, with refractory angina pectoris 
(CC) (MDC 05) (MS-DRG 302, 303)  
 
I25.712 - Atherosclerosis of autologous vein coronary artery bypass graft(s) with refractory angina pectoris 
(CC) (MDC 05) (MS-DRG 302, 303)  
 
I25.722 - Atherosclerosis of autologous artery coronary artery bypass graft(s) with refractory angina pectoris 
(CC) (MDC 05) (MS-DRG 302, 303)  
 
I25.732 - Atherosclerosis of nonautologous biological coronary artery bypass graft(s) with refractory angina pectoris 
(CC) (MDC 05) (MS-DRG 302, 303)  
 
I25.752 - Atherosclerosis of native coronary artery of transplanted heart with refractory angina pectoris 
(CC) (MDC 05) (MS-DRG 302, 303)  
 
I25.762 - Atherosclerosis of bypass graft of coronary artery of transplanted heart with refractory angina pectoris 
(CC) (MDC 05) (MS-DRG 302, 303)  
 
I25.792 - Atherosclerosis of other coronary artery bypass graft(s) with refractory angina pectoris 
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Refractory Angina Pectoris 

Chronic angina pectoris, refractory to medical and interventional therapies, is a common and disabling medical condition, and a major public health 
problem that affects millions of patients worldwide 1. The clinical burden of refractory angina (RA) is growing due to an aging population and improved 
survival from coronary artery disease (CAD). Estimates suggest that in the US up to 1.8 million patients suffer from RA 2. 
 
Refractory angina is conventionally defined as a chronic condition characterized by angina in the setting of coronary artery disease (CAD), which 
cannot be controlled by a combination of optimal medical therapy, angioplasty or bypass surgery, and where reversible myocardial ischemia has 
been clinically established to be the cause of the symptoms 3. 
 
An increasing number of patients, particularly those with advanced, chronic coronary artery disease 4 have severe symptoms of angina despite 
optimal medical therapy. However, refractory angina is common not only in patients who are not good candidates for revascularization, but also in 
patients following successful revascularization. Persistence or recurrence of angina after PCI or CABG surgery is well recognized and may affect 20–
40% of patients during short and medium-term 5,6,7,8,9,10,11. 
 
When further revascularization options are limited, these patients are frequently described as being no option for treatment, and as having refractory 
angina. The care of these patients is challenging, and the guidance available from national practice guidelines is limited. 

The American College of Cardiology/American Heart Association Task Force on Practice Guidelines, and the American Association for Thoracic 
Surgery, Preventive Cardiovascular Nurses Association, Society for Cardiovascular Angiography and Interventions, and Society of Thoracic Surgeons 
2012 Guideline for Diagnosis and Management of Patients with Stable Ischemic Heart Disease and the 2014 Focused Update includes treatment of 
patients with refractory angina. 

The European Society of Cardiology (ESC) released guidelines in 2019 for treatment of patients with refractory angina. 

There are currently no diagnosis codes available to describe refractory angina pectoris. There are diagnosis codes available to describe unstable 
angina (I20.0), angina pectoris with documented spasm (I20.1), other forms of angina pectoris (I20.8) and angina pectoris, unspecified (I20.9). 

A specialty medical device company submitted this proposal requesting the creation of a specific code for angina pectoris, refractory to distinguish 
refractory angina pectoris from other angina diagnoses, thus improving data collection and management of the disease. 
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Tabular Modifications 
 
No Change I20 Angina pectoris 
 
Add I20.2 Refractory angina pectoris 
 
No Change I25 Chronic ischemic heart disease 
 
No Change I25.1 Atherosclerotic heart disease of native coronary artery 
 
No Change I25.11 Atherosclerotic heart disease of native coronary artery with angina pectoris 
 
Add I25.112 Atherosclerosic heart disease of native coronary artery with refractory angina pectoris 
 
No Change I25.7 Atherosclerosis of coronary artery bypass graft(s) and coronary artery of transplanted heart with angina pectoris 
 
No Change I25.70 Atherosclerosis of coronary artery bypass graft(s), unspecified, with angina pectoris 
 
Add I25.702 Atherosclerosis of coronary artery bypass graft(s), unspecified, with refractory angina pectoris 
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No Change I25.71 Atherosclerosis of autologous vein coronary artery bypass graft(s) with angina pectoris 
 
Add I25.712 Atherosclerosis of autologous vein coronary artery bypass graft(s) with refractory 
angina pectoris 
 
No Change I25.72 Atherosclerosis of autologous artery coronary artery bypass graft(s) with angina pectoris 
 
Add I25.722 Atherosclerosis of autologous artery coronary artery bypass graft(s) with refractory 
angina pectoris 
 
No Change I25.73 Atherosclerosis of nonautologous biological coronary artery bypass graft(s) with angina pectoris 
 
Add I25.732 Atherosclerosis of nonautologous biological coronary artery bypass graft(s) with refractory 
angina pectoris 
 
No Change I25.75 Atherosclerosis of native coronary artery of transplanted heart with angina pectoris 
 
Add I25.752 Atherosclerosis of native coronary artery of transplanted heart with refractory angina pectoris 
 
No Change I25.76 Atherosclerosis of bypass graft of coronary artery of transplanted heart with angina pectoris 
 
Add I25.762 Atherosclerosis of bypass graft of coronary artery of transplanted heart with refractory angina 
pectoris 
 
No Change I25.79 Atherosclerosis of other coronary artery bypass graft(s) with angina pectoris 
 
Add I25.792 Atherosclerosis of other coronary artery bypass graft(s) with refractory angina pectoris 
 
 

I31.31 - Malignant pericardial effusion in diseases classified elsewhere 
(CC) (MDC 05) (MS-DRG 314, 315, 316) 
 
I31.39 -Other pericardial effusion (noninflammatory) 
(CC) (MDC 05) (MS-DRG 314, 315, 316) 
 
https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm 
ICD-10 Coordination and Maintenance Committee Meeting: September 14-15, 2021 
 

Malignant pericardial effusion 
Malignant pericardial effusion (MPE) is a complication of neoplastic disease. Approximately 10% of cancer patients develop cardiac metastases, 
based on autopsy studies.1,2 Many may be asymptomatic. Of these metastatic lesions, about three quarters involve the epicardium, the innermost layer 
of the pericardium, and among those with epicardial metastases, about one third had a pericardial effusion.1 

 
The most common etiologies of malignant disease of the pericardium include cancers of the lung and breast, while a number of other cancers may also 
produce malignant neoplasms, including malignant melanoma and leukemia or lymphoma.2 The presence of symptomatic pericardial effusion in a 
patient with a malignancy suggests a poor prognosis, with a median survival time of 2 to 5 months after diagnosis.3 

 
It is important to differentiate malignant pericardial effusion from the broader category of pericardial diagnoses related to neoplastic disease. Pericardial 
effusion in patients with malignancies may result from primary or metastatic involvement of cardiac structures, but may also be seen with radiation-
induced pericarditis, opportunistic infection, or toxicity of chemotherapeutic agents. The malignant pericardial effusion occupies a smaller, more 
definitive niche as a secondary process due to metastatic disease of cardiac and pericardiac tissues.2,3 

 
Malignant pericardial effusion is one of the most common types of pericardial effusion, and its presence is of clinical and prognostic importance. A 
proposal was received from Howard Rodenberg, MD, MPH, of the Association of Clinical Documentation Integrity Specialists (ACDIS), to expand and 
create a specific ICD-10-CM code for malignant pericardial effusion. 
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Tabular Modifications 

No Change I31.3 Pericardial effusion (noninflammatory) 
Delete Chylopericardium 
 
Add I31.31 Malignant pericardial effusion in diseases classified elsewhere 

https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm
https://doi.org/10.1002/1097-0142(19900315)65:6%3C1456::AID-CNCR2820650634%3E3.0.CO;2-5
https://doi.org/10.1002/1097-0142(19900315)65:6%3C1456::AID-CNCR2820650634%3E3.0.CO;2-5
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1860601/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4457183/


 
Add Code first underlying neoplasm (C00-D49) 
 
Add I31.39 Other pericardial effusion (noninflammatory) 
Add Chylopericardium 
 

I34.81 - Nonrheumatic mitral (valve) annulus calcification 
(MDC 05) (MS-DRG 306, 307) 
 
I34.89 - Other nonrheumatic mitral valve disorders 
(MDC 05) (MS-DRG 306, 307) 
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Mitral Annulus Calcification 

The mitral annulus separates the left atrium from the left ventricle. It has a complex saddle shape that is divided into anterior and posterior portions. 
Mitral annulus calcification is a chronic, degenerative process of the fibrous support structure of the mitral valve.1 

 
The reported incidence is between 8% and 15%, but it significantly increases with age and in patients with multiple cardiovascular risk factors or 
chronic kidney disease (CKD). Its clinical relevance comes from MAC’s association with an increased rate of mortality and cardiovascular disease. 
MAC has also been found to increase the incidence of mitral valve disease and arrhythmias and to influence the outcome of cardiac surgery.1 In fact, 
the risk of surgical mitral valve replacement in patient with severe MAC is high due to comorbidities and technical challenges related to calcium 
burden. 
 
Surgical management of severe MAC is associated with significant risks and complexity.1,2 Transcatheter mitral valve replacement (TMVR) is being 
studied as an alternative to surgery in patients with native mitral valve disease with severe MAC who are poor candidates for surgery.35 

 
There are currently no ICD-10-CM codes describing the presence of MAC or MAC as a mitral valve disease. 
 
This proposal is based on a request received from Mayra Guerrero, MD, FACC, FSCAI, of the Mayo Clinic College of Medicine, Department of 
Cardiovascular Medicine, and Mayo Clinic Hospital, the Heart Valve Collaborative, and Abbott Laboratories, Inc.; for new ICD-10-CM codes to 
specifically identify mitral annulus calcification to help identify patients with this to correlate with potential response to various treatments of mitral 
valve disease. 
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Tabular Modifications 
 
No Change I34 Nonrheumatic mitral valve disorders 
 
No Change I34.0 Nonrheumatic mitral (valve) insufficiency 
 
Add Code also, if applicable: 
Add nonrheumatic mitral (valve) annulus calcification (I34.81) 
 
No Change I34.2 Nonrheumatic mitral (valve) stenosis 
 
Add Code also, if applicable: 
Add nonrheumatic mitral (valve) annulus calcification (I34.81) 
 
No Change I34.8 Other nonrheumatic mitral valve disorders 
 
Add I34.81 Nonrheumatic mitral (valve) annulus calcification 
Add Nonrheumatic mitral (valve) annular calcification 
Add Mitral (valve) annulus calcification NOS 
 
Add Code also, if applicable: 
Add nonrheumatic mitral (valve) insufficiency (I34.0) 
Add nonrheumatic mitral (valve) stenosis (I34.2) 
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Add I34.89 Other nonrheumatic mitral valve disorders 
 

I47.20 - Ventricular tachycardia, unspecified 
(CC) (MDC 05, 15) (MS-DRG 308, 309, 310, 791, 793) 
  
I47.21 - Torsades de pointes 
(CC) (MDC 05, 15) (MS-DRG 308, 309, 310, 791, 793) 
  
I47.29 - Other ventricular tachycardia 
(CC) (MDC 05, 15) (MS-DRG 308, 309, 310, 791, 793) 
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Torsades de Pointes 
Torsades de pointes is a form of polymorphic ventricular tachycardia. It can be triggered by certain medications in susceptible individuals, and it can be 
fatal. Thus, identifying persons who might be at risk of torsades de pointes and managing their medications to reduce risk is a key medication safety 
initiative in many health care institutions. A proposal to create a specific ICD-10-CM code for torsades de pointes has been received from First 
Databank, a company that provides clinical decision support through electronic health records utilizing ICD-10-CM codes as diagnoses and problem 
list terms. It is thought that this will support initiatives identifying and managing patients at risk of torsade de pointes through proper medication use 
and safety. 
 
Torsades de pointes can cause symptoms of palpitations, dizziness, and syncope, which are usually recurrent. It may be diagnosed based on EKG, 
where it has a distinct appearance, with the ventricular beats changing shape from one beat to the next (thus polymorphic). Sometimes longer term 
Holter monitoring may be necessary. Torsades is associated with long QT syndrome, which may be congenital, or acquired. The most common acquired 
causes are related to taking certain medications and related to electrolyte abnormalities. 
 
It should be noted that torsades de pointes is different from other types of ventricular tachycardias. The current ICD-10-CM   classification of torsades at 
code I47.2, Ventricular tachycardia, does not provide sufficient specificity, as it is grouped with other forms of ventricular tachycardia. It is anticipated that 
a new code for torsade de pointes has the potential to benefit many aspects of the healthcare industry, including research, reporting, and risk reduction 
strategies for drug-induced torsade de pointes. It will improve clarity and be of utility for health care providers. 
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Tabular Modifications 
 
No Change I47.2 Ventricular tachycardia 
 
Add I47.20 Ventricular tachycardia, unspecified 
 
Add I47.21 Torsades de pointes 
 
Add Code also, if applicable, long QT syndrome (I45.81) 
 
Add Use Additional code for adverse effect, if applicable, to identify drug (T36-T50 with fifth or sixth character 5) 
 
Add I47.29 Other ventricular tachycardia 
 

I71.010 - Dissection of ascending aorta 
(MCC) (MDC 05) (MS-DRG 299, 300, 301) 
 
I71.011 - Dissection of aortic arch 
(MCC) (MDC 05) (MS-DRG 299, 300, 301) 
 
I71.012 - Dissection of descending thoracic aorta 
(MCC) (MDC 05) (MS-DRG 299, 300, 301) 
 
I71.019 - Dissection of thoracic aorta, unspecified 
(MCC) (MDC 05) (MS-DRG 299, 300, 301) 
 
I71.10 - Thoracic aortic aneurysm, ruptured, unspecified 
(MCC) (MDC 05) (MS-DRG 299, 300, 301) 
 
I71.11 - Aneurysm of the ascending aorta, ruptured 
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(MCC) (MDC 05) (MS-DRG 299, 300, 301) 
 
I71.12 - Aneurysm of the aortic arch, ruptured 
(MCC) (MDC 05) (MS-DRG 299, 300, 301) 
 
I71.13 - Aneurysm of the descending thoracic aorta, ruptured 
(MCC) (MDC 05) (MS-DRG 299, 300, 301) 
 
I71.20 - Thoracic aortic aneurysm, without rupture, unspecified 
(MDC 05) (MS-DRG 299, 300, 301) 
 
I71.21 - Aneurysm of the ascending aorta, without rupture 
(MDC 05) (MS-DRG 299, 300, 301) 
 
I71.22 - Aneurysm of the aortic arch, without rupture 
(MDC 05) (MS-DRG 299, 300, 301) 
 
I71.23 - Aneurysm of the descending thoracic aorta, without rupture 
(MDC 05) (MS-DRG 299, 300, 301) 
 
I71.30 - Abdominal aortic aneurysm, ruptured, unspecified 
(MCC) (MDC 05) (MS-DRG 299, 300, 301) 
 
I71.31 - Pararenal abdominal aortic aneurysm, ruptured 
(MCC) (MDC 05) (MS-DRG 299, 300, 301) 
 
I71.32 - Juxtarenal abdominal aortic aneurysm, ruptured 
(MCC) (MDC 05) (MS-DRG 299, 300, 301) 
 
I71.33 - Infrarenal abdominal aortic aneurysm, ruptured 
(MCC) (MDC 05) (MS-DRG 299, 300, 301) 
 
I71.40 - Abdominal aortic aneurysm, without rupture, unspecified 
(MDC 05) (MS-DRG 299, 300, 301) 
 
I71.41 - Pararenal abdominal aortic aneurysm, without rupture 
(MDC 05) (MS-DRG 299, 300, 301) 
 
I71.42 - Juxtarenal abdominal aortic aneurysm, without rupture 
(MDC 05) (MS-DRG 299, 300, 301) 
 
I71.43 - Infrarenal abdominal aortic aneurysm, without rupture 
(MDC 05) (MS-DRG 299, 300, 301) 
 
I71.50 - Thoracoabdominal aortic aneurysm, ruptured, unspecified 
(MCC) (MDC 05) (MS-DRG 299, 300, 301) 
 
I71.51 - Supraceliac aneurysm of the abdominal aorta, ruptured 
(MCC) (MDC 05) (MS-DRG 299, 300, 301) 
 
I71.52 - Paravisceral aneurysm of the abdominal aorta, ruptured 
(MCC) (MDC 05) (MS-DRG 299, 300, 301) 
 
I71.60 - Thoracoabdominal aortic aneurysm, without rupture, unspecified 
(MDC 05) (MS-DRG 299, 300, 301) 
 
I71.61 - Supraceliac aneurysm of the abdominal aorta, without rupture 
(MDC 05) (MS-DRG 299, 300, 301) 
 
I71.62 - Paravisceral aneurysm of the abdominal aorta, without rupture 
(MDC 05) (MS-DRG 299, 300, 301) 
 
https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm 
ICD-10 Coordination and Maintenance Committee Meeting: March 9-10, 2021 
 

Aortic Aneurysm and Dissection 
It has been proposed by W. L. Gore & Associates, Inc., that ICD-10-CM be expanded to create specific codes identifying the anatomy involved, for 
aortic aneurysm and dissection. This would enable better capture of clinical presentation, and more utility for clinicians. 
 
Patients who present with dissection or aneurysm formation within the aorta are treated on the basis of their anatomy. (1) The diagnosis, medical and 
surgical management, risk of adverse events, and overall resources involved with the patient’s care are directly related to the site of disease. (2-5) For 
example, patients with an infrarenal abdominal aortic aneurysm may be treated via minimally invasive endovascular means and have a relatively short 
length of stay in the hospital, and lower risk of complications. (6-7) Conversely, patients who present with an aortic aneurysm near the mesenteric 
arteries often require extensive open surgical reconstruction, with length of stay of 5-7 days, risk of complications around 10%, and involving 
substantially more hospital resources. (1-5) 
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The aorta has three layers: from the innermost layer the intima, followed by the media, and the adventitia. An aortic dissection is a tear in the aorta that 
occurs between the intima and media. Expansion of this tear can block critical vessels branching from the aorta, leading to ischemia of the affected 
organ or extremity. The most feared aortic dissection is one that affects the ascending aorta, due to the potential for coronary ischemia. 
 
A dissection that is restricted to the aortic arch may be treated in multiple different ways, depending on the exact location of the tear and the 
presentation of the patient. Use of either the Stanford or DeBakey classification may generate confusion, as neither differentiates whether an isolated 
dissection of the aortic arch is separate from a dissection of the ascending aorta. A focal dissection of the aortic arch could be treated with 
endovascular stent placement, which has a very different patient risk exposure compared to surgical reconstruction of the ascending aorta. It is 
proposed to create ICD-10-CM codes that specifically identify aneurysm of the aortic arch, and of the ascending aorta, and the descending thoracic 
aorta, to clearly identify the anatomy that is affected. 
 
Similarly, a coding schema based on anatomy for the entire aorta would help differentiate the exact site of the dissection. New codes are proposed for 
dissections of the ascending aorta, aortic arch, and the descending aorta. 
 
For aneurysms of the abdominal aorta, further granularity is proposed to accurately reflect the location of the aneurysm as pararenal, juxtarenal, and 
infrarenal; again, codes would be expanded reflecting the differentiation of ruptured and without rupture (based on the current codes). Similarly, codes 
for aneurysms of the thoracoabdominal aorta would be expanded, to create specific codes for supraceliac and paravisceral aneurysms (also rupture 
and without rupture, based on the current codes).  
 
These additional codes will more accurately depict the pathology of disease, which in turn will have positive benefits to our public health, disease 
management, and resource allocation. This will enable improved insight into the incidence and prevalence of aortic dissection and aneurysm formation 
as it relates to the underlying anatomy (8), which in turn will drive innovation and appropriateness in the treatment of complex aortic pathologies (9), and 
enable establishment of a more direct relationship between the site of disease and the expected outcome, facilitating the management of patients from 
both a utilization management and resource planning perspective for hospitals.9 
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Tabular Modifications 
 
No Change I71.01 Dissection of thoracic aorta 
 
Add I71.010 Dissection of ascending aorta 
 
Add I71.011 Dissection of aortic arch 
 
Add I71.012 Dissection of descending thoracic aorta 
 
Add I71.019 Dissection of thoracic aorta, unspecified 
 
No Change I71.1 Thoracic aortic aneurysm, ruptured 
 
Add I71.10 Thoracic aortic aneurysm, ruptured, unspecified 
 
Add I71.11 Aneurysm of the ascending aorta, ruptured 
 
Add I71.12 Aneurysm of the aortic arch, ruptured 
 
Add I71.13 Aneurysm of the descending thoracic aorta, ruptured 
 
No Change I71.2 Thoracic aortic aneurysm, without rupture 
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Add I71.20 Thoracic aortic aneurysm, without rupture, unspecified 
 
Add I71.21 Aneurysm of the ascending aorta, without rupture 
 
Add I71.22 Aneurysm of the aortic arch, without rupture 
 
Add I71.23 Aneurysm of the descending thoracic aorta, without rupture 
 
No Change I71.3 Abdominal aortic aneurysm, ruptured 
 
Add I71.30 Abdominal aortic aneurysm, ruptured, unspecified 
 
Add I71.31 Pararenal abdominal aortic aneurysm, ruptured 
 
Add I71.32 Juxtarenal abdominal aortic aneurysm, ruptured 
 
Add I71.33 Infrarenal abdominal aortic aneurysm, ruptured 
 
No Change I71.4 Abdominal aortic aneurysm, without rupture 
 
Add I71.40 Abdominal aortic aneurysm, without rupture, unspecified 
 
Add I71.41 Pararenal abdominal aortic aneurysm, without rupture 
 
Add I71.42 Juxtarenal abdominal aortic aneurysm, without rupture 
 
Add I71.43 Infrarenal abdominal aortic aneurysm, without rupture 
 
No Change I71.5 Thoracoabdominal aortic aneurysm, ruptured 
 
Add I71.50 Thoracoabdominal aortic aneurysm, ruptured, unspecified 
 
Add I71.51 Supraceliac aneurysm of the abdominal aorta, ruptured 
 
Add I71.52 Paravisceral aneurysm of the abdominal aorta, ruptured 
 
No Change I71.6 Thoracoabdominal aortic aneurysm, without rupture 
 
Add  I71.60 Thoracoabdominal aortic aneurysm, without rupture, unspecified  

Add  I71.61 Supraceliac aneurysm of the abdominal aorta, without rupture  

Add  I71.62 Paravisceral aneurysm of the abdominal aorta, without rupture  

 

I77.82 - Antineutrophilic cytoplasmic antibody [ANCA] vasculitis 
(MDC 05) (MS-DRG 299, 300, 301) 
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ANCA Vasculitis 
Antineutrophilic cytoplasmic antibody (ANCA) associated vasculitis represents a group of autoimmune conditions that cause inflammation of blood 
vessels and can affect multiple systems. It includes three main systemic vasculitides: granulomatosis with polyangiitis (GPA; or formerly Wegener 
granulomatosis), eosinophilic granulomatosis with polyangiitis (EGPA; or previously Churg-Strauss syndrome), and microscopic polyangiitis (MPA). 
In addition, other forms of ANCA vasculitis include drug-induced vasculitis and renal limited vasculitis. 
 
ANCA vasculitis is rare, with incidence estimates ranging from 10 to 25 cases per million per year, and prevalence estimates ranging from 46 to 184 
cases per million population. Although rare, it affects thousands of people annually in the U.S. 
The antibodies in ANCA vasculitis generally may be further identified as perinuclear P-ANCA antibody, which is against neutrophil myeloperoxidase 
(MPO); or diffusely cytoplasmic, C-ANCA antibody, which is against neutrophil proteinase 3 (PR3). 
 
Broad symptoms in different types of ANCA vasculitis include fatigue, fever, and weight loss. There are specific findings typical in the specific disorders. 
Renal involvement can range from none, to hematuria, or to rapidly progressive renal failure, in some cases with crescentic glomerulonephritis. 
 
GPA typically involves the upper and lower respiratory tracts as well as the kidney. Upper respiratory tract manifestations may include bloody nasal 
discharge, nasal ulceration, sinusitis, and chronic otitis media. The nasal cartilage may be damaged, causing a characteristic saddle nose deformity. 
Lower respiratory tract involvement may include lung nodules, and alveolar hemorrhage in some cases can be severe and even fatal. Rarely GPA can 
cause tracheal stenosis. Renal involvement can cause rapidly progressive renal failure. The patient can present with high blood pressure, new-onset 
proteinuria, and active urinary sediments (hematuria, and leukocytes in urine). Around 90 percent of patients with multisystemic active GPA have 
ANCA positivity. Thus, absence of ANCA does not rule out the diagnosis of GPA. The antibodies in GPA may often be C-ANCA (anti-PR3). 
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MPA causes a necrotizing vasculitis of small vessels, without granuloma formation. It often can cause glomerulonephritis with acute renal failure. The 
kidney involvement is nearly always present in MPA. Lung involvement may occur but is less common than in GPA. MPA may cause inflamed 
capillaries, and this can lead to severe alveolar bleeding. It can also cause pulmonary fibrosis. Around 90 percent of those with MPA are ANCA 
positive. Sometimes MPA may be only affect the kidneys, and that may be referred to as renal limited MPA. The antibodies in MPA may often be P-
ANCA (anti-MPO). 
 
EGPA can cause eosinophilic granulomatous lesions which may involve the skin, heart, and gastrointestinal tract. It may also often affect the 
peripheral nervous system. The antibodies in EGPA can be either C-ANCA or P-ANCA (anti-PR3, or anti-MPO), but about 40% of those with EGPA 
are ANCA negative. 
 
Drug-induced ANCA vasculitis has been linked to exposures to a number of different medications, including propylthiouracil, methimazole, carbimazole, 
hydralazine, and minocycline. Symptoms are often constitutional, such as arthralgias, fatigue, and skin rash. However, the full range of clinical features 
seen in other types of ANCA vasculitis can occur, including rapidly progressive renal failure and alveolar hemorrhage. 
 
Early diagnosis and treatment of ANCA vasculitis is important, as if untreated, the two year survival is less than 10%, while with treatment, it is 
generally over 90%. The presence of ANCA antibodies in the specific disorders of GPA, MPA, and EGPA potentially can provide important prognostic 
information, and as noted previously, these antibodies are not universally present. 
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Tabular Modifications 
 
Add I77.82 Antineutrophilic cytoplasmic antibody [ANCA] vasculitis 
Add ANCA associated vasculitis 
Add ANCA positive vasculitis 
 
Add Excludes2: eosinophilic granulomatosis with polyangiitis (M30.1) 
Add granulomatosis with polyangiitis (M31.3-) 
Add microscopic polyangiitis (M31.7) 
 
 

J95.87 – Transfusion-associated Dyspnea (TAD) 
(CC) (MDC 04, 15) (MS-DRG 205, 206, 791, 793) 
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Transfusion-Associated Dyspnea (TAD) 
Transfusion-Associated Dyspnea (TAD) is defined by CDC’s National Hemovigilance Network as ‘Acute respiratory distress occurring within 24 hours 
of cessation of transfusion and allergic reaction, TACO, and TRALI are not applicable’ (1). Similarly, according to the 2019 SHOT report (2), TAD is ‘a 
pulmonary complication post transfusion that cannot be classified as TACO or TRALI, nor can it be ascribed to patient’s pre-existing diseases.’ In a 
study of transfusion- related adverse events by CDC’s National Healthcare Safety Network (NHSN) using reporting facilities (3), transfusion-related 
pulmonary complications (TACO, TRALI, and TAD) accounted for 35% of serious reactions and 65% of fatalities. Of all reported reactions (N=23,083), 
2% (N=456) had TAD, with 74.3% satisfying case definition and 22% being serious reactions with one fatality. (3) The literature (1-5) suggests that TAD 
may be serious transfusion related pulmonary complication and needs population-based national monitoring, including understanding potential risk 
factors in elderly and other populations, and further characterization to better understand pathophysiology of cases reported under TAD. TAD occurred 
with RBCs, platelets, and plasma transfusions, and has also been reported as an adverse event of COVID-19 Convalescent Plasma. (2, 3, 4, 6) 
 
This is a request for a new ICD-10-CM code for Transfusion-Associated Dyspnea (TAD) that distinguishes this transfusion-related adverse event from 
Transfusion associated circulatory overload (TACO) (E87.71) and Transfusion-related acute lung injury (TRALI) (J95.84) based on the established 
definition by CDC’s National Healthcare Safety Network (1). Currently, there is no specific coding for TAD. Therefore, it has been proposed to introduce 
a new condition- specific code to result in the following coding: 
 
In summary, the introduction of a condition-specific code for TAD will improve coding accuracy, increase provider awareness of this potentially serious 
transfusion related adverse event, allow better understanding of its pathophysiology, enhance monitoring of its occurrence and understanding of risk 
factors, and therefore will help in development and evaluation of appropriate prevention and treatment strategies. 
 
This proposal was submitted by the Office of Biostatistics and Epidemiology, Center for Biologics Evaluation and Research, U. S. Food & Drug 
Administration. 
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Tabular Modifications 
 
No Change J95.8 Other intraoperative and postprocedural complications and disorders of respiratory system, not elsewhere classified 
 
Add J95.87 Transfusion-associated dyspnea (TAD) 
 
Add Excludes1: transfusion associated circulatory overload (TACO) (E87.71) 
Add transfusion-related acute lung injury (TRALI) (J95.84) 
 

K76.82 - Hepatic encephalopathy 
(MDC 07, 15) (MS-DRG 441, 442, 443, 791, 793) 
 
https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm 
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Hepatic encephalopathy 
This topic was presented at the September 2015, March 2016 and September 2016 Coordination and Maintenance meeting and based on comments 
received during each public comment period it is being represented for consideration. World Health Organization (WHO) made a change in ICD-10 
by including the manifestation of hepatic coma to various causes of hepatic failure. In ICD-9-CM, hepatic encephalopathy had a unique code with 
hepatic coma, portal-systemic encephalopathy and hepatocerebral intoxication as inclusion terms. 
 
Hepatic encephalopathy (HE) involves altered consciousness and behavior related to insufficient liver function. HE is the loss of brain function that 
occurs when the liver is unable to remove toxins from the blood. Ammonia, which is produced by your body when proteins are digested, is one of the 
toxins that’s normally made harmless by your liver. When ammonia or other toxic substances build up in the body when your liver isn’t working well, it 
may affect your brain and cause HE. 
 
The most commonly used staging scale of hepatic encephalopathy is the West Haven Grading System. The stages of HE span from minimal 
changes in memory and coordination in stage 0; sleep disruptions, and forgetfulness in stage 1; lethargy and mild disorientation in stage 2; amnesia 
and profound confusion in stage 3; to coma in stage 4. 
 
NCHS proposes the following tabular changes to capture acute HE up to the hepatic coma and to harmonize with ICD-11 reporting of hepatic 
encephalopathy for research and clinical purposes. 
 

Tabular Modifications 
 
No Change K76.8 Other specified diseases of liver 
 
Add K76.82 Hepatic encephalopathy 
Add Hepatic encephalopathy, NOS 
Add Hepatic encephalopathy without coma 
Add Hepatocerebral intoxication 
Add Portal-systemic encephalopathy 
 
Add Code also underlying liver disease, such as: 
Add acute and subacute hepatic failure without coma (K72.00) 
Add alcoholic hepatic failure without coma (K70.40) 
Add chronic hepatic failure without coma (K72.10) 
Add hepatic failure with toxic liver disease without coma (K71.10) 
Add hepatic failure without coma (K72.90) 
Add icterus of newborn (P55-P59) 
Add postprocedural hepatic failure (K91.82) 
Add viral hepatitis without hepatic coma (B15.9, B16.1, B16.9, B17.10, B19.10, B19.20, B19.9) 
 
Add Excludes1: acute and subacute hepatic failure with coma (K72.01) 

https://www.cdc.gov/ncezid/index.html
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Add alcoholic hepatic failure with coma (K70.41) 
Add chronic hepatic failure with coma (K72.11) 
Add hepatic failure with coma (K72.91) 
 

 

M51.A0 - Intervertebral annulus fibrosus defect, lumbar region, unspecified size 
(MDC 8) (MS-DRG 551, 552) 
 
M51.A1 - Intervertebral annulus fibrosus defect, small, lumbar region 
(MDC 8) (MS-DRG 551, 552) 
 
M51.A2 - Intervertebral annulus fibrosus defect, large, lumbar region 
(MDC 8) (MS-DRG 551, 552) 
 
M51.A3 - Intervertebral annulus fibrosus defect, lumbosacral region, unspecified size 
(MDC 8) (MS-DRG 551, 552) 
 
M51.A4 - Intervertebral annulus fibrosus defect, small, lumbosacral region 
(MDC 8) (MS-DRG 551, 552) 
 
M51.A5 - Intervertebral annulus fibrosus defect, large, lumbosacral region 
(MDC 8) (MS-DRG 551, 552) 
 
https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm 
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Lumbar and Lumbosacral Intervertebral Annulus Fibrosus Defects 

A previous proposal to create ICD-10-CM codes for lumbar and lumbosacral intervertebral annular fibrosis defects was presented in September, 
based on a request from Intrinsic Therapeutics. This is a repeat presentation, with revisions based on comments made from the prior presentation and 
further review. The proposal is described as consistent with policy guidance from the International Society for the Advancement of Spine Surgery 
(ISASS). Patient outcomes following lumbar and lumbosacral discectomy vary based on the presence and size of these defects. 
 
The prior proposal was to create codes for small and large defects, involving the lumbar and the lumbosacral annulus fibrosus. For further detailed 
information and clinical references, please see the prior proposal. While the request identified small defects and being less than 6 mm wide and 4 mm 
high, and large being greater than or equal to 6 mm wide and greater than 4 mm high, there were concerns about using exact numbers in the 
classification. Also, there were concerns about whether the size would always be identified. Thus, the current proposal adds codes for cases where the 
size is unspecified. In addition, it was recommended that the Code first notes for lumbar or lumbosacral disc herniation be “if applicable.” 
 

Tabular Modifications 
 
 
No Change M51 Thoracic, thoracolumbar, and lumbosacral intervertebral disc disorders 
 
Add M51.A Other lumbar and lumbosacral annulus fibrosus disc defects 
 
Add M51.A0 Intervertebral annulus fibrosus defect, lumbar region, unspecified size  

Add  Code first, if applicable, lumbar disc herniation (M51.06, M51.16, M51.26)  

Add M51.A1 Intervertebral annulus fibrosus defect, small, lumbar region 

Add Code first, if applicable, lumbar disc herniation (M51.06, M51.16, M51.26) 
 
Add M51.A2 Intervertebral annulus fibrosus defect, large, lumbar region 
 
Add Code first, if applicable, lumbar disc herniation (M51.06, M51.16, M51.26) 
 
Add M51.A3 Intervertebral annulus fibrosus defect, lumbosacral region, unspecified size 
 
Add Code first, if applicable, lumbosacral disc herniation (M51.17, M51.27) 
 
Add M51.A4 Intervertebral annulus fibrosus defect, small, lumbosacral region 
 
Add Code first, if applicable, lumbosacral disc herniation (M51.17, M51.27) 
 
Add M51.A5 Intervertebral annulus fibrosus defect, large, lumbosacral region 
 
Add Code first, if applicable, lumbosacral disc herniation (M51.17, M51.27) 
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M62.5A0 - Muscle wasting and atrophy, not elsewhere classified, back, cervical 
(MDC 08) (MS-DRG 557, 558) 
 
M62.5A1 - Muscle wasting and atrophy, not elsewhere classified, back, thoracic 
(MDC 08) (MS-DRG 557, 558) 
 
M62.5A2 - Muscle wasting and atrophy, not elsewhere classified, back, lumbosacral 
(MDC 08) (MS-DRG 557, 558) 
 
M62.5A9 - Muscle wasting and atrophy, not elsewhere classified, back, unspecified level 
(MDC 08) (MS-DRG 557, 558) 
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Muscle Wasting and Atrophy of the Back 
The two main muscle groups of the back that experience primary muscle wasting and atrophy are multifidus muscle and paraspinal muscles. The 
multifidus muscle is a deep muscle of the back and part of the trasversospinales muscle gorup1. Anatomaically, the multifidus muscle is deep to the 
semispinalis muscle and superfical to the rotaores muscles1. The multifidus muscle runs the entire length of the vertebral column and on both sides of 
the vertebral column1. Its origin is the posterior sacrum, posterior superior iliac spin, mammillary process located on the superior articular process of the 
lumbar vertebrae, transverse process of the thoracic vertebrae and articular process of the lower cervical vertebra C4 – C71. Its insertion is the base of 
each spinous process from L5 to C2. At each level, the insertion is 2 – 4 levels of origin1. The actions of the multifidus muscle include extension of the 
vertebral column and rotation of the vertbral column1. Along with other muscles of the back, the multifidus muscle plays an important role in the 
stabilization of the back. 
 
The paraspinal muscles are sometimes referred to as the erector spinae. They are also part of the deep musculature of the back. They run the base of 
the cranium all the way to the pelvis2 and are comprised of the spinalis muscles, the longissimus muscles, and illoocostalis muscles. Their funtion 
includes estension and lateral flexion of the spine and they plat a role in maintaining posture. 
 
The muscles of the back may experience degeneraton3. Signs of this degeneration include decreased muscle size. Decreased radiographic density, 
and increased fat deposits within the muscles. For example, fatty inflitration of the lumbar multifidus is common among adults and is strongly 
associcated to low back pain1. Magnetic resonance spectroscopy has concluded that the lumbar multifidus may experence fat deposition5. Furthemore, 
peer-reviewed literature tells us that people who experence low back pain have a significantly higher fat content within the muscles of the back 
compared to asymptomatic controls5. These are all forms of muscle wasting and atrophy of the back that can occur in the cervical, thoracic, and 
lumbosacral regions of the back. 
 
There are newer treatment options successfully addressing muscle wasting and atrophy of the back, including implantable neurostimulation. This 
approach is designed to overcome arthrogenic muscle inhibition and elicit episodic contraction of the lumbar multifidus and resulting in pain and 
disability scores reported by patients suffering from chronic low back pain1,2. 
 
With low back pain being incredibly common1 and a frequent cause of visits to healthcare providers, it is useful to idenify its cause. Peer-reviewed 
literature is replete with evidence that this very common low back pain is often caused by atrophy of the muscles of the back, typically involving fat 
inflitration2,3,4,5,6,7,8. Peer-reviewed literature also idenifies that paraspinal muscles are significantly smaller than normal when fat infiltration occurs and 
patients experence instability and low back pain1. This decrease in size typifies atrophy of the muscles of the back. In recent years, the medical 
community has enjoyed the introduction of new imaging modalities, new research, more clinical experence, and new literature related to low back 
pain, all of which, considered together, makes it clear the this very common complaint is often caused by muscles 
wasting and artophy of the muscles of the back. 
 
It is proposed that new codes for muscle wasting and atrophy of the back will be beneficial because ICD-10-CM is an instrment in conducting 
research, such as epidemiology studies, tracking public health, and measuring quaility, safety, and efficacy of care2. 
 
Brigham and Women’s Healthcare, Harvard Medical School, Center for Pain Management is requesting the creation of ICD-10-CM codes for muscle 
wasting and atrophy of the back. 
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Tabular Modification 
 
No Change M62 Other disorders of muscle 
 
No Change M62.5 Muscle wasting and atrophy, not elsewhere classified 
 
Add M62.5A Muscle wasting and atrophy, not elsewhere classified, back 
 
Add M62.5A0 Muscle wasting and atrophy, not elsewhere classified, back, cervical 
 
Add M62.5A1 Muscle wasting and atrophy, not elsewhere classified, back, thoracic 
 
Add M62.5A2 Muscle wasting and atrophy, not elsewhere classified, back, lumbosacral 
 
Add M62.5A9 Muscle wasting and atrophy, not elsewhere classified, back, unspecified level 
 

M93.004 - Unspecified slipped upper femoral epiphysis (nontraumatic), bilateral 
hips 
(MDC 08) (MS-DRG 553, 554) 
 
M93.014 - Acute slipped upper femoral epiphysis, stable (nontraumatic), bilateral hips 
(MDC 08) (MS-DRG 553, 554) 
 
M93.024 -Chronic slipped upper femoral epiphysis, stable (nontraumatic), bilateral hips 
(MDC 08) (MS-DRG 553, 554) 
 
M93.034 - Acute on chronic slipped upper femoral epiphysis, stable (nontraumatic), bilateral hips 
(MDC 08) (MS-DRG 553, 554) 
 
M93.041 - Acute slipped upper femoral epiphysis, unstable (nontraumatic), right hip 
(MDC 08) (MS-DRG 553, 554) 
 
M93.042 - Acute slipped upper femoral epiphysis, unstable (nontraumatic), left hip 
(MDC 08) (MS-DRG 553, 554) 
 
M93.043 - Acute slipped upper femoral epiphysis, unstable (nontraumatic), unspecified hip 
(MDC 08) (MS-DRG 553, 554) 
 
M93.044 - Acute slipped upper femoral epiphysis, unstable (nontraumatic), bilateral hips 
(MDC 08) (MS-DRG 553, 554) 
 
M93.051 - Acute on chronic slipped upper femoral epiphysis, unstable (nontraumatic), right hip 
(MDC 08) (MS-DRG 553, 554) 
 
M93.052 - Acute on chronic slipped upper femoral epiphysis, unstable (nontraumatic), left hip 
(MDC 08) (MS-DRG 553, 554) 
 
M93.053 - Acute on chronic slipped upper femoral epiphysis, unstable (nontraumatic), unspecified hip 
(MDC 08) (MS-DRG 553, 554) 
 
M93.054 - Acute on chronic slipped upper femoral epiphysis, unstable (nontraumatic), bilateral hips 
(MDC 08) (MS-DRG 553, 554) 
 
M93.061 - Acute slipped upper femoral epiphysis, unspecified stability (nontraumatic), right hip 
(MDC 08) (MS-DRG 553, 554) 
 
M93.062 - Acute slipped upper femoral epiphysis, unspecified stability (nontraumatic), left hip 
(MDC 08) (MS-DRG 553, 554) 



 
M93.063 - Acute slipped upper femoral epiphysis, unspecified stability (nontraumatic), unspecified hip 
(MDC 08) (MS-DRG 553, 554) 
 
M93.064 - Acute slipped upper femoral epiphysis, unspecified stability (nontraumatic), bilateral hips 
(MDC 08) (MS-DRG 553, 554) 
 
M93.071 - Acute on chronic slipped upper femoral epiphysis, unspecified stability (nontraumatic), right hip 
(MDC 08) (MS-DRG 553, 554) 
 
M93.072 - Acute on chronic slipped upper femoral epiphysis, unspecified stability (nontraumatic), left hip 
(MDC 08) (MS-DRG 553, 554) 
 
M93.073 - Acute on chronic slipped upper femoral epiphysis, unspecified stability (nontraumatic), unspecified hip 
(MDC 08) (MS-DRG 553, 554) 
 
M93.074 - Acute on chronic slipped upper femoral epiphysis, unspecified stability (nontraumatic), bilateral hips 
(MDC 08) (MS-DRG 553, 554) 
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Slipped Upper Femoral Epiphysis, Stable, Unstable 
The American Academy of Orthopedic Surgeons (AAOS) is requesting expansion of code category M93.0, Slipped upper femoral epiphysis to add 
codes to slipped upper femoral epiphysis. This proposal was originally presented at the September 2018 and the March 2020, Coordination and 
Maintenance (C&M) meetings and is being represented following changes proposed from public comments. Those items are in bold. 
 
AAOS clarified a question from the comment of “unspecified” in the M93.00 Unspecified slipped upper femoral epiphysis (nontraumatic) that this refers 
to the acuity (acute, chronic, acute on chronic) being unspecified and not to the stability being unspecified. 
 
It is proposed to add new codes to reflect acute- and acute-on-chronic slips which reflect whether the hip is stable or unstable. Slipped capital 
femoral epiphysis (SCFE) is a failure through the growth plate (physis), which results in slippage of the overlying end of the proximal femur 
(epiphysis). 
Normally, the head of the femur (the capital femoral epiphysis) should sit squarely on the femoral neck. Abnormal shear failure through the growth 
plate results in the slip. The capital femoral epiphysis remains in the acetabulum (hip joint), while the metaphysis (upper end of the femur) moves in 
an anterior direction with external rotation. The condition usually develops gradually over time. Slips may present as stable or unstable: 
 
A stable SCFE causes some stiffness or pain in the knee or groin area, and possibly a limp that causes a child to walk with a foot outward. The pain 
and the limp usually tend to come and go, worsening with activity and getting better with rest. With a stable SCFE, a child still can walk, even if 
crutches are needed. The prognosis is relatively good for functional recovery. 
 
An unstable SCFE is a more severe slip that usually happens suddenly and is usually much more painful. A child will not be able to bear weight on 
the affected side. An unstable SCFE is also more serious because it can restrict blood flow to the hip joint, leading to tissue death in the head of the 
femur. For this reason, the prognosis is much more guarded. 
 
Because the prognosis is strongly related to the stability of the slip (stable versus unstable) it should be reflected in the relevant diagnosis codes. 
Generally chronic slips are stable and only acute or acute-on-chronic slips can be unstable. 
 

Tabular Modifications 
 
No Change M93.0 Slipped upper femoral epiphysis (nontraumatic) 
Add Slipped capital femoral epiphysis (SCFE) 
Add Slipped upper femoral epiphysis (SUFE) 
 
No Change M93.00 Unspecified slipped upper femoral epiphysis (nontraumatic) 
 
Add M93.004 Unspecified slipped upper femoral epiphysis (nontraumatic), bilateral hips 
 
Revise from M93.01 Acute slipped upper femoral epiphysis (nontraumatic) 
Revise to M93.01 Acute slipped upper femoral epiphysis, stable (nontraumatic) 
 
Revise from M93.011 Acute slipped upper femoral epiphysis (nontraumatic), right hip 
Revise to M93.011 Acute slipped upper femoral epiphysis, stable (nontraumatic), right hip 
 
Revise from M93.012 Acute slipped upper femoral epiphysis (nontraumatic), left hip 
Revise to M93.012 Acute slipped upper femoral epiphysis, stable (nontraumatic), left hip 
 
Revise from M93.013 Acute slipped upper femoral epiphysis (nontraumatic), unspecified hip 
Revise to M93.013 Acute slipped upper femoral epiphysis, stable (nontraumatic), unspecified hip 
 
Add M93.014 Acute slipped upper femoral epiphysis, stable (nontraumatic), bilateral hips 
 
Revise from M93.02 Chronic slipped upper femoral epiphysis (nontraumatic) 
Revise to M93.02 Chronic slipped upper femoral epiphysis, stable (nontraumatic) 
 
Revise from M93.021 Chronic slipped upper femoral epiphysis (nontraumatic), right hip 
Revise to M93.021 Chronic slipped upper femoral epiphysis, stable (nontraumatic), right hip 
 
Revise from M93.022 Chronic slipped upper femoral epiphysis (nontraumatic), left hip 
Revise to M93.022 Chronic slipped upper femoral epiphysis, stable (nontraumatic), left hip 
 
Revise from M93.023 Chronic slipped upper femoral epiphysis (nontraumatic), unspecified hip 
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Revise to M93.023 Chronic slipped upper femoral epiphysis, stable (nontraumatic), unspecified hip 
 
Add M93.024 Chronic slipped upper femoral epiphysis, stable (nontraumatic), bilateral hips 
 
Revise from M93.03 Acute on chronic slipped upper femoral epiphysis (nontraumatic) 
Revise to M93.03 Acute on chronic slipped upper femoral epiphysis, stable (nontraumatic) 
 

Revise from M93.031 Acute on chronic slipped upper femoral epiphysis (nontraumatic), right hip 
Revise to M93.031 Acute on chronic slipped upper femoral epiphysis, stable (nontraumatic), right hip 
 
Revise from M93.032 Acute on chronic slipped upper femoral epiphysis (nontraumatic), left hip 
Revise to M93.032 Acute on chronic slipped upper femoral epiphysis, stable (nontraumatic), left hip 
 
Revise from M93.033 Acute on chronic slipped upper femoral epiphysis (nontraumatic), unspecified hip 
Revise to M93.033 Acute on chronic slipped upper femoral epiphysis, stable (nontraumatic), unspecified hip 
 
Add M93.034 Acute on chronic slipped upper femoral epiphysis, stable (nontraumatic), bilateral hips 
 
Add M93.04 Acute slipped upper femoral epiphysis, unstable (nontraumatic) 
 
Add M93.041 Acute slipped upper femoral epiphysis, unstable (nontraumatic), right hip 
 
Add M93.042 Acute slipped upper femoral epiphysis, unstable (nontraumatic), left hip 
 
Add M93.043 Acute slipped upper femoral epiphysis, unstable (nontraumatic), unspecified hip 
 
Add M93.044 Acute slipped upper femoral epiphysis, unstable (nontraumatic), bilateral hips 
 
Add M93.05 Acute on chronic slipped upper femoral epiphysis, unstable (nontraumatic) 
 
Add M93.051 Acute on chronic slipped upper femoral epiphysis, unstable (nontraumatic), right hip 
 
Add M93.052 Acute on chronic slipped upper femoral epiphysis, unstable (nontraumatic), left hip 
 
Add M93.053 Acute on chronic slipped upper femoral epiphysis, unstable (nontraumatic), unspecified hip 
 
Add M93.054 Acute on chronic slipped upper femoral epiphysis, unstable (nontraumatic), bilateral hips 
 
Add M93.06 Acute slipped upper femoral epiphysis, unspecified stability (nontraumatic) 
 
Add M93.061 Acute slipped upper femoral epiphysis, unspecified stability (nontraumatic), right hip 
 
Add M93.062 Acute slipped upper femoral epiphysis, unspecified stability (nontraumatic), left hip 
 
Add M93.063 Acute slipped upper femoral epiphysis, unspecified stability (nontraumatic), unspecified                                                                    
hip 
 
Add M93.064 Acute slipped upper femoral epiphysis, unspecified stability (nontraumatic), bilateral hips 
 
Add M93.07 Acute on chronic slipped upper femoral epiphysis, unspecified stability (nontraumatic) 
 
Add M93.071 Acute on chronic slipped upper femoral epiphysis, unspecified stability (nontraumatic), right hip 
 
Add M93.072 Acute on chronic slipped upper femoral epiphysis, unspecified stability 
 

(nontraumatic), left hip 
 
Add M93.073 Acute on chronic slipped upper femoral epiphysis, unspecified stability (nontraumatic), unspecified hip 
 
Add M93.074 Acute on chronic slipped upper femoral epiphysis, unspecified stability (nontraumatic), bilateral hips 
 
 

M96.A1 - Fracture of sternum associated with chest compression and 
cardiopulmonary resuscitation 
(CC) (MDC 08, 24) (MS-DRG 564, 565, 566, 963, 964, 965) 
  
M96.A2 - Fracture of one rib associated with chest compression and cardiopulmonary resuscitation 
(CC) (MDC 08, 24) (MS-DRG 564, 565, 566, 963, 964, 965) 
  
M96.A3 - Multiple fractures of ribs associated with chest compression and cardiopulmonary resuscitation 
(CC) (MDC 08, 24) (MS-DRG 564, 565, 566, 963, 964, 965) 
  
M96.A4 - Flail chest associated with chest compression and cardiopulmonary resuscitation 
(MCC) (MDC 08, 24) (MS-DRG 183, 184, 185, 566, 963, 964, 965) 
  
M96.A9 - Other fracture associated with chest compression and cardiopulmonary resuscitation 
(CC) (MDC 08, 24) (MS-DRG 564, 565, 566, 963, 965, 965) 
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Rib fracture due to cardiopulmonary resuscitation 
For rib fracture due to cardiopulmonary resuscitation (CPR), ICD-10-CM/PCS Coding Clinic, First Quarter ICD-10 2021, pages: 5-6, Effective with 
discharges: March 10, 2021, instructs coders to assign code M96.89 “Other intraoperative and postprocedural complications and disorders of the 
musculoskeletal system”, along with external cause of injury code Y84.8, “Other medical procedures as the cause of abnormal reaction of the patient, 
or of later complication, without mention of misadventure at the time of the procedure”. 

https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm


This Coding Clinic guidance is consistent with previous guidance to avoid assigning traumatic injury codes for injuries that occur during, or as a 
result of, a medical intervention (even when those injuries are a result of mechanical trauma). However, it has previously been common practice for 
coders to assign traumatic injury codes to all fractures that occur in the course of medical care. 

Rib fractures resulting from the performance of CPR are a known risk, especially among elderly individuals and those with osteoporosis. Reports on 
conventional CPR in adults suggest an incidence of rib fractures ranging from 13 to 97%, and of sternal fractures from 1 to 43%. In fact, rib fractures 
may be an unavoidable consequence of providing sufficient external pressure to support perfusion of the brain and other vital organs, and detection of 
these fractures may be incomplete. 

AHRQ’s PSI 06, “Iatrogenic Pneumothorax Rate”, excludes diagnoses that could reasonably be expected to involve entering into the pleural space. 
Cases involving rib fracture due to performance of CPR should be excluded from PSI 06, because iatrogenic pneumothorax would be an expected 
outcome in this clinical setting. This exclusion has been historically accomplished using S codes, but this approach is no longer feasible in light of the 
recent Coding Clinic guidance. 
 

Many other conditions are also assigned to code M96.89 through the Diagnosis Index; for example: 

Complication(s) (from) (of) 
intraoperative (intraprocedural) 
specified NEC 
musculoskeletal structure M96.89 
Unstable 
joint - see Instability, joint 
secondary to removal of joint prosthesis M96.89 

AHRQ is requesting new codes to specifically identify thoracic fractures due to performance of CPR chest compressions. 
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Rib Fractures Due to Cardiopulmonary Resuscitation. Diagnostics (Basel). 2020 Sep 15;10(9):697. 
 

Tabular Modifications 
 

No Change M96 Intraoperative and postprocedural complications and disorders of musculoskeletal system, not elsewhere classified 
 
Add M96.A Fracture of ribs, sternum and thorax associated with compression of the chest and cardiopulmonary 
resuscitation 
 
Add M96.A1 Fracture of sternum associated with chest compression and cardiopulmonary resuscitation 
Add Fracture of xiphoid process associated with chest compression and cardiopulmonary resuscitation 
 
Add M96.A2 Fracture of one rib associated with chest compression and cardiopulmonary resuscitation 
 
Add M96.A3 Multiple fractures of ribs associated with chest compression and cardiopulmonary resuscitation 
 
Add M96.A4 Flail chest associated with chest compression and cardiopulmonary resuscitation 
 
Add M96.A9 Other fracture associated with chest compression and cardiopulmonary resuscitation 
 

N14.11 Contrast-induced nephropathy 
(MDC 11, 25) (MS-DRG 698, 699, 700, 977) 
 
N14.19 Nephropathy induced by other drugs, medicaments and biological substances 
(MDC 11, 25) (MS-DRG 698, 699, 700, 977) 
 
https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm 
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Contrast-Induced Nephropathy 
There are two rare, but serious disorders associated with contrast dyes and the kidneys: contrast induced nephropathy (CIN) and nephrogenic systemic 
fibrosis (NSF). 
 
Contrast-induced nephropathy (CIN) is defined as the impairment of kidney function—measured as either a 25% increase in serum creatinine (SCr) from 
baseline or a 0.5 mg/dL (44 µmol/L) increase in absolute SCr value—within 48-72 hours after intravenous contrast administration. CIN is a rare disorder 
and occurs when kidney problems are caused by the use of certain contrast dyes. In most cases contrast dyes used in tests, such as CT (computerized 
tomography) and angiograms, have no reported problems. About 2 percent of people receiving dyes can develop CIN. However, the risk for CIN can 
increase for people with diabetes, a history of heart and blood diseases, and chronic kidney disease (CKD). For example, the risk of CIN in people with 
advanced CKD (glomerular filtration rate (GFR) below 30 mL/min/1.73m2), increases to 30 to 40 percent. The risk of CIN in people with both CKD and 
diabetes is 20 to 50 percent. 
 

https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm


Contrast-induced nephropathy (CIN) is the third leading cause of hospital acquired acute kidney injury and identifiable cause of iatrogenic acute kidney 
injury. 
 
Cone Health is requesting a new ICD-10-CM code for contrast-induced nephropathy for coding specificity and research. 
References  
https://pubmed.ncbi.nlm.nih.gov/12441014/  
https://pubmed.ncbi.nlm.nih.gov/12629594/ 
https://radiopaedia.org/articles/contrast-induced-nephropathy https://rebelem.com/contrast-induced-
nephropathy-cin-really-not-thing/ 
https://www.kidney.org/atoz/content/Contrast-Dye-and-Kidneys 
 
 

Tabular Modifications 
 
No Change N14 Drug- and heavy-metal-induced tubulo-interstitial and tubular conditions 
 
No Change N14.1 Nephropathy induced by other drugs, medicaments and biological substances 
 
Add N14.11 Contrast-induced nephropathy 
Add Contrast medium, radiography nephropathy 
 
Add Excludes2: acute kidney failure (N17.-) 
 
Add N14.19 Nephropathy induced by other drugs, medicaments and biological substances 
 

N76.82 - Fournier disease of vagina and vulva 
(MDC 13) (MS-DRG 742, 743, 757, 758, 759) 
 
https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm 
ICD-10 Coordination and Maintenance Committee Meeting: March 9-10, 2021 

Fournier Disease of Vagina and Vulva 
NCHS has received a proposal for a new code for Fournier disease or gangrene of the vagina and vulva. Fournier disease/gangrene is a severe 
infectious necrotizing condition. Currently this condition is coded to N76.89, Other specified inflammation of vagina and vulva. This code merely 
describes inflammation of the vagina and does not adequately reflect Fournier disease. Creation of a new code will more specifically classify this 
significant condition which is often a diabetic complication. This is a representation with changes incorporated in response to public comments 
received at the September 2020 Coordination and Maintenance meeting. Changes are noted in bold. 
 
Fournier disease is a necrotizing fasciitis of the perineum, that occurs as a result of a breach in the integrity of the gastrointestinal or urethral 
mucosa. Fournier disease is a form of polymicrobial (type I) infection. Fournier gangrene typically begins abruptly with severe pain and may spread 
rapidly to the anterior abdominal wall and the gluteal muscles. 
 
Early surgical debridement of necrotic tissues and antibiotics are fundamental in the treatment of FG. Despite advanced management mortality is still 
high and averages 20%–30%.6 
 
The American College of Obstetricians and Gynecologists (ACOG) has reviewed and concurs with the request. 
 

Tabular Modifications 
 
No Change N76.8 Other specified inflammation of vagina and vulva 
 
Add N76.82 Fournier disease of vagina and vulva 
Add Fournier gangrene of vagina and vulva 
 
Add Code also, if applicable, diabetes mellitus (E08-E13 with .9) 
 
Add Excludes1: gangrene in diabetes mellitus (E08-E13 with .52 
 

N80.00 - Endometriosis of the uterus, unspecified 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.01 - Superficial endometriosis of the uterus\ 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.02 - Deep endometriosis of the uterus 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.03 - Adenomyosis of the uterus 

https://pubmed.ncbi.nlm.nih.gov/12441014/
https://www.kidney.org/atoz/content/Contrast-Dye-and-Kidneys
https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm


(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.101 - Endometriosis of right ovary, unspecified depth 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.102 - Endometriosis of left ovary, unspecified depth 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.103 - Endometriosis of bilateral ovaries, unspecified depth 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.109 - Endometriosis of ovary, unspecified side, unspecified depth 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.111 - Superficial endometriosis of right ovary 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.112 - Superficial endometriosis of left ovary 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.113 - Superficial endometriosis of bilateral ovaries 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.119 - Superficial endometriosis of ovary, unspecified ovary 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.121 - Deep endometriosis of right ovary 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.122 - Deep endometriosis of left ovary 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.123 - Deep endometriosis of bilateral ovaries 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.129 - Deep endometriosis of ovary, unspecified ovary 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.201 - Endometriosis of right fallopian tube, unspecified depth 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.202 - Endometriosis of left fallopian tube, unspecified depth 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.203 - Endometriosis of bilateral fallopian tubes, unspecified depth 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.209 - Endometriosis of unspecified fallopian tube, unspecified depth 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.211 - Superficial endometriosis of right fallopian tube 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.212 - Superficial endometriosis of left fallopian tube 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.213 - Superficial endometriosis of bilateral fallopian tubes 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.219 - Superficial endometriosis of unspecified fallopian tube 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.221 - Deep endometriosis of right fallopian tube 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.222 - Deep endometriosis of left fallopian tube 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.223 - Deep endometriosis of bilateral fallopian tubes 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.229 - Deep endometriosis of unspecified fallopian tube 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.30 - Endometriosis of pelvic peritoneum, unspecified 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 



N80.311 - Superficial endometriosis of the anterior cul-de-sac 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.312 - Deep endometriosis of the anterior cul-de-sac 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.319 - Endometriosis of the anterior cul-de-sac, unspecified depth 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.321 - Superficial endometriosis of the posterior cul-de-sac 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.322 - Deep endometriosis of the posterior cul-de-sac 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.329 - Endometriosis of the posterior cul-de-sac, unspecified depth 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.331 - Superficial endometriosis of the right pelvic sidewall 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.332 - Superficial endometriosis of the left pelvic sidewall 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.333 - Superficial endometriosis of bilateral pelvic sidewall 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.339 - Superficial endometriosis of pelvic sidewall, unspecified side 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.341 - Deep endometriosis of the right pelvic sidewall 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.342 - Deep endometriosis of the left pelvic sidewall 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.343 - Deep endometriosis of the bilateral pelvic sidewall 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.349 - Deep endometriosis of the pelvic sidewall, unspecified side 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.351 - Endometriosis of the right pelvic sidewall, unspecified depth 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.352 - Endometriosis of the left pelvic sidewall, unspecified depth 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.353 - Endometriosis of bilateral pelvic sidewall, unspecified depth 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.359 - Endometriosis of pelvic sidewall, unspecified side, unspecified depth 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.361 - Superficial endometriosis of the right pelvic brim 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.362 - Superficial endometriosis of the left pelvic brim 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.363 - Superficial endometriosis of bilateral pelvic brim 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.369 - Superficial endometriosis of the pelvic brim, unspecified side 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.371 - Deep endometriosis of the right pelvic brim 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.372 - Deep endometriosis of the left pelvic brim 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.373 - Deep endometriosis of bilateral pelvic brim 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.379 - Deep endometriosis of the pelvic brim, unspecified side 
(MDC 13) (MS-DRG 742, 743, 760, 761) 



 
N80.381 - Endometriosis of the right pelvic brim, unspecified depth 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.382 - Endometriosis of the left pelvic brim, unspecified depth 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.383 - Endometriosis of bilateral pelvic brim, unspecified depth 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.389 - Endometriosis of the pelvic brim, unspecified side, unspecified depth 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.391 - Superficial endometriosis of the pelvic peritoneum, other specified sites 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.392 - Deep endometriosis of the pelvic peritoneum, other specified sites 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.399 - Endometriosis of the pelvic peritoneum, other specified sites, unspecified depth 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.3A1 - Superficial endometriosis of the right uterosacral ligament 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.3A2 - Superficial endometriosis of the left uterosacral ligament 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.3A3 - Superficial endometriosis of the bilateral uterosacral ligament(s) 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.3A9 - Superficial endometriosis of the uterosacral ligament(s), unspecified side 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
N80.3B1 - Deep endometriosis of the right uterosacral ligament 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.3B2 - Deep endometriosis of the left uterosacral ligament 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.3B3 - Deep endometriosis of bilateral uterosacral ligament(s) 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.3B9 - Deep endometriosis of the uterosacral ligament(s), unspecified side 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.3C1 - Endometriosis of the right uterosacral ligament, unspecified depth 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.3C2 - Endometriosis of the left uterosacral ligament, unspecified depth 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.3C3 - Endometriosis of bilateral uterosacral ligament(s), unspecified depth 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.3C9 - Endometriosis of the uterosacral ligament(s), unspecified side, unspecified depth 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.40 - Endometriosis of rectovaginal septum, unspecified involvement of vagina 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.41 - Endometriosis of rectovaginal septum without involvement of vagina 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.42 - Endometriosis of rectovaginal septum with involvement of vagina 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.50 - Endometriosis of intestine, unspecified 
(MDC 06) (MS-DRG 391, 392) 
 
N80.511 - Superficial endometriosis of the rectum 
(MDC 06) (MS-DRG 391, 392) 
 
N80.512 - Deep endometriosis of the rectum 
(MDC 06) (MS-DRG 391, 392) 
 
N80.519 - Endometriosis of the rectum, unspecified depth 
(MDC 06) (MS-DRG 391, 392) 



 
N80.521 - Superficial endometriosis of the sigmoid colon 
(MDC 06) (MS-DRG 391, 392) 
 
N80.522 - Deep endometriosis of the sigmoid colon 
(MDC 06) (MS-DRG 391, 392) 
 
N80.529 - Endometriosis of the sigmoid colon, unspecified depth 
(MDC 06) (MS-DRG 391, 392) 
 
N80.531 - Superficial endometriosis of the cecum 
(MDC 06) (MS-DRG 391, 392) 
 
N80.532 - Deep endometriosis of the cecum 
(MDC 06) (MS-DRG 391, 392) 
 
N80.539 - Endometriosis of the cecum, unspecified depth 
(MDC 06) (MS-DRG 391, 392) 
 
N80.541 - Superficial endometriosis of the appendix 
(MDC 06) (MS-DRG 391, 392) 
 
N80.542 - Deep endometriosis of the appendix 
(MDC 06) (MS-DRG 391, 392) 
 
N80.549 - Endometriosis of the appendix, unspecified depth 
(MDC 06) (MS-DRG 391, 392) 
 
N80.551 - Superficial endometriosis of other parts of the colon 
(MDC 06) (MS-DRG 391, 392) 
 
N80.552 - Deep endometriosis of other parts of the colon 
(MDC 06) (MS-DRG 391, 392) 
 
N80.559 - Endometriosis of other parts of the colon, unspecified depth 
(MDC 06) (MS-DRG 391, 392) 
 
N80.561 - Superficial endometriosis of the small intestine 
(MDC 06) (MS-DRG 391, 392) 
 
N80.562 - Deep endometriosis of the small intestine 
(MDC 06) (MS-DRG 391, 392) 
 
N80.569 - Endometriosis of the small intestine, unspecified depth 
(MDC 06) (MS-DRG 391, 392) 
 
N80.A0 - Endometriosis of bladder, unspecified depth 
(MDC 11) (MS-DRG 698, 699, 700) 
 
N80.A1 - Superficial endometriosis of bladder 
(MDC 11) (MS-DRG 698, 699, 700) 
 
N80.A2 - Deep endometriosis of bladder 
(MDC 11) (MS-DRG 698, 699, 700) 
 
N80.A41 - Superficial endometriosis of right ureter 
(MDC 11) (MS-DRG 698, 699, 700) 
 
N80.A42 - Superficial endometriosis of left ureter 
(MDC 11) (MS-DRG 698, 699, 700) 
 
N80.A43 - Superficial endometriosis of bilateral ureters 
(MDC 11) (MS-DRG 698, 699, 700) 
 
N80.A49 - Superficial endometriosis of unspecified ureter 
(MDC 11) (MS-DRG 698, 699, 700) 
 
N80.A51 - Deep endometriosis of right ureter 
(MDC 11) (MS-DRG 698, 699, 700) 
 
N80.A52 - Deep endometriosis of left ureter 
(MDC 11) (MS-DRG 698, 699, 700) 
 
N80.A53 - Deep endometriosis of bilateral ureters 
(MDC 11) (MS-DRG 698, 699, 700) 
 
N80.A59 - Deep endometriosis of unspecified ureter 



(MDC 11) (MS-DRG 698, 699, 700) 
 
N80.A61 - Endometriosis of right ureter, unspecified depth 
(MDC 11) (MS-DRG 698, 699, 700) 
 
N80.A62 - Endometriosis of left ureter, unspecified depth 
(MDC 11) (MS-DRG 698, 699, 700) 
 
N80.A63 - Endometriosis of bilateral ureters, unspecified depth 
(MDC 11) (MS-DRG 698, 699, 700) 
 
N80.A69 - Endometriosis of unspecified ureter, unspecified depth 
(MDC 11) (MS-DRG 698, 699, 700) 
 
N80.B1 - Endometriosis of pleura 
(MDC 04) (MS-DRG 205, 206) 
 
N80.B2 - Endometriosis of lung 
(MDC 04) (MS-DRG 205, 206) 
 
N80.B31 - Superficial endometriosis of diaphragm 
(MDC 04) (MS-DRG 205, 206) 
 
N80.B32 - Deep endometriosis of diaphragm 
(MDC 04) (MS-DRG 205, 206) 
 
N80.B39 - Endometriosis of diaphragm, unspecified depth 
(MDC 04) (MS-DRG 205, 206) 
 
N80.B4 - Endometriosis of the pericardial space 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.B5 - Endometriosis of the mediastinal space 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.B6 - Endometriosis of cardiothoracic space 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.C0 - Endometriosis of the abdomen, unspecified 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.C10 - Endometriosis of the anterior abdominal wall, subcutaneous tissue 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.C11 - Endometriosis of the anterior abdominal wall, fascia and muscular layers 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.C19 - Endometriosis of the anterior abdominal wall, unspecified depth 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.C2 - Endometriosis of the umbilicus 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.C3 - Endometriosis of the inguinal canal 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.C4 - Endometriosis of extra-pelvic abdominal peritoneum 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.C9 - Endometriosis of other site of abdomen 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.D0 - Endometriosis of the pelvic nerves, unspecified 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.D1 - Endometriosis of the sacral splanchnic nerves 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.D2 - Endometriosis of the sacral nerve roots 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.D3 - Endometriosis of the obturator nerve 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.D4 - Endometriosis of the sciatic nerve 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 



N80.D5 - Endometriosis of the pudendal nerve 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.D6 - Endometriosis of the femoral nerve 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
N80.D9 - Endometriosis of other pelvic nerve 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm 
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Endometriosis 
The American College of Obstetricians and Gynecologists (ACOG) and American Association of Gynecologic Laparoscopists (AAGL) are 
requesting expansion of the N80 code sections for endometriosis. This was previously presented at the September 2020 and the March 2021 
Coordination and Maintenance meetings and is being represented with changes. These changes are in bold. 
 
Endometriosis is an often-painful disorder in which tissue similar to the tissue that normally lines the inside of the uterus, the endometrium, grows 
outside the uterus. Endometriosis most commonly involves the ovaries, fallopian tubes and the tissue lining the pelvis. The primary symptom of 
endometriosis is pelvic pain, often associated with menstrual periods. Although many experience cramping during their menstrual periods, those with 
endometriosis typically describe menstrual pain that's far worse than usual. Pain usually increases over time. 
 
The description of superficial and deep: 
 
Superficial endometriosis: Ectopic growth of endometrial-like tissue that extends 5mm or less below the peritoneal surface. Lesions can vary in 
number (singular or in multiple locations). 
Deeply infiltrating endometriosis: Ectopic growth of endometrial-like tissue that extends greater than 5mm below the peritoneal surface. Lesions can 
vary in number (singular or in multiple locations). These lesions are commonly associated with deep fibrosis and adhesions. 

 
Current ICD-10 codes for endometriosis do not provide details in terms of laterality, location, depth of invasion, volume of disease and specific 
organ(s) involved. The addition and use of these proposed codes to specifically describe the type and location of endometriosis will have direct 
implications on disease management and clinical outcomes. 
 
ACOG and AAGL request the N80 to be expanded to provide additional specificity for appropriate diagnosis coding and to assist in 
measuring the incidence of these specific conditions. This will enable better tracking, measurement, and ultimately treatment for 
endometriosis. 
 

Tabular Modifications 
No Change Noninflammatory disorders of female genital tract (N80-N98) 

 
No Change N80 Endometriosis 

 
No Change N80.0 Endometriosis of uterus 
Delete Adenomyosis 
Add Endometriosis of the cervix 

 
Add N80.00 Endometriosis of the uterus, unspecified 
Add N80.01 Superficial endometriosis of the uterus 

Add N80.02 Deep endometriosis of the uterus 
Add Deep retrocervical endometriosis 

Add N80.03 Adenomyosis of the uterus 
Add Adenomyosis NOS 

No Change N80.1 Endometriosis of ovary 

Add N80.10 Endometriosis of ovary, unspecified depth 

Add N80.101 Endometriosis of right ovary, unspecified depth 

Add N80.102 Endometriosis of left ovary, unspecified depth 

Add N80.103 Endometriosis of bilateral ovaries, unspecified depth 

Add N80.109 Endometriosis of ovary, unspecified side, unspecified depth 
Add Endometriosis of ovary NOS 

Add N80.11 Superficial endometriosis of the ovary 

https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm


Add N80.111 Superficial endometriosis of right ovary 

Add N80.112 Superficial endometriosis of left ovary 

Add N80.113 Superficial endometriosis of bilateral ovaries 

Add N80.119 Superficial endometriosis of ovary, unspecified ovary 

Add N80.12 Deep endometriosis of ovary 
Add Deep ovarian endometriosis 
Add Endometrioma 

Add N80.121 Deep endometriosis of right ovary 

Add N80.122 Deep endometriosis of left ovary 

Add N80.123 Deep endometriosis of bilateral ovaries 

Add N80.129 Deep endometriosis of ovary, unspecified ovary 

No Change N80.2 Endometriosis of fallopian tube 

Add N80.20 Endometriosis of fallopian tube, unspecified depth 

Add N80.201 Endometriosis of right fallopian tube, unspecified depth 

Add N80.202 Endometriosis of left fallopian tube, unspecified depth 

Add N80.203 Endometriosis of bilateral fallopian tubes, unspecified depth 

Add N80.209 Endometriosis of unspecified fallopian tube, unspecified depth 
Add Endometriosis fallopian tube NOS 

Add N80.21 Superficial endometriosis of fallopian tube 

Add N80.211 Superficial endometriosis of right fallopian tube 

Add N80.212 Superficial endometriosis of left fallopian tube 

Add N80.213 Superficial endometriosis of bilateral fallopian tubes 
Add N80.219 Superficial endometriosis of unspecified fallopian tube 

Add N80.22 Deep endometriosis of the fallopian tube 
Add Deep endometriosis involving muscular wall of fallopian tube 

Add N80.221 Deep endometriosis of right fallopian tube 

Add N80.222 Deep endometriosis of left fallopian tube 

Add N80.223 Deep endometriosis of bilateral fallopian tubes 

Add N80.229 Deep endometriosis of unspecified fallopian tube 

No Change N80.3 Endometriosis of pelvic peritoneum 

Add N80.30 Endometriosis of pelvic peritoneum, unspecified 
Add Endometriosis of the retroperitoneum NOS 

Add N80.31 Endometriosis of the anterior cul-de-sac 

Add N80.311 Superficial endometriosis of the anterior cul-de-sac 

Add N80.312 Deep endometriosis of the anterior cul-de-sac 



Add N80.319 Endometriosis of the anterior cul-de-sac, unspecified depth 
Add Endometriosis of the anterior cul-de-sac NOS 

Add N80.32 Endometriosis of the posterior cul-de-sac 

Add N80.321 Superficial endometriosis of the posterior cul-de-sac 

Add N80.322 Deep endometriosis of the posterior cul-de-sac 

Add N80.329 Endometriosis of the posterior cul-de-sac, unspecified depth 
Add Endometriosis of the posterior cul-de-sac NOS 

Add N80.33 Superficial endometriosis of the pelvic sidewall 

Add N80.331 Superficial endometriosis of the right pelvic sidewall 

Add N80.332 Superficial endometriosis of the left pelvic sidewall 

Add N80.333 Superficial endometriosis of bilateral pelvic sidewall 

Add N80.339 Superficial endometriosis of pelvic sidewall, unspecified side 

Add N80.34 Deep endometriosis of the pelvic sidewall 

Add N80.341 Deep endometriosis of the right pelvic sidewall 

Add N80.342 Deep endometriosis of the left pelvic sidewall 

Add N80.343 Deep endometriosis of the bilateral pelvic sidewall 

Add N80.349 Deep endometriosis of the pelvic sidewall, unspecified side 

Add N80.35 Endometriosis of the pelvic sidewall, unspecified depth 

Add N80.351 Endometriosis of the right pelvic sidewall, unspecified depth 

Add N80.352 Endometriosis of the left pelvic sidewall, unspecified depth 

Add N80.353 Endometriosis of bilateral pelvic sidewall, unspecified depth 

Add N80.359 Endometriosis of pelvic sidewall, unspecified side, unspecified depth 
Add Endometriosis of the pelvic sidewall NOS 

Add N80.36 Superficial endometriosis of the pelvic brim 

Add N80.361 Superficial endometriosis of the right pelvic brim 

Add N80.362 Superficial endometriosis of the left pelvic brim 

Add N80.363 Superficial endometriosis of bilateral pelvic brim 

Add N80.369 Superficial endometriosis of the pelvic brim, unspecified side 

Add N80.37 Deep endometriosis of the pelvic brim 

Add N80.371 Deep endometriosis of the right pelvic brim 

Add N80.372 Deep endometriosis of the left pelvic brim 

Add N80.373 Deep endometriosis of bilateral pelvic brim 

Add N80.379 Deep endometriosis of the pelvic brim, unspecified side 

Add N80.38 Endometriosis of the pelvic brim, unspecified depth 



Add N80.381 Endometriosis of the right pelvic brim, unspecified depth 

Add N80.382 Endometriosis of the left pelvic brim, unspecified depth 

Add N80.383 Endometriosis of bilateral pelvic brim, unspecified depth 

Add N80.389 Endometriosis of the pelvic brim, unspecified side, unspecified depth 
Add Endometriosis of the pelvic brim NOS 

Add N80.3A Superficial endometriosis of the uterosacral ligament(s) 

Add N80.3A1 Superficial endometriosis of the right uterosacral ligament 

Add N80.3A2 Superficial endometriosis of the left uterosacral ligament 

Add N80.3A3 Superficial endometriosis of the bilateral uterosacral ligament(s) 

Add N80.3A9 Superficial endometriosis of the uterosacral ligament(s), unspecified side 

Add N80.3B Deep endometriosis of the uterosacral ligament(s) 

Add N80.3B1 Deep endometriosis of the right uterosacral ligament 

Add N80.3B2 Deep endometriosis of the left uterosacral ligament 

Add N80.3B3 Deep endometriosis of bilateral uterosacral ligament(s) 

Add N80.3B9 Deep endometriosis of the uterosacral ligament(s), unspecified side 

Add N80.3C Endometriosis of the uterosacral ligament(s), unspecified depth 

Add N80.3C1 Endometriosis of the right uterosacral ligament, unspecified depth 

Add N80.3C2 Endometriosis of the left uterosacral ligament, unspecified depth 

Add N80.3C3 Endometriosis of bilateral uterosacral ligament(s), unspecified depth 

Add N80.3C9 Endometriosis of the uterosacral ligament(s), unspecified side, unspecified 
 
Add 

depth 
Endometriosis of the uterosacral ligament(s) NOS 

Add N80.39 Endometriosis of other pelvic peritoneum 
 

Add N80.391 Superficial endometriosis of the pelvic peritoneum, other specified sites 
 

Add N80.392 Deep endometriosis of the pelvic peritoneum, other specified sites 
 

Add N80.399 Endometriosis of the pelvic peritoneum, other specified sites, unspecified depth 
 

No Change N80.4 Endometriosis of rectovaginal septum and vagina 
 

Add N80.40 Endometriosis of rectovaginal septum, unspecified involvement of vagina 
Add Endometriosis of the rectovaginal septum, NOS 

 
Add N80.41 Endometriosis of rectovaginal septum without involvement of vagina 

 
Add N80.42 Endometriosis of rectovaginal septum with involvement of vagina 

 
No Change N80.5 Endometriosis of intestine 

 
Add N80.50 Endometriosis of intestine, unspecified 

 
Add N80.51 Endometriosis of the rectum 

 
Add N80.511 Superficial endometriosis of the rectum 

 
Add N80.512 Deep endometriosis of the rectum 
Add Deep endometriosis of the rectum, multifocal 

 



Add N80.519 Endometriosis of the rectum, unspecified depth 
Add Endometriosis of the rectum NOS 

 
Add N80.52 Endometriosis of the sigmoid colon 

 
Add N80.521 Superficial endometriosis of the sigmoid colon 

 
Add N80.522 Deep endometriosis of the sigmoid colon 

 
Add N80.529 Endometriosis of the sigmoid colon, unspecified depth 
Add Endometriosis of the sigmoid colon NOS 

 
Add N80.53 Endometriosis of the cecum 

 
Add N80.531 Superficial endometriosis of the cecum 

 
Add N80.532 Deep endometriosis of the cecum 

 
Add N80.539 Endometriosis of the cecum, unspecified depth 
Add Endometriosis of the cecum NOS 

 
Add N80.54 Endometriosis of the appendix 

 
Add N80.541 Superficial endometriosis of the appendix 

 
Add N80.542 Deep endometriosis of the appendix 

 
Add N80.549 Endometriosis of the appendix, unspecified depth 
Add Endometriosis of the appendix NOS 

 
Add N80.55 Endometriosis of other parts of the colon 
Add Endometriosis of descending colon 
Add Endometriosis of transverse colon 

 
Add N80.551 Superficial endometriosis of other parts of the colon 
Add N80.552 Deep endometriosis of other parts of the colon 

Add N80.559 Endometriosis of other parts of the colon, unspecified depth 
Add Endometriosis of colon NOS 

Add N80.56 Endometriosis of the small intestine 

Add N80.561 Superficial endometriosis of the small intestine 

Add N80.562 Deep endometriosis of the small intestine 
Add Deep endometriosis of the small intestine, multifocal 

Add N80.569 Endometriosis of the small intestine, unspecified depth 
Add Endometriosis of the small intestine NOS 

Add N80.A Endometriosis of bladder and ureters 

Add N80.A0 Endometriosis of bladder, unspecified depth 
Add Endometriosis of bladder NOS 

Add N80.A1 Superficial endometriosis of bladder 

Add N80.A2 Deep endometriosis of bladder 

Add N80.A4 Superficial endometriosis of ureter 
Add Extrinsic endometriosis of ureter 

Add Code also, if applicable, obstructive and reflux uropathy (N13.-) 

Add N80.A41 Superficial endometriosis of right ureter 

Add N80.A42 Superficial endometriosis of left ureter 

Add N80.A43 Superficial endometriosis of bilateral ureters 



Add N80.A49 Superficial endometriosis of unspecified ureter 

Add N80.A5 Deep endometriosis of ureter 
Add Intrinsic endometriosis of ureter 

Add Code also, if applicable, obstructive and reflux uropathy (N13.-) 

Add N80.A51 Deep endometriosis of right ureter 

Add N80.A52 Deep endometriosis of left ureter 

Add N80.A53 Deep endometriosis of bilateral ureters 

Add N80.A59 Deep endometriosis of unspecified ureter 

Add N80.A6 Endometriosis of ureter, unspecified depth 

Add Code also, if applicable, obstructive and reflux uropathy (N13.-) 

Add N80.A61 Endometriosis of right ureter, unspecified depth 

Add N80.A62 Endometriosis of left ureter, unspecified depth 

Add N80.A63 Endometriosis of bilateral ureters, unspecified depth 

Add N80.A69 Endometriosis of unspecified ureter, unspecified depth 

Add N80.B Endometriosis of cardiothoracic space 
Add Endometriosis of thorax 
Add Code also, if applicable: 
Add catamenial hemothorax (J94.2) 
Add catamenial pneumothorax (J93.12) 

Add N80.B1 Endometriosis of pleura 

Add N80.B2 Endometriosis of lung 

Add N80.B3 Endometriosis of diaphragm 

Add N80.B31 Superficial endometriosis of diaphragm 

Add N80.B32 Deep endometriosis of diaphragm 

Add N80.B39 Endometriosis of diaphragm, unspecified depth 
Add Endometriosis of the diaphragm NOS 

Add N80.B4 Endometriosis of the pericardial space 

Add N80.B5 Endometriosis of the mediastinal space 

Add N80.B6 Endometriosis of cardiothoracic space 

Add N80.C Endometriosis of the abdomen 

Add N80.C0 Endometriosis of the abdomen, unspecified 
Add Endometriosis of the abdomen NOS 

Add N80.C1 Endometriosis of the anterior abdominal wall 

Add N80.C10 Endometriosis of the anterior abdominal wall, subcutaneous tissue 

Add N80.C11 Endometriosis of the anterior abdominal wall, fascia and muscular layers 

Add N80.C19 Endometriosis of the anterior abdominal wall, unspecified depth 



Add Endometriosis of the anterior abdominal wall NOS 

Add N80.C2 Endometriosis of the umbilicus 

Add N80.C3 Endometriosis of the inguinal canal 

Add N80.C4 Endometriosis of extra-pelvic abdominal peritoneum 

Add N80.C9 Endometriosis of other site of abdomen 

Add N80.D Endometriosis of the pelvic nerves 
Add Endometriosis of the nerves of the retroperitoneum 

Add N80.D0 Endometriosis of the pelvic nerves, unspecified 
Add Endometriosis of nerve of the retroperitoneum, NOS 

Add N80.D1 Endometriosis of the sacral splanchnic nerves 
Add Endometriosis of the pelvic splanchnic nerves 

Add N80.D2 Endometriosis of the sacral nerve roots 

Add N80.D3 Endometriosis of the obturator nerve 

Add N80.D4 Endometriosis of the sciatic nerve 

Add N80.D5 Endometriosis of the pudendal nerve 

Add N80.D6 Endometriosis of the femoral nerve 
Add N80.D9 Endometriosis of other pelvic nerve 
Add Endometriosis of the other nerves of the retroperitoneum 

 
No Change N80.8 Other endometriosis 
Revise from Endometriosis of thorax 
Revise to Endometriosis of other site 

    

N85.A - Isthmocele 
(MDC 13) (MS-DRG 742, 743, 760, 761) 
 
https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm 
ICD-10 Coordination and Maintenance Committee Meeting: September 14-15, 2021 

Isthmocele 
The American College of Obstetricians and Gynecologists (ACOG), The American Society for Reproductive Medicine (ASRM) and the American 
Association of Gynecologic Laparoscopists (AAGL) are proposing a new diagnosis code to specify the presence of a defect in the myometrium from a 
cesarean section for the non-pregnant patient. The term isthmocele (also known as cesarean scar defect or niche) describes a dehiscence at the 
incision site of a previous cesarean section. A proposal for isthmocele scarring at a different code category was presented at the September 2019 
Coordination and Maintenance meeting, but comments did not support the request for a new code at that code category. 
 
Isthmocele can complicate pregnancy in many ways. It may cause abnormal placentation, interstitial pregnancy, cesarean scar dehiscence and 
uterine rupture. ICD-10-CM has codes that describe the isthmocele in the obstetric setting at subcategory O34.2-, Maternal care due to uterine scar 
from previous surgery. There is currently no diagnosis code for isthmocele in the gynecologic patient population. 
 
In the non-pregnant patient, isthmocele may be the cause of pelvic pain, abnormal uterine bleeding, secondary infertility, vaginal discharge, 
postmenstrual spotting, dyspareunia and dysmenorrhea. Many patients are asymptomatic and the isthmocele is found incidentally on imaging. The 
prevalence of isthmocele in randomly selected women of reproductive age is 24- 70% using transvaginal ultrasound, and 56-84% by saline 
sonohysterogram. Depending on symptoms, the treatment can be medical or surgical. Hysteroscopy and laparoscopy are the minimally invasive 
approaches mainly used to repair the defect. 
 
ACOG is requesting new ICD-10-CM codes to identify this condition when found in the non- pregnant patient. This will allow the ability to track the 
frequency at which this condition occurs, as well as to facilitate tracking of the most effective treatment modalities through diagnosis code searches in 
EMT datasets. The following tabular modifications are being proposed. 
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Tabular Modifications 
 
Add N85.A Isthmocele 
Add Isthmocele (non-pregnant state) 
 
Add Code also any associated conditions such as: 
Add abnormal uterine and vaginal bleeding, unspecified (N93.9) 
Add female infertility of uterine origin (N97.2) 
Add pelvic and perineal pain (R10.2) 
 
Add Excludes1: maternal care for cesarean scar defect (isthmocele) (O34.22) 
 

O35.00X0 - Maternal care for (suspected) central nervous system malformation or 
damage in fetus, unspecified, not applicable or unspecified   
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.00X1 - Maternal care for (suspected) central nervous system malformation or damage in fetus, unspecified, fetus  
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
  
O35.00X3 - Maternal care for (suspected) central nervous system malformation or damage in fetus, unspecified, fetus 3 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.00X4 - Maternal care for (suspected) central nervous system malformation or damage in fetus, unspecified, fetus 4 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.00X5 - Maternal care for (suspected) central nervous system malformation or damage in fetus, unspecified, fetus 5 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.00X9 - Maternal care for (suspected) central nervous system malformation or damage in fetus, unspecified, other fetus 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.01X0 - Maternal care for (suspected) central nervous system malformation or damage in fetus, agenesis of the corpus  
callosum, not applicable or unspecified 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.01X1 - Maternal care for (suspected) central nervous system malformation or damage in fetus, agenesis of the corpus callosum, fetus 1 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.01X2 - Maternal care for (suspected) central nervous system malformation or damage in fetus, agenesis of the corpus callosum, fetus 2 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.01X3 - Maternal care for (suspected) central nervous system malformation or damage in fetus, agenesis of the corpus callosum, fetus 3 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.01X4 - Maternal care for (suspected) central nervous system malformation or damage in fetus, agenesis of the corpus callosum, fetus 4 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.01X5 - Maternal care for (suspected) central nervous system malformation or damage in fetus, agenesis of the corpus callosum, fetus 5 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.01X9 - Maternal care for (suspected) central nervous system malformation or damage in fetus, agenesis of the corpus callosum, other fetus 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.02X0 - Maternal care for (suspected) central nervous system malformation or damage in fetus, anencephaly, not applicable or unspecified 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.02X1 - Maternal care for (suspected) central nervous system malformation or damage in fetus, anencephaly, fetus 1 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.02X2 - Maternal care for (suspected) central nervous system malformation or damage in fetus, anencephaly, fetus 2 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.02X3 - Maternal care for (suspected) central nervous system malformation or damage in fetus, anencephaly, fetus 3 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 



O35.02X4 - Maternal care for (suspected) central nervous system malformation or damage in fetus, anencephaly, fetus 4 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.02X5 - Maternal care for (suspected) central nervous system malformation or damage in fetus, anencephaly, fetus 5 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.02X9 - Maternal care for (suspected) central nervous system malformation or damage in fetus, anencephaly, other fetus 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.03X0 - Maternal care for (suspected) central nervous system malformation or damage in fetus, choroid plexus cysts, not  
applicable or unspecified 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.03X1 - Maternal care for (suspected) central nervous system malformation or damage in fetus, choroid plexus cysts, fetus 1 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.03X2 - Maternal care for (suspected) central nervous system malformation or damage in fetus, choroid plexus cysts, fetus 2 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.03X3 - Maternal care for (suspected) central nervous system malformation or damage in fetus, choroid plexus cysts, fetus 3 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.03X4 - Maternal care for (suspected) central nervous system malformation or damage in fetus, choroid plexus cysts, fetus 4 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.03X5 - Maternal care for (suspected) central nervous system malformation or damage in fetus, choroid plexus cysts, fetus 5 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.03X9 - Maternal care for (suspected) central nervous system malformation or damage in fetus, choroid plexus cysts, other  
fetus 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.04X0 - Maternal care for (suspected) central nervous system malformation or damage in fetus, encephalocele, not applicable or unspecified 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.04X1 - Maternal care for (suspected) central nervous system malformation or damage in fetus, encephalocele, fetus 1 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.04X2 - Maternal care for (suspected) central nervous system malformation or damage in fetus, encephalocele, fetus 2 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.04X3 - Maternal care for (suspected) central nervous system malformation or damage in fetus, encephalocele, fetus 3 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.04X4 - Maternal care for (suspected) central nervous system malformation or damage in fetus, encephalocele, fetus 4 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.04X5 - Maternal care for (suspected) central nervous system malformation or damage in fetus, encephalocele, fetus 5 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.04X9 - Maternal care for (suspected) central nervous system malformation or damage in fetus, encephalocele, other fetus 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.05X0 - Maternal care for (suspected) central nervous system malformation or damage in fetus, holoprosencephaly, not  
applicable or unspecified 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.05X1 - Maternal care for (suspected) central nervous system malformation or damage in fetus, holoprosencephaly, fetus 1 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.05X2 - Maternal care for (suspected) central nervous system malformation or damage in fetus, holoprosencephaly, fetus 2 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.05X3 - Maternal care for (suspected) central nervous system malformation or damage in fetus, holoprosencephaly, fetus 3 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.05X4 - Maternal care for (suspected) central nervous system malformation or damage in fetus, holoprosencephaly, fetus 4 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.05X5 - Maternal care for (suspected) central nervous system malformation or damage in fetus, holoprosencephaly, fetus 5 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.05X9 - Maternal care for (suspected) central nervous system malformation or damage in fetus, holoprosencephaly, other fetus 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.06X0 - Maternal care for (suspected) central nervous system malformation or damage in fetus, hydrocephaly, not applicable or unspecified 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 



O35.06X1 - Maternal care for (suspected) central nervous system malformation or damage in fetus, hydrocephaly, fetus 1 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.06X2 - Maternal care for (suspected) central nervous system malformation or damage in fetus, hydrocephaly, fetus 2 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.06X3 - Maternal care for (suspected) central nervous system malformation or damage in fetus, hydrocephaly, fetus 3 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.06X4 - Maternal care for (suspected) central nervous system malformation or damage in fetus, hydrocephaly, fetus 4 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.06X5 - Maternal care for (suspected) central nervous system malformation or damage in fetus, hydrocephaly, fetus 5 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.06X9 - Maternal care for (suspected) central nervous system malformation or damage in fetus, hydrocephaly, other fetus 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.07X0 - Maternal care for (suspected) central nervous system malformation or damage in fetus, microcephaly, not applicable or unspecified 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.07X1 - Maternal care for (suspected) central nervous system malformation or damage in fetus, microcephaly, fetus 1 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.07X2 - Maternal care for (suspected) central nervous system malformation or damage in fetus, microcephaly, fetus 2 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.07X3 - Maternal care for (suspected) central nervous system malformation or damage in fetus, microcephaly, fetus 3 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.07X4 - Maternal care for (suspected) central nervous system malformation or damage in fetus, microcephaly, fetus 4 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.07X5 - Maternal care for (suspected) central nervous system malformation or damage in fetus, microcephaly, fetus 5 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.07X9 - Maternal care for (suspected) central nervous system malformation or damage in fetus, microcephaly, other fetus 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.08X0 - Maternal care for (suspected) central nervous system malformation or damage in fetus, spina bifida, not applicable or  
unspecified 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.08X1 - Maternal care for (suspected) central nervous system malformation or damage in fetus, spina bifida, fetus 1 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.08X2 - Maternal care for (suspected) central nervous system malformation or damage in fetus, spina bifida, fetus 2 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.08X3 - Maternal care for (suspected) central nervous system malformation or damage in fetus, spina bifida, fetus 3 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.08X4 - Maternal care for (suspected) central nervous system malformation or damage in fetus, spina bifida, fetus 4 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.08X5 - Maternal care for (suspected) central nervous system malformation or damage in fetus, spina bifida, fetus 5 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.08X9 - Maternal care for (suspected) central nervous system malformation or damage in fetus, spina bifida, other fetus 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.09X0 - Maternal care for (suspected) other central nervous system malformation or damage in fetus, not applicable or  
Unspecified 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.09X1 - Maternal care for (suspected) other central nervous system malformation or damage in fetus, fetus 1 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.09X2 - Maternal care for (suspected) other central nervous system malformation or damage in fetus, fetus 2 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.09X3 - Maternal care for (suspected) other central nervous system malformation or damage in fetus, fetus 3 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.09X4 - Maternal care for (suspected) other central nervous system malformation or damage in fetus, fetus 4 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.09X5 - Maternal care for (suspected) other central nervous system malformation or damage in fetus, fetus 5 



(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.09X9 - Maternal care for (suspected) other central nervous system malformation or damage in fetus, other fetus 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.10X0 - Maternal care for (suspected) chromosomal abnormality in fetus, unspecified, not applicable or unspecified 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.10X1 - Maternal care for (suspected) chromosomal abnormality in fetus, unspecified, fetus 1 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.10X2 - Maternal care for (suspected) chromosomal abnormality in fetus, unspecified, fetus 2 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.10X3 - Maternal care for (suspected) chromosomal abnormality in fetus, unspecified, fetus 3 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.10X4 - Maternal care for (suspected) chromosomal abnormality in fetus, unspecified, fetus 4 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.10X5 - Maternal care for (suspected) chromosomal abnormality in fetus, unspecified, fetus 5 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.10X9 - Maternal care for (suspected) chromosomal abnormality in fetus, unspecified, other fetus 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.11X0 - Maternal care for (suspected) chromosomal abnormality in fetus, Trisomy 13, not applicable or unspecified 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.11X1 - Maternal care for (suspected) chromosomal abnormality in fetus, Trisomy 13, fetus 1 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.11X2 - Maternal care for (suspected) chromosomal abnormality in fetus, Trisomy 13, fetus 2 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.11X3 - Maternal care for (suspected) chromosomal abnormality in fetus, Trisomy 13, fetus 3 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.11X4 - Maternal care for (suspected) chromosomal abnormality in fetus, Trisomy 13, fetus 4 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.11X5 - Maternal care for (suspected) chromosomal abnormality in fetus, Trisomy 13, fetus 5 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.11X9 - Maternal care for (suspected) chromosomal abnormality in fetus, Trisomy 13, other fetus 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.12X0 - Maternal care for (suspected) chromosomal abnormality in fetus, Trisomy 18, not applicable or unspecified 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.12X1 - Maternal care for (suspected) chromosomal abnormality in fetus, Trisomy 18, fetus 1 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.12X2 - Maternal care for (suspected) chromosomal abnormality in fetus, Trisomy 18, fetus 2 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.12X3 - Maternal care for (suspected) chromosomal abnormality in fetus, Trisomy 18, fetus 3 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.12X4 - Maternal care for (suspected) chromosomal abnormality in fetus, Trisomy 18, fetus 4 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.12X5 - Maternal care for (suspected) chromosomal abnormality in fetus, Trisomy 18, fetus 5 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.12X9 - Maternal care for (suspected) chromosomal abnormality in fetus, Trisomy 18, other fetus 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.13X0 - Maternal care for (suspected) chromosomal abnormality in fetus, Trisomy 21, not applicable or unspecified 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.13X1 - Maternal care for (suspected) chromosomal abnormality in fetus, Trisomy 21, fetus 1 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.13X2 - Maternal care for (suspected) chromosomal abnormality in fetus, Trisomy 21, fetus 2 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.13X3 - Maternal care for (suspected) chromosomal abnormality in fetus, Trisomy 21, fetus 3 



(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.13X4 - Maternal care for (suspected) chromosomal abnormality in fetus, Trisomy 21, fetus 4 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.13X5 - Maternal care for (suspected) chromosomal abnormality in fetus, Trisomy 21, fetus 5 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.13X9 - Maternal care for (suspected) chromosomal abnormality in fetus, Trisomy 21, other fetus 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.14X0 - Maternal care for (suspected) chromosomal abnormality in fetus, Turner Syndrome, not applicable or unspecified 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.14X1 - Maternal care for (suspected) chromosomal abnormality in fetus, Turner Syndrome, fetus 1 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.14X2 - Maternal care for (suspected) chromosomal abnormality in fetus, Turner Syndrome, fetus 2 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.14X3 - Maternal care for (suspected) chromosomal abnormality in fetus, Turner Syndrome, fetus 3 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.14X4 - Maternal care for (suspected) chromosomal abnormality in fetus, Turner Syndrome, fetus 4 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.14X5 - Maternal care for (suspected) chromosomal abnormality in fetus, Turner Syndrome, fetus 5 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.14X9 - Maternal care for (suspected) chromosomal abnormality in fetus, Turner Syndrome, other fetus 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.15X0 - Maternal care for (suspected) chromosomal abnormality in fetus, sex chromosome abnormality, not applicable or  
unspecified 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.15X1 - Maternal care for (suspected) chromosomal abnormality in fetus, sex chromosome abnormality, fetus 1 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.15X2 - Maternal care for (suspected) chromosomal abnormality in fetus, sex chromosome abnormality, fetus 2 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.15X3 - Maternal care for (suspected) chromosomal abnormality in fetus, sex chromosome abnormality, fetus 3 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.15X4 0 Maternal care for (suspected) chromosomal abnormality in fetus, sex chromosome abnormality, fetus 4 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.15X5 - Maternal care for (suspected) chromosomal abnormality in fetus, sex chromosome abnormality, fetus 5 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.15X9 - Maternal care for (suspected) chromosomal abnormality in fetus, sex chromosome abnormality, other fetus 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.19X0 0 Maternal care for (suspected) chromosomal abnormality in fetus, other chromosomal abnormality, not applicable or unspecified 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.19X1 - Maternal care for (suspected) chromosomal abnormality in fetus, other chromosomal abnormality, fetus 1 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.19X2 - Maternal care for (suspected) chromosomal abnormality in fetus, other chromosomal abnormality, fetus 2 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.19X3 - Maternal care for (suspected) chromosomal abnormality in fetus, other chromosomal abnormality, fetus 3 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.19X4 - Maternal care for (suspected) chromosomal abnormality in fetus, other chromosomal abnormality, fetus 4 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.19X5 - Maternal care for (suspected) chromosomal abnormality in fetus, other chromosomal abnormality, fetus 5 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.19X9 - Maternal care for (suspected) chromosomal abnormality in fetus, other chromosomal abnormality, other fetus 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.AXX0 - Maternal care for other (suspected) fetal abnormality and damage, fetal facial anomalies, not applicable or unspecified 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 



O35.AXX1 - Maternal care for other (suspected) fetal abnormality and damage, fetal facial anomalies, fetus 1 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.AXX2 - Maternal care for other (suspected) fetal abnormality and damage, fetal facial anomalies, fetus 2 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.AXX3 - Maternal care for other (suspected) fetal abnormality and damage, fetal facial anomalies, fetus 3 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.AXX4 - Maternal care for other (suspected) fetal abnormality and damage, fetal facial anomalies, fetus 4 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.AXX5 - Maternal care for other (suspected) fetal abnormality and damage, fetal facial anomalies, fetus 5 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.AXX9 - Maternal care for other (suspected) fetal abnormality and damage, fetal facial anomalies, other fetus 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.BXX0 - Maternal care for other (suspected) fetal abnormality and damage, fetal cardiac anomalies, not  
applicable or unspecified 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.BXX1 - Maternal care for other (suspected) fetal abnormality and damage, fetal cardiac anomalies, fetus 1 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.BXX2 - Maternal care for other (suspected) fetal abnormality and damage, fetal cardiac anomalies, fetus 2 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.BXX3 - Maternal care for other (suspected) fetal abnormality and damage, fetal cardiac anomalies, fetus 3 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.BXX4 - Maternal care for other (suspected) fetal abnormality and damage, fetal cardiac anomalies, fetus 4 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.BXX5 - Maternal care for other (suspected) fetal abnormality and damage, fetal cardiac anomalies, fetus 5 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.BXX9 - Maternal care for other (suspected) fetal abnormality and damage, fetal cardiac anomalies, other  
fetus 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.CXX0 0 Maternal care for other (suspected) fetal abnormality and damage, fetal pulmonary anomalies, not applicable or unspecified 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.CXX1 - Maternal care for other (suspected) fetal abnormality and damage, fetal pulmonary anomalies, fetus 1 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.CXX2 - Maternal care for other (suspected) fetal abnormality and damage, fetal pulmonary anomalies, fetus 2 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.CXX3 - Maternal care for other (suspected) fetal abnormality and damage, fetal pulmonary anomalies, fetus 3 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.CXX4 - Maternal care for other (suspected) fetal abnormality and damage, fetal pulmonary anomalies, fetus 4 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.CXX5 - Maternal care for other (suspected) fetal abnormality and damage, fetal pulmonary anomalies, fetus 5 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.CXX9 - Maternal care for other (suspected) fetal abnormality and damage, fetal pulmonary anomalies, other fetus 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.DXX0 - Maternal care for other (suspected) fetal abnormality and damage, fetal gastrointestinal anomalies, not applicable or unspecified 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.DXX1 - Maternal care for other (suspected) fetal abnormality and damage, fetal gastrointestinal anomalies, fetus 1 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.DXX2 - Maternal care for other (suspected) fetal abnormality and damage, fetal gastrointestinal anomalies, fetus 2 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.DXX3 - Maternal care for other (suspected) fetal abnormality and damage, fetal gastrointestinal anomalies, fetus 3 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.DXX4 - Maternal care for other (suspected) fetal abnormality and damage, fetal gastrointestinal anomalies, fetus 4 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.DXX5 - Maternal care for other (suspected) fetal abnormality and damage, fetal gastrointestinal anomalies, fetus 5 



(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.DXX9 - Maternal care for other (suspected) fetal abnormality and damage, fetal gastrointestinal anomalies, other fetus 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.EXX0 - Maternal care for other (suspected) fetal abnormality and damage, fetal genitourinary anomalies, not applicable or  
unspecified 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.EXX1 - Maternal care for other (suspected) fetal abnormality and damage, fetal genitourinary anomalies, fetus 1 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.EXX2 - Maternal care for other (suspected) fetal abnormality and damage, fetal genitourinary anomalies, fetus 2 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.EXX3 - Maternal care for other (suspected) fetal abnormality and damage, fetal genitourinary anomalies, fetus 3 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.EXX4 - Maternal care for other (suspected) fetal abnormality and damage, fetal genitourinary anomalies, fetus 4 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.EXX5 - Maternal care for other (suspected) fetal abnormality and damage, fetal genitourinary anomalies, fetus 5 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.EXX9 - Maternal care for other (suspected) fetal abnormality and damage, fetal genitourinary anomalies, other fetus 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.FXX0 - Maternal care for other (suspected) fetal abnormality and damage, fetal musculoskeletal anomalies of trunk, not applicable or unspecified 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.FXX1 - Maternal care for other (suspected) fetal abnormality and damage, fetal musculoskeletal anomalies of trunk, fetus 1 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.FXX2 - Maternal care for other (suspected) fetal abnormality and damage, fetal musculoskeletal anomalies of trunk, fetus 2 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.FXX3 - Maternal care for other (suspected) fetal abnormality and damage, fetal musculoskeletal anomalies of trunk, fetus 3 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.FXX4 - Maternal care for other (suspected) fetal abnormality and damage, fetal musculoskeletal anomalies of trunk, fetus 4 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.FXX5 - Maternal care for other (suspected) fetal abnormality and damage, fetal musculoskeletal anomalies of trunk, fetus 5 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.FXX9 - Maternal care for other (suspected) fetal abnormality and damage, fetal musculoskeletal anomalies of trunk, other fetus 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.GXX0 - Maternal care for other (suspected) fetal abnormality and damage, fetal upper extremities anomalies, not applicable or unspecified 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.GXX1 - Maternal care for other (suspected) fetal abnormality and damage, fetal upper extremities anomalies, fetus 1 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.GXX2 - Maternal care for other (suspected) fetal abnormality and damage, fetal upper extremities anomalies, fetus 2 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.GXX3 - Maternal care for other (suspected) fetal abnormality and damage, fetal upper extremities anomalies, fetus 3 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.GXX4 - Maternal care for other (suspected) fetal abnormality and damage, fetal upper extremities anomalies, fetus 4 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.GXX5 - Maternal care for other (suspected) fetal abnormality and damage, fetal upper extremities anomalies, fetus 5 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.GXX9 - Maternal care for other (suspected) fetal abnormality and damage, fetal upper extremities anomalies, other fetus 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.HXX0 - Maternal care for other (suspected) fetal abnormality and damage, fetal lower extremities anomalies, not applicable  
or unspecified 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.HXX1 - Maternal care for other (suspected) fetal abnormality and damage, fetal lower extremities anomalies, fetus 1 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.HXX2 - Maternal care for other (suspected) fetal abnormality and damage, fetal lower extremities anomalies, fetus 2 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 



 
O35.HXX3 - Maternal care for other (suspected) fetal abnormality and damage, fetal lower extremities anomalies, fetus 3 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.HXX4 - Maternal care for other (suspected) fetal abnormality and damage, fetal lower extremities anomalies, fetus 4 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.HXX5 - Maternal care for other (suspected) fetal abnormality and damage, fetal lower extremities anomalies, fetus 5 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
 
O35.HXX9 - Maternal care for other (suspected) fetal abnormality and damage, fetal lower extremities anomalies, other fetus 
(MDC 14) (MS-DRG 817, 818, 819, 831, 832, 833) 
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Fetal Anomalies 
The Society for Maternal Fetal Medicine (SMFM) and the American College of Obstetricians and Gynecologists (ACOG) are requesting that the O35 
code sections for fetal anomalies (e.g. Central Nervous System Anomalies (CNS), Chromosomal Anomalies, and Fetal Abnormalities and Damage), be 
expanded to provide additional specificity for appropriate diagnosis coding and to assist in measuring the incidence of these specific anomalies, which 
is valuable from a public health perspective. This proposal will enable better tracking, measurement, and ultimately improved treatment modalities for 
identified fetal anomalies. 
 
A proposal was presented at the September 2019 Coordination and Maintenance meeting. In response to public comments this proposal is being 
represented. This proposal will enable better tracking, measurement, and ultimately improved treatment modalities for identified fetal anomalies. 
 
The proposed data set will be used primarily by physicians with specialized training and skill in assessing fetal anomalies during pregnancy. These 
physicians currently document these conditions during patient assessments but have no method of capturing the data with any reasonable specificity 
using the current code set. The expanded code sets would be reported once the condition has been confirmed. With the proposed expanded prenatal 
codes, the corresponding postnatal diagnosis will help assess the quality of prenatal care and diagnosis, and the allocation of public health resources 
as appropriate. 
 
In the Unites States, 3% of all babies are born with a birth defect, or about 120,000 every year. According to the MMWR, birth defects are the leading 
cause of infant deaths, accounting for 20% of all infant deaths. Worldwide, about 3.2 million babies are born yearly with a congenital anomaly. Some 
congenital anomalies can be prevented, such as with vaccination, adequate supplements (e.g. folic acid, iodine), and adequate antenatal care. While 
the etiology of many birth defects is not clear, some have a clear etiology such as obesity, diabetes, and drug intake as well as some by race. 
 
The proposed new codes represent a specific code assigned for the most common fetal abnormalities, classified by organ system. Their specificity 
provides guidance in reviewing and abstracting medical records. 
The advantage of the expanded code set is that the additional codes will provide specificity for fetal conditions during the antepartum. Specific 
antenatal codes for fetal anomalies currently do not exist although most fetal anomalies are diagnosed during the antepartum with reasonable 
specificity. This information is documented and available in the patient records with no correspondingly specific ICD- 10-CM code. The abnormalities 
are later captured in the neonatal record with postnatal or pediatric ICD-10-CM codes. The absence of antenatal ICD-10-CM codes to reflect many of 
the same diagnoses limits the ability to assess the quality of the antenatal diagnosis as well as the evaluation of the different treatment modalities 
proposed for some of these diagnoses. 
 
The specificity will help in assessing the quality of care for the different abnormalities if specified with the expanded code set. Some abnormalities will 
still be recognized even if the patient terminates her pregnancy. Clusters of teratogenic risk due to environmental or other exposure would be 
elucidated. Data would also be more accurate as many patients are mobile, meaning they deliver in a place other than where they were pregnant. 
Importantly, care disparities will be more correctly recognized. From a planning and monitoring perspectives, public health resources can be better 
allocated, and care quality can be assessed by matching prenatal and postnatal diagnoses. 
 
The facial abnormalities series of codes are important because they identify relatively common abnormalities, some of which may be genetic in origin 
while others may be associated with drug intake (e.g. antiseizure medications). The correct and most specific diagnosis codes help in referring these 
patients to specialized centers where facial surgery is undertaken. The antenatal diagnosis is important because some of these babies may need 
specialized mouth suckling devices that are critical soon after delivery and a specific antenatal diagnosis would be helpful to avoid delays in providing 
proper care and nutrition. 
 
With regards to specific chromosomal abnormality codes, the top trisomies are associated with different rates of multi-organ abnormalities and are 
managed in different ways. They also have varying and different implications as to pregnancy management. Some associated abnormalities may be 
lethal, others not, and a more efficient way to identify the associated abnormalities across a larger population will be helpful in counseling patients 
based on data to be developed with the new codes. 
 

Tabular Modifications 
 
No Change O35 Maternal care for known or suspected fetal abnormality and damage 
 
No Change O35.0 Maternal care for (suspected) central nervous system malformation in fetus 
Delete Maternal care for fetal anencephaly 
Delete Maternal care for fetal hydrocephalus 
Delete Maternal care for fetal spina bifida 
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No Change Excludes2: 
Revise from chromosomal abnormality in fetus (O35.1) 
Revise to chromosomal abnormality in fetus (O35.1-) 
 
Add O35.00 Maternal care for (suspected) central nervous system malformation or damage in fetus, unspecified 
 
Add O35.01 Maternal care for (suspected) central nervous system malformation or damage in fetus, agenesis of the corpus callosum 
 
Add O35.02 Maternal care for (suspected) central nervous system malformation or damage in fetus, anencephaly 
 
Add O35.03 Maternal care for (suspected) central nervous system malformation or damage in fetus, choroid plexus cysts 
 
Add O35.04 Maternal care for (suspected) central nervous system malformation or damage in fetus, encephalocele 
 
Add O35.05 Maternal care for (suspected) central nervous system malformation or damage in fetus, holoprosencephaly 
 
Add O35.06 Maternal care for (suspected) central nervous system malformation or damage in fetus, hydrocephaly 
Add Maternal care for fetal hydrocephalus 
 
Add O35.07 Maternal care for (suspected) central nervous system malformation or damage in fetus, microcephaly 
 
Add O35.08 Maternal care for (suspected) central nervous system malformation or damage in fetus, spina bifida 
 
Add O35.09 Maternal care for (suspected) other central nervous system malformation or damage in fetus 
 
No Change O35.1 Maternal care for (suspected) chromosomal abnormality in fetus 
 
Add O35.10 Maternal care for (suspected) chromosomal abnormality in fetus, unspecified  

Add O35.11 Maternal care for (suspected) chromosomal abnormality in fetus, Trisomy 13 

 Add O35.12 Maternal care for (suspected) chromosomal abnormality in fetus, Trisomy 18  

Add O35.13 Maternal care for (suspected) chromosomal abnormality in fetus, Trisomy 21 

Add O35.14 Maternal care for (suspected) chromosomal abnormality in fetus, Turner Syndrome 
 
Add O35.15 Maternal care for (suspected) chromosomal abnormality in fetus, sex chromosome abnormality 
Add O35.19 Maternal care for (suspected) chromosomal abnormality in fetus, other chromosomal abnormality 

Add O35.A Maternal care for other (suspected) fetal abnormality and damage, fetal facial anomalies  

Add O35.B Maternal care for other (suspected) fetal abnormality and damage, fetal cardiac anomalies  

Add O35.C Maternal care for other (suspected) fetal abnormality and damage, fetal pulmonary anomalies 
 
Add O35.D Maternal care for other (suspected) fetal abnormality and damage, fetal gastrointestinal anomalies 
 
Add O35.E Maternal care for other (suspected) fetal abnormality and damage, fetal genitourinary anomalies 
 
Add O35.F Maternal care for other (suspected) fetal abnormality and damage, fetal musculoskeletal anomalies of trunk 
 
Add Excludes2: maternal care for other (suspected) fetal abnormality and damage, fetal lower extremities anomalies (O35.H) 
 
Add                                                                                  maternal care for other (suspected) fetal abnormality and damage, fetal upper extremities anomalies (O35.G) 
 
Add O35.G Maternal care for other (suspected) fetal abnormality and damage, fetal upper extremities anomalies 
 
Add O35.H Maternal care for other (suspected) fetal abnormality and damage, fetal lower extremities anomalies 
 
No Change O35.2 Maternal care for (suspected) hereditary disease in fetus 
 
No Change Excludes2: 
Revise from chromosomal abnormality in fetus (O35.1) 
Revise to chromosomal abnormality in fetus (O35.1-) 
 

 

P28.30 - Primary sleep apnea of newborn, unspecified 
(CC) (MDC 15) (MS-DRG 794) 
 
P28.31 - Primary central sleep apnea of newborn 
(CC) (MDC 15) (MS-DRG 794) 
 
P28.32 - Primary obstructive sleep apnea of newborn 
(CC) (MDC 15) (MS-DRG 794) 
 
P28.33 - Primary mixed sleep apnea of newborn 
(CC) (MDC 15) (MS-DRG 794) 
 
P28.39 - Other primary sleep apnea of newborn 
(CC) (MDC 15) (MS-DRG 794) 
 
P28.40 - Unspecified apnea of newborn 
(CC) (MDC 15) (MS-DRG 794) 
 
P28.41 - Central neonatal apnea of newborn 
(CC) (MDC 15) (MS-DRG 794) 



 
P28.42 - Obstructive apnea of newborn 
(CC) (MDC 15) (MS-DRG 794) 
 
P28.43 - Mixed neonatal apnea of newborn 
(CC) (MDC 15) (MS-DRG 794) 
 
P28.49 - Other apnea of newborn 
(CC) (MDC 15) (MS-DRG 794) 
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Apnea of Newborn and Related Issues 
Apnea can occur in any newborn child. An apneic spell is generally defined as a cessation of breathing for 20 seconds or longer or a shorter pause 
accompanied by bradycardia (<100 beats per minute), cyanosis, and/or pallor. In practice, many apneic events, especially in preterm infants, are 
shorter than 20 seconds since these briefer pauses tend to result in bradycardia or hypoxemia. 
 
On the basis of respiratory effort and airflow, apnea may be classified as central (cessation of breathing effort), obstructive (airflow obstruction usually 
at the pharyngeal level), or mixed. Apnea of prematurity is a developmental disorder caused by immaturity of neurologic and/or mechanical function 
of the respiratory system. 
 
Central apnea is caused by immature medullary respiratory control centers. The specific pathophysiology is not understood completely but appears to 
involve a number of factors, including abnormal responses to hypoxia and hypercapnia. This is the most common type of apnea of prematurity. 
 
Obstructive apnea is caused by obstructed airflow, neck flexion causing opposition of hypopharyngeal soft tissues, nasal occlusion, or reflex 
laryngospasm. Mixed apnea is a combination of central and obstructive apnea. 
 
All types of apnea can cause hypoxemia, cyanosis, and bradycardia if the apnea is prolonged. Because bradycardia can also occur simultaneously 
with apnea, a central mechanism may be responsible for both. About 18% of infants who have died of sudden infant death syndrome (SIDS) had a 
history of prematurity, but apnea of prematurity is not a precursor to SIDS. 
 
Apnea of prematurity is one of the most common diagnoses in the neonatal intensive care unit (NICU). This is a distinct and separate condition from 
newborn sleep apnea and typically first documented diagnosis in a premature baby who is apneic. This is different from the “unspecified” apnea in 
that for most premature babies, this is a specific diagnosis used when a premature baby suffers from (non-sleep) apnea as this is common until their 
lungs more fully mature. Testing for more specific apnea tends to not take place for a premature baby until the physician feels it is not resolving on its 
own and identification of the “type” is important. 
Unspecified newborn apnea is more relevant for a near full or full term baby whereby apnea spells are discovered, and further testing has yet to be 
conducted. 
 
While apnea and apnea of prematurity can be diagnosed based on clinical findings, sleep apnea is 
diagnosed based on polysomnography. During this test at least three channels, chest wall movement, airflow documented by CO2 measurement, and 
oxygenation (generally measure as 
SpO2), are documented while the infant is awake and asleep. 
 
Mixed and obstructive apnea can usually be managed with supplemental oxygen and continuous positive airway pressure (CPAP) ventilation. 
Occasionally surgical intervention, such as palatoplasty or in extreme cases tracheostomy, may be required. In addition, central may require 
medications to help stimulate the respiratory centers in the brain. Almost all of the children will be discharged with a home monitor, e.g., 
apnea/bradycardia monitor. Unfortunately, the sensitivity of these monitors may cause false positive alarms that result in the child’s family to seek 
medical services. 
 
As many of these babies will go home with monitoring devices after discharge from the hospital, it is also important to be able to identify encounters, often 
times in the acute care setting, when the parent presents with a newborn/infant after their home monitoring device goes off indicating a problem. 
 
These devices may vary, but typically detect apnea and bradycardia. After exam and review of the data, it is then discovered that there is nothing wrong 
with the baby. At that time there is no diagnosis to be made other than this was an observation after the home physiologic monitoring device went off, 
with no clinical findings. 
 
In addition, bed sharing, i.e., co-sleeping, can increase the risk of apnea due to neurologic injury from smothering and suffocation of the infant by the 
adult. Lastly, related to that we are request the increased risk of suffocation to newborn/infant who share sleeping arrangements with an adult. 
 
As a result of this complex issue facing neonates, particularly those who are premature, the American Academy of Pediatrics (AAP) are requesting 
additions to the ICD-10-CM code set to identify the specific types of sleep apnea and apnea (of prematurity) that occurs outside of sleep. 
 

Tabular Modifications 
 

 No Change P28.3 Primary sleep apnea of newborn 
Delete Central sleep apnea of newborn 
Delete Obstructive sleep apnea of newborn 
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Add Excludes2: other apnea of newborn (P28.4-) 

Add P28.30 Primary sleep apnea of newborn, unspecified 
Add Transient oxygen desaturation spells of newborn during sleep 

Add P28.31 Primary central sleep apnea of newborn 

Add P28.32 Primary obstructive sleep apnea of newborn 

Add P28.33 Primary mixed sleep apnea of newborn 

Add P28.39 Other primary sleep apnea of newborn 

 No Change P28.4 Other apnea of newborn 
Delete Apnea of prematurity 
Delete Obstructive apnea of newborn 

Delete Excludes1: obstructive sleep apnea of newborn (P28.3) 

Add Excludes2: primary sleep apnea of newborn (P28.3-) 

Add P28.40 Unspecified apnea of newborn 
Add Apnea of newborn, NOS 
Add Transient oxygen desaturation spells of newborn 

Add P28.41 Central neonatal apnea of newborn 

Add P28.42 Obstructive apnea of newborn 

Add P28.43 Mixed neonatal apnea of newborn 

Add P28.49 Other apnea of newborn 
Add Apnea of prematurity 

 

Q21.10 - Atrial septal defect, unspecified 
(CC) (MDC 05) (MS-DRG 306, 307) 
 
Q21.11 - Secundum atrial septal defect 
(CC) (MDC 15) (MS-DRG 794) 
 
Q21.12 - Patent foramen ovale 
(CC) (MDC 15) (MS-DRG 794) 
 
Q21.13 - Coronary sinus atrial septal defect 
(CC) (MDC 15) (MS-DRG 794) 
 
Q21.14 - Superior sinus venosus atrial septal defect 
(CC) (MDC 15) (MS-DRG 794) 
 
Q21.15 - Inferior sinus venosus atrial septal defect 
(CC) (MDC 15) (MS-DRG 794) 
 
Q21.16 - Sinus venosus atrial septal defect, unspecified 
(CC) (MDC 15) (MS-DRG 794) 
 
Q21.19 - Other specified atrial septal defect 
(CC) (MDC 15) (MS-DRG 794) 
 
Q21.20 - Atrioventricular septal defect, unspecified as to partial or complete 
(CC) (MDC 15) (MS-DRG 794) 
 
Q21.21 - Partial atrioventricular septal defect 
(CC) (MDC 15) (MS-DRG 794) 
 
Q21.22 - Transitional atrioventricular septal defect 
(CC) (MDC 15) (MS-DRG 794) 
 
Q21.23 - Complete atrioventricular septal defect 



(CC) (MDC 15) (MS-DRG 794) 
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Atrial Septal and Atrioventricular Septal Defect 
For birth defects surveillance purposes, atrial septal defect (ASD) is considered a major malformation, whereas patent or persistent foramen ovale 
(PFO) is a normal finding in the immediate newborn period. Currently, these conditions are classified with in the same ICD-10- CM code. This 
proposal was presented at the March 2021 Coordination and Maintenance Meeting. Based on public comments received, revisions have been made 
(noted in bold) and resubmitted for reconsideration. 
 
NYS Birth Defects Registry routinely uses ICD codes to identify unreported cases in administrative hospital discharge data. In response to these audits, 
hospital staff review the medical records, and submit reports on those that are reportable defects and indicate which audited records are not reportable. 
A substantial number of notifications from hospitals about not reportable audited records are for children that were only diagnosed with a PFO. 
Therefore, hospitals must review that record twice and registry staff must spend time auditing records that are actually correct and corresponding with 
hospital staff. Separating the defects under different codes will drastically reduce this workload, as well as significantly improve data quality, collection 
and surveillance activities. 
 
In a previous internal examination of New York State (NYS) Birth Defects Registry (BDR) data for 1990-1999 births in an 11-county surveillance region, 
we found that only about 5% of isolated ICD-9-CM 745.5 codes reported to the Registry were linked to a septal surgery within 5 years of birth 
(unpublished). Glidewell et al. conducted a small validation 745.5 study among 3 geographic locations in the United States, including NYS BDR data 
combined with other state- specific data ascertainment sources, and found only 24-59% of the time the code identified isolated ASD5. Having the two 
defects under the same code creates unnecessary additional workload for both hospital or healthcare provider reporters and internal surveillance staff, 
as well as challenges for researchers investigating risk factors for birth defects and the prevalence, healthcare/service utilization, and outcomes in 
those living with birth defects. 
 
The NYS BDR considers children to be eligible for surveillance it they have one or more major malformations. Thus, a child with only a PFO would not 
be reportable. 
 
A 2018 publication in the journal Congenital Heart Disease indicates that “although the ICD-9- CM code 745.5 is widely used to indicate the presence 
of a secundum atrial septal defect (ASD), it is also used for patent foramen ovale (PFO) which is a normal variant and for "rule-out" congenital heart 
disease (CHD). The ICD-10-CM code Q21.1 perpetuates this issue”1. Studies support the use of separate diagnosis codes for component defects of 
Q21.11,2, highlight the inability to identify a specific defect using the ICD code2, and acknowledge that the code cannot be relied upon to identify 
important conditions3. 
 
In addition to ICD codes, NYS BDR collects birth defect descriptions which helps tease out a portion of the PFO records that are submitted under code 
Q21.1. However, the assigned ICD-10 label for that code is “Atrial Septal Defect.” Some hospital reporters have reporting mechanisms that rely more 
heavily on those labels, leading to systematic misclassification. 
 
Similarly, the ASD/PFO split is also important for the ability to do healthcare utilization research with administrative data sources. Since 2012, CDC has 
funded sites, including the 
NYS Department of Health, for surveillance projects to better understand the prevalence, healthcare utilization, and longer-term outcomes of 
adolescents and adults with CHD. For the pilot phase of the project, cases with isolated 745.5 codes were analyzed separately due to the potential for 
misclassification5,6. 
 
In addition, the different types of endocardial cushion defects share a common developmental process, but can have different clinical implications, 
severity, and treatments. Ostium primum atrial septal defect shares this developmental process but is generally a milder form clinically and considered 
a partial, rather than full, atrioventricular septal defect. It is important that the difference be reflected in the ICD-10-CM coding for both clinical and 
surveillance purposes. 
 
Adding granularity to Q21.1 will drastically improve the data quality and accuracy of the component defects, allowing researchers and surveillance staff 
to analyze and understand the defects more efficiently. Using administrative data is a common practice and it is important to make improvements 
where feasible This change would directly benefit all other birth defects registries across the nation, particularly those that only have access to ICD-10 
codes and do not collect additional information, such as birth defect description. Active registries that use ICD codes to flag records to review would 
also greatly benefit from the ability to omit PFO records from their abstraction procedures. 
 
This data is used to inform policies, guidelines, research, patient care recommendations, and more1. Medical professionals that have access to clearly 
distinguishable, accurate, and valid data on the different types of birth defects that currently comprise Q21.1 will be able to provide better patient care. 
They will better understand the prevalence of each defect and be able to reference more accurate research studies that summarize everything from 
best patient care practices to patient outcomes, ultimately impacting the day-to-day actions of medical providers, and experiences of patients. 
 
This proposal has been reviewed and supported by the Centers for Disease Control and Prevention / National Center on Birth Defects and 
Developmental Disabilities/ Division of Birth Defects and Infant Disorders. 
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Tabular Modifications 
 
No Change Q21.1 Atrial septal defect 
Delete Coronary sinus defect 
Delete Patent or persistent foramen ovale 
Delete Patent or persistent ostium secundum defect (type II) 
Delete Patent or persistent sinus venosus defect 
Add Excludes 2: ostium primum atrial septal defect (type I) (Q21.20) 
 
Add Q21.10 Atrial septal defect, unspecified 
 
Add Q21.11 Secundum atrial septal defect 
Add Fenestrated atrial septum 
Add Patent or persistent ostium secundum defect (type II) 
 
Add Q21.12 Patent foramen ovale 
Add Persistent foramen ovale 
 
Add Q21.13 Coronary sinus atrial septal defect 
Add Coronary sinus defect 
Add Unroofed coronary sinus 
 
Add Q21.14 Superior sinus venosus atrial septal defect 
Add Superior vena cava type atrial septal defect 
 
Add Q21.15 Inferior sinus venosus atrial septal defect 
Add Inferior vena cava type atrial septal defect 
 
Add Q21.16 Sinus venosus atrial septal defect, unspecified 
Add Sinus venosus defect, NOS 
 
Add Q21.19 Other specified atrial septal defect 
Add Common atrium 
Add Other specified atrial septal abnormality 
 
No Change Q21.2 Atrioventricular septal defect 
Delete Common atrioventricular canal 
Add Atrioventricular canal defect 
 
Add Q21.20 Atrioventricular septal defect, unspecified as to partial or complete 
Add Atrioventricular canal, NOS 
Add Endocardial cushion defect NOS 
Add Ostium primum atrial septal defect (type I) NOS 
 
Add Q21.21 Partial atrioventricular septal defect 
Add Incomplete atrioventricular canal 
Add Incomplete atrioventricular septal defect 
Add Incomplete endocardial cushion defect 
Add Ostium primum atrial septal defect (type I) with separate atrioventricular valves 
Add Partial atrioventricular canal 
Add Partial endocardial cushion defect 
 
Add Q21.22 Transitional atrioventricular septal defect 
Add Intermediate atrioventricular canal 
Add Intermediate atrioventricular septal defect 
Add Intermediate endocardial cushion defect 
 
Add Ostium primum atrial septal defect (type I) with separate atrioventricular valves and a small or restrictive inlet 
VSD 
Add Transitional atrioventricular canal 
Add Transitional endocardial cushion defect 
 
Add Q21.23 Complete atrioventricular septal defect 
Add Common atrioventricular canal 
Add Common atrioventricular septal defect 
Add Common endocardial cushion defect 
Add Ostium primum atrial septal defect (type I) with common atrioventricular valve and a moderate or 



larger inlet VSD 
 

 

Q85.81 - PTEN tumor syndrome 
(CC) (MDC 17) (MS-DRG 826, 827, 828, 829, 830, 843, 844, 845) 
 
Q85.82 - Other Cowden syndrome 
(CC) (MDC 17) (MS-DRG 826, 827, 828, 829, 830, 843, 844, 845) 
 
Q85.83 - Von Hippel-Lindau syndrome 
(CC) (MDC 17) (MS-DRG 826, 827, 828, 829, 830, 843, 844, 845) 
 
Q85.89 - Other phakomatoses, not elsewhere classified 
(CC) (MDC 17) (MS-DRG 826, 827, 828, 829, 830, 843, 844, 845) 
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PTEN Hamartoma Tumor Syndrome (PHTS) 
PHTS is a rare syndrome caused by germline heterozygous loss-of-function mutation in the Phosphatase and Tensin Homolog (PTEN) tumor 
suppressor gene. Most PTEN mutations are inherited in a family for generations, following an autosomal dominant pattern, but 10-45% of cases are due 
to new (de novo) mutations (Mester & Eng, 2012). Estimating the prevalence of PHTS is complex due to the varied presentations and diagnoses patients 
can have and because some features (e.g. benign breast lesions) also commonly occur in the general population. However, it is estimated that about 1 
in 200,000 individuals could have PHTS (corresponding to around 2000 individuals in the US population, and around 47,000 individuals worldwide). 
PHTS has a range of clinical manifestations including benign hamartomas, macrocephaly, neurocognitive deficits (including autism spectrum disorder 
and cognitive impairment), and an increased risk of malignancy (particularly breast, thyroid, and endometrial cancer) (Ngeow & Eng, 2015). Clinical 
symptoms and signs of PHTS vary in incidence and severity. The most common clinical features are macrocephaly (>90% of patients) and increased 
lifetime cancer risk (>85% of patients). 
 
Before the identification of the PTEN gene and routine genetic testing of patients with rare congenital conditions, several syndromes were described 
based on clinical features. These included Cowden syndrome (CS), Bannayan-Riley-Ruvalcaba syndrome (BRRS) and Proteus- like syndrome (PLS). 
PTEN germline mutations have been identified in only a proportion of patients diagnosed with CS (25-85%) or BRRS (60%), and mutations in other 
(often related) genes have been identified in some of these cases (Yehia et al, 2019). 
 
The diverse manifestations of PHTS and marked differences in severity mean that patients present for the first time and are treated by a range of 
clinicians, including pediatric and adult neurologists, vascular surgeons, interventional radiologists, dermatologists and oncologists. Current 
treatment for many manifestations of PHTS is supportive, but guidelines recommend a comprehensive program of surveillance and early 
intervention for cancer in all patients with PHTS (Daly et al, 2020; Tischkowitz et al, 2020). Failure to recognize that a patient has PHTS may result 
in a missed opportunity to initiate surveillance and potentially, prophylactic surgery for cancer, which is the mainstay of cancer prevention in these 
patients. 
 
The requestors are proposing the creation of a new ICD-10-CM code to specifically identify patients with PTEN Hamartoma Tumor Syndrome 
(PHTS). Currently, there is no unique ICD- 10-CM code to identify these patients and no existing ICD-10-CM code is specific enough to capture the 
multi-systemic effects of this rare genetic disorder. 
 
A unique ICD-10-CM code will also improve clinical care by making it possible to track outcomes from clinical interventions, and by facilitating the 
development of standard care protocols to improve consistency between different specialists. Finally, an ICD-10-CM code will improve understanding 
of the severity and risk of the different manifestations of PHTS, and the impact of different interventions on patient well-being and survival. 
 
This proposal is based on a request from PTEN Research and is supported by CDC’s Office of Genomics and Precision Public Health, and Division of 
Cancer Prevention and Control, and American College of Medical Genetics Genomics (ACMG). 
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Tabular Modifications 
 
Add Q85.81 PTEN tumor syndrome 
Add PHTS 
Add PTEN hamartoma tumor syndrome 
Add PTEN related Cowden syndrome 
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Add Code also, if applicable, genetic susceptibility to malignant neoplasm (Z15.0-) 
 
Add Q85.82 Other Cowden syndrome 
 
Add Q85.83 Von Hippel-Lindau syndrome 
 
Add Code also manifestations 
 
Add Q85.89 Other phakomatoses, not elsewhere classified 
Add Peutz-Jeghers syndrome 
Add Sturge-Weber(-Dimitri) syndrome 
 

S06.0XAA - Concussion with loss of consciousness status unknown, initial encounter 
(CC) (MDC 01, 24) (MS-DRG 088, 089, 090, 963, 964, 965) 
  
S06.0XAD - Concussion with loss of consciousness status unknown, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
S06.0XAS - Concussion with loss of consciousness status unknown, sequela 
(MDC 01) (MS-DRG 091, 092, 093) 
 
S06.1XAA - Traumatic cerebral edema with loss of consciousness status unknown, initial encounter 
(MCC) (MDC 01, 24) (MS-DRG 082, 083, 084, 963, 964, 965) 
  
S06.1XAD - Traumatic cerebral edema with loss of consciousness status unknown, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
S06.1XAS - Traumatic cerebral edema with loss of consciousness status unknown, sequela 
(MDC 01) (MS-DRG 091, 092, 096) 
 
S06.2XAA - Diffuse traumatic brain injury with loss of consciousness status unknown, initial encounter 
(CC) (MDC 01, 24) (MS-DRG 082, 083, 084, 963, 964, 965) 
  
S06.2XAD - Diffuse traumatic brain injury with loss of consciousness status unknown, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
S06.2XAS - Diffuse traumatic brain injury with loss of consciousness status unknown, sequela 
(MDC 01) (MS-DRG 091, 092, 093) 
 
S06.30AA - Unspecified focal traumatic brain injury with loss of consciousness status unknown, initial encounter 
(CC) (MDC 01, 24) (MS-DRG 082, 083, 084, 963, 964, 965) 
  
S06.30AD - Unspecified focal traumatic brain injury with loss of consciousness status unknown, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
S06.30AS - Unspecified focal traumatic brain injury with loss of consciousness status unknown, sequela 
(MDC 01) (MS-DRG 091, 092, 093) 
 
S06.31AA - Contusion and laceration of right cerebrum with loss of consciousness status unknown, initial encounter 
(MCC) (MDC 01, 024) (MS-DRG 023, 024, 082, 083, 084, 963, 964, 965) 
  
S06.31AD - Contusion and laceration of right cerebrum with loss of consciousness status unknown, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
S06.31AS - Contusion and laceration of right cerebrum with loss of consciousness status unknown, sequela 
(MDC 01) (MS-DRG 091, 092, 093) 
 
S06.32AA - Contusion and laceration of left cerebrum with loss of consciousness status unknown, initial encounter 
(MCC) (MDC 01, 024) (MS-DRG 023, 024, 082, 083, 084, 963, 964, 965) 
  
S06.32AD - Contusion and laceration of left cerebrum with loss of consciousness status unknown, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
S06.32AS - Contusion and laceration of left cerebrum with loss of consciousness status unknown, sequela 
(MDC 01) (MS-DRG 091, 092, 093) 
 
S06.33AA - Contusion and laceration of cerebrum, unspecified, with loss of consciousness status unknown, initial encounter 
(MCC) (MDC 01, 024) (MS-DRG 023, 024, 082, 083, 084, 963, 964, 965) 
  
S06.33AD - Contusion and laceration of cerebrum, unspecified, with loss of consciousness status unknown, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
S06.33AS - Contusion and laceration of cerebrum, unspecified, with loss of consciousness status unknown, sequela 



(MDC 01) (MS-DRG 091, 092, 093) 
 
S06.34AA - Traumatic hemorrhage of right cerebrum with loss of consciousness status unknown, initial encounter 
(MCC) (MDC 01, 024) (MS-DRG 023, 024, 082, 083, 084, 963, 964, 965) 
  
S06.34AD - Traumatic hemorrhage of right cerebrum with loss of consciousness status unknown, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
S06.34AS - Traumatic hemorrhage of right cerebrum with loss of consciousness status unknown, sequela 
(MDC 01) (MS-DRG 091, 092, 093) 
 
S06.35AA - Traumatic hemorrhage of left cerebrum with loss of consciousness status unknown, initial encounter 
(MCC) (MDC 01, 024) (MS-DRG 023, 024, 082, 083, 084, 963, 964, 965) 
  
S06.35AD - Traumatic hemorrhage of left cerebrum with loss of consciousness status unknown, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
S06.35AS - Traumatic hemorrhage of left cerebrum with loss of consciousness status unknown, sequela 
(MDC 01) (MS-DRG 091, 092, 093) 
 
S06.36AA - Traumatic hemorrhage of cerebrum, unspecified, with loss of consciousness status unknown, initial encounter 
(MCC) (MDC 01, 024) (MS-DRG 023, 024, 082, 083, 084, 963, 964, 965) 
  
S06.36AD - Traumatic hemorrhage of cerebrum, unspecified, with loss of consciousness status unknown, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
S06.36AS - Traumatic hemorrhage of cerebrum, unspecified, with loss of consciousness status unknown, sequela 
(MDC 01) (MS-DRG 091, 092, 093) 
 
S06.37AA - Contusion, laceration, and hemorrhage of cerebellum with loss of consciousness status unknown, initial encounter 
(MCC) (MDC 01, 024) (MS-DRG 023, 024, 082, 083, 084, 963, 964, 965)  
 
S06.37AD - Contusion, laceration, and hemorrhage of cerebellum with loss of consciousness status unknown, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
S06.37AS - Contusion, laceration, and hemorrhage of cerebellum with loss of consciousness status unknown, sequela 
(MDC 01) (MS-DRG 091, 092, 093) 
 
S06.38AA - Contusion, laceration, and hemorrhage of brainstem with loss of consciousness status unknown, initial encounter 
(MCC) (MDC 01, 024) (MS-DRG 023, 024, 082, 083, 084, 963, 964, 965) 
  
S06.38AD - Contusion, laceration, and hemorrhage of brainstem with loss of consciousness status unknown, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
S06.38AS - Contusion, laceration, and hemorrhage of brainstem with loss of consciousness status unknown, sequela 
(MDC 01) (MS-DRG 091, 092, 093) 
 
S06.4XAA - Epidural hemorrhage with loss of consciousness status unknown, initial encounter 
(MCC) (MDC 01, 024) (MS-DRG 023, 024, 082, 083, 084, 963, 964, 965) 
  
S06.4XAD - Epidural hemorrhage with loss of consciousness status unknown, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
S06.4XAS - Epidural hemorrhage with loss of consciousness status unknown, sequela 
(MDC 01) (MS-DRG 091, 092, 093) 
 
S06.5XAA - Traumatic subdural hemorrhage with loss of consciousness status unknown, initial encounter 
(MCC) (MDC 01, 024) (MS-DRG 023, 024, 082, 083, 084, 963, 964, 965) 
  
S06.5XAD - Traumatic subdural hemorrhage with loss of consciousness status unknown, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
S06.5XAS - Traumatic subdural hemorrhage with loss of consciousness status unknown, sequela 
(MDC 01) (MS-DRG 091, 092, 093) 
 
S06.6XAA - Traumatic subarachnoid hemorrhage with loss of consciousness status unknown, initial encounter 
(MCC) (MDC 01, 024) (MS-DRG 023, 024, 082, 083, 084, 963, 964, 965) 
  
S06.6XAD - Traumatic subarachnoid hemorrhage with loss of consciousness status unknown, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
S06.6XAS - Traumatic subarachnoid hemorrhage with loss of consciousness status unknown, sequela 
(MDC 01) (MS-DRG 091, 092, 093) 
 
S06.81AA - Injury of right internal carotid artery, intracranial portion, not elsewhere classified with loss of consciousness status  
unknown, initial encounter 
(MCC) (MDC 01, 024) (MS-DRG 023, 024, 082, 083, 084, 963, 964, 965) 
  



S06.81AD - Injury of right internal carotid artery, intracranial portion, not elsewhere classified with loss of consciousness status unknown, subsequent 
encounter 
(MDC 23) (MS-DRG 949, 950) 
 
S06.81AS - Injury of right internal carotid artery, intracranial portion, not elsewhere classified with loss of consciousness status unknown, sequela 
(MDC 01) (MS-DRG 091, 092, 093) 
 
S06.82AA - Injury of left internal carotid artery, intracranial portion, not elsewhere classified with loss of consciousness status unknown, initial encounter 
(MCC) (MDC 01, 024) (MS-DRG 023, 024, 082, 083, 084, 963, 964, 965) 
  
S06.82AD - Injury of left internal carotid artery, intracranial portion, not elsewhere classified with loss of consciousness status unknown, subsequent 
encounter 
(MDC 23) (MS-DRG 949, 950) 
 
S06.82AS - Injury of left internal carotid artery, intracranial portion, not elsewhere classified with loss of consciousness status unknown, sequela 
(MDC 01) (MS-DRG 091, 092, 093) 
 
S06.89AA - Other specified intracranial injury with loss of consciousness status unknown, initial encounter 
(MCC) (MDC 01, 024) (MS-DRG 023, 024, 082, 083, 084, 963, 964, 965) 
  
S06.89AD - Other specified intracranial injury with loss of consciousness status unknown, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
S06.89AS - Other specified intracranial injury with loss of consciousness status unknown, sequela 
(MDC 01) (MS-DRG 091, 092, 093) 
 
S06.8A0A - Primary blast injury of brain, not elsewhere classified without loss of consciousness, initial encounter 
(MCC) (MDC 01, 024) (MS-DRG 023, 024, 082, 083, 084, 963, 964, 965) 
  
S06.8A0D - Primary blast injury of brain, not elsewhere classified without loss of consciousness, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
S06.8A0S - Primary blast injury of brain, not elsewhere classified without loss of consciousness, sequela] 
(MDC 01) (MS-DRG 091, 092, 093) 
 
S06.8A1A - Primary blast injury of brain, not elsewhere classified with loss of consciousness of 30 minutes or less, initial encounter 
(MCC) (MDC 01, 024) (MS-DRG 023, 024, 082, 083, 084, 963, 964, 965) 
  
S06.8A1D - Primary blast injury of brain, not elsewhere classified with loss of consciousness of 30 minutes or less, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
S06.8A1S - Primary blast injury of brain, not elsewhere classified with loss of consciousness of 30 minutes or less, sequela 
(MDC 01) (MS-DRG 091, 092, 093) 
 
S06.8A2A - Primary blast injury of brain, not elsewhere classified with loss of consciousness of 31 minutes to 59 minutes, initial encounter 
(MCC) (MDC 01, 024) (MS-DRG 023, 024, 082, 083, 084, 963, 964, 965) 
  
S06.8A2D - Primary blast injury of brain, not elsewhere classified with loss of consciousness of 31 minutes to 59 minutes, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
S06.8A2S - Primary blast injury of brain, not elsewhere classified with loss of consciousness of 31 minutes to 59 minutes, sequela 
(MDC 01) (MS-DRG 091, 092, 093) 
 
S06.8A3A - Primary blast injury of brain, not elsewhere classified with loss of consciousness of 1 hour to 5 hours 59 minutes, initial encounter 
(MCC) (MDC 01, 024) (MS-DRG 023, 024, 082, 083, 084, 963, 964, 965) 
  
S06.8A3D - Primary blast injury of brain, not elsewhere classified with loss of consciousness of 1 hour to 5 hours 59 minutes, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
S06.8A3S - Primary blast injury of brain, not elsewhere classified with loss of consciousness of 1 hour to 5 hours 59 minutes, sequela 
(MDC 01) (MS-DRG 091, 092, 093) 
 
S06.8A4A - Primary blast injury of brain, not elsewhere classified with loss of consciousness of 6 hours to 24 hours, initial encounter 
(MCC) (MDC 01, 024) (MS-DRG 023, 024, 082, 083, 084, 963, 964, 965) 
  
S06.8A4D - Primary blast injury of brain, not elsewhere classified with loss of consciousness of 6 hours to 24 hours, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
S06.8A4S - Primary blast injury of brain, not elsewhere classified with loss of consciousness of 6 hours to 24 hours, sequela 
(MDC 01) (MS-DRG 091, 092, 093) 
 
S06.8A5A - Primary blast injury of brain, not elsewhere classified with loss of consciousness greater than 24 hours with return to pre-existing conscious 
level, initial encounter 
(MCC) (MDC 01, 024) (MS-DRG 023, 024, 082, 083, 084, 963, 964, 965) 
  
S06.8A5D - Primary blast injury of brain, not elsewhere classified with loss of consciousness greater than 24 hours with return to pre-existing conscious 
level, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 



 
S06.8A5S - Primary blast injury of brain, not elsewhere classified with loss of consciousness greater than 24 hours with return to pre-existing conscious 
level, sequela 
(MDC 01) (MS-DRG 091, 092, 093) 
 
S06.8A6A - Primary blast injury of brain, not elsewhere classified with loss of consciousness greater than 24 hours without return to pre-existing 
conscious level with patient surviving, initial encounter 
(MCC) (MDC 01, 024) (MS-DRG 023, 024, 082, 083, 084, 963, 964, 965) 
  
S06.8A6D - Primary blast injury of brain, not elsewhere classified with loss of consciousness greater than 24 hours without return to pre-existing 
conscious level with patient surviving, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
S06.8A6S - Primary blast injury of brain, not elsewhere classified with loss of consciousness greater than 24 hours without return to pre-existing 
conscious level with patient surviving, sequela 
(MDC 01) (MS-DRG 091, 092, 093) 
 
S06.8A7A - Primary blast injury of brain, not elsewhere classified with loss of consciousness of any duration with death due to brain injury prior to 
regaining consciousness, initial encounter 
(MCC) (MDC 01, 024) (MS-DRG 023, 024, 082, 083, 084, 963, 964, 965) 
  
S06.8A8A - Primary blast injury of brain, not elsewhere classified with loss of consciousness of any duration with death due to other cause prior to 
regaining consciousness, initial encounter 
(MCC) (MDC 01, 024) (MS-DRG 023, 024, 082, 083, 084, 963, 964, 965) 
  
S06.8A9A - Primary blast injury of brain, not elsewhere classified with loss of consciousness of unspecified duration, initial encounter 
(MCC) (MDC 01, 024) (MS-DRG 023, 024, 082, 083, 084, 963, 964, 965) 
  
S06.8A9D - Primary blast injury of brain, not elsewhere classified with loss of consciousness of unspecified duration, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
S06.8A9S - Primary blast injury of brain, not elsewhere classified with loss of consciousness of unspecified duration, sequela 
(MDC 01) (MS-DRG 091, 092, 093) 
 
S06.8AAA - Primary blast injury of brain, not elsewhere classified with loss of consciousness status unknown, initial encounter 
(MCC) (MDC 01, 024) (MS-DRG 023, 024, 082, 083, 084, 963, 964, 965) 
  
S06.8AAD - Primary blast injury of brain, not elsewhere classified with loss of consciousness status unknown, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
S06.8AAS - Primary blast injury of brain, not elsewhere classified with loss of consciousness status unknown, sequela 
(MDC 01) (MS-DRG 091, 092, 093) 
 
S06.9XAA - Unspecified intracranial injury with loss of consciousness status unknown, initial encounter 
(MCC) (MDC 01, 024) (MS-DRG 023, 024, 082, 083, 084, 963, 964, 965) 
  
S06.9XAD - Unspecified intracranial injury with loss of consciousness status unknown, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
S06.9XAS - Unspecified intracranial injury with loss of consciousness status unknown, sequela 
(MDC 01) (MS-DRG 091, 092, 093) 
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Intracranial Injury with Unknown Loss of Consciousness 
Often patients will present with injuries that are coded to S06, Intracranial Injury, who present without a clear history of loss of consciousness (LOC). 
The current default, “with loss of consciousness of unspecified duration” implies the patient had a LOC, which may not be the case. 
 
In order to better track this group of patients, the American Academy of Pediatrics (AAP) proposes adding a unique code to code category S06, 
Intracranial Injury for patients in which it is unclear whether there was an actual loss of consciousness or not. 
 
It is being prosed to expand the loss of consciousness periods in codes found under S06.0, Concussion, to be more in line with the rest of the category. 
There are patients who may have a LOC greater than 30 minutes who have not been diagnosed with a specific traumatic brain injury as the cause. 
 
Under the current coding options, patients who have only been diagnosed with a concussion and who have an LOC greater than 30 minutes would be 
coded to either S06.0X9, Concussion with loss of consciousness of unspecified duration or S06.9X, Unspecified intracranial injury. This proposal will 
allow for better tracking and clinical information. Also, AAP is asking to add inclusion term of brief loss of consciousness to specified codes with loss 
of consciousness 30 minute or less. 
 

Tabular Modifications 
 
No Change  S06 Intracranial injury 
 
Add        Use Additional code, if applicable, to identify mild neurocognitive disorders due to known physiological condition (F06.7-) 

https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm


 
No Change    S06.0 Concussion 
 
No Change       Excludes1: 
Revise from               concussion with other intracranial injuries classified in subcategories S06.1- to S06.6- , S06.81- and S06.82- code to specified intracranial injury 
Revise to                concussion with other intracranial injuries classified in subcategories S06.1- to S06.6-, and S06.81- to S06.89-, code to specified intracranial injury 
 
No Change       S06.0X Concussion 
 
No Change            S06.0X1 Concussion with loss of consciousness of 30 minutes or less 
Add                     Concussion with brief loss of consciousness 
 
Add                S06.0XA Concussion with loss of consciousness status unknown 
Add                      Concussion NOS 
 
No Change            S06.0X9 Concussion with loss of consciousness of unspecified duration 
Delete                    Concussion NOS 
 
No Change    S06.1 Traumatic cerebral edema 
 
No Change        S06.1X Traumatic cerebral edema 
 
No Change            S06.1X1 Traumatic cerebral edema with loss of consciousness of 30 minutes or less 
Add                     Traumatic cerebral edema with brief loss of consciousness 
 
Add                S06.1XA Traumatic cerebral edema with loss of consciousness status unknown 
Add                      Traumatic cerebral edema NOS 
 
No Change            S06.1X9 Traumatic cerebral edema with loss of consciousness of unspecified duration 
Delete                    Traumatic cerebral edema NOS 
 
No Change    S06.2 Diffuse traumatic brain injury 
 
No Change        S06.2X Diffuse traumatic brain injury 
 
No Change            S06.2X1 Diffuse traumatic brain injury with loss of consciousness of 30 minutes or less 
Add                     Diffuse traumatic brain injury with brief loss of consciousness 
 
Add                   S06.2XA Diffuse traumatic brain injury with loss of consciousness status unknown 
Add                      Diffuse traumatic brain injury NOS 
 
No Change            S06.2X9 Diffuse traumatic brain injury with loss of consciousness of unspecified duration 
Delete                    Diffuse traumatic brain injury NOS 
 
No Change    S06.3 Focal traumatic brain injury 
 
No Change        S06.30 Unspecified focal traumatic brain injury 

No Change            S06.301 Unspecified focal traumatic brain injury with loss of consciousness of 30 minutes or less 
Add                     Unspecified focal traumatic brain injury with brief loss of consciousness 
 
Add                S06.30A Unspecified focal traumatic brain injury with loss of consciousness status unknown 
Add                     Unspecified focal traumatic brain injury NOS 
 
No Change            S06.309 Unspecified focal traumatic brain injury with loss of consciousness of unspecified duration 
Delete                    Unspecified focal traumatic brain injury NOS 
 
No Change        S06.31 Contusion and laceration of right cerebrum 
 
No Change            S06.311 Contusion and laceration of right cerebrum with loss of consciousness of 30 minutes or less 
Add                     Contusion and laceration of right cerebrum with brief loss of consciousness 
 
Add                S06.31A Contusion and laceration of right cerebrum with loss of consciousness status unknown 
Add                     Contusion and laceration of right cerebrum NOS 
 
No Change            S06.319 Contusion and laceration of right cerebrum with loss of consciousness of unspecified duration 
Delete                    Contusion and laceration of right cerebrum NOS 
 
No Change        S06.32 Contusion and laceration of left cerebrum 
 
No Change            S06.321 Contusion and laceration of left cerebrum with loss of consciousness of 30 minutes or less 
Add                     Contusion and laceration of left cerebrum with brief loss of consciousness 
 
Add                S06.32A Contusion and laceration of left cerebrum with loss of consciousness status unknown 
Add                     Contusion and laceration of left cerebrum NOS 
 
No Change            S06.329 Contusion and laceration of left cerebrum with loss of consciousness of unspecified duration 

                                                          Contusion and laceration of left cerebrum NOS 

No Change        S06.33 Contusion and laceration of cerebrum, unspecified 
 
No Change            S06.331 Contusion and laceration of cerebrum, unspecified, with loss of consciousness of 30 minutes or less 
Add                     Contusion and laceration of cerebrum, unspecified, with brief loss of consciousness 
 
Add                S06.33A Contusion and laceration of cerebrum, unspecified, with loss of consciousness status unknown 
Add                     Contusion and laceration of cerebrum NOS 
 
No Change            S06.339 Contusion and laceration of cerebrum, unspecified, with loss of consciousness of unspecified duration 
Delete                    Contusion and laceration of cerebrum NOS 
 
No Change        S06.34 Traumatic hemorrhage of right cerebrum 
 
No Change            S06.341 Traumatic hemorrhage of right cerebrum with loss of consciousness of 30 minutes or less 
Add                     Traumatic hemorrhage of right cerebrum with loss of consciousness 
Add                S06.34A Traumatic hemorrhage of right cerebrum with loss of consciousness status 
Add                     Traumatic hemorrhage of right cerebrum NOS 

No Change              S06.349 Traumatic hemorrhage of right cerebrum with loss of consciousness of unspecified duration 
Delete                    Traumatic hemorrhage of right cerebrum NOS 
 
No Change        S06.35 Traumatic hemorrhage of left cerebrum 



 
No Change            S06.351 Traumatic hemorrhage of left cerebrum with loss of consciousness of 30 minutes or less 
Add                     Traumatic hemorrhage of left cerebrum with brief loss of consciousness 
 
Add                S06.35A Traumatic hemorrhage of left cerebrum with loss of consciousness status unknown 
Add                     Traumatic hemorrhage of left cerebrum NOS 
 
No Change            S06.359 Traumatic hemorrhage of left cerebrum with loss of consciousness of unspecified duration status unknown 
Delete                    Traumatic hemorrhage of left cerebrum NOS 
 
No Change        S06.36 Traumatic hemorrhage of cerebrum, unspecified 
 
No Change            S06.361 Traumatic hemorrhage of cerebrum, unspecified, with loss of consciousness of 30 minutes or less 
Add                     Traumatic hemorrhage of cerebrum, unspecified, with brief loss of consciousness 
 
Add                S06.36A Traumatic hemorrhage of cerebrum, unspecified, with loss of consciousness status unknown 
Add                     Traumatic hemorrhage of cerebrum NOS 
 
No Change            S06.369 Traumatic hemorrhage of cerebrum, unspecified, with loss of consciousness of unspecified duration 
Delete                    Traumatic hemorrhage of cerebrum NOS 
 
No Change        S06.37 Contusion, laceration, and hemorrhage of cerebellum 
 
No Change            S06.371 Contusion, laceration, and hemorrhage of cerebellum with loss of consciousness of 30 minutes or less 
Add                     Contusion, laceration, and hemorrhage of cerebellum with brief loss of consciousness 
 
Add                S06.37A Contusion, laceration, and hemorrhage of cerebellum with loss of consciousness status unknown 
Add                     Contusion, laceration, and hemorrhage of cerebellum NOS 
 
No Change            S06.379 Contusion, laceration, and hemorrhage of cerebellum with loss of consciousness of unspecified duration 

              Contusion, laceration, and hemorrhage of cerebellum NOS 

No Change        S06.38 Contusion, laceration, and hemorrhage of brainstem 
 
No Change            S06.381 Contusion, laceration, and hemorrhage of brainstem with loss of consciousness of 30 minutes or less 
Add                     Contusion, laceration, and hemorrhage of brainstem with brief loss of consciousness 
 
Add                S06.38A Contusion, laceration, and hemorrhage of brainstem with loss of consciousness status unknown 
Add                     Contusion, laceration, and hemorrhage of brainstem NOS 
 
No Change            S06.389 Contusion, laceration, and hemorrhage of brainstem with loss Consciousness of unspecified duration 
Delete                    Contusion, laceration, and hemorrhage of brainstem NOS 

No Change    S06.4 Epidural hemorrhage 
 
No Change        S06.4X Epidural hemorrhage 
 
No Change            S06.4X1 Epidural hemorrhage with loss of consciousness of 30 minutes or less 
Add                     Epidural hemorrhage with brief loss of consciousness 
 
Add                S06.4XA Epidural hemorrhage with loss of consciousness status unknown 
Add                      Epidural hemorrhage NOS 
 
No Change            S06.4X9 Epidural hemorrhage with loss of consciousness of unspecified duration 
Delete                    Epidural hemorrhage NOS 
 
No Change    S06.5 Traumatic subdural hemorrhage 
 
No Change        S06.5X Traumatic subdural hemorrhage 
 
No Change            S06.5X1 Traumatic subdural hemorrhage with loss of consciousness of 30 minutes or less 
Add                     Traumatic subdural hemorrhage with brief loss of consciousness 
 
Add                S06.5XA Traumatic subdural hemorrhage with loss of consciousness status unknown 
Add                      Traumatic subdural hemorrhage NOS 
 
No Change            S06.5X9 Traumatic subdural hemorrhage with loss of consciousness of unspecified duration 
Delete                    Traumatic subdural hemorrhage NOS 
 
No Change    S06.6 Traumatic subarachnoid hemorrhage 
 
No Change       S06.6X Traumatic subarachnoid hemorrhage 
 
No Change            S06.6X1 Traumatic subarachnoid hemorrhage with loss of consciousness of 30 minutes or less 
Add                     Traumatic subarachnoid hemorrhage with brief loss of consciousness 
 
Add                S06.6XA Traumatic subarachnoid hemorrhage with loss of consciousness status unknown 
Add                      Traumatic subarachnoid hemorrhage NOS 
 
No Change            S06.6X9 Traumatic subarachnoid hemorrhage with loss of consciousness of unspecified duration 
Delete                    Traumatic subarachnoid hemorrhage NOS 
 
No Change    S06.8 Other specified intracranial injuries 
 
No Change        S06.81 Injury of right internal carotid artery, intracranial portion, not elsewhere classified 
 
No Change            S06.811 Injury of right internal carotid artery, intracranial portion, not elsewhere classified with loss of consciousness of 30 minutes or less 
Add                     Injury of right internal carotid artery, intracranial portion, not elsewhere classified with brief loss of consciousness 
 
Add                S06.81A Injury of right internal carotid artery, intracranial portion, not elsewhere classified with loss of consciousness status unknown 
Add                     Injury of right internal carotid artery, intracranial portion, not elsewhere classified NOS 
 
No Change            S06.819 Injury of right internal carotid artery, intracranial portion, not elsewhere classified with loss of consciousness of unspecified duration 
 



T43.651A - Poisoning by methamphetamines accidental (unintentional), initial 
encounter 
(MDC 21) (MS-DRG 917, 918) 
 
T43.651D - Poisoning by methamphetamines accidental (unintentional), subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
T43.651S - Poisoning by methamphetamines accidental (unintentional), sequela 
(MDC 21) (MS-DRG 922, 923) 
 
T43.652A - Poisoning by methamphetamines intentional self-harm, initial encounter 
(MDC 21) (MS-DRG 917, 918) 
 
T43.652D - Poisoning by methamphetamines intentional self-harm, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
T43.652S - Poisoning by methamphetamines intentional self-harm, sequela 
(MDC 21) (MS-DRG 922, 923) 
 
T43.653A - Poisoning by methamphetamines, assault, initial encounter 
(MDC 21) (MS-DRG 917, 918) 
 
T43.653D - Poisoning by methamphetamines, assault, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
T43.653S - Poisoning by methamphetamines, assault, sequela 
(MDC 21) (MS-DRG 922, 923) 
 
T43.654A - Poisoning by methamphetamines, undetermined, initial encounter 
(MDC 21) (MS-DRG 917, 918) 
 
T43.654D - Poisoning by methamphetamines, undetermined, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
T43.654S - Poisoning by methamphetamines, undetermined, sequela 
(MDC 21) (MS-DRG 922, 923) 
 
T43.655A - Adverse effect of methamphetamines, initial encounter 
(MDC 15, 21) (MS-DRG 791, 793, 917, 918) 
  
T43.655D - Adverse effect of methamphetamines, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
T43.655S - Adverse effect of methamphetamines, sequela 
(MDC 21) (MS-DRG 922, 923) 
 
T43.656A - Underdosing of methamphetamines, initial encounter 
(MDC 23) (MS-DRG 951) 
 
T43.656D - Underdosing of methamphetamines, subsequent encounter 
(MDC 23) (MS-DRG 949, 950) 
 
T43.656S - Underdosing of methamphetamines, sequela 
(MDC 23) (MS-DRG 949, 950) 
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Poisoning by Methamphetamine 
Methamphetamine is a powerful, highly addictive stimulant that affects the central nervous system. Crystal methamphetamine is a form of the drug 
that looks like glass fragments or shiny, bluish-white rocks. It is chemically similar to amphetamine, a drug used to treat attention-deficit 
hyperactivity disorder (ADHD) and narcolepsy, a sleep disorder.1 

 
Methamphetamine increases the amount of the natural chemical dopamine in the brain. Dopamine is involved in body movement, motivation, and 
reinforcement of rewarding behaviors. The drug’s ability to rapidly release high levels of dopamine in reward areas of the brain strongly reinforces drug-
taking behavior, making the user want to repeat the experience.1 

 
Methamphetamine is made illicitly and is illegal in the United States. Crystal methamphetamine is a Schedule II substance under the Controlled 
Substances Act. Schedule II drugs, which include 
cocaine and PCP have a high potential for abuse. Abuse of these drugs may lead to severe psychological or physical dependence.2 

 
Currently, poisoning by, adverse effect of and underdosing of methamphetamine is classified under ICD-10-CM T43.62, Poisoning by, adverse effect 
of and underdosing of amphetamines. T43.62 is not specific to methamphetamine. Grouping methamphetamine with other amphetamines, such as 
prescription dextroamphetamine/amphetamine, results in difficulty tracking methamphetamine specifically. A new ICD-10-CM code specifically to 

https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm


track, trend, and research methamphetamine has been requested by the Arizona Medicaid Program, who also serves as the Single State Authority 
(SSA) for Substance Abuse Services. 
 
Given the current trends related to methamphetamine related morbidity and mortality in the United States3, including the report from CDC that 
provisional overdose deaths increased 10-fold by 20191, it is being requested that CDC implement a specific methamphetamine ICD-10 CM 
diagnosis code classification and remove methamphetamine as a type of amphetamine under the T43.62 classification. National Center for Health 
Statistics, Division of Analysis and Epidemiology supports the creation of a new ICD-10-CM code for Poisoning by Methamphetamine. 
 
References:  
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2. Crystal Methamphetamine Fast Facts - Department of Justice, (justice.gov/archive/ndic/pubs5/5049/5049p.pdf)  
3. Patterns and Characteristics of Methamphetamine Use Among Adults — United States, 2015–2018 | MMWR (cdc.gov) 
 

Tabular Modifications 
 
No Change T43.6 Poisoning by, adverse effect of and underdosing of psychostimulants 
 
No Change T43.62 Poisoning by, adverse effect of and underdosing of amphetamines 
Delete Poisoning by, adverse effect of and underdosing of methamphetamines 
 
Add T43.65 Poisoning by, adverse effect of and underdosing of methamphetamines 
 
Add T43.651 Poisoning by methamphetamines accidental (unintentional) 
Add Poisoning by methamphetamines NOS 
 
Add T43.652 Poisoning by methamphetamines intentional self-harm 
 
Add T43.653 Poisoning by methamphetamines, assault 
 
Add T43.654 Poisoning by methamphetamines, undetermined 
 
Add T43.655 Adverse effect of methamphetamines 
 
Add T43.656 Underdosing of methamphetamines 
 

V20.01XA - Electric (assisted) bicycle driver injured in collision with pedestrian or 
animal in nontraffic accident, initial encounter 
V20.01XD - Electric (assisted) bicycle driver injured in collision with pedestrian or animal in nontraffic accident, subsequent encounter 
V20.01XS - Electric (assisted) bicycle driver injured in collision with pedestrian or animal in nontraffic accident, sequela 
V20.09XA - Other motorcycle driver injured in collision with pedestrian or animal in nontraffic accident, initial encounter 
V20.09XD - Other motorcycle driver injured in collision with pedestrian or animal in nontraffic accident, subsequent encounter 
V20.09XS - Other motorcycle driver injured in collision with pedestrian or animal in nontraffic accident, sequela 
V20.11XA - Electric (assisted) bicycle passenger injured in collision with pedestrian or animal in nontraffic accident, initial encounter 
V20.11XD - Electric (assisted) bicycle passenger injured in collision with pedestrian or animal in nontraffic accident, subsequent encounter 
V20.11XS - Electric (assisted) bicycle passenger injured in collision with pedestrian or animal in nontraffic accident, sequela 
V20.19XA - Other motorcycle passenger injured in collision with pedestrian or animal in nontraffic accident, initial encounter 
V20.19XD - Other motorcycle passenger injured in collision with pedestrian or animal in nontraffic accident, subsequent encounter 
V20.19XS - Other motorcycle passenger injured in collision with pedestrian or animal in nontraffic accident, sequela 
V20.21XA - Unspecified electric (assisted) bicycle rider injured in collision with pedestrian or animal in nontraffic accident, initial encounter 
V20.21XD - Unspecified electric (assisted) bicycle rider injured in collision with pedestrian or animal in nontraffic accident, subsequent encounter 
V20.21XS - Unspecified electric (assisted) bicycle rider injured in collision with pedestrian or animal in nontraffic accident, sequela 
V20.29XA - Unspecified rider of other motorcycle injured in collision with pedestrian or animal in nontraffic accident, initial encounter 
V20.29XD - Unspecified rider of other motorcycle injured in collision with pedestrian or animal in nontraffic accident, subsequent encounter 
V20.29XS - Unspecified rider of other motorcycle injured in collision with pedestrian or animal in nontraffic accident, sequela 
V20.31XA - Person boarding or alighting an electric (assisted) bicycle injured in collision with pedestrian or animal, initial encounter 
V20.31XD - Person boarding or alighting an electric (assisted) bicycle injured in collision with pedestrian or animal, subsequent encounter 
V20.31XS - Person boarding or alighting an electric (assisted) bicycle injured in collision with pedestrian or animal, sequela 
V20.39XA - Person boarding or alighting other motorcycle injured in collision with pedestrian or animal, initial encounter 
V20.39XD - Person boarding or alighting other motorcycle injured in collision with pedestrian or animal, subsequent encounter 
V20.39XS - Person boarding or alighting other motorcycle injured in collision with pedestrian or animal, sequela 
V20.41XA - Electric (assisted) bicycle driver injured in collision with pedestrian or animal in traffic accident, initial encounter 
V20.41XD - Electric (assisted) bicycle driver injured in collision with pedestrian or animal in traffic accident, subsequent encounter 
V20.41XS - Electric (assisted) bicycle driver injured in collision with pedestrian or animal in traffic accident, sequela 
V20.49XA - Other motorcycle driver injured in collision with pedestrian or animal in traffic accident, initial encounter 
V20.49XD - Other motorcycle driver injured in collision with pedestrian or animal in traffic accident, subsequent encounter 
V20.49XS - Other motorcycle driver injured in collision with pedestrian or animal in traffic accident, sequela 
V20.51XA - Electric (assisted) bicycle passenger injured in collision with pedestrian or animal in traffic accident, initial encounter 
V20.51XD - Electric (assisted) bicycle passenger injured in collision with pedestrian or animal in traffic accident, subsequent encounter 
V20.51XS - Electric (assisted) bicycle passenger injured in collision with pedestrian or animal in traffic accident, sequela 
V20.59XA - Other motorcycle passenger injured in collision with pedestrian or animal in traffic accident, initial encounter 
V20.59XD - Other motorcycle passenger injured in collision with pedestrian or animal in traffic accident, subsequent encounter 
V20.59XS - Other motorcycle passenger injured in collision with pedestrian or animal in traffic accident, sequela 



V20.91XA - Unspecified electric (assisted) bicycle rider injured in collision with pedestrian or animal in traffic accident, initial encounter 
V20.91XD - Unspecified electric (assisted) bicycle rider injured in collision with pedestrian or animal in traffic accident, subsequent encounter 
V20.91XS - Unspecified electric (assisted) bicycle rider injured in collision with pedestrian or animal in traffic accident, sequela 
V20.99XA - Unspecified rider of other motorcycle injured in collision with pedestrian or animal in traffic accident, initial encounter 
V20.99XD - Unspecified rider of other motorcycle injured in collision with pedestrian or animal in traffic accident, subsequent encounter 
V20.99XS - Unspecified rider of other motorcycle injured in collision with pedestrian or animal in traffic accident, sequela 
V21.01XA - Electric (assisted) bicycle driver injured in collision with pedal cycle in nontraffic accident, initial encounter 
V21.01XD - Electric (assisted) bicycle driver injured in collision with pedal cycle in nontraffic accident, subsequent encounter 
V21.01XS - Electric (assisted) bicycle driver injured in collision with pedal cycle in nontraffic accident, sequela 
V21.09XA - Other motorcycle driver injured in collision with pedal cycle in nontraffic accident, initial encounter 
V21.09XD - Other motorcycle driver injured in collision with pedal cycle in nontraffic accident, subsequent encounter 
V21.09XS - Other motorcycle driver injured in collision with pedal cycle in nontraffic accident, sequela 
V21.11XA - Electric (assisted) bicycle passenger injured in collision with pedal cycle in nontraffic accident, initial encounter 
V21.11XD - Electric (assisted) bicycle passenger injured in collision with pedal cycle in nontraffic accident, subsequent encounter 
V21.11XS - Electric (assisted) bicycle passenger injured in collision with pedal cycle in nontraffic accident, sequela 
V21.19XA - Other motorcycle passenger injured in collision with pedal cycle in nontraffic accident, initial encounter 
V21.19XD - Other motorcycle passenger injured in collision with pedal cycle in nontraffic accident, subsequent encounter 
V21.19XS - Other motorcycle passenger injured in collision with pedal cycle in nontraffic accident, sequela 
V21.21XA - Unspecified electric (assisted) bicycle rider injured in collision with pedal cycle in nontraffic accident, initial encounter 
V21.21XD - Unspecified electric (assisted) bicycle rider injured in collision with pedal cycle in nontraffic accident, subsequent encounter 
V21.21XS - Unspecified electric (assisted) bicycle rider injured in collision with pedal cycle in nontraffic accident, sequela 
V21.29XA - Unspecified rider of other motorcycle injured in collision with pedal cycle in nontraffic accident, initial encounter 
V21.29XD - Unspecified rider of other motorcycle injured in collision with pedal cycle in nontraffic accident, subsequent encounter 
V21.29XS - Unspecified rider of other motorcycle injured in collision with pedal cycle in nontraffic accident, sequela 
V21.31XA - Person boarding or alighting an electric (assisted) bicycle injured in collision with pedal cycle, initial encounter 
V21.31XD - Person boarding or alighting an electric (assisted) bicycle injured in collision with pedal cycle, subsequent encounter 
V21.31XS - Person boarding or alighting an electric (assisted) bicycle injured in collision with pedal cycle, sequela 
V21.39XA - Person boarding or alighting other motorcycle injured in collision with pedal cycle, initial encounter 
V21.39XD - Person boarding or alighting other motorcycle injured in collision with pedal cycle, subsequent encounter 
V21.39XS - Person boarding or alighting other motorcycle injured in collision with pedal cycle, sequela 
V21.41XA - Electric (assisted) bicycle driver injured in collision with pedal cycle in traffic accident, initial encounter 
V21.41XD - Electric (assisted) bicycle driver injured in collision with pedal cycle in traffic accident, subsequent encounter 
V21.41XS - Electric (assisted) bicycle driver injured in collision with pedal cycle in traffic accident, sequela 
V21.49XA - Other motorcycle driver injured in collision with pedal cycle in traffic accident, initial encounter 
V21.49XD - Other motorcycle driver injured in collision with pedal cycle in traffic accident, subsequent encounter 
V21.49XS - Other motorcycle driver injured in collision with pedal cycle in traffic accident, sequela 
V21.51XA - Electric (assisted) bicycle passenger injured in collision with pedal cycle in traffic accident, initial encounter 
V21.51XD - Electric (assisted) bicycle passenger injured in collision with pedal cycle in traffic accident, subsequent encounter 
V21.51XS - Electric (assisted) bicycle passenger injured in collision with pedal cycle in traffic accident, sequela 
V21.59XA - Other motorcycle passenger injured in collision with pedal cycle in traffic accident, initial encounter 
V21.59XD - Other motorcycle passenger injured in collision with pedal cycle in traffic accident, subsequent encounter 
V21.59XS - Other motorcycle passenger injured in collision with pedal cycle in traffic accident, sequela 
V21.91XA - Unspecified electric (assisted) bicycle rider injured in collision with pedal cycle in traffic accident, initial encounter 
V21.91XD - Unspecified electric (assisted) bicycle rider injured in collision with pedal cycle in traffic accident, subsequent encounter 
V21.91XS - Unspecified electric (assisted) bicycle rider injured in collision with pedal cycle in traffic accident, sequela 
V21.99XA - Unspecified rider of other motorcycle injured in collision with pedal cycle in traffic accident, initial encounter 
V21.99XD - Unspecified rider of other motorcycle injured in collision with pedal cycle in traffic accident, subsequent encounter 
V21.99XS - Unspecified rider of other motorcycle injured in collision with pedal cycle in traffic accident, sequela 
V22.01XA - Electric (assisted) bicycle driver injured in collision with two- or three-wheeled motor vehicle in nontraffic accident, initial encounter 
V22.01XD - Electric (assisted) bicycle driver injured in collision with two- or three-wheeled motor vehicle in nontraffic accident, subsequent encounter 
V22.01XS - Electric (assisted) bicycle driver injured in collision with two- or three-wheeled motor vehicle in nontraffic accident, sequela 
V22.09XA - Other motorcycle driver injured in collision with two- or three-wheeled motor vehicle in nontraffic accident, initial encounter 
V22.09XD - Other motorcycle driver injured in collision with two- or three-wheeled motor vehicle in nontraffic accident, subsequent encounter 
V22.09XS - Other motorcycle driver injured in collision with two- or three-wheeled motor vehicle in nontraffic accident, sequela 
V22.11XA - Electric (assisted) bicycle passenger injured in collision with two- or three-wheeled motor vehicle in nontraffic accident, initial encounter 
V22.11XD - Electric (assisted) bicycle passenger injured in collision with two- or three-wheeled motor vehicle in nontraffic accident, subsequent 
encounter 
V22.11XS - Electric (assisted) bicycle passenger injured in collision with two- or three-wheeled motor vehicle in nontraffic accident, sequela 
V22.19XA - Other motorcycle passenger injured in collision with two- or three-wheeled motor vehicle in nontraffic accident, initial encounter 
V22.19XD - Other motorcycle passenger injured in collision with two- or three-wheeled motor vehicle in nontraffic accident, subsequent encounter 
V22.19XS - Other motorcycle passenger injured in collision with two- or three-wheeled motor vehicle in nontraffic accident, sequela 
V22.21XA - Unspecified electric (assisted) bicycle rider injured in collision with two- or three-wheeled motor vehicle in nontraffic accident, initial 
encounter 
V22.21XD - Unspecified electric (assisted) bicycle rider injured in collision with two- or three-wheeled motor vehicle in nontraffic accident, subsequent 
encounter 
V22.21XS - Unspecified electric (assisted) bicycle rider injured in collision with two- or three-wheeled motor vehicle in nontraffic accident, sequela 
V22.29XA - Unspecified rider of other motorcycle injured in collision with two- or three-wheeled motor vehicle in nontraffic accident, initial encounter 
V22.29XD - Unspecified rider of other motorcycle injured in collision with two- or three-wheeled motor vehicle in nontraffic accident, subsequent 
encounter 
V22.29XS - Unspecified rider of other motorcycle injured in collision with two- or three-wheeled motor vehicle in nontraffic accident, sequela 
V22.31XA - Person boarding or alighting an electric (assisted) bicycle injured in collision with two- or three-wheeled motor vehicle, initial encounter 
V22.31XD - Person boarding or alighting an electric (assisted) bicycle injured in collision with two- or three-wheeled motor vehicle, subsequent 
encounter 
V22.31XS - Person boarding or alighting an electric (assisted) bicycle injured in collision with two- or three-wheeled motor vehicle, sequela 
V22.39XA - Person boarding or alighting other motorcycle injured in collision with two- or three-wheeled motor vehicle, initial encounter 
V22.39XD - Person boarding or alighting other motorcycle injured in collision with two- or three-wheeled motor vehicle, subsequent encounter 
V22.39XS - Person boarding or alighting other motorcycle injured in collision with two- or three-wheeled motor vehicle, sequela 
V22.41XA - Electric (assisted) bicycle driver injured in collision with two- or three-wheeled motor vehicle in traffic accident, initial encounter 



V22.41XD - Electric (assisted) bicycle driver injured in collision with two- or three-wheeled motor vehicle in traffic accident, subsequent encounter 
V22.41XS - Electric (assisted) bicycle driver injured in collision with two- or three-wheeled motor vehicle in traffic accident, sequela 
V22.49XA - Other motorcycle driver injured in collision with two- or three-wheeled motor vehicle in traffic accident, initial encounter 
V22.49XD - Other motorcycle driver injured in collision with two- or three-wheeled motor vehicle in traffic accident, subsequent encounter 
V22.49XS - Other motorcycle driver injured in collision with two- or three-wheeled motor vehicle in traffic accident, sequela 
V22.51XA - Electric (assisted) bicycle passenger injured in collision with two- or three-wheeled motor vehicle in traffic accident, initial encounter 
V22.51XD - Electric (assisted) bicycle passenger injured in collision with two- or three-wheeled motor vehicle in traffic accident, subsequent encounter 
V22.51XS - Electric (assisted) bicycle passenger injured in collision with two- or three-wheeled motor vehicle in traffic accident, sequela 
V22.59XA - Other motorcycle passenger injured in collision with two- or three-wheeled motor vehicle in traffic accident, initial encounter 
V22.59XD - Other motorcycle passenger injured in collision with two- or three-wheeled motor vehicle in traffic accident, subsequent encounter 
V22.59XS - Other motorcycle passenger injured in collision with two- or three-wheeled motor vehicle in traffic accident, sequela 
V22.91XA - Unspecified electric (assisted) bicycle rider injured in collision with two- or three-wheeled motor vehicle in traffic accident, initial encounter 
V22.91XD - Unspecified electric (assisted) bicycle rider injured in collision with two- or three-wheeled motor vehicle in traffic accident, subsequent 
encounter 
V22.91XS - Unspecified electric (assisted) bicycle rider injured in collision with two- or three-wheeled motor vehicle in traffic accident, sequela 
V22.99XA - Unspecified rider of other motorcycle injured in collision with two- or three-wheeled motor vehicle in traffic accident, initial encounter 
V22.99XD - Unspecified rider of other motorcycle injured in collision with two- or three-wheeled motor vehicle in traffic accident, subsequent encounter 
V22.99XS - Unspecified rider of other motorcycle injured in collision with two- or three-wheeled motor vehicle in traffic accident, sequela 
V23.01XA - Electric (assisted) bicycle driver injured in collision with car, pick-up truck or van in nontraffic accident, initial encounter 
V23.01XD - Electric (assisted) bicycle driver injured in collision with car, pick-up truck or van in nontraffic accident, subsequent encounter 
V23.01XS - Electric (assisted) bicycle driver injured in collision with car, pick-up truck or van in nontraffic accident, sequela 
V23.09XA - Other motorcycle driver injured in collision with car, pick-up truck or van in nontraffic accident, initial encounter 
V23.09XD - Other motorcycle driver injured in collision with car, pick-up truck or van in nontraffic accident, subsequent encounter 
V23.09XS - Other motorcycle driver injured in collision with car, pick-up truck or van in nontraffic accident, sequela 
V23.11XA - Electric (assisted) bicycle passenger injured in collision with car, pick-up truck or van in nontraffic accident, initial encounter 
V23.11XD - Electric (assisted) bicycle passenger injured in collision with car, pick-up truck or van in nontraffic accident, subsequent encounter 
V23.11XS - Electric (assisted) bicycle passenger injured in collision with car, pick-up truck or van in nontraffic accident, sequela 
V23.19XA - Other motorcycle passenger injured in collision with car, pick-up truck or van in nontraffic accident, initial encounter 
V23.19XD - Other motorcycle passenger injured in collision with car, pick-up truck or van in nontraffic accident, subsequent encounter 
V23.19XS - Other motorcycle passenger injured in collision with car, pick-up truck or van in nontraffic accident, sequela 
V23.21XA - Unspecified electric (assisted) bicycle rider injured in collision with car, pick-up truck or van in nontraffic accident, initial encounter 
V23.21XD - Unspecified electric (assisted) bicycle rider injured in collision with car, pick-up truck or van in nontraffic accident, subsequent encounter 
V23.21XS - Unspecified electric (assisted) bicycle rider injured in collision with car, pick-up truck or van in nontraffic accident, sequela 
V23.29XA - Unspecified rider of other motorcycle injured in collision with car, pick-up truck or van in nontraffic accident, initial encounter 
V23.29XD - Unspecified rider of other motorcycle injured in collision with car, pick-up truck or van in nontraffic accident, subsequent encounter 
V23.29XS - Unspecified rider of other motorcycle injured in collision with car, pick-up truck or van in nontraffic accident, sequela 
V23.31XA - Person boarding or alighting an electric (assisted) bicycle injured in collision with car, pick-up truck or van, initial encounter 
V23.31XD - Person boarding or alighting an electric (assisted) bicycle injured in collision with car, pick-up truck or van, subsequent encounter 
V23.31XS - Person boarding or alighting an electric (assisted) bicycle injured in collision with car, pick-up truck or van, sequela 
V23.39XA - Person boarding or alighting other motorcycle injured in collision with car, pick-up truck or van, initial encounter 
V23.39XD - Person boarding or alighting other motorcycle injured in collision with car, pick-up truck or van, subsequent encounter 
V23.39XS - Person boarding or alighting other motorcycle injured in collision with car, pick-up truck or van, sequela 
V23.41XA - Electric (assisted) bicycle driver injured in collision with car, pick-up truck or van in traffic accident, initial encounter 
V23.41XD - Electric (assisted) bicycle driver injured in collision with car, pick-up truck or van in traffic accident, subsequent encounter 
V23.41XS - Electric (assisted) bicycle driver injured in collision with car, pick-up truck or van in traffic accident, sequela 
V23.49XA - Other motorcycle driver injured in collision with car, pick-up truck or van in traffic accident, initial encounter 
V23.49XD - Other motorcycle driver injured in collision with car, pick-up truck or van in traffic accident, subsequent encounter 
V23.49XS - Other motorcycle driver injured in collision with car, pick-up truck or van in traffic accident, sequela 
V23.51XA - Electric (assisted) bicycle passenger injured in collision with car, pick-up truck or van in traffic accident, initial encounter 
V23.51XD - Electric (assisted) bicycle passenger injured in collision with car, pick-up truck or van in traffic accident, subsequent encounter 
V23.51XS - Electric (assisted) bicycle passenger injured in collision with car, pick-up truck or van in traffic accident, sequela 
V23.59XA - Other motorcycle passenger injured in collision with car, pick-up truck or van in traffic accident, initial encounter 
V23.59XD - Other motorcycle passenger injured in collision with car, pick-up truck or van in traffic accident, subsequent encounter 
V23.59XS - Other motorcycle passenger injured in collision with car, pick-up truck or van in traffic accident, sequela 
V23.91XA - Unspecified electric (assisted) bicycle rider injured in collision with car, pick-up truck or van in traffic accident, initial encounter 
V23.91XD - Unspecified electric (assisted) bicycle rider injured in collision with car, pick-up truck or van in traffic accident, subsequent encounter 
V23.91XS - Unspecified electric (assisted) bicycle rider injured in collision with car, pick-up truck or van in traffic accident, sequela 
V23.99XA - Unspecified rider of other motorcycle injured in collision with car, pick-up truck or van in traffic accident, initial encounter 
V23.99XD - Unspecified rider of other motorcycle injured in collision with car, pick-up truck or van in traffic accident, subsequent encounter 
V23.99XS - Unspecified rider of other motorcycle injured in collision with car, pick-up truck or van in traffic accident, sequela 
V24.01XA - Electric (assisted) bicycle driver injured in collision with heavy transport vehicle or bus in nontraffic accident, initial encounter 
V24.01XD - Electric (assisted) bicycle driver injured in collision with heavy transport vehicle or bus in nontraffic accident, subsequent encounter 
V24.01XS - Electric (assisted) bicycle driver injured in collision with heavy transport vehicle or bus in nontraffic accident, sequela 
V24.09XA - Other motorcycle driver injured in collision with heavy transport vehicle or bus in nontraffic accident, initial encounter 
V24.09XD - Other motorcycle driver injured in collision with heavy transport vehicle or bus in nontraffic accident, subsequent encounter 
V24.09XS - Other motorcycle driver injured in collision with heavy transport vehicle or bus in nontraffic accident, sequela 
V24.11XA - Electric (assisted) bicycle passenger injured in collision with heavy transport vehicle or bus in nontraffic accident, initial encounter 
V24.11XD - Electric (assisted) bicycle passenger injured in collision with heavy transport vehicle or bus in nontraffic accident, subsequent encounter 
V24.11XS - Electric (assisted) bicycle passenger injured in collision with heavy transport vehicle or bus in nontraffic accident, sequela 
V24.19XA - Other motorcycle passenger injured in collision with heavy transport vehicle or bus in nontraffic accident, initial encounter 
V24.19XD - Other motorcycle passenger injured in collision with heavy transport vehicle or bus in nontraffic accident, subsequent encounter 
V24.19XS - Other motorcycle passenger injured in collision with heavy transport vehicle or bus in nontraffic accident, sequela 
V24.21XA - Unspecified electric (assisted) bicycle rider injured in collision with heavy transport vehicle or bus in nontraffic accident, initial encounter 
V24.21XD - Unspecified electric (assisted) bicycle rider injured in collision with heavy transport vehicle or bus in nontraffic accident, subsequent 
encounter 
V24.21XS - Unspecified electric (assisted) bicycle rider injured in collision with heavy transport vehicle or bus in nontraffic accident, sequela 
V24.29XA - Unspecified rider of other motorcycle injured in collision with heavy transport vehicle or bus in nontraffic accident, initial encounter 
V24.29XD - Unspecified rider of other motorcycle injured in collision with heavy transport vehicle or bus in nontraffic accident, subsequent encounter 



V24.29XS - Unspecified rider of other motorcycle injured in collision with heavy transport vehicle or bus in nontraffic accident, sequela 
V24.31XA - Person boarding or alighting an electric (assisted) bicycle injured in collision with heavy transport vehicle or bus, initial encounter 
V24.31XD - Person boarding or alighting an electric (assisted) bicycle injured in collision with heavy transport vehicle or bus, subsequent encounter 
V24.31XS - Person boarding or alighting an electric (assisted) bicycle injured in collision with heavy transport vehicle or bus, sequela 
V24.39XA - Person boarding or alighting other motorcycle injured in collision with heavy transport vehicle or bus, initial encounter 
V24.39XD - Person boarding or alighting other motorcycle injured in collision with heavy transport vehicle or bus, subsequent encounter 
V24.39XS - Person boarding or alighting other motorcycle injured in collision with heavy transport vehicle or bus, sequela 
V24.41XA - Electric (assisted) bicycle driver injured in collision with heavy transport vehicle or bus in traffic accident, initial encounter 
V24.41XD - Electric (assisted) bicycle driver injured in collision with heavy transport vehicle or bus in traffic accident, subsequent encounter 
V24.41XS - Electric (assisted) bicycle driver injured in collision with heavy transport vehicle or bus in traffic accident, sequela 
V24.49XA - Other motorcycle driver injured in collision with heavy transport vehicle or bus in traffic accident, initial encounter 
V24.49XD - Other motorcycle driver injured in collision with heavy transport vehicle or bus in traffic accident, subsequent encounter 
V24.49XS - Other motorcycle driver injured in collision with heavy transport vehicle or bus in traffic accident, sequela 
V24.51XA - Electric (assisted) bicycle passenger injured in collision with heavy transport vehicle or bus in traffic accident, initial encounter 
V24.51XD - Electric (assisted) bicycle passenger injured in collision with heavy transport vehicle or bus in traffic accident, subsequent encounter 
V24.51XS - Electric (assisted) bicycle passenger injured in collision with heavy transport vehicle or bus in traffic accident, sequela 
V24.59XA - Other motorcycle passenger injured in collision with heavy transport vehicle or bus in traffic accident, initial encounter 
V24.59XD - Other motorcycle passenger injured in collision with heavy transport vehicle or bus in traffic accident, subsequent encounter 
V24.59XS - Other motorcycle passenger injured in collision with heavy transport vehicle or bus in traffic accident, sequela 
V24.91XA - Unspecified electric (assisted) bicycle rider injured in collision with heavy transport vehicle or bus in traffic accident, initial encounter 
V24.91XD - Unspecified electric (assisted) bicycle rider injured in collision with heavy transport vehicle or bus in traffic accident, subsequent encounter 
V24.91XS - Unspecified electric (assisted) bicycle rider injured in collision with heavy transport vehicle or bus in traffic accident, sequela 
V24.99XA - Unspecified rider of other motorcycle injured in collision with heavy transport vehicle or bus in traffic accident, initial encounter 
V24.99XD - Unspecified rider of other motorcycle injured in collision with heavy transport vehicle or bus in traffic accident, subsequent encounter 
V24.99XS - Unspecified rider of other motorcycle injured in collision with heavy transport vehicle or bus in traffic accident, sequela 
V25.01XA - Electric (assisted) bicycle driver injured in collision with railway train or railway vehicle in nontraffic accident, initial encounter 
V25.01XD - Electric (assisted) bicycle driver injured in collision with railway train or railway vehicle in nontraffic accident, subsequent encounter 
V25.01XS - Electric (assisted) bicycle driver injured in collision with railway train or railway vehicle in nontraffic accident, sequela 
V25.09XA - Other motorcycle driver injured in collision with railway train or railway vehicle in nontraffic accident, initial encounter 
V25.09XD - Other motorcycle driver injured in collision with railway train or railway vehicle in nontraffic accident, subsequent encounter 
V25.09XS - Other motorcycle driver injured in collision with railway train or railway vehicle in nontraffic accident, sequela 
V25.11XA - Electric (assisted) bicycle passenger injured in collision with railway train or railway vehicle in nontraffic accident, initial encounter 
V25.11XD - Electric (assisted) bicycle passenger injured in collision with railway train or railway vehicle in nontraffic accident, subsequent encounter 
V25.11XS - Electric (assisted) bicycle passenger injured in collision with railway train or railway vehicle in nontraffic accident, sequela 
V25.19XA - Other motorcycle passenger injured in collision with railway train or railway vehicle in nontraffic accident, initial encounter 
V25.19XD - Other motorcycle passenger injured in collision with railway train or railway vehicle in nontraffic accident, subsequent encounter 
V25.19XS - Other motorcycle passenger injured in collision with railway train or railway vehicle in nontraffic accident, sequela 
V25.21XA - Unspecified electric (assisted) bicycle rider injured in collision with railway train or railway vehicle in nontraffic accident, initial encounter 
V25.21XD - Unspecified electric (assisted) bicycle rider injured in collision with railway train or railway vehicle in nontraffic accident, subsequent 
encounter 
V25.21XS - Unspecified electric (assisted) bicycle rider injured in collision with railway train or railway vehicle in nontraffic accident, sequela 
V25.29XA - Unspecified rider of other motorcycle injured in collision with railway train or railway vehicle in nontraffic accident, initial encounter 
V25.29XD - Unspecified rider of other motorcycle injured in collision with railway train or railway vehicle in nontraffic accident, subsequent encounter 
V25.29XS - Unspecified rider of other motorcycle injured in collision with railway train or railway vehicle in nontraffic accident, sequela 
V25.31XA - Person boarding or alighting an electric (assisted) bicycle injured in collision with railway train or railway vehicle, initial encounter 
V25.31XD - Person boarding or alighting an electric (assisted) bicycle injured in collision with railway train or railway vehicle, subsequent encounter 
V25.31XS - Person boarding or alighting an electric (assisted) bicycle injured in collision with railway train or railway vehicle, sequela 
V25.39XA - Person boarding or alighting other motorcycle injured in collision with railway train or railway vehicle, initial encounter 
V25.39XD - Person boarding or alighting other motorcycle injured in collision with railway train or railway vehicle, subsequent encounter 
V25.39XS - Person boarding or alighting other motorcycle injured in collision with railway train or railway vehicle, sequela 
V25.41XA - Electric (assisted) bicycle driver injured in collision with railway train or railway vehicle in traffic accident, initial encounter 
V25.41XD - Electric (assisted) bicycle driver injured in collision with railway train or railway vehicle in traffic accident, subsequent encounter 
V25.41XS - Electric (assisted) bicycle driver injured in collision with railway train or railway vehicle in traffic accident, sequela 
V25.49XA - Other motorcycle driver injured in collision with railway train or railway vehicle in traffic accident, initial encounter 
V25.49XD - Other motorcycle driver injured in collision with railway train or railway vehicle in traffic accident, subsequent encounter 
V25.49XS - Other motorcycle driver injured in collision with railway train or railway vehicle in traffic accident, sequela 
V25.51XA - Electric (assisted) bicycle passenger injured in collision with railway train or railway vehicle in traffic accident, initial encounter 
V25.51XD - Electric (assisted) bicycle passenger injured in collision with railway train or railway vehicle in traffic accident, subsequent encounter 
V25.51XS - Electric (assisted) bicycle passenger injured in collision with railway train or railway vehicle in traffic accident, sequela 
V25.59XA - Other motorcycle passenger injured in collision with railway train or railway vehicle in traffic accident, initial encounter 
V25.59XD - Other motorcycle passenger injured in collision with railway train or railway vehicle in traffic accident, subsequent encounter 
V25.59XS - Other motorcycle passenger injured in collision with railway train or railway vehicle in traffic accident, sequela 
V25.91XA - Unspecified electric (assisted) bicycle rider injured in collision with railway train or railway vehicle in traffic accident, initial encounter 
V25.91XD - Unspecified electric (assisted) bicycle rider injured in collision with railway train or railway vehicle in traffic accident, subsequent encounter 
V25.91XS - Unspecified electric (assisted) bicycle rider injured in collision with railway train or railway vehicle in traffic accident, sequela 
V25.99XA - Unspecified rider of other motorcycle injured in collision with railway train or railway vehicle in traffic accident, initial encounter 
V25.99XD - Unspecified rider of other motorcycle injured in collision with railway train or railway vehicle in traffic accident, subsequent encounter 
V25.99XS - Unspecified rider of other motorcycle injured in collision with railway train or railway vehicle in traffic accident, sequela 
V26.01XA - Electric (assisted) bicycle driver injured in collision with other nonmotor vehicle in nontraffic accident, initial encounter 
V26.01XD - Electric (assisted) bicycle driver injured in collision with other nonmotor vehicle in nontraffic accident, subsequent encounter 
V26.01XS - Electric (assisted) bicycle driver injured in collision with other nonmotor vehicle in nontraffic accident, sequela 
V26.09XA - Other motorcycle driver injured in collision with other nonmotor vehicle in nontraffic accident, initial encounter 
V26.09XD - Other motorcycle driver injured in collision with other nonmotor vehicle in nontraffic accident, subsequent encounter 
V26.09XS - Other motorcycle driver injured in collision with other nonmotor vehicle in nontraffic accident, sequela 
V26.11XA - Electric (assisted) bicycle passenger injured in collision with other nonmotor vehicle in nontraffic accident, initial encounter 
V26.11XD - Electric (assisted) bicycle passenger injured in collision with other nonmotor vehicle in nontraffic accident, subsequent encounter 
V26.11XS - Electric (assisted) bicycle passenger injured in collision with other nonmotor vehicle in nontraffic accident, sequela 
V26.19XA - Other motorcycle passenger injured in collision with other nonmotor vehicle in nontraffic accident, initial encounter 



V26.19XD - Other motorcycle passenger injured in collision with other nonmotor vehicle in nontraffic accident, subsequent encounter 
V26.19XS - Other motorcycle passenger injured in collision with other nonmotor vehicle in nontraffic accident, sequela 
V26.21XA - Unspecified electric (assisted) bicycle rider injured in collision with other nonmotor vehicle in nontraffic accident, initial encounter 
V26.21XD - Unspecified electric (assisted) bicycle rider injured in collision with other nonmotor vehicle in nontraffic accident, subsequent encounter 
V26.21XS - Unspecified electric (assisted) bicycle rider injured in collision with other nonmotor vehicle in nontraffic accident, sequela 
V26.29XA - Unspecified rider of other motorcycle injured in collision with other nonmotor vehicle in nontraffic accident, initial encounter 
V26.29XD - Unspecified rider of other motorcycle injured in collision with other nonmotor vehicle in nontraffic accident, subsequent encounter 
V26.29XS - Unspecified rider of other motorcycle injured in collision with other nonmotor vehicle in nontraffic accident, sequela 
V26.31XA - Person boarding or alighting an electric (assisted) bicycle injured in collision with other nonmotor vehicle, initial encounter 
V26.31XD - Person boarding or alighting an electric (assisted) bicycle injured in collision with other nonmotor vehicle, subsequent encounter 
V26.31XS - Person boarding or alighting an electric (assisted) bicycle injured in collision with other nonmotor vehicle, sequela 
V26.39XA - Person boarding or alighting other motorcycle injured in collision with other nonmotor vehicle, initial encounter 
V26.39XD - Person boarding or alighting other motorcycle injured in collision with other nonmotor vehicle, subsequent encounter 
V26.39XS - Person boarding or alighting other motorcycle injured in collision with other nonmotor vehicle, sequela 
V26.41XA - Electric (assisted) bicycle driver injured in collision with other nonmotor vehicle in traffic accident, initial encounter 
V26.41XD - Electric (assisted) bicycle driver injured in collision with other nonmotor vehicle in traffic accident, subsequent encounter 
V26.41XS - Electric (assisted) bicycle driver injured in collision with other nonmotor vehicle in traffic accident, sequela 
V26.49XA - Other motorcycle driver injured in collision with other nonmotor vehicle in traffic accident, initial encounter 
V26.49XD - Other motorcycle driver injured in collision with other nonmotor vehicle in traffic accident, subsequent encounter 
V26.49XS - Other motorcycle driver injured in collision with other nonmotor vehicle in traffic accident, sequela 
V26.51XA - Electric (assisted) bicycle passenger injured in collision with other nonmotor vehicle in traffic accident, initial encounter 
V26.51XD - Electric (assisted) bicycle passenger injured in collision with other nonmotor vehicle in traffic accident, subsequent encounter 
V26.51XS - Electric (assisted) bicycle passenger injured in collision with other nonmotor vehicle in traffic accident, sequela 
V26.59XA - Other motorcycle passenger injured in collision with other nonmotor vehicle in traffic accident, initial encounter 
V26.59XD - Other motorcycle passenger injured in collision with other nonmotor vehicle in traffic accident, subsequent encounter 
V26.59XS - Other motorcycle passenger injured in collision with other nonmotor vehicle in traffic accident, sequela 
V26.91XA - Unspecified electric (assisted) bicycle rider injured in collision with other nonmotor vehicle in traffic accident, initial encounter 
V26.91XD - Unspecified electric (assisted) bicycle rider injured in collision with other nonmotor vehicle in traffic accident, subsequent encounter 
V26.91XS - Unspecified electric (assisted) bicycle rider injured in collision with other nonmotor vehicle in traffic accident, sequela 
V26.99XA - Unspecified rider of other motorcycle injured in collision with other nonmotor vehicle in traffic accident, initial encounter 
V26.99XD - Unspecified rider of other motorcycle injured in collision with other nonmotor vehicle in traffic accident, subsequent encounter 
V26.99XS - Unspecified rider of other motorcycle injured in collision with other nonmotor vehicle in traffic accident, sequela 
V27.01XA - Electric (assisted) bicycle driver injured in collision with fixed or stationary object in nontraffic accident, initial encounter 
V27.01XD - Electric (assisted) bicycle driver injured in collision with fixed or stationary object in nontraffic accident, subsequent encounter 
V27.01XS - Electric (assisted) bicycle driver injured in collision with fixed or stationary object in nontraffic accident, sequela 
V27.09XA - Other motorcycle driver injured in collision with fixed or stationary object in nontraffic accident, initial encounter 
V27.09XD - Other motorcycle driver injured in collision with fixed or stationary object in nontraffic accident, subsequent encounter 
V27.09XS - Other motorcycle driver injured in collision with fixed or stationary object in nontraffic accident, sequela 
V27.11XA - Electric (assisted) bicycle passenger injured in collision with fixed or stationary object in nontraffic accident, initial encounter 
V27.11XD - Electric (assisted) bicycle passenger injured in collision with fixed or stationary object in nontraffic accident, subsequent encounter 
V27.11XS - Electric (assisted) bicycle passenger injured in collision with fixed or stationary object in nontraffic accident, sequela 
V27.19XA - Other motorcycle passenger injured in collision with fixed or stationary object in nontraffic accident, initial encounter 
V27.19XD - Other motorcycle passenger injured in collision with fixed or stationary object in nontraffic accident, subsequent encounter 
V27.19XS - Other motorcycle passenger injured in collision with fixed or stationary object in nontraffic accident, sequela 
V27.21XA - Unspecified electric (assisted) bicycle rider injured in collision with fixed or stationary object in nontraffic accident, initial encounter 
V27.21XD - Unspecified electric (assisted) bicycle rider injured in collision with fixed or stationary object in nontraffic accident, subsequent encounter 
V27.21XS - Unspecified electric (assisted) bicycle rider injured in collision with fixed or stationary object in nontraffic accident, sequela 
V27.29XA - Unspecified rider of other motorcycle injured in collision with fixed or stationary object in nontraffic accident, initial encounter 
V27.29XD - Unspecified rider of other motorcycle injured in collision with fixed or stationary object in nontraffic accident, subsequent encounter 
V27.29XS - Unspecified rider of other motorcycle injured in collision with fixed or stationary object in nontraffic accident, sequela 
V27.31XA - Person boarding or alighting an electric (assisted) bicycle injured in collision with fixed or stationary object, initial encounter 
V27.31XD - Person boarding or alighting an electric (assisted) bicycle injured in collision with fixed or stationary object, subsequent encounter 
V27.31XS - Person boarding or alighting an electric (assisted) bicycle injured in collision with fixed or stationary object, sequela 
V27.39XA - Person boarding or alighting other motorcycle injured in collision with fixed or stationary object, initial encounter 
V27.39XD - Person boarding or alighting other motorcycle injured in collision with fixed or stationary object, subsequent encounter 
V27.39XS - Person boarding or alighting other motorcycle injured in collision with fixed or stationary object, sequela 
V27.41XA - Electric (assisted) bicycle driver injured in collision with fixed or stationary object in traffic accident, initial encounter 
V27.41XD - Electric (assisted) bicycle driver injured in collision with fixed or stationary object in traffic accident, subsequent encounter 
V27.41XS - Electric (assisted) bicycle driver injured in collision with fixed or stationary object in traffic accident, sequela 
V27.49XA - Other motorcycle driver injured in collision with fixed or stationary object in traffic accident, initial encounter 
V27.49XD - Other motorcycle driver injured in collision with fixed or stationary object in traffic accident, subsequent encounter 
V27.49XS - Other motorcycle driver injured in collision with fixed or stationary object in traffic accident, sequela 
V27.51XA - Electric (assisted) bicycle passenger injured in collision with fixed or stationary object in traffic accident, initial encounter 
V27.51XD - Electric (assisted) bicycle passenger injured in collision with fixed or stationary object in traffic accident, subsequent encounter 
V27.51XS - Electric (assisted) bicycle passenger injured in collision with fixed or stationary object in traffic accident, sequela 
V27.59XA - Other motorcycle passenger injured in collision with fixed or stationary object in traffic accident, initial encounter 
V27.59XD - Other motorcycle passenger injured in collision with fixed or stationary object in traffic accident, subsequent encounter 
V27.59XS - Other motorcycle passenger injured in collision with fixed or stationary object in traffic accident, sequela 
V27.91XA - Unspecified electric (assisted) bicycle rider injured in collision with fixed or stationary object in traffic accident, initial encounter 
V27.91XD - Unspecified electric (assisted) bicycle rider injured in collision with fixed or stationary object in traffic accident, subsequent encounter 
V27.91XS - Unspecified electric (assisted) bicycle rider injured in collision with fixed or stationary object in traffic accident, sequela 
V27.99XA - Unspecified rider of other motorcycle injured in collision with fixed or stationary object in traffic accident, initial encounter 
V27.99XD - Unspecified rider of other motorcycle injured in collision with fixed or stationary object in traffic accident, subsequent encounter 
V27.99XS - Unspecified rider of other motorcycle injured in collision with fixed or stationary object in traffic accident, sequela 
V28.01XA - Electric (assisted) bicycle driver injured in noncollision transport accident in nontraffic accident, initial encounter 
V28.01XD - Electric (assisted) bicycle driver injured in noncollision transport accident in nontraffic accident, subsequent encounter 
V28.01XS - Electric (assisted) bicycle driver injured in noncollision transport accident in nontraffic accident, sequela 
V28.09XA - Other motorcycle driver injured in noncollision transport accident in nontraffic accident, initial encounter 



V28.09XD - Other motorcycle driver injured in noncollision transport accident in nontraffic accident, subsequent encounter 
V28.09XS - Other motorcycle driver injured in noncollision transport accident in nontraffic accident, sequela 
V28.11XA - Electric (assisted) bicycle passenger injured in noncollision transport accident in nontraffic accident, initial encounter 
V28.11XD - Electric (assisted) bicycle passenger injured in noncollision transport accident in nontraffic accident, subsequent encounter 
V28.11XS - Electric (assisted) bicycle passenger injured in noncollision transport accident in nontraffic accident, sequela 
V28.19XA - Other motorcycle passenger injured in noncollision transport accident in nontraffic accident, initial encounter 
V28.19XD - Other motorcycle passenger injured in noncollision transport accident in nontraffic accident, subsequent encounter 
V28.19XS - Other motorcycle passenger injured in noncollision transport accident in nontraffic accident, sequela 
V28.21XA - Unspecified electric (assisted) bicycle rider injured in noncollision transport accident in nontraffic accident, initial encounter 
V28.21XD - Unspecified electric (assisted) bicycle rider injured in noncollision transport accident in nontraffic accident, subsequent encounter 
V28.21XS - Unspecified electric (assisted) bicycle rider injured in noncollision transport accident in nontraffic accident, sequela 
V28.29XA - Unspecified rider of other motorcycle injured in noncollision transport accident in nontraffic accident, initial encounter 
V28.29XD - Unspecified rider of other motorcycle injured in noncollision transport accident in nontraffic accident, subsequent encounter 
V28.29XS - Unspecified rider of other motorcycle injured in noncollision transport accident in nontraffic accident, sequela 
V28.31XA - Person boarding or alighting an electric (assisted) bicycle injured in noncollision transport accident, initial encounter 
V28.31XD -Person boarding or alighting an electric (assisted) bicycle injured in noncollision transport accident, subsequent encounter 
V28.31XS - Person boarding or alighting an electric (assisted) bicycle injured in noncollision transport accident, sequela 
V28.39XA - Person boarding or alighting other motorcycle injured in noncollision transport accident, initial encounter 
V28.39XD - Person boarding or alighting other motorcycle injured in noncollision transport accident, subsequent encounter 
V28.39XS - Person boarding or alighting other motorcycle injured in noncollision transport accident, sequela 
V28.41XA - Electric (assisted) bicycle driver injured in noncollision transport accident in traffic accident, initial encounter 
V28.41XD - Electric (assisted) bicycle driver injured in noncollision transport accident in traffic accident, subsequent encounter 
V28.41XS - Electric (assisted) bicycle driver injured in noncollision transport accident in traffic accident, sequela 
V28.49XA - Other motorcycle driver injured in noncollision transport accident in traffic accident, initial encounter 
V28.49XD - Other motorcycle driver injured in noncollision transport accident in traffic accident, subsequent encounter 
V28.49XS - Other motorcycle driver injured in noncollision transport accident in traffic accident, sequela 
V28.51XA - Electric (assisted) bicycle passenger injured in noncollision transport accident in traffic accident, initial encounter 
V28.51XD - Electric (assisted) bicycle passenger injured in noncollision transport accident in traffic accident, subsequent encounter 
V28.51XS - Electric (assisted) bicycle passenger injured in noncollision transport accident in traffic accident, sequela 
V28.59XA - Other motorcycle passenger injured in noncollision transport accident in traffic accident, initial encounter 
V28.59XD - Other motorcycle passenger injured in noncollision transport accident in traffic accident, subsequent encounter 
V28.59XS - Other motorcycle passenger injured in noncollision transport accident in traffic accident, sequela 
V28.91XA - Unspecified electric (assisted) bicycle rider injured in noncollision transport accident in traffic accident, initial encounter 
V28.91XD - Unspecified electric (assisted) bicycle rider injured in noncollision transport accident in traffic accident, subsequent encounter 
V28.91XS - Unspecified electric (assisted) bicycle rider injured in noncollision transport accident in traffic accident, sequela 
V28.99XA - Unspecified rider of other motorcycle injured in noncollision transport accident in traffic accident, initial encounter 
V28.99XD - Unspecified rider of other motorcycle injured in noncollision transport accident in traffic accident, subsequent encounter 
V28.99XS - Unspecified rider of other motorcycle injured in noncollision transport accident in traffic accident, sequela 
V29.001A - Electric (assisted) bicycle driver injured in collision with unspecified motor vehicles in nontraffic accident, initial encounter 
V29.001D - Electric (assisted) bicycle driver injured in collision with unspecified motor vehicles in nontraffic accident, subsequent encounter 
V29.001S - Electric (assisted) bicycle driver injured in collision with unspecified motor vehicles in nontraffic accident, sequela 
V29.008A - Other motorcycle driver injured in collision with unspecified motor vehicles in nontraffic accident, initial encounter 
V29.008D - Other motorcycle driver injured in collision with unspecified motor vehicles in nontraffic accident, subsequent encounter 
V29.008S - Other motorcycle driver injured in collision with unspecified motor vehicles in nontraffic accident, sequela 
V29.091A - Electric (assisted) bicycle driver injured in collision with other motor vehicles in nontraffic accident, initial encounter 
V29.091D - Electric (assisted) bicycle driver injured in collision with other motor vehicles in nontraffic accident, subsequent encounter 
V29.091S - Electric (assisted) bicycle driver injured in collision with other motor vehicles in nontraffic accident, sequela 
V29.098A - Other motorcycle driver injured in collision with other motor vehicles in nontraffic accident, initial encounter 
V29.098D - Other motorcycle driver injured in collision with other motor vehicles in nontraffic accident, subsequent encounter 
V29.098S - Other motorcycle driver injured in collision with other motor vehicles in nontraffic accident, sequela 
V29.101A - Electric (assisted) bicycle passenger injured in collision with unspecified motor vehicles in nontraffic accident, initial encounter 
V29.101D - Electric (assisted) bicycle passenger injured in collision with unspecified motor vehicles in nontraffic accident, subsequent encounter 
V29.101S - Electric (assisted) bicycle passenger injured in collision with unspecified motor vehicles in nontraffic accident, sequela 
V29.108A - Other motorcycle passenger injured in collision with unspecified motor vehicles in nontraffic accident, initial encounter 
V29.108D - Other motorcycle passenger injured in collision with unspecified motor vehicles in nontraffic accident, subsequent encounter 
V29.108S - Other motorcycle passenger injured in collision with unspecified motor vehicles in nontraffic accident, sequela 
V29.191A - Electric (assisted) bicycle passenger injured in collision with other motor vehicles in nontraffic accident, initial encounter 
V29.191D - Electric (assisted) bicycle passenger injured in collision with other motor vehicles in nontraffic accident, subsequent encounter 
V29.191S - Electric (assisted) bicycle passenger injured in collision with other motor vehicles in nontraffic accident, sequela 
V29.198A - Other motorcycle passenger injured in collision with other motor vehicles in nontraffic accident, initial encounter 
V29.198D - Other motorcycle passenger injured in collision with other motor vehicles in nontraffic accident, subsequent encounter 
V29.198S - Other motorcycle passenger injured in collision with other motor vehicles in nontraffic accident, sequela 
V29.201A - Unspecified electric (assisted) bicycle rider injured in collision with unspecified motor vehicles in nontraffic accident, initial encounter 
V29.201D - Unspecified electric (assisted) bicycle rider injured in collision with unspecified motor vehicles in nontraffic accident, subsequent encounter 
V29.201S - Unspecified electric (assisted) bicycle rider injured in collision with unspecified motor vehicles in nontraffic accident, sequela 
V29.208A - Unspecified rider of other motorcycle injured in collision with unspecified motor vehicles in nontraffic accident, initial encounter 
V29.208D - Unspecified rider of other motorcycle injured in collision with unspecified motor vehicles in nontraffic accident, subsequent encounter 
V29.208S - Unspecified rider of other motorcycle injured in collision with unspecified motor vehicles in nontraffic accident, sequela 
V29.291A - Unspecified electric (assisted) bicycle rider injured in collision with other motor vehicles in nontraffic accident, initial encounter 
V29.291D - Unspecified electric (assisted) bicycle rider injured in collision with other motor vehicles in nontraffic accident, subsequent encounter 
V29.291S - Unspecified electric (assisted) bicycle rider injured in collision with other motor vehicles in nontraffic accident, sequela 
V29.298A - Unspecified rider of other motorcycle injured in collision with other motor vehicles in nontraffic accident, initial encounter 
V29.298D - Unspecified rider of other motorcycle injured in collision with other motor vehicles in nontraffic accident, subsequent encounter 
V29.298S - Unspecified rider of other motorcycle injured in collision with other motor vehicles in nontraffic accident, sequela 
V29.31XA - Electric (assisted) bicycle (driver) (passenger) injured in unspecified nontraffic accident, initial encounter 
V29.31XD - Electric (assisted) bicycle (driver) (passenger) injured in unspecified nontraffic accident, subsequent encounter 
V29.31XS - Electric (assisted) bicycle (driver) (passenger) injured in unspecified nontraffic accident, sequela 
V29.39XA - Other motorcycle (driver) (passenger) injured in unspecified nontraffic accident, initial encounter 



V29.39XD - Other motorcycle (driver) (passenger) injured in unspecified nontraffic accident, subsequent encounter 
V29.39XS - Other motorcycle (driver) (passenger) injured in unspecified nontraffic accident, sequela 
V29.401A - Electric (assisted) bicycle driver injured in collision with unspecified motor vehicles in traffic accident, initial encounter 
V29.401D - Electric (assisted) bicycle driver injured in collision with unspecified motor vehicles in traffic accident, subsequent encounter 
V29.401S - Electric (assisted) bicycle driver injured in collision with unspecified motor vehicles in traffic accident, sequela 
V29.408A - Other motorcycle driver injured in collision with unspecified motor vehicles in traffic accident, initial encounter 
V29.408D - Other motorcycle driver injured in collision with unspecified motor vehicles in traffic accident, subsequent encounter 
V29.408S - Other motorcycle driver injured in collision with unspecified motor vehicles in traffic accident, sequela 
V29.491A - Electric (assisted) bicycle driver injured in collision with other motor vehicles in traffic accident, initial encounter 
V29.491D - Electric (assisted) bicycle driver injured in collision with other motor vehicles in traffic accident, subsequent encounter 
V29.491S - Electric (assisted) bicycle driver injured in collision with other motor vehicles in traffic accident, sequela 
V29.498A - Other motorcycle driver injured in collision with other motor vehicles in traffic accident, initial encounter 
V29.498D - Other motorcycle driver injured in collision with other motor vehicles in traffic accident, subsequent encounter 
V29.498S - Other motorcycle driver injured in collision with other motor vehicles in traffic accident, sequela 
V29.501A - Electric (assisted) bicycle passenger injured in collision with unspecified motor vehicles in traffic accident, initial encounter 
V29.501D - Electric (assisted) bicycle passenger injured in collision with unspecified motor vehicles in traffic accident, subsequent encounter 
V29.501S - Electric (assisted) bicycle passenger injured in collision with unspecified motor vehicles in traffic accident, sequela 
V29.508A - Other motorcycle passenger injured in collision with unspecified motor vehicles in traffic accident, initial encounter 
V29.508D - Other motorcycle passenger injured in collision with unspecified motor vehicles in traffic accident, subsequent encounter 
V29.508S - Other motorcycle passenger injured in collision with unspecified motor vehicles in traffic accident, sequela 
V29.591A - Electric (assisted) bicycle passenger injured in collision with other motor vehicles in traffic accident, initial encounter 
V29.591D - Electric (assisted) bicycle passenger injured in collision with other motor vehicles in traffic accident, subsequent encounter 
V29.591S - Electric (assisted) bicycle passenger injured in collision with other motor vehicles in traffic accident, sequela 
V29.598A - Other motorcycle passenger injured in collision with other motor vehicles in traffic accident, initial encounter 
V29.598D - Other motorcycle passenger injured in collision with other motor vehicles in traffic accident, subsequent encounter 
V29.598S - Other motorcycle passenger injured in collision with other motor vehicles in traffic accident, sequela 
V29.601A - Unspecified electric (assisted) bicycle rider injured in collision with unspecified motor vehicles in traffic accident, initial encounter 
V29.601D - Unspecified electric (assisted) bicycle rider injured in collision with unspecified motor vehicles in traffic accident, subsequent encounter 
V29.601S - Unspecified electric (assisted) bicycle rider injured in collision with unspecified motor vehicles in traffic accident, sequela 
V29.608A - Unspecified rider of other motorcycle injured in collision with unspecified motor vehicles in traffic accident, initial encounter 
V29.608D - Unspecified rider of other motorcycle injured in collision with unspecified motor vehicles in traffic accident, subsequent encounter 
V29.608S - Unspecified rider of other motorcycle injured in collision with unspecified motor vehicles in traffic accident, sequela 
V29.691A - Unspecified electric (assisted) bicycle rider injured in collision with other motor vehicles in traffic accident, initial encounter 
V29.691D - Unspecified electric (assisted) bicycle rider injured in collision with other motor vehicles in traffic accident, subsequent encounter 
V29.691S - Unspecified electric (assisted) bicycle rider injured in collision with other motor vehicles in traffic accident, sequela 
V29.698A - Unspecified rider of other motorcycle injured in collision with other motor vehicles in traffic accident, initial encounter 
V29.698D - Unspecified rider of other motorcycle injured in collision with other motor vehicles in traffic accident, subsequent encounter 
V29.698S - Unspecified rider of other motorcycle injured in collision with other motor vehicles in traffic accident, sequela 
V29.811A - Electric (assisted) bicycle rider (driver) (passenger) injured in transport accident with military vehicle, initial encounter 
V29.811D - Electric (assisted) bicycle rider (driver) (passenger) injured in transport accident with military vehicle, subsequent encounter 
V29.811S - Electric (assisted) bicycle rider (driver) (passenger) injured in transport accident with military vehicle, sequela 
V29.818A - Rider (driver) (passenger) of other motorcycle injured in transport accident with military vehicle, initial encounter 
V29.818D - Rider (driver) (passenger) of other motorcycle injured in transport accident with military vehicle, subsequent encounter 
V29.818S - Rider (driver) (passenger) of other motorcycle injured in transport accident with military vehicle, sequela 
V29.881A - Electric (assisted) bicycle rider (driver) (passenger) injured in other specified transport accidents, initial encounter 
V29.881D - Electric (assisted) bicycle rider (driver) (passenger) injured in other specified transport accidents, subsequent encounter 
V29.881S - Electric (assisted) bicycle rider (driver) (passenger) injured in other specified transport accidents, sequela 
V29.888A - Rider (driver) (passenger) of other motorcycle injured in other specified transport accidents, initial encounter 
V29.888D - Rider (driver) (passenger) of other motorcycle injured in other specified transport accidents, subsequent encounter 
V29.888S - Rider (driver) (passenger) of other motorcycle injured in other specified transport accidents, sequela 
V29.91XA - Electric (assisted) bicycle rider (driver) (passenger) injured in unspecified traffic accident, initial encounter 
V29.91XD - Electric (assisted) bicycle rider (driver) (passenger) injured in unspecified traffic accident, subsequent encounter 
V29.91XS - Electric (assisted) bicycle rider (driver) (passenger) injured in unspecified traffic accident, sequela 
V29.99XA - Rider (driver) (passenger) of other motorcycle injured in unspecified traffic accident, initial encounter 
V29.99XD - Rider (driver) (passenger) of other motorcycle injured in unspecified traffic accident, subsequent encounter 
V29.99XS - Rider (driver) (passenger) of other motorcycle injured in unspecified traffic accident, sequela 
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Electric assisted bicycles 
In the last decade electric assisted bicycles, commonly referred to as e-bicycles, have rapidly proliferated as popular rental and personal devices 
worldwide. Despite rising ridership, this mode lacks reliable injury epidemiology data. Currently, ICD-10-CM External Cause of Morbidity codes do not 
distinguish e-bicycle injuries from those sustained on motorcycles. Given that these forms of transportation are regulated differently, draw significantly 
different ridership, commonly operate on different parts of the public right of way, and travel at different average speeds, it is imperative that distinct e-
bicycle injury codes be adopted to facilitate comprehensive, nation-wide e-bicycle injury surveillance. 
 
Electric bicycles are similar in form to conventional bicycles, with two or three wheels propelled partially or entirely by electric power and equipped with 
a battery. In the United States, e- bicycles are regulated under the Consumer Product Safety Act. Regulation of e-bicycles varies according to state 
motor vehicle codes or traffic laws, which most commonly regulate e-bicycles as bicycles and clearly distinct from motor vehicles or motorcycles. 
International literature on e- bicycles does not share a single definition of e-bicycle, and sometimes includes higher-speed vehicle types, such as 
mopeds, in the same vehicle classification. Currently, ICD-10-CM is not suitable for e-bicycle injury surveillance at the local, state, or national level. 
Introduction of e- bicycle-specific ICD-10-CM External Cause of Morbidity codes would reduce the likelihood of misclassification. 
 
While e-bicycles are similar in form to motorized bicycles, they should have a distinct classification within the “motorcycle” section of the ICD-10-CM 
for the following reasons: e- bicycles travel at slower speeds and in a variety of spaces compared to mopeds and motorcycles (sidewalks, bike lanes, 
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shared use pathways, streets versus in-street only); e-bicycles are subject to different regulations than mopeds and motorcycles including helmet use 
and licensing. 
Without separate codes, it is impossible to use ICD-10-CM to extract the particular epidemiology of e-bicycle injury. Additionally, to further reduce the 
likelihood of misclassification, the term “electric assisted bicycle” should be added to the list of “Includes” modes of transport for section V20-V29 and 
the list of “Excludes” modes of transport for section V10-V19. 
 
Accurate injury surveillance is critical to the successful development, implementation, and evaluation of prevention initiatives. Urban transportation’s 
rapidly expanding last-mile transit movement and escalating competition between rideshare companies for market share continues to result in 
increased use of e-bicycles. 
 
The following organizations are requesting new ICD-10-CM External Cause of Morbidity codes to differentiate e-bicycle injuries: 1) UNC Highway 
Safety Research Center, 2) Vision Zero SF Injury Prevention Research Collaborative (VZIPR): Zuckerberg San Francisco General Hospital and 
Trauma Center & San Francisco Department of Public Health, 3) University of Tennessee, Knoxville - Department of Civil and Environmental 
Engineering, 4) University of California, Davis - Institute of Transportation Studies, 5) American College of Surgeons, Committee on Trauma, Injury 
Prevention and Control committee, 6) Portland State University – Transportation Research and Education Center. 
 
 

Tabular Modifications 
 
No Change Motorcycle rider injured in transport accident (V20-V29) 
 
Add Includes: electric bicycle 
Add e-bike 
Add e-bicycle 
 
No Change V20 Motorcycle rider injured in collision with pedestrian or animal 
 
No Change V20.0 Motorcycle driver injured in collision with pedestrian or animal in nontraffic accident 
 
Add V20.01 Electric (assisted) bicycle driver injured in collision with pedestrian or animal in nontraffic accident 
 
Add V20.09 Other motorcycle driver injured in collision with pedestrian or animal in nontraffic accident 
 
No Change V20.1 Motorcycle passenger injured in collision with pedestrian or animal in nontraffic accident 
 
Add V20.11 Electric (assisted) bicycle passenger injured in collision with pedestrian or animal in nontraffic accident 
Add V20.19 Other motorcycle passenger injured in collision with pedestrian or animal in nontraffic accident 
 
No Change V20.2 Unspecified motorcycle rider injured in collision with pedestrian or animal in nontraffic accident 
 
Add V20.21 Unspecified electric (assisted) bicycle rider injured in collision with pedestrian or animal in nontraffic accident 
 
Add V20.29 Unspecified rider of other motorcycle injured in collision with pedestrian or animal in nontraffic accident 
 
No Change V20.3 Person boarding or alighting a motorcycle injured in collision with pedestrian or animal 
Add V20.31 Person boarding or alighting an electric (assisted) bicycle injured in collision with pedestrian or animal 
 
Add V20.39 Person boarding or alighting other motorcycle injured in collision with pedestrian or animal 
 
No Change V20.4 Motorcycle driver injured in collision with pedestrian or animal in traffic accident 
 
Add V20.41 Electric (assisted) bicycle driver injured in collision with pedestrian or animal in traffic accident 
 
Add V20.49 Other motorcycle driver injured in collision with pedestrian or animal in traffic accident 
 
No Change V20.5 Motorcycle passenger injured in collision with pedestrian or animal in traffic accident 
 
Add V20.51 Electric (assisted) bicycle passenger injured in collision with pedestrian or animal in traffic accident 
 
Add V20.59 Other motorcycle passenger injured in collision with pedestrian or animal in traffic accident 
 
No Change V20.9 Unspecified motorcycle rider injured in collision with pedestrian or animal in traffic accident 
 

Add V20.91 Unspecified electric (assisted) bicycle rider injured in collision with pedestrian or animal in traffic accident 
 
Add V20.99 Unspecified rider of other motorcycle injured in collision with pedestrian or animal in traffic accident 
 
No Change V21 Motorcycle rider injured in collision with pedal cycle 
 
No Change V21.0 Motorcycle driver injured in collision with pedal cycle in nontraffic accident 
 
Add V21.01 Electric (assisted) bicycle driver injured in collision with pedal cycle in nontraffic accident 
 
Add V21.09 Other motorcycle driver injured in collision with pedal cycle in nontraffic accident 
 
No Change V21.1 Motorcycle passenger injured in collision with pedal cycle in nontraffic accident 
 
Add V21.11 Electric (assisted) bicycle passenger injured in collision with pedal cycle in nontraffic accident 
 
Add V21.19 Other motorcycle passenger injured in collision with pedal cycle in nontraffic accident 
 
No Change V21.2 Unspecified motorcycle rider injured in collision with pedal cycle in nontraffic accident 
 
Add V21.21 Unspecified electric (assisted) bicycle rider injured in collision with pedal cycle in nontraffic accident 
 



Add V21.29 Unspecified rider of other motorcycle injured in collision with pedal cycle in nontraffic accident 
No Change V21.3 Person boarding or alighting a motorcycle injured in collision with pedal cycle 
 
Add V21.31 Person boarding or alighting an electric (assisted) bicycle injured in collision with pedal cycle 
 
Add V21.39 Person boarding or alighting other motorcycle injured in collision with pedal cycle 
 
No Change V21.4 Motorcycle driver injured in collision with pedal cycle in traffic accident 
 
Add V21.41 Electric (assisted) bicycle driver injured in collision with pedal cycle in traffic accident 
 
Add V21.49 Other motorcycle driver injured in collision with pedal cycle in traffic accident 
 
No Change V21.5 Motorcycle passenger injured in collision with pedal cycle in traffic accident 
 
Add V21.51 Electric (assisted) bicycle passenger injured in collision with pedal cycle in traffic accident 
 
Add V21.59 Other motorcycle passenger injured in collision with pedal cycle in traffic accident 
 
No Change V21.9 Unspecified motorcycle rider injured in collision with pedal cycle in traffic accident 
 
Add V21.91 Unspecified electric (assisted) bicycle rider injured in collision with pedal cycle in traffic accident 
 
Add V21.99 Unspecified rider of other motorcycle injured in collision with pedal cycle in traffic accident 
 
No Change V22 Motorcycle rider injured in collision with two- or three-wheeled motor vehicle 
 
No Change V22.0 Motorcycle driver injured in collision with two- or three-wheeled motor vehicle in nontraffic accident 
 

Add V22.01 Electric (assisted) bicycle driver injured in collision with two- or three-wheeled motor vehicle in nontraffic accident 
 
Add V22.09 Other motorcycle driver injured in collision with two- or three-wheeled motor vehicle in nontraffic accident 
 
No Change V22.1 Motorcycle passenger injured in collision with two- or three-wheeled motor vehicle in nontraffic accident 
 
Add V22.11 Electric (assisted) bicycle passenger injured in collision with two- or three-wheeled motor vehicle in nontraffic accident 
 
Add V22.19 Other motorcycle passenger injured in collision with two- or three-wheeled motor vehicle in nontraffic accident 
 
No Change V22.2 Unspecified motorcycle rider injured in collision with two- or three-wheeled motor vehicle in nontraffic accident 
 
Add V22.21 Unspecified electric (assisted) bicycle rider injured in collision with two- or three- wheeled motor vehicle in nontraffic accident      
  
 
Add V22.29 Unspecified rider of other motorcycle injured in collision with two- or three-wheeled motor vehicle in nontraffic accident                                           
 
No Change V22.3 Person boarding or alighting a motorcycle injured in collision with two- or three-wheeled motor vehicle 
 
Add V22.31 Person boarding or alighting an electric (assisted) bicycle injured in collision with two- or three-wheeled motor vehicle 
 
Add V22.39 Person boarding or alighting other motorcycle injured in collision with two- or three- wheeled motor vehicle 
 
No Change V22.4 Motorcycle driver injured in collision with two- or three-wheeled motor vehicle in traffic accident 
 
Add V22.41 Electric (assisted) bicycle driver injured in collision with two- or three-wheeled motor vehicle in traffic accident 
 
Add V22.49 Other motorcycle driver injured in collision with two- or three-wheeled motor vehicle in traffic accident 
 
No Change V22.5 Motorcycle passenger injured in collision with two- or three-wheeled motor vehicle in traffic accident 
 
Add V22.51 Electric (assisted) bicycle passenger injured in collision with two- or three-wheeled motor vehicle in traffic accident 
 
Add V22.59 Other motorcycle passenger injured in collision with two- or three-wheeled motor vehicle in traffic accident 
 
No Change V22.9 Unspecified motorcycle rider injured in collision with two- or three-wheeled motor vehicle in traffic accident 
 
Add V22.91 Unspecified electric (assisted) bicycle rider injured in collision with two- or three- wheeled motor vehicle in traffic accident 
 
Add V22.99 Unspecified rider of other motorcycle injured in collision with two- or three-wheeled motor vehicle in traffic accident 
 
No Change V23 Motorcycle rider injured in collision with car, pick-up truck or van 
 
No Change V23.0 Motorcycle driver injured in collision with car, pick-up truck or van in nontraffic accident 

Add V23.01 Electric (assisted) bicycle driver injured in collision with car, pick-up truck or van in nontraffic accident 
 
Add V23.09 Other motorcycle driver injured in collision with car, pick-up truck or van in nontraffic accident 
 
No Change V23.1 Motorcycle passenger injured in collision with car, pick-up truck or van in nontraffic accident 
 
Add V23.11 Electric (assisted) bicycle passenger injured in collision with car, pick-up truck or van in nontraffic accident 
 
Add V23.19 Other motorcycle passenger injured in collision with car, pick-up truck or van in nontraffic accident 
 
No Change V23.2 Unspecified motorcycle rider injured in collision with car, pick-up truck or van in nontraffic accident 
 
Add V23.21 Unspecified electric (assisted) bicycle rider injured in collision with car, pick-up truck or van in nontraffic accident 
 
Add V23.29 Unspecified rider of other motorcycle injured in collision with car, pick-up truck or van in nontraffic accident 
 
No Change V23.3 Person boarding or alighting a motorcycle injured in collision with car, pick-up truck or van 
 
Add V23.31 Person boarding or alighting an electric (assisted) bicycle injured in collision with car, pick-up truck or van 



 
Add V23.39 Person boarding or alighting other motorcycle injured in collision with car, pick-up truck or van 
 
No Change V23.4 Motorcycle driver injured in collision with car, pick-up truck or van in traffic accident 
 
Add V23.41 Electric (assisted) bicycle driver injured in collision with car, pick-up truck or van in traffic accident 
 
Add V23.49 Other motorcycle driver injured in collision with car, pick-up truck or van in traffic accident 
 
No Change V23.5 Motorcycle passenger injured in collision with car, pick-up truck or van in traffic accident 
 
Add V23.51 Electric (assisted) bicycle passenger injured in collision with car, pick-up truck or van in traffic accident 
 
Add V23.59 Other motorcycle passenger injured in collision with car, pick-up truck or van in traffic accident 
 
No Change V23.9 Unspecified motorcycle rider injured in collision with car, pick-up truck or van in traffic accident 
 
Add V23.91 Unspecified electric (assisted) bicycle rider injured in collision with car, pick-up truck or van in traffic accident 
 
Add V23.99 Unspecified rider of other motorcycle injured in collision with car, pick-up truck or van in traffic accident 
 
No Change V24 Motorcycle rider injured in collision with heavy transport vehicle or bus 
 
No Change   Excludes1: 
Revise from motorcycle rider injured in collision with military vehicle (V29.81) 
Revise to motorcycle rider injured in collision with military vehicle (V29.818) 

No Change V24.0 Motorcycle driver injured in collision with heavy transport vehicle or bus in nontraffic accident 
 
Add V24.01 Electric (assisted) bicycle driver injured in collision with heavy transport vehicle or bus in nontraffic accident 
 
Add V24.09 Other motorcycle driver injured in collision with heavy transport vehicle or bus in nontraffic accident 
 
No Change V24.1 Motorcycle passenger injured in collision with heavy transport vehicle or bus in nontraffic accident 
 
Add V24.11 Electric (assisted) bicycle passenger injured in collision with heavy transport vehicle or bus in nontraffic accident 
 
Add V24.19 Other motorcycle passenger injured in collision with heavy transport vehicle or bus in nontraffic accident 
 
No Change V24.2 Unspecified motorcycle rider injured in collision with heavy transport vehicle or bus in nontraffic accident 
 
Add V24.21 Unspecified electric (assisted) bicycle rider injured in collision with heavy transport vehicle or bus in nontraffic accident 
 
Add V24.29 Unspecified rider of other motorcycle injured in collision with heavy transport vehicle or bus in nontraffic accident 
 
No Change V24.3 Person boarding or alighting a motorcycle injured in collision with heavy transport vehicle or bus 
 
Add V24.31 Person boarding or alighting an electric (assisted) bicycle injured in collision with heavy transport vehicle or bus 
 
Add V24.39 Person boarding or alighting other motorcycle injured in collision with heavy transport vehicle or bus 
 
No Change V24.4 Motorcycle driver injured in collision with heavy transport vehicle or bus in traffic accident 
 
Add V24.41 Electric (assisted) bicycle driver injured in collision with heavy transport vehicle or bus in traffic accident 
 
Add V24.49 Other motorcycle driver injured in collision with heavy transport vehicle or bus in traffic accident 
 
No Change V24.5 Motorcycle passenger injured in collision with heavy transport vehicle or bus in traffic accident 
 
Add V24.51 Electric (assisted) bicycle passenger injured in collision with heavy transport vehicle or bus in traffic accident 
 
Add V24.59 Other motorcycle passenger injured in collision with heavy transport vehicle or bus in traffic accident 
 
No Change V24.9 Unspecified motorcycle rider injured in collision with heavy transport vehicle or bus in traffic accident 
 
Add V24.91 Unspecified electric (assisted) bicycle rider injured in collision with heavy transport vehicle or bus in traffic accident 
 
Add V24.99 Unspecified rider of other motorcycle injured in collision with heavy transport vehicle or bus in traffic accident 
 
No Change V25 Motorcycle rider injured in collision with railway train or railway vehicle 

No Change V25.0 Motorcycle driver injured in collision with railway train or railway vehicle in nontraffic accident 
 
Add V25.01 Electric (assisted) bicycle driver injured in collision with railway train or railway vehicle in nontraffic accident 
 
Add V25.09 Other motorcycle driver injured in collision with railway train or railway vehicle in nontraffic accident 
 
No Change V25.1 Motorcycle passenger injured in collision with railway train or railway vehicle in nontraffic accident 
 
Add V25.11 Electric (assisted) bicycle passenger injured in collision with railway train or railway vehicle in nontraffic accident 
 
Add V25.19 Other motorcycle passenger injured in collision with railway train or railway vehicle in nontraffic accident 
 
No Change V25.2 Unspecified motorcycle rider injured in collision with railway train or railway vehicle in nontraffic accident 
 
Add V25.21 Unspecified electric (assisted) bicycle rider injured in collision with railway train or railway vehicle in nontraffic accident 
 
Add V25.29 Unspecified rider of other motorcycle injured in collision with railway train or railway vehicle in nontraffic accident 
 
No Change V25.3 Person boarding or alighting a motorcycle injured in collision with railway train or railway vehicle 
 
Add V25.31 Person boarding or alighting an electric (assisted) bicycle injured in collision with railway train or railway vehicle 
 
Add V25.39 Person boarding or alighting other motorcycle injured in collision with railway train or railway vehicle 
 
No Change V25.4 Motorcycle driver injured in collision with railway train or railway vehicle in traffic accident 
 
Add V25.41 Electric (assisted) bicycle driver injured in collision with railway train or railway vehicle in traffic accident 
 
Add V25.49 Other motorcycle driver injured in collision with railway train or railway vehicle in traffic accident 
 



No Change V25.5 Motorcycle passenger injured in collision with railway train or railway vehicle in traffic accident 
 
Add V25.51 Electric (assisted) bicycle passenger injured in collision with railway train or railway vehicle in traffic accident 
 
Add V25.59 Other motorcycle passenger injured in collision with railway train or railway vehicle in traffic accident 
 
No Change V25.9 Unspecified motorcycle rider injured in collision with railway train or railway vehicle in traffic accident 
 
Add V25.91 Unspecified electric (assisted) bicycle rider injured in collision with railway train or railway vehicle in traffic accident 
 
Add V25.99 Unspecified rider of other motorcycle injured in collision with railway train or railway vehicle in traffic accident 
 
No Change V26 Motorcycle rider injured in collision with other nonmotor vehicle 
No Change V26.0 Motorcycle driver injured in collision with other nonmotor vehicle in nontraffic accident 
 
Add V26.01 Electric (assisted) bicycle driver injured in collision with other nonmotor vehicle in nontraffic accident 
 
Add V26.09 Other motorcycle driver injured in collision with other nonmotor vehicle in nontraffic accident 
 
No Change V26.1 Motorcycle passenger injured in collision with other nonmotor vehicle in nontraffic accident 
 
Add V26.11 Electric (assisted) bicycle passenger injured in collision with other nonmotor vehicle in nontraffic accident 
 
Add V26.19 Other motorcycle passenger injured in collision with other nonmotor vehicle in nontraffic accident 
 
No Change V26.2 Unspecified motorcycle rider injured in collision with other nonmotor vehicle in nontraffic accident 
 
Add V26.21 Unspecified electric (assisted) bicycle rider injured in collision with other nonmotor vehicle in nontraffic accident 
 
Add V26.29 Unspecified rider of other motorcycle injured in collision with other nonmotor vehicle in nontraffic accident 
 
No Change V26.3 Person boarding or alighting a motorcycle injured in collision with other nonmotor vehicle 
 
Add V26.31 Person boarding or alighting an electric (assisted) bicycle injured in collision with other nonmotor vehicle 
 
Add V26.39 Person boarding or alighting other motorcycle injured in collision with other nonmotor vehicle 
 
No Change V26.4 Motorcycle driver injured in collision with other nonmotor vehicle in traffic accident 
 
Add V26.41 Electric (assisted) bicycle driver injured in collision with other nonmotor vehicle in traffic accident 
 
Add V26.49 Other motorcycle driver injured in collision with other nonmotor vehicle in traffic accident 
 
No Change V26.5 Motorcycle passenger injured in collision with other nonmotor vehicle in traffic accident 
 
Add V26.51 Electric (assisted) bicycle passenger injured in collision with other nonmotor vehicle in traffic accident 
 
Add V26.59 Other motorcycle passenger injured in collision with other nonmotor vehicle in traffic accident 
 
No Change V26.9 Unspecified motorcycle rider injured in collision with other nonmotor vehicle in traffic accident 
 
Add V26.91 Unspecified electric (assisted) bicycle rider injured in collision with other nonmotor vehicle in traffic accident 
 
Add V26.99 Unspecified rider of other motorcycle injured in collision with other nonmotor vehicle in traffic accident 
 
No Change V27 Motorcycle rider injured in collision with fixed or stationary object 
 
No Change V27.0 Motorcycle driver injured in collision with fixed or stationary object in nontraffic accident 
 
Add V27.01 Electric (assisted) bicycle driver injured in collision with fixed or stationary object in nontraffic accident 
 
Add V27.09 Other motorcycle driver injured in collision with fixed or stationary object in nontraffic accident 
 
No Change V27.1 Motorcycle passenger injured in collision with fixed or stationary object in nontraffic accident 
 
Add V27.11 Electric (assisted) bicycle passenger injured in collision with fixed or stationary object in nontraffic accident 
 
Add V27.19 Other motorcycle passenger injured in collision with fixed or stationary object in nontraffic accident 
 
No Change V27.2 Unspecified motorcycle rider injured in collision with fixed or stationary object in nontraffic accident 
 
Add V27.21 Unspecified electric (assisted) bicycle rider injured in collision with fixed or stationary object in nontraffic accident 
 
Add V27.29 Unspecified rider of other motorcycle injured in collision with fixed or stationary object in nontraffic accident 
 
No Change V27.3 Person boarding or alighting a motorcycle injured in collision with fixed or stationary object 
 
Add V27.31 Person boarding or alighting an electric (assisted) bicycle injured in collision with fixed or stationary object 
 
Add V27.39 Person boarding or alighting other motorcycle injured in collision with fixed or stationary object 
 
No Change V27.4 Motorcycle driver injured in collision with fixed or stationary object in traffic accident 
 
Add V27.41 Electric (assisted) bicycle driver injured in collision with fixed or stationary object in traffic accident 
 
Add V27.49 Other motorcycle driver injured in collision with fixed or stationary object in traffic accident 
 
No Change V27.5 Motorcycle passenger injured in collision with fixed or stationary object in traffic accident 
 
Add V27.51 Electric (assisted) bicycle passenger injured in collision with fixed or stationary object in traffic accident 
 
Add V27.59 Other motorcycle passenger injured in collision with fixed or stationary object in traffic accident 
 
No Change V27.9 Unspecified motorcycle rider injured in collision with fixed or stationary object in traffic accident 
 
Add V27.91 Unspecified electric (assisted) bicycle rider injured in collision with fixed or stationary object in traffic accident 
 
Add V27.99 Unspecified rider of other motorcycle injured in collision with fixed or stationary object in traffic accident 
 
No Change V28 Motorcycle rider injured in noncollision transport accident 



 
No Change V28.0 Motorcycle driver injured in noncollision transport accident in nontraffic accident 
 
Add V28.01 Electric (assisted) bicycle driver injured in noncollision transport accident in nontraffic accident 

Add V28.09 Other motorcycle driver injured in noncollision transport accident in nontraffic accident 
 
No Change V28.1 Motorcycle passenger injured in noncollision transport accident in nontraffic accident 
 
Add V28.11 Electric (assisted) bicycle passenger injured in noncollision transport accident in nontraffic accident 
 
Add V28.19 Other motorcycle passenger injured in noncollision transport accident in nontraffic accident 
 
No Change V28.2 Unspecified motorcycle rider injured in noncollision transport accident in nontraffic accident 
 
Add V28.21 Unspecified electric (assisted) bicycle rider injured in noncollision transport accident in nontraffic accident 
 
Add V28.29 Unspecified rider of other motorcycle injured in noncollision transport accident in nontraffic accident 
 
No Change V28.3 Person boarding or alighting a motorcycle injured in noncollision transport accident 
 
Add V28.31 Person boarding or alighting an electric (assisted) bicycle injured in noncollision transport accident 
 
Add V28.39 Person boarding or alighting other motorcycle injured in noncollision transport accident 
 
No Change V28.4 Motorcycle driver injured in noncollision transport accident in traffic accident 
 
Add V28.41 Electric (assisted) bicycle driver injured in noncollision transport accident in traffic accident 
 
Add V28.49 Other motorcycle driver injured in noncollision transport accident in traffic accident 
 
No Change V28.5 Motorcycle passenger injured in noncollision transport accident in traffic accident 
 
Add V28.51 Electric (assisted) bicycle passenger injured in noncollision transport accident in traffic accident 
 
Add V28.59 Other motorcycle passenger injured in noncollision transport accident in traffic accident 
 
No Change V28.9 Unspecified motorcycle rider injured in noncollision transport accident in traffic accident 
 
Add V28.91 Unspecified electric (assisted) bicycle rider injured in noncollision transport accident in traffic accident 
 
Add V28.99 Unspecified rider of other motorcycle injured in noncollision transport accident in traffic accident 
 
No Change V29 Motorcycle rider injured in other and unspecified transport accidents 
 
No Change V29.0 Motorcycle driver injured in collision with other and unspecified motor vehicles in nontraffic accident 
 
No Change V29.00 Motorcycle driver injured in collision with unspecified motor vehicles in nontraffic accident 
 
Add V29.001 Electric (assisted) bicycle driver injured in collision with unspecified motor vehicles in nontraffic accident 
 
Add V29.008 Other motorcycle driver injured in collision with unspecified motor vehicles in nontraffic accident 
 
No Change V29.09 Motorcycle driver injured in collision with other motor vehicles in nontraffic accident 
 
Add V29.091 Electric (assisted) bicycle driver injured in collision with other motor vehicles in nontraffic accident 
 
Add V29.098 Other motorcycle driver injured in collision with other motor vehicles in nontraffic accident 
 
No Change V29.1 Motorcycle passenger injured in collision with other and unspecified motor vehicles in nontraffic accident 
 
No Change V29.10 Motorcycle passenger injured in collision with unspecified motor vehicles in nontraffic accident 
 
Add V29.101 Electric (assisted) bicycle passenger injured in collision with unspecified motor vehicles in nontraffic accident 
 
Add V29.108 Other motorcycle passenger injured in collision with unspecified motor vehicles in nontraffic accident 
 
No Change V29.19 Motorcycle passenger injured in collision with other motor vehicles in nontraffic accident 
 
Add V29.191 Electric (assisted) bicycle passenger injured in collision with other motor vehicles in nontraffic accident 
 
Add V29.198 Other motorcycle passenger injured in collision with other motor vehicles in nontraffic accident 
 
No Change V29.2 Unspecified motorcycle rider injured in collision with other and unspecified motor vehicles in nontraffic accident 
 
No Change V29.20 Unspecified motorcycle rider injured in collision with unspecified motor vehicles in nontraffic accident 
Delete Motorcycle collision NOS, nontraffic 
 
Add V29.201 Unspecified electric (assisted) bicycle rider injured in collision with unspecified motor vehicles in nontraffic 
accident 
 
Add V29.208 Unspecified rider of other motorcycle injured in collision with unspecified motor vehicles in nontraffic accident 
Add Motorcycle collision NOS, nontraffic 
 
No Change V29.29 Unspecified motorcycle rider injured in collision with other motor vehicles in nontraffic accident 
 
Add V29.291 Unspecified electric (assisted) bicycle rider injured in collision with other motor vehicles in nontraffic accident 
 
Add V29.298 Unspecified rider of other motorcycle injured in collision with other motor vehicles in nontraffic accident 
 
No Change V29.3 Motorcycle rider (driver) (passenger) injured in unspecified nontraffic accident 
Delete Motorcycle accident NOS, nontraffic 
Delete Motorcycle rider injured in nontraffic accident NOS 
 
Add V29.31 Electric (assisted) bicycle (driver) (passenger) injured in unspecified nontraffic accident 
 
Add V29.39 Other motorcycle (driver) (passenger) injured in unspecified nontraffic accident 
Add Motorcycle accident NOS, nontraffic 

Add Motorcycle rider injured in nontraffic accident NOS 
 
No Change V29.4 Motorcycle driver injured in collision with other and unspecified motor vehicles in traffic accident 



 
No Change V29.40 Motorcycle driver injured in collision with unspecified motor vehicles in traffic accident 
 
Add V29.401 Electric (assisted) bicycle driver injured in collision with unspecified motor vehicles in traffic accident 
 
Add V29.408 Other motorcycle driver injured in collision with unspecified motor vehicles in traffic accident 
 
No Change V29.49 Motorcycle driver injured in collision with other motor vehicles in traffic accident 
 
Add V29.491 Electric (assisted) bicycle driver injured in collision with other motor vehicles in traffic accident 
 
Add V29.498 Other motorcycle driver injured in collision with other motor vehicles in traffic accident 
 
No Change V29.5 Motorcycle passenger injured in collision with other and unspecified motor vehicles in traffic accident 
 
No Change V29.50 Motorcycle passenger injured in collision with unspecified motor vehicles in traffic accident 
 
Add V29.501 Electric (assisted) bicycle passenger injured in collision with unspecified motor vehicles in traffic accident 
 
Add V29.508 Other motorcycle passenger injured in collision with unspecified motor vehicles in traffic accident 
 
No Change V29.59 Motorcycle passenger injured in collision with other motor vehicles in traffic accident 
 
Add V29.591 Electric (assisted) bicycle passenger injured in collision with other motor vehicles in traffic accident 
 
Add V29.598 Other motorcycle passenger injured in collision with other motor vehicles in traffic accident 
 
No Change V29.6 Unspecified motorcycle rider injured in collision with other and unspecified motor vehicles in traffic accident 
 
No Change V29.60 Unspecified motorcycle rider injured in collision with unspecified motor vehicles in traffic accident 
Delete Motorcycle collision NOS (traffic) 
 
Add V29.601 Unspecified electric (assisted) bicycle rider injured in collision with unspecified motor vehicles in traffic accident 
 
Add V29.608 Unspecified rider of other motorcycle injured in collision with unspecified motor vehicles in traffic accident 
Add Motorcycle collision NOS (traffic) 
 
No Change V29.69 Unspecified motorcycle rider injured in collision with other motor vehicles in traffic accident 
 
Add V29.691 Unspecified electric (assisted) bicycle rider injured in collision with other motor vehicles in traffic accident 
Add V29.698 Unspecified ridersho of other motorcycle injured in collision with other motor vehicles in traffic accident 
 
No Change V29.8 Motorcycle rider (driver) (passenger) injured in other specified transport accidents 
 
No Change V29.81 Motorcycle rider (driver) (passenger) injured in transport accident with military vehicle 
 
Add V29.811 Electric (assisted) bicycle rider (driver) (passenger) injured in transport accident with military vehicle 
 
Add V29.818 Rider (driver) (passenger) of other motorcycle injured in transport accident with military vehicle 
 
No Change V29.88 Motorcycle rider (driver) (passenger) injured in other specified transport accidents 
 
Add V29.881 Electric (assisted) bicycle rider (driver) (passenger) injured in other specified transport accidents 
 
Add V29.888 Rider (driver) (passenger) of other motorcycle injured in other specified transport accidents 
 
No Change V29.9 Motorcycle rider (driver) (passenger) injured in unspecified traffic accident 
Delete Motorcycle accident NOS 
 
Add V29.91 Electric (assisted) bicycle rider (driver) (passenger) injured in unspecified traffic accident 
 
Add V29.99 Rider (driver) (passenger) of other motorcycle injured in unspecified traffic accident 
Add Motorcycle accident NOS 
 
 

W23.2XXA - Caught, crushed, jammed or pinched between a moving and stationary 
object, initial encounter 
W23.2XXD - Caught, crushed, jammed or pinched between a moving and stationary object, subsequent encounter 
W23.2XXS - Caught, crushed, jammed or pinched between a moving and stationary object, sequela 
 
https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm 
ICD-10 Coordination and Maintenance Committee Meeting: September 14-15, 2021 
 

Caught, crushed, jammed, or pinched in or between objects 
The ICD-10-CM classification currently does not include an external cause code for a patient injured by a body part being crushed between a moving 
and a stationary object. Therefore, adding a unique code would contribute to the accuracy of healthcare statistics on external causes as reflected in 
provider clinical documentation. 
 
An article by OSHAcademy states, “According to OSHA (Occupational Safety & Health Administration), caught-in or -between hazards are defined 
as: Injuries resulting from a person being squeezed, caught, crushed, pinched, or compressed between two or more objects, or between parts of an 
object. This includes individuals who get caught or crushed in operating equipment, between other mashing objects, between a moving and 
stationary object, or between two or more moving objects. Events that should be classified as caught-in or-between include being pulled into or 
caught in machinery and equipment (this includes strangulation as the result of clothing caught in running machinery and equipment), being 
compressed or crushed between rolling, sliding, or shifting objects such as semi-trailers and a dock wall, or between a truck frame and a hydraulic 
bed that is lowering.” 
 

https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm


The submitter is requesting a new code to allow the ability to analyze this type of external cause. The data generated by a new code would also contribute 
to occupational health statistics gathered by organizations such as OSHA. 
 
Reference:  
OSHAcademy. (2021). What Are Caught-In or – Between Hazards? Retrieved July 12, 2021, from: https://www.oshatrain.org/courses/mods/807m1.html  
OSHA (Occupational Safety & Health Administration). (2020). Fatality Inspection Data. Retrieved July 12, 2021, from: https://www.osha.gov/fatalities 
 

Tabular Modifications 
 

No Change W23 Caught, crushed, jammed or pinched in or between objects 
 

Add W23.2 Caught, crushed, jammed or pinched between a moving and stationary object 
 

Z03.83 - Encounter for observation for suspected conditions related to home 
physiologic monitoring device ruled out 
(MDC 23) (MS-DRG 951) 
 
https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm 
ICD-10 Coordination and Maintenance Committee Meeting: September 14-15, 2021 
 

Apnea of Newborn and Related Issues 
Apnea can occur in any newborn child. An apneic spell is generally defined as a cessation of breathing for 20 seconds or longer or a shorter pause 
accompanied by bradycardia (<100 beats per minute), cyanosis, and/or pallor. In practice, many apneic events, especially in preterm infants, are 
shorter than 20 seconds since these briefer pauses tend to result in bradycardia or hypoxemia. 
 
On the basis of respiratory effort and airflow, apnea may be classified as central (cessation of breathing effort), obstructive (airflow obstruction 
usually at the pharyngeal level), or mixed. Apnea of prematurity is a developmental disorder caused by immaturity of neurologic and/or mechanical 
function of the respiratory system. 
 
Central apnea is caused by immature medullary respiratory control centers. The specific pathophysiology is not understood completely but appears to 
involve a number of factors, including abnormal responses to hypoxia and hypercapnia. This is the most common type of apnea of prematurity. 
 
Obstructive apnea is caused by obstructed airflow, neck flexion causing opposition of hypopharyngeal soft tissues, nasal occlusion, or reflex 
laryngospasm. Mixed apnea is a combination of central and obstructive apnea. 
 
All types of apnea can cause hypoxemia, cyanosis, and bradycardia if the apnea is prolonged. Because bradycardia can also occur simultaneously 
with apnea, a central mechanism may be responsible for both. About 18% of infants who have died of sudden infant death syndrome (SIDS) had a 
history of prematurity, but apnea of prematurity is not a precursor to SIDS. 
 
Apnea of prematurity is one of the most common diagnoses in the neonatal intensive care unit (NICU). This is a distinct and separate condition from 
newborn sleep apnea and typically first documented diagnosis in a premature baby who is apneic. This is different from the “unspecified” apnea in 
that for most premature babies, this is a specific diagnosis used when a premature baby suffers from (non-sleep) apnea as this is common until their 
lungs more fully mature. Testing for more specific apnea tends to not take place for a premature baby until the physician feels it is not resolving on its 
own and identification of the “type” is important. Unspecified newborn apnea is more relevant for a near full or full term baby whereby apnea spells 
are discovered, and further testing has yet to be conducted. 
 
While apnea and apnea of prematurity can be diagnosed based on clinical findings, sleep apnea is 
diagnosed based on polysomnography. During this test at least three channels, chest wall movement, airflow documented by CO2 measurement, and 
oxygenation (generally measure as SpO2), are documented while the infant is awake and asleep. 
 
Mixed and obstructive apnea can usually be managed with supplemental oxygen and continuous positive airway pressure (CPAP) ventilation. 
Occasionally surgical intervention, such as palatoplasty or in extreme cases tracheostomy, may be required. In addition, central may require 
medications to help stimulate the respiratory centers in the brain. Almost all of the children will be discharged with a home monitor, e.g., 
apnea/bradycardia monitor. Unfortunately, the sensitivity of these monitors may cause false positive alarms that result in the child’s family to seek 
medical services. 
 
As many of these babies will go home with monitoring devices after discharge from the hospital, it is also important to be able to identify encounters, 
often times in the acute care setting, when the parent presents with a newborn/infant after their home monitoring device goes off indicating a problem. 

 
These devices may vary, but typically detect apnea and bradycardia. After exam and review of the data, it is then discovered that there is nothing 
wrong with the baby. At that time there is no diagnosis to be made other than this was an observation after the home physiologic monitoring device 
went off, with no clinical findings. 

 
In addition, bed sharing, i.e., co-sleeping, can increase the risk of apnea due to neurologic injury from smothering and suffocation of the infant by the 
adult. Lastly, related to that we are request the increased risk of suffocation to newborn/infant who share sleeping arrangements with an adult. 

 
As a result of this complex issue facing neonates, particularly those who are premature, the American Academy of Pediatrics (AAP) are requesting 
additions to the ICD-10-CM code set to identify the specific types of sleep apnea and apnea (of prematurity) that occurs outside of sleep. 

 

https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm


 

Tabular Modifications 
 
 

No Change Z03.8 Encounter for observation for other suspected diseases and conditions ruled out 
 

Add Z03.83 Encounter for observation for suspected conditions related to home physiologic monitoring device 
ruled out 

Add Encounter for observation for apnea alarm without findings 
Add Encounter for observation for bradycardia alarm without findings 
Add Encounter for observation for malfunction of home cardiorespiratory monitor 
Add Encounter for observation for non-specific findings home physiologic monitoring device 
Add Encounter for observation for pulse oximeter alarm without findings 

 
Add Excludes1: apnea NOS (R06.81) 
Add neonatal bradycardia (P29.12) 
Add newborn apnea (P28.4-) 
Add primary sleep apnea of newborn (P28.3-) 
Add sleep apnea (G47.3-) 

 

Z59.82 - Transportation insecurity 
(MDC 23) (MS-DRG 951) 
 
Z59.86 - Financial insecurity 
(MDC 23) (MS-DRG 951) 
 
Z59.87 - Material hardship 
(MDC 23) (MS-DRG 951) 
 
https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm 
ICD-10 Coordination and Maintenance Committee Meeting: September 14-15, 2021 
 

Social Determinants of Health 
 
Over the last decades growing literature has clarified and further identified the social determinants of heath and the impact on health costs. This has 
sparked initiation and dissemination of national recommendations and projects. Advances have been made to collectively gain insight into social risks 
and social interventions; yet the terminology used to represent these concepts lags behind. 
 
The domain of transportation security represents both health risks and management complexities as health care systems consider transportation 
barriers. The Gravity Project proposes an ICD-10-CM code for transportation insecurity. 
 
Health insurance insecurity is at an all-time high. Health care insurance is becoming cost prohibitive to all financial status of persons. Health care for 
all is not just important to achieve, but imperative. Lack of health insurance significantly impacts people seeking care. 
 
Financial Insecurity and Material Hardship- Currently ICD-10-CM contains terminology for low income and poverty. However, the health risks driven 
by limited financial resources are not limited to low income or impoverished individuals. 
 
Financial Insecurity (“A subjective evaluation of one's current financial situation that includes perceived inadequacy of financial resources and financial 
concerns or worries, including expectations regarding one's future economic situation.”). The Material Hardship (“unable to obtain basic needs”) can 
be considered broad terms that identify all economic driven social risk. A clear outcome of 
 
Gravity’s work was the understanding that there is a need for a general concept for financial insecurity and material hardship as the health risks and 
management needs of each are clear in the peer-reviewed literature and excluded from the individual domains such as food insecurity, housing 
instability, or transportation insecurity. Furthermore, it is critical to define risk beyond low income and poverty thresholds. These two concepts also 
streamline the granular recommendations of the UHC/AMA submission. 
 
Socioeconomic Risk Counseling- the need for a specific counseling code to represent the effort of assessing and patient centered 
goal setting required to address 
socioeconomic risks. 
 
The American Academy of Pediatrics (AAP) is proposing codes to identify when noncompliance is due to the primary caregiver and not the patient. 
Under the current code category Z91.1, Patient's personal history of noncompliance with medical treatment and regimen, non- compliance is currently 
assumed to be due to the patient’s action or lack thereof. Unfortunately, the code also appears to place the responsibility of non-compliance on those 
who may not have any direct control, because someone else cares for them, including children, the elderly and the disabled. A unique set of codes is 
needed to better track these circumstances. 
 
The existing code Z91.82, Personal history of military deployment, does not adequately reflect 
veteran service. The proposed revision will capture the data element of service. 
 

Tabular Modifications 
 

No Change Z59.8 Other problems related to housing and economic circumstances 

https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm


 
Add Z59.82 Transportation insecurity 
Add Excessive transportation time 
Add Inaccessible transportation 
Add Inadequate transportation 
Add Lack of transportation 
Add Unaffordable transportation 
Add Unreliable transportation 
Add Unsafe transportation 

 
Add Z59.86 Financial insecurity 
Add Bankruptcy 
Add Burdensome debt 
Add Economic strain 
Add Financial strain 
Add Money problems 
Add Running out of money 
Add Unable to make ends meet 

 
Add Excludes2: extreme poverty (Z59.5) 
Add low income (Z59.6) 
Add material hardship, not elsewhere classified (Z59.87) 

 
Add Z59.87 Material hardship 
Add Material deprivation 
Add Unable to obtain adequate childcare 
Add Unable to obtain adequate clothing 
Add Unable to obtain adequate utilities 
Add Unable to obtain basic needs 

 
Add Excludes2: extreme poverty (Z59.5) 
Add financial insecurity, not elsewhere classified (Z59.86) 
Add low income (Z59.6) 

 
 

Z71.87 - Encounter for pediatric-to-adult transition counseling 
(MDC 23) (MS-DRG 951) 
 
https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm 
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Encounter for Pediatric-to-Adult Transition Counseling 
The American Academy of Pediatrics (AAP) is submitting the following proposal on behalf of Got Transition (https://gottransition.org/about-us/. Got 
Transition® is a national resource center on health care transition (HCT). Its aim is to improve the transition from pediatric to adult health care through 
the use of evidence-driven strategies for clinicians and other health care professionals; public health programs; payers and plans; youth and young 
adults; and parents and caregivers. Got Transition is a program of The National Alliance to Advance Adolescent Health and has a cooperative 
agreement from the federal Maternal and Child Health Bureau, Health Resources and Services Administration. 
 
It is being requested to update to the ICD-10-CM code set to include a new code to capture encounters for pediatric-to-adult transition counseling. 
Current clinical recommendations jointly developed by the American Academy of Pediatrics, American Academy of Family Physicians, and American 
College of Physicians call for transitional counseling as part of routine primary and specialty care for youth and young adults with and without special 
health care needs between the ages of 14 and 251. 
 
Currently, there is no way to monitor whether this reason for an encounter was accomplished, and more and more health systems are seeking to track 
provision of recommended pediatric-to-adult transition counseling in ambulatory care settings. 
 
An encounter for transition counseling can involve counseling related to self-care skill attainment, building health literacy, education about one’s own 
medical summary and emergency care plan, transfer planning, and guided integration into adult care. 
 
Systematic reviews of transition evaluation studies have shown that when a structured transition process is in place, which includes transition 
counseling – improvements result in adherence to care, self-care skill-building, functional status, patient satisfaction, and ambulatory care use.2,3,4 

References: 

1 White PH, Cooley WC, American Academy of Pediatrics, American Academy of Family Physicians. Supporting the health care transition 
from adolescence to adulthood in the medical home. Pediatrics. 2018;142(5):e20182587. 

2 Schmidt A, Ilango SM, McManus MA, Rogers KK, White PH. Outcomes of pediatric to adult health care transition interventions: An updated 
systematic review. Journal of Pediatric Nursing. 2020;51:92-107. 

https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm
https://gottransition.org/about-us/
https://www.thenationalalliance.org/


3 Gabriel P, McManus M, Rogers K, White P. Outcome evidence for structured pediatric to adult health care transition interventions: a systematic 
review. The Journal of Pediatrics. 2017;188:263-269. 

4 Prior M, McManus M, White P, Davidson L. Measuring the “triple aim” in transition care: a systematic review. Pediatrics. 
2014;134(6):e1648-61. 

 

Tabular Modifications 
 

No Change Z71 Persons encountering health services for other counseling and medical advice, not elsewhere classified 
 

No Change Z71.8 Other specified counseling 
 

Add Z71.87 Encounter for pediatric-to-adult transition counseling 
 

Add Code also chronic condition, if applicable, such as: 
Add autism spectrum disorder (F84.0) 
Add congenital malformations of the circulatory system (Q20-Q28) 
Add cystic fibrosis (E84-) 
Add sickle-cell disorder (D57-) 

 
 

Z71.88 - Encounter for counseling for socioeconomic factors 
(MDC 23) (MS-DRG 951) 
 
Z72.823 - Risk of suffocation (smothering) under another while sleeping 
(MDC 23) (MS-DRG 951) 
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Social Determinants of Health 
 
Over the last decades growing literature has clarified and further identified the social determinants of heath and the impact on health costs. This has 
sparked initiation and dissemination of national recommendations and projects. Advances have been made to collectively gain insight into social 
risks and social interventions; yet the terminology used to represent these concepts lags behind. 
 
The domain of transportation security represents both health risks and management complexities as health care systems consider transportation 
barriers. The Gravity Project proposes an ICD-10-CM code for transportation insecurity. 
 
Health insurance insecurity is at an all-time high. Health care insurance is becoming cost prohibitive to all financial status of persons. Health care for 
all is not just important to achieve, but imperative. Lack of health insurance significantly impacts people seeking care. 
 
Financial Insecurity and Material Hardship- Currently ICD-10-CM contains terminology for low income and poverty. However, the health risks driven 
by limited financial resources are not limited to low income or impoverished individuals. 
 
Financial Insecurity (“A subjective evaluation of one's current financial situation that includes perceived inadequacy of financial resources and financial 
concerns or worries, including expectations regarding one's future economic situation.”). The Material Hardship (“unable to obtain basic needs”) can 
be considered broad terms that identify all economic driven social risk. A clear outcome of 
 
Gravity’s work was the understanding that there is a need for a general concept for financial insecurity and material hardship as the health risks and 
management needs of each are clear in the peer-reviewed literature and excluded from the individual domains such as food insecurity, housing 
instability, or transportation insecurity. Furthermore, it is critical to define risk beyond low income and poverty thresholds. These two concepts also 
streamline the granular recommendations of the UHC/AMA submission. 
 
Socioeconomic Risk Counseling- the need for a specific counseling code to represent the effort of assessing and patient centered 
goal setting required to address 
socioeconomic risks. 
 
The American Academy of Pediatrics (AAP) is proposing codes to identify when noncompliance is due to the primary caregiver and not the patient. 
Under the current code category Z91.1, Patient's personal history of noncompliance with medical treatment and regimen, non- compliance is currently 
assumed to be due to the patient’s action or lack thereof. Unfortunately, the code also appears to place the responsibility of non-compliance on those 
who may not have any direct control, because someone else cares for them, including children, the elderly and the disabled. A unique set of codes is 
needed to better track these circumstances. 
 
The existing code Z91.82, Personal history of military deployment, does not adequately reflect 
veteran service. The proposed revision will capture the data element of service. 
 

Tabular Modifications 
 

Add Z71.88 Encounter for counseling for socioeconomic factors 

https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm


No Change Z72 Problems related to lifestyle 

No Change Z72.8 Other problems related to lifestyle 

No Change Z72.82 Problems related to sleep 

Add Z72.823 Risk of suffocation (smothering) under another while sleeping 
Add Child-caregiver co-sleeping 
Add Infant bed-sharing 

Z79.60 - Long term (current) use of unspecified immunomodulators and 
immunosuppressants 
(MDC 23) (MS-DRG 949, 950) 

Z79.61 - Long term (current) use of immunomodulator 
(MDC 23) (MS-DRG 949, 950) 

Z79.620 - Long term (current) use of immunosuppressive biologic 
(MDC 23) (MS-DRG 949, 950) 

Z79.621 - Long term (current) use of calcineurin inhibitor 
(MDC 23) (MS-DRG 949, 950) 

Z79.622 - Long term (current) use of Janus kinase inhibitor 
(MDC 23) (MS-DRG 949, 950) 

Z79.623 - Long term (current) use of mammalian target of rapamycin (mTOR) inhibitor 
(MDC 23) (MS-DRG 949, 950) 

Z79.624 - Long term (current) use of inhibitors of nucleotide synthesis 
(MDC 23) (MS-DRG 949, 950) 

Z79.630 - Long term (current) use of alkylating agent 
(MDC 23) (MS-DRG 949, 950) 

Z79.631 - Long term (current) use of antimetabolite agent 
(MDC 23) (MS-DRG 949, 950) 

Z79.632 - Long term (current) use of antitumor antibiotic 
(MDC 23) (MS-DRG 949, 950) 

Z79.633 - Long term (current) use of mitotic inhibitor 
(MDC 23) (MS-DRG 949, 950) 

Z79.634 - Long term (current) use of topoisomerase inhibitor 
(MDC 23) (MS-DRG 949, 950) 

Z79.64 - Long term (current) use of myelosuppressive agent 
(MDC 23) (MS-DRG 949, 950) 

Z79.69 - Long term (current) use of other immunomodulators and immunosuppressants 
(MDC 23) (MS-DRG 949, 950) 

Z79.85 - Long-term (current) use of injectable non-insulin antidiabetic drugs 
(MDC 23) (MS-DRG 949, 950) 
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ICD-10 Coordination and Maintenance Committee Meeting: September 14-15, 2021 

Long Term (current) Drug Therapy 
The American Academy of Pediatrics (AAP) presented this proposal at the March 2020 Coordination and Maintenance Committee Meeting. 
This proposal has been revised to address comments received during the public comment period. Changes for reconsideration are shown in 
bold. 

The number and types of medications that patients are taking daily seems to be increasing almost exponentially. Some of these medications carry 
longer term risks and should be identified so they can be more closely monitored and tracked. 

As these medications are becoming more common in healthcare, it is of key importance to identify the class of drug the patient is using, 
especially since currently all such medications fall under the nonspecific code Z79.8, Other long term (current) drug therapy. The American 
Academy of Pediatrics (AAP) is requesting expansion of this code set to capture more of these medications to better identify and monitor the risk 
and long term outcomes. 

https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm


 
As was pointed out by one of the commentors at the previous presentation, a single drug may have multiple applications. It is of the opinion of the 
Academy that it is best to identify the drugs based on its principal activity, e.g., antimetabolite agent, then as to its clinical application. In order to help 
clarify which medications fall into which of the proposed categories, the Academy has reviewed a number of sources, including the National Cancer 
Institute and the American Cancer Society. 
 
NCHS also received a separate request for an additional new code to capture long term (current ) use of injectable non-insulin antidiabetic drugs. 
The requestor’s justification is that the existing code, Z79.899, Other long term (current) drug therapy, does not adequately capture the 
medication that is being used. This code request has been incorporated in this proposal. The American Academy of Pediatrics supports this 
additional request. 
 

Tabular Modifications 
 

Add Z79.6 Long term (current) use of immunomodulators and immunosuppressants 
 

Add Excludes2: long term (current) use of steroids (Z79.5-) 
Add long term (current) use of agents affecting estrogen receptors and estrogen levels (Z79.81-) 

 
Add Z79.60 Long term (current) use of unspecified immunomodulators and 

immunosuppressants 
 

Add Z79.61 Long term (current) use of immunomodulator 
Add Long term (current) use of apremilast 
Add Long term (current) use of immunomodulatory imide drug 
Add Long term (current) use of lenalidomide 
Add Long term (current) use of pomalidomide 

 
Add Z79.62 Long term (current) use of immunosuppressant 

 
Add Z79.620 Long term (current) use of immunosuppressive biologic 
Add Long term (current) use of adalimumab 
Add Long term (current) use of etanercept 
Add Long term (current) use of infliximab 
Add Long term (current) use of monoclonal antibodies 
Add Z79.621 Long term (current) use of calcineurin inhibitor 
Add Long term (current) use of cyclosporine 
Add Long term (current) use of tacrolimus 

 
Add Z79.622 Long term (current) use of Janus kinase inhibitor 
Add Long term (current) use of tofacitinib 

 
Add Z79.623 Long term (current) use of mammalian target of rapamycin (mTOR) inhibitor 
Add Long term (current) use of sirolimus 

 
Add Z79.624 Long term (current) use of inhibitors of nucleotide synthesis 
Add Long term (current) use of azathioprine 
Add Long term (current) use omycophenolate 
Add Long term (current) use of purine synthesis (IMDH) inhibitors 

 
Add Z79.63 Long term (current) use of chemotherapeutic agent 

 
Add Z79.630 Long term (current) use of alkylating agent 
Add Long term (current) use of chlorambucil 
Add Long term (current) use of cisplatin 
Add Long term (current) use of cyclophosphamide 

 
Add Z79.631 Long term (current) use of antimetabolite agent 
Add Long term (current) use of 5-fluorouracil 
Add Long term (current) use of 6-mercaptopurine 
Add Long term (current) use of cytarabine 
Add Long term (current) use of methotrexate 

 
Add Z79.632 Long term (current) use of antitumor antibiotic 
Add Long term (current) use of bleomycin 
Add Long term (current) use of doxorubicin 
Add Long term (current) use of mitomycin C 

 
Add Z79.633 Long term (current) use of mitotic inhibitor 
Add Long term (current) use of paclitaxel 
Add Long term (current) use of plant alkaloids 
Add Long term (current) use of vinblastine 
Add Long term (current) use of vincristine 

 
Add Z79.634 Long term (current) use of topoisomerase inhibitor 



Add Long term (current) use of etoposide 
Add Long term (current) use of irinotecan 
Add Long term (current) use of topotecan 

 
Add Z79.64 Long term (current) use of myelosuppressive agent 
Add Long term (current) use of hydroxyurea 

 
Add Z79.69 Long term (current) use of other immunomodulators and immunosuppressants 

 
No Change Z79.8 Other long term (current) drug therapy 

 
No Change Z79.84 Long term (current) use of oral hypoglycemic drugs 

 
Add Excludes2: long-term (current) use of injectable non-insulin antidiabetic drugs (Z79.85) 

 
Add Z79.85 Long-term (current) use of injectable non-insulin antidiabetic drugs 

 
Add Excludes2: long term (current) use of insulin (Z79.4) 
Add long term (current) use of oral hypoglycemic drugs (Z79.84) 

 
 

Z87.61 - Personal history of (corrected) necrotizing enterocolitis of newborn 
(MDC 23) (MS-DRG 951) 
 
Z87.68 - Personal history of other (corrected) conditions arising in the perinatal period 
(MDC 23) (MS-DRG 951) 
 
Z87.731 - Personal history of (corrected) tracheoesophageal fistula or atresia 
(MDC 23) (MS-DRG 951) 
 
Z87.732 - Personal history of (corrected) persistent cloaca or cloacal malformations 
(MDC 23) (MS-DRG 951) 
 
Z87.760 - Personal history of (corrected) congenital diaphragmatic hernia or other congenital diaphragm malformations 
(MDC 23) (MS-DRG 951) 
 
Z87.761 - Personal history of (corrected) gastroschisis 
(MDC 23) (MS-DRG 951) 
 
Z87.762 - Personal history of (corrected) prune belly malformation 
(MDC 23) (MS-DRG 951) 
 
Z87.763 - Personal history of other (corrected) congenital abdominal wall malformations 
(MDC 23) (MS-DRG 951) 
 
Z87.768 - Personal history of other specified (corrected) congenital malformations of integument, limbs and musculoskeletal system 
(MDC 23) (MS-DRG 951) 
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Personal History of (Corrected) Congenital Malformations and Personal History of (Corrected) Certain Conditions Arising in the Perinatal 
Period 
 
The Children’s Hospital Association (CHA) is requesting new ICD-10-CM codes for selected digestive and musculoskeletal system congenital 
conditions. These conditions continue to cause morbidity throughout the lifetime of patients who were born with these congenital conditions even 
though they were corrected or palliated by surgical means. 
 
These select conditions are commonly repaired when the child is young, either through a single definitive procedure or by performing multiple staged 
procedures to accomplish the repair. Once the repair is complete, the patient may continue to require medical care and/or surgical treatment of new 
or acquired conditions that are related to the original surgical repair of the congenital condition or the remaining abnormal anatomy that these 
patients have throughout their lives. 
 
Currently, there are no “sequelae of congenital condition” codes to help describe these issues in ICD-10-CM. Also, in these instances, the original 
congenital condition is no longer present once the repair has been completed. Therefore, the Q category code would not be assigned such as when 
codes for other perinatal or congenital conditions could be assigned when the congenital condition is still present and requiring treatment. 
 
To provide a more specific method of tracking patients who have a history of repaired congenital conditions but still require related treatment over their 
lifetime due to this history, The Children’s Hospital Association (CHA) would like to expand two sections of code category Z87, Personal history of other 
diseases and conditions. 
 

https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm


The specific digestive system conditions (and rationale) requested to be captured through the expansion of Z87.73 include: 
• Tracheoesophageal fistula or atresia (Q39.0, Q39.1, Q39.2): these patients frequently have tracheal or esophageal stenoses at the

area of the previous fistula or repair that require dilation or further surgical repairs.
• Persistent cloaca (cloacal anomaly) (Q43.7): These patients frequently have lifelong genitourinary tract and intestinal tract difficulties

that may require further treatment or surgical repairs.

The specific musculoskeletal system conditions (and rationale) requested to be captured through the expansion of Z87.76 include: 
Congenital diaphragmatic hernia (Q79.0) and other congenital diaphragm malformations (Q79.1) 

• Gastroschisis (Q79.3)
• Prune Belly Syndrome (Q79.4)
• Other abdominal wall congenital malformations (Q79.2, Q79.51, Q79,59): Includes omphalocele, congenital hernia of bladder, and all other

congenital abdominal wall malformations.

These patients can have many problems throughout their life such as hernias, abdominal scarring, bowel obstructions, dysmotility/dysfunction of 
bowel or bladder, bowel incontinence, bladder incontinence, etc. that require further treatment or surgical repair. 

There are currently specific ICD-10-CM codes under Z87.7 for a few congenital conditions [i.e., Z87.710, Personal history of (corrected) hypospadias 
and Z87.730 Personal history of (corrected) cleft lip and palate]. 

This proposal is requesting similar codes to those for personal history of hypospadias and cleft lip/palate. There is already a precedence in the code set 
for these types of codes and this proposal would be an expansion of the current ICD-10-CM codes to provide more patient detail. 

The Children’s Hospital Association (CHA) is also requesting new codes for Personal history of certain conditions arising in the perinatal period, 
Z87.6- so that a code can be created for Personal history of (corrected) necrotizing enterocolitis of newborn. This is another condition that can be 
surgically corrected but the patient may commonly have sequela or related conditions after treatment that may require further surgical treatment or 
hospitalization. 

A personal history code for this condition will help tell the complete story of the patient’s illness that cannot be captured by current available codes. 
Code Category Z87.6 is in the WHO’s ICD- 10 classification system but was not brought forward into the United States’ ICD-10- Clinical Modification. 
This proposal is supported by the American Academy of Pediatrics. 

Tabular modifications 

No Change Z87 Personal history of other diseases and conditions 

Add Z87.6 Personal history of certain (corrected) conditions arising in the perinatal period 

Z91.110 - Patient's noncompliance with dietary regimen due to financial hardship 
(MDC 23) (MS-DRG 951) 
Z91.118 - Patient's noncompliance with dietary regimen for other reason 
(MDC 23) (MS-DRG 951) 

Z91.119 - Patient's noncompliance with dietary regimen due to unspecified reason 
(MDC 23) (MS-DRG 951) 

Z91.190 - Patient's noncompliance with other medical treatment and regimen due to financial hardship 
(MDC 23) (MS-DRG 951) 

Z91.198 - Patient's noncompliance with other medical treatment and regimen for other reason 
(MDC 23) (MS-DRG 951) 

Z91.199 - Patient's noncompliance with other medical treatment and regimen due to unspecified reason 
(MDC 23) (MS-DRG 951) 

Z91.A10 - Caregiver's noncompliance with patient's dietary regimen due to financial hardship 
(MDC 23) (MS-DRG 951) 

Z91.A18 - Caregiver's noncompliance with patient's dietary regimen for other reason 
(MDC 23) (MS-DRG 951) 

Z91.A20 - Caregiver's intentional underdosing of patient's medication regimen due to financial hardship 
(MDC 23) (MS-DRG 951) 

Z91.A28 - Caregiver's intentional underdosing of medication regimen for other reason 
(MDC 23) (MS-DRG 951) 

Z91.A3 - Caregiver's unintentional underdosing of patient's medication regimen 
(MDC 23) (MS-DRG 951) 

Z91.A4 - Caregiver's other noncompliance with patient's medication regimen 



(MDC 23) (MS-DRG 951) 
 
Z91.A5 - Caregiver's noncompliance with patient's renal dialysis 
(MDC 23) (MS-DRG 951) 
 
Z91.A9 - Caregiver's noncompliance with patient's other medical treatment and regimen 
(MDC 23) (MS-DRG 951) 
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Social Determinants of Health 
This proposal was originally submitted by the Gravity Project and presented at the March 2021 ICD10 Coordination and Maintenance meeting. 
Parts of the proposal were previously approved and will be implemented on October 1, 2021. Subsequently, we have received additional code 
requests and a proposal from the American Academy of Pediatrics (AAP). New codes and revisions have been made (noted in bold) and 
resubmitted for reconsideration. 
 
Over the last decades growing literature has clarified and further identified the social determinants of heath and the impact on health costs. This has 
sparked initiation and dissemination of national recommendations and projects. Advances have been made to collectively gain insight into social 
risks and social interventions; yet the terminology used to represent these concepts lags behind. 
 
The domain of transportation security represents both health risks and management complexities as health care systems consider transportation 
barriers. The Gravity Project proposes an ICD-10-CM code for transportation insecurity. 
 
Health insurance insecurity is at an all-time high. Health care insurance is becoming cost prohibitive to all financial status of persons. Health care for 
all is not just important to achieve, but imperative. Lack of health insurance significantly impacts people seeking care. 
 
Financial Insecurity and Material Hardship- Currently ICD-10-CM contains terminology for low income and poverty. However, the health risks driven 
by limited financial resources are not limited to low income or impoverished individuals. 
 
Financial Insecurity (“A subjective evaluation of one's current financial situation that includes perceived inadequacy of financial resources and 
financial concerns or worries, including expectations regarding one's future economic situation.”). The Material Hardship (“unable to obtain basic 
needs”) can be considered broad terms that identify all economic driven social risk. A clear outcome of 
 
Gravity’s work was the understanding that there is a need for a general concept for financial insecurity and material hardship as the health risks and 
management needs of each are clear in the peer-reviewed literature and excluded from the individual domains such as food insecurity, housing 
instability, or transportation insecurity. Furthermore, it is critical to define risk beyond low income and poverty thresholds. These two concepts also 
streamline the granular recommendations of the UHC/AMA submission. 
 
Socioeconomic Risk Counseling- the need for a specific counseling code to represent the effort of assessing and patient centered 
goal setting required to address 
socioeconomic risks. 
 
The American Academy of Pediatrics (AAP) is proposing codes to identify when noncompliance is due to the primary caregiver and not the patient. 
Under the current code category Z91.1, Patient's personal history of noncompliance with medical treatment and regimen, non- compliance is currently 
assumed to be due to the patient’s action or lack thereof. Unfortunately, the code also appears to place the responsibility of non-compliance on those 
who may not have any direct control, because someone else cares for them, including children, the elderly and the disabled. A unique set of codes is 
needed to better track these circumstances. 
 
The existing code Z91.82, Personal history of military deployment, does not adequately reflect 
veteran service. The proposed revision will capture the data element of service. 
 

 
Tabular modifications 
 

No Change Z91 Personal risk factors, not elsewhere classified 
 

No Change Excludes2: 
 

No Change Z91.1 Patient's noncompliance with medical treatment and regimen 
Add Excludes 2: caregiver noncompliance with patient's medical treatment and regimen (Z91.A-) 

 
No Change Z91.11 Patient's noncompliance with dietary regimen 

 
Add Code also, if applicable, food insecurity (Z59.4-) 

 
Add Z91.110 Patient's noncompliance with dietary regimen due to financial hardship 

 
Add Z91.118 Patient's noncompliance with dietary regimen for other reason 
Add Inability to comply with dietary regimen 

 
Add Z91.119 Patient's noncompliance with dietary regimen due to unspecified reason 



 
No Change Z91.19 Patient's noncompliance with other medical treatment and regimen 
Revise from Nonadherence to medical treatment 
Revise to Patient's nonadherence to medical treatment 

 
Add Z91.190 Patient's noncompliance with other medical treatment and regimen due to financial 

hardship 
 

Add Z91.198 Patient's noncompliance with other medical treatment and regimen for other reason 
 

Add Z91.199 Patient's noncompliance with other medical treatment and regimen due to unspecified 
reason 

 
Add Z91.A Caregiver's noncompliance with patient's medical treatment and regimen 
Add Z91.A1 Caregiver's noncompliance with patient's dietary regimen 
Add Caregiver's inability to comply with patient's dietary regimen 

 
Add Code also, if applicable, food insecurity (Z59.4-) 

 
Add Z91.A10 Caregiver's noncompliance with patient's dietary regimen due to financial hardship 

 
Add Z91.A18 Caregiver's noncompliance with patient's dietary regimen for other reason 

 
Add Z91.A2 Caregiver's intentional underdosing of patient's medication regimen 

 
Add Code first underdosing of medication (T36-T50) with fifth or sixth character 6 

 
Add Z91.A20 Caregiver's intentional underdosing of patient's medication regimen due to financial 

hardship 
 

Add Z91.A28 Caregiver's intentional underdosing of medication regimen for other reason 

Add Z91.A3 Caregiver's unintentional underdosing of patient's medication regimen Add   

 Code first underdosing of medication (T36-T50) with fifth or sixth character 6 Add  

 Z91.A4 Caregiver's other noncompliance with patient's medication regimen 
Add Caregiver's underdosing of patient's medication NOS 

 
Add Z91.A5 Caregiver's noncompliance with patient's renal dialysis 

 
Add Z91.A9 Caregiver's noncompliance with patient's other medical treatment and regimen 
Add   Caregiver's nonadherence to patient medical treatment 

 

 

Resource Links 
 

CMS-2022 ICD-10-CM Addendum: https://www.cms.gov/medicare/icd-10/2023-icd-10-cm 

CMS-Coordination & Maintenance Meetings: https://www.cdc.gov/nchs/icd/icd10cm_maintenance.htm 
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PCS detailed changes report FY 2023 

Contents 

Table 005 

1. Body Part Character
a. 0-Brain
b. W-Cervical Spinal Cord
c. X-Thoracic Spinal Cord
d. Y-Lumbar Spinal Cord

i. Approach Character
1. 0-Open
2. 3-Percutaneous
3. 4-Percutaneous Endoscopic

ii. Device Character
1. Z-No Device

iii. New Qualifier Character
1. 3-Laser Interstitial Thermal Therapy

iv. Moved to a new line in table 005

Table 00D 

1. New Body Part Character
a. C-Cerebellum

i. Approach Character
1. 0-Open
2. 3-Percutaneous
3. 4-Percutaneous Endoscopic

ii. Device Character
1. Z -No Device

iii. Qualifier Character
1. Z-No Qualifier

Table 02R 

1. Body Part Character
a. F-Aortic Valve

i. Approach Character
1. 0-Open
2. 3-Percutaneous
3. 4-Percutaneous Endoscopic

ii. Device Character
1. 8-Zooplastic Tissue

iii. New Qualifier Character
1. N-Rapid Deployment Technique

iv. Moved to a new line in table 02R



Table 04L 

1. Body Part Character 
a. E-Internal Iliac Artery, Right 
b. F-Internal Iliac Artery, Left 

i. Approach Character 
1. 0-Open 
2. 3-Percutaneous 
3. 4-Percutaneous Endoscopic 

ii. Device Character 
1. C-Extraluminal Device 
2. D-Intraluminal Device 
3. Z-No Device 

iii. New Qualifier Character 
1. V-Prostatic Artery, Right 
2. W-Prostatic Artery, Left 

Table 0B5 

1. Body Part Character 
a. C-Upper Lung Lobe, Right 
b. D-Middle Lung Lobe, Right 
c. F-Upper Lung Lobe, Left 
d. G-Upper Lung Lobe, Left 
e. H-Lung Lingula 
f. J-Lower Lung Lobe, Left 
g. K-Lung, Right 
h. L-Lung, Left 
i. M-Lungs, Bilateral 

i. Approach Character 
1. 0-Open 
2. 3-Percutaneous 
3. 4-Percutaneous Endoscopic 

ii. Device Character 
1. Z-No Device 

iii. New Qualifier Character 
1. 3-Laser Interstitial Thermal Therapy 

iv. Moved to a new line in table 0B5 

Table 0D5 

1. Body Part Character 
a. 1-Esophagus, Upper 
b. 2-Esophagus, Middle 
c. 3-Esophagus, Lower 
d. 4-Esophagogastric Junction 
e. 5-Esophagus 



f. 6-Stomach 
g. 7-Stomach, Pylorus 
h. 8-Small Intestine 
i. 9-Duodenum 
j. A-Jejunum 
k. B-Ileum 
l. C-Ileocecal Valve 
m. E-Large Intestine 
n. F-Large Intestine, Right 
o. G-Large intestine, Left 
p. H-Cecum 
q. J-Appendix 
r. K-Ascending Colon 
s. L-Traverse Colon 
t. M-Descending Colon 
u. N-Sigmoid Colon 
v. P-Rectum 
w. Q-Anus 

i. Approach Character 
1. 0-Open 
2. 3-Percutaneous 
3. 4-Percutaneous Endoscopic 

ii. Device Character 
1. Z-No Device 

iii. New Qualifier Character 
1. 3-Laser Interstitial Thermal Therapy 

iv. Moved to a new line in table 0D5 

Table 0DX 

1. Body Part Character 
a. 8-Small Intestine 

i. Approach Character 
1. 0-Open 
2. 4-Percutaneous Endoscopic 

ii. Device Character 
1. Z-No Device 

iii. New Qualifier Character 
1. B-Bladder 
2. C-Ureter, Right 
3. D-Ureter, Left 
4. F-Ureters, Bilateral 

iv. Moved to a new line in table ODX 
b. E-Large Intestine 

i. Approach Character 



1. 0-Open 
2. 4-Percutaneous Endoscopic 

ii. Device Character 
1. Z-No Device 

iii. New Qualifier Character 
1. B-Bladder 

Table 0F5 

1. Body Part Character 
a. 0-Liver 
b. 1-Liver, Right Lobe 
c. 2-Liver, Left Lobe 
d. 4-Gallbladder 
e. 5-Hepatic Duct, Right 
f. 6-Hepatic Duct, Left 
g. 7-Hepatic Ducts, Common 
h. 8-Cystic Duct 
i. 9-Comon Bile Duct 
j. C-Ampulla of Vater 
k. D-Pancreatic Duct 
l. F-Pancreatic Duct, Accessory 
m. G-Pancreas 

i. Approach Character 
1. 0-Open 
2. 3-Percutaneous 
3. 4-Percutaneous Endoscopic 

ii. Device Character 
1. Z-No device 

iii. New Qualifier Character 
1. 3-Laser Interstitial Thermal Therapy 

iv. Moved to a new line in table 0F5 

Table 0G5 

1. Body Part Characters 
a. 0-Pituitary Gland 
b. 1-Pineal Body 
c. 2-Adrenal Gland, Left 
d. 3-Adrenal Gland, Right 
e. 4-Adrenal Glands, Bilateral 
f. 6-Carotid Body, Left 
g. 7-Carotid Body, Right 
h. 8-Carotid Bodies, Bilateral 
i. 9-Para-arotic Body 
j. B-Coccygeal Glomus 



k. C-Glomus Jugulare
l. D-Aortic Body
m. F-Paraganglion Extremity
n. G-Thyroid Gland Lobe, Left
o. H-Thyroid Gland Lobe, Right
p. K-Thyroid Gland
q. L-Superior Parathyroid Gland, Right
r. M-Superior Parathyroid Gland, Left
s. N-Inferior Parathyroid Gland, Right
t. P-Inferior Parathyroid Gland, Left
u. Q-Parathyroid Glands, Multiple
v. R- Parathyroid Gland

i. Approach Character
1. 0-Open
2. 3-Percutaneous
3. 4-Percutaneous Endoscopic

ii. Device Character
1. Z-No Device

iii. New Qualifier Character
1. 3-Laser Interstitial Thermal Therapy

Table 0H5 

1. Body Part Character
a. T-Breast, Right
b. U-Breast, Left
c. V-Breast, Bilateral

i. Approach Character
1. 0-Open
2. 3-Percutaneous

ii. Device Character
1. Z-No Device

iii. New Qualifier Character
1. 3-Laser Interstitial Thermal Therapy

iv. Moved to a new line in table 0H5

Table 0NP 

1. Body Part Character
a. 0-Skull

i. Approach Character
1. 0-Open
2. 3-Percutaneous
3. 4-Percutaneous Endoscopic
4. X-External

ii. New Device Character



1. 3-Infusion Device
iii. Qualifier Character

1. Z-No Qualifier

Table 0NW 

1. Body Part Character
a. 0-Skull

i. Approach Character
1. 0-Open
2. 3-Percutaneous
3. 4-Percutaneous Endoscopic
4. X-External

ii. New Device Character
1. 3-Infusion Device

iii. Qualifier Character
1. Z-No Qualifier

Table 0V5 

1. Body Part Character
a. 0-Prostate

i. Approach Character
1. 0-Open
2. 3-Percutaneous
3. 4-Percutaenous Endoscopic

ii. Device Character
1. Z-No Device

iii. New Qualifier Character
1. 3-Laser Interstitial Thermal Therapy

iv. Moved to a new line in table 0V5

Table 0W9 

1. Body Part Character
a. 6-Neck

i. Approach Character
1. 0-Open
2. 3-Percutaneous
3. 4-Percutaneous Endoscopic
4. 7-Via Natural or Artificial Opening
5. 8-Via Natural or Artificial Opening Endoscopic

ii. Device Character
1. 0-Drainage Device
2. Z-No Device

iii. Qualifier Character
1. X-Diagnostic



2. Z-No Qualifier 
iv. Moved to a new line in table 0W9 

Table 3E0 

1. Body Part Character 
a. 3-Peripheral Vein 
b. 4-Central Vein 

i. Approach character 
1. 3-Percutaneous  

ii. Device Character 
1. G-Other Therapeutic Substance 

iii. New Qualifier Character 
1. R-Other Therapeutic Monoclonal Antibody 

c. V-Bones 
i. New Approach Character 

1. 4-Percutaneous Endoscopic 
ii. Device Character 

1. G-Other Therapeutic Substance 
iii. Qualifier Character 

1. C-Other Substance 

 

Table 5A0 

1. Body Part Characters 
a. 2-Cardiac 

i. Approach Character 
1. 2-Continuous 

ii. New Function Character 
1. 2-Oxygentation 

iii. New Qualifier Character 
1. C-Supersaturated 

iv. Moved to a new line in table 5A0 
b. 5-Circulatory 

i. Approach Character 
1. 1-Intermittent 
2. 2-Continous 

ii. Function Character 
1. 2-Oxygenation 

iii. Qualifier Character Removed 
1. C-Supersaturated 

Table BB3 

1. New Body Part Character 



a. 4-Lungs, Bilateral 
i. Contrast Character 

1. Z-None 
ii. New Qualifier Character 

1. 3-Hyperpolarized Xenon 129 (Xe-129) 
iii. Qualifier Character 

1. Z-None 

Table D0Y 

1. Body Part Character 
a. 0-Brain 
b. 1-Brain Stem 
c. 6-Spinal Cord 
d. 7-Peripheral Nerve 

i. Modality Character Removed 
1. K-Laser Interstitial Thermal Therapy 

ii. Isotope Character 
1. Z-None 

iii. Qualifier Character 
1. Z-None 

Table DBY 

1. Body Part Character 
a. 0-Trachea 
b. 1-Bronchus 
c. 2-Lung 
d. 5-Pleura 
e. 6-Mediastinum 
f. 7-Chest Wall 
g. 8-Diaphragm 

i. Modality Character Removed 
1. K-Laser Interstitial Thermal Therapy 

ii. Isotope Character 
1. Z-None 

iii. Qualifier Character 
1. Z-None 

Table DDY 

1. Body Part Characters 
a. 0-Esophagus 
b. 1-Stomach 
c. 2-Duodenum 
d. 3-Jejunum 
e. 4-Ileum 



f. 5-Colon 
g. 7-Rectum 
h. 8-Anus 

i. Modality Character Removed 
1. K-Laser Interstitial Thermal Therapy 

ii. Isotope Character 
1. Z-None 

iii. Qualifier Character 
1. Z-None 

Table DFY 

1. Body Part Characters 
a. 0-Liver 
b. 1-Gallbladder 
c. 2-Bile Ducts 
d. 3-Pancreas 

i. Modality Character Removed 
1. K-Laser Interstitial Thermal Therapy 

ii. Isotope Character 
1. Z-None 

iii. Qualifier Character 
1. Z-None 

Table DGY 

1. Body Part Characters 
a. 0-Pituitary Gland 
b. 1-Pineal Body 
c. 2-Adrenal Glands 
d. 4-Parathyroid Glands 
e. 5-Thyroid 

i. Modality Character Removed 
1. K-Laser Interstitial Thermal Therapy 

ii. Isotope Character 
1. Z-None 

iii. Qualifier Character 
1. Z-None 

Table DMY 

1. Body Part Characters 
a. 0-Breast, Left 
b. 1-Breast, Right 

i. Modality Character Removed 
1. K-Laser Interstitial Thermal Therapy 

ii. Isotope Character 



1. Z-None 
iii. Qualifier Character 

1. Z-None 

Table DVY 

1. Body Part Character  
a. 0-Prostate 
b. 1-Testis 

i. Modality Character Removed 
1. K-Laser Interstitial Thermal Therapy 

ii. Isotope Character 
1. Z-None 

iii. Qualifier Character 
1. Z-None 

Table X0H 

1. New Table X0H 
a. Body Part Characters 

i. K-Sphenopalatine Ganglion 
ii. Q-Vagus Nerve 

1. Approach Character 
a. 3-Percutaneous 

2. Device/Substance/Technology Characters 
a. Q-Neurostimulator Lead 
b. R-Neurostimulator Lead with Paired Stimulation System  

iii. New Qualifier Character 
1. 8-New Technology Group 8 

Table X0Z 

1. New Table X0Z 
a. Body Part Character 

i. 0-Prefrontal Cortex 
1. Approach Character 

a. X-External 
2. Device/Substance/Technology Character 

a. 1-Computer-assisted Transcranial Magnetic Stimulation 
3. Qualifier Character 

a. 8-New Technology Group 8 

Table X2A 

1. New Body Part Character 
a. 7-Coronary Sinus 

i. Approach Character 
1. 3 – Percutaneous 



ii. Device/Substance/Technology Character 
1. 5-Intermittent Coronary Sinus Occlusion 

iii. New Qualifier Character 
1. 8-New Technology Group 8 

Table X2R 

1. Body Part Character Removed 
a. F-Aortic Valve 

i. Approach Characters 
1. 0-Open 
2. 3-Percutaneous 
3. 4-Percutaneous Endoscopic 

ii. Device/Substance/Technology Characters 
1. 3-Zooplastic Tissue, Rapid Deployment Technique  

iii.  Qualifier Character 
1. 2-New Technology Group 2 

Table XF5 

1. New Table XF5 
a. Body Part Character 

i. 0-Liver 
ii. 1-Liver, Right Lobe 

iii. 2-Liver, Left Lobe 
1. Approach Character 

a. X-External 
2. Device/Substance/Technology Character 

a. 0-Ultraound-guided Cavitation 
3. Qualifier Character 

a. 8-New Technology Group 8 

Table XHR 

1. Body Part Character 
a. P-Skin 

i. Approach Character 
1. X-External 

ii. Device/Substance/Technology Character Removed 
1. L-Skin Substitute, Porcine Liver Derived 

iii. Qualifier Character 
1. 2-New Technology Group 2 

Table XK0 

1. Table Deleted 

Table XKU 



1. New Table XKU 
a.  Body Part Character 

i. C-Upper Spine Bursa and Ligament 
ii. D-Lower Spine Bursa and Ligament 

1. Approach Character 
a. 0-Open 

2. Device/Substance/Technology Character 
a. 6-Posterior Vertebral Tether 

3. Qualifier Character 
a. 8-New Technology Group 8 

Table XNH 

1. New Table XNH 
a. Body Part Character 

i. 6-Pelvic Bone, Right 
ii. 7-Pelvic Bone, Left 

1. Approach Character 
a. 0-Open 
b. 3-Percutaneous 

iii. Device/Substance/Technology Character 
1. 5-Internal Fixation Device with Tulip Connector 

iv. Qualifier Character 
1. 8-New Technology Group 8 

Table XRG 

1. Body Part Character 
a. A-Thoracolumbar Vertebral Joint 
b. L-Lumbar Vertebral Joint 
c. C-Lumbar Vertebral Joints, 2 or more 
d. D-Lumbosacral Joint 

i. Approach Character 
1. 0-Open 
2. 3-Percutaneous 
3. 4-Percutaneous Endoscopic 

ii. Device/Substance/Technology Character Removed 
1. 9-Interbody Fusion Device, Nanotextured Surface 
2. F-Interbody Fusion Device Radiolucent Porous 

iii. Qualifier Character 
1. 2-New Technology Group 2 
2. 3-New Technology Group 3 

2. New Body Part Character 
a. E-Sacroiliac Joint, Right 
b. F-Sacroiliac Joint, Left 

i. Approach Character 



1. 0-Open 
2. 3-Percutaneous 

ii. New Device/Substance/Technology Character 
1. 5-Internal Fixation Device with Tulip Connector 

iii. New Qualifier Character 
1. 8-New Technology Group 8 

Table XRH 

1. New Table XRH 
a. Body Part Characters 

i. b-Lumbar Vertebral Joint 
ii. d-Lumbosacral Joint 

1. Approach Character 
a. 0-Open 

2. Device/Substance/Technology Character 
a. Posterior Spinal Motion Preservation Device 

3. Qualifier Character 
a. 8-New Technology Group 8 

Table XRR 

1. New Table XRR 
a. Body Part Characters 

i. G-Knee Joint, Right 
ii. H-Knee Joint, Left 

1. Approach Character 
a. 0-Open 

2. Device/Substance/Technology Characters 
a. L-Synthetic Substitute, Lateral Meniscus 
b. M-Synthetic Substitute, Medial Meniscus 

3. Qualifier Character 
a. 8-New Technology Group 8 

Table XW0 

1. Body Part Character 
a. 1-Subcutaneous Tissue 

i. Approach Character 
1. 3-Percutaneous 

ii. New Device/Substance/Technology Character 
1. 1-Daratumumab and Hyaluronidase-fihj 
2. 4-Teclistamab Antineoplastic 

iii. New Qualifier Character 
1. 8-New Technology Group 8 

b. 2-Muscle 
i. New Approach Character 



1. 0-Open
ii. New Device/Substance/Technology Character

1. D-Engineered Allogeneic Thymus Tissue
iii. New Qualifier Character

1. 8-Technology Group 8
c. 3-Peripheral Vein
d. 4-Central Vein

i. Approach Character
1. 3-Percutaneous

ii. New Device/Substance/Technology Character
1. 0-Spesolimab Monoclonal Antibody
2. 5-Mosunetuzumab Antineoplastic
3. 6-Afamitresgene Autoleucel Immunotherapy
4. 7-Tabelecleucel Immunotherapy
5. 8-Treosulfan
6. 9-Inebilizumab-cdon

iii. New Qualifier Character
1. 8-New Technology Group 8

iv. Moved to a new line in table XW0
e. D-Mouth and Pharynx

i. Approach Character
1. X-External

ii. New Device/Substance/Technology Character
1. 3-Maribavir Anti-Infective

iii. New Qualifier Character
1. 8-New Technology Group 8

f. G-Upper GI
i. Approach Character

1. 7-Via Natural or Artificial Opening
ii. New Device/Substance/Technology Character

1. 3-Maribavir Anti-Infective
iii. New Qualifier Character

1. 8-New Technology Group 8
g. H-Lower GI

i. Approach character
1. 7-Via Natural or Artificial Opening

ii. New Device/Substance/Technology Character
1. 3-Maribavir Anti-Infective
2. X-Broad Consortium Microbiota-based Live Biotherapeutic

Suspension
iii. New Qualifier Character

1. 8-New Technology Group 8

Table XW1 



1. Body Part Character
a. 3-Peripheral Vein
b. 4-Central Vein

i. Approach Character
1. 3-Percutaneous

ii. New Device/Substance/Technology Character
1. B-Betibeglogene Autotemecl
2. C-Omidubicel
3. F-OTL-103
4. G-OTL-200

iii. New Qualifier Character
1. 8-New Technology Group 8

Table XXE 

1. Body Part Character
a. 0-Central Nervous

i. Approach Character
1. X-External

ii. New Device/Substance/Technology Character
1. 4-Brain Electrical Activity, Computer-Aided Semiologic Analysis

iii. New Qualifier Character
1. 8-New Technology Group 8

b. 3-Arterial
i. Approach Character

1. 0-External
ii. New Device/Substance/Technology Character

1. 5-Coronary Artery Flow, Quantitative Flow Ratio Analysis
2. 6-Coronary Artery Flow, Computer-aided Valve Modeling and

Notification
iii. Qualifier Character

1. 8-New Technology Group 8
c. 5-Circulatory

i. Approach Character
1. X-External

ii. New Device/Substance/Technology Character
1. 3-Infection, Whole Blood Reverse Transcription and Quantitative

Real-time Polymerase Chain Reaction
iii. Qualifier Character

1. 8-New Technology Group 8

Table XY0 

1. Body Part Character
a. Y-Extracorporeal

i. Approach Character



1. X-External
b. New Device/Substance/Technology Character

i. 2-Taurolidine Anti-infective and Heparin Anticoagulant
c. New Qualifier Character

i. 8-New Technology Group 8

References 
https://www.cms.gov/files/document/march-8-2022-final-agenda-and-materials-updated-04012022.pdf 
https://www.cms.gov/files/document/march-8-2022-final-agenda-and-materials.pdf 
https://www.cms.gov/files/document/september-2021-final-agenda-and-materials.pdf 
https://www.cms.gov/files/document/march-2021-final-agenda-and-materials.pdf 

Laser Interstitial Thermal Therapy (LITT) 

Background:  
Laser Interstitial Thermal Therapy (LITT) has been uniquely identified in the encoded data for over 10 years, first in ICD-9-CM 
and now in ICD-10-PCS. However, LITT is misclassified to section D-Radiation Therapy in ICD-10-PCS possibly because, 
borrowing terminology used for predicate devices, FDA indications have included the phrase "interstitial irradiation or thermal 
therapy" in describing LITT's method of action. LITT is thermal therapy, destroying soft tissue using heat generated by a laser 
probe at the target site. The LITT procedure does not use ionizing radiation, which is what the term "radiation" commonly 
refers to in the general medical sense. 

By itself, radiation is a broad term. The spectrum of electromagnetic radiation technically encompasses low energy non-ionizing 
radio waves, microwaves, and infrared to high energy ionizing X-rays and gamma rays. Ionizing radiation creates ions in the cells 
it passes through by removing electrons, a process which kills or alters the cells over time.  

Only certain medical uses of radiation are classified to section D-Radiation Therapy. Specifically, section D-Radiation Therapy 
categorizes treatments using ionizing radiation, including beam radiation, brachytherapy, and stereotactic radiosurgery. All of 
these deliver concentrated ionizing radiation to eradicate abnormal cells, most commonly neoplasms. Other 70 treatments 
classified to section D-Radiation Therapy, such as hyperthermia, are used as adjuncts to ionizing radiation. While LITT eradicates 
abnormal cells, it does so with heat, not ionizing radiation.  

Technology 
Visualase™ and NeuroBlate® are minimally invasive, robotic, laser thermotherapy tools that use MRI-guided surgical ablation 
technology to deliver light energy to the target area. As the temperature in the target rises, it is observed under real-time MRI 
imaging. This allows the surgeon precise control and enables maximal tumor reduction without an open neurosurgical 
procedure.  

Procedure Description  
The patient undergoes creation of a burr hole in the skull through which the laser probe is introduced and advanced to the 
target site. The probe is quite thin and displaces brain tissue along its path rather than cutting through it. After raising the 
temperature of the target via laser energy sufficiently to destroy the abnormal tissue under MRI guidance, the probe is 
withdrawn, and the burr hole is closed. 

Cardiac Perfusion with Intra-arterial Supersaturated Oxygen 

Background:  
SSO2 therapy is a FDA-approved treatment for the management of ST-segment elevation myocardial infarction (STEMI). SSO2 
therapy delivers an infusion of the patient’s blood carrying supersaturated oxygen to the left main coronary artery (LMCA) 
following successful percutaneous coronary intervention (PCI) with stenting that has been completed within 6 hours after the 
onset of anterior acute myocardial infarction (AMI) symptoms caused by a left anterior descending artery infarct lesion. SSO2 
therapy improves impaired blood flow in the capillary beds and at-risk myocardium with no toxicity to the coronaries, 
myocardium, or end organs. SSO2 therapy has been clinically evaluated in a series of FDA-approved IDE clinical trials 
demonstrating safety and effectiveness.1  

https://www.cms.gov/files/document/march-8-2022-final-agenda-and-materials-updated-04012022.pdf
https://www.cms.gov/files/document/march-8-2022-final-agenda-and-materials.pdf
https://www.cms.gov/files/document/september-2021-final-agenda-and-materials.pdf
https://www.cms.gov/files/document/march-2021-final-agenda-and-materials.pdf


SSO2 therapy is performed to reduce infarct size after successful PCI/stenting in STEMI patients. The SSO2 therapy’s mechanism 
of action targets residual endothelial edema, neutrophil blockage and other physiologic responses, such as obstructing or 
blocking blood flow. SSO2 therapy addresses these challenges by perfusing supersaturated oxygen into myocardial 
microvasculature and endothelial tissue to relieve swelling and restore blood flow. The reduction in infarct size is intended to 
improve myocardial function and reduce short- and long-term complications, including heart failure and mortality.2  
 
Technology  
The SSO2 therapy procedure utilizes a closed loop, arterial to arterial circuit, through a console enabling perfusion of 
supersaturated oxygen infusate directly to the infarct, reducing endothelial edema in the microvasculature and reversing 
myocardial infarct damage. The console contains a blood-supersaturated oxygen mixing chamber and a pump, with sheath and 
coronary infusion catheters.  
 
SSO2 therapy assists the heart, removing blood from the body and delivering the blood to an SSO2 cartridge, where arterial 
blood is mixed with oxygen-rich saline in a low-priming volume (50 ml) blood loop to achieve high levels of oxygen 
(pO2=1000mmHg). The newly oxygenated blood is then pumped back to the patient through radial or femoral artery access. 
According to the requestor, studies have demonstrated that the effect of this high level of oxygen transfer to the ischemic 
myocardium is to resolve endothelial cell edema and restore capillary patency, improving microcirculatory flow and tissue level 
perfusion. Ultimately, this improvement leads to significant reductions in infarct size. Since SSO2 therapy is an adjunctive 
treatment performed in the operating room after successful PCI, it complements the current standard of care, without delays in 
treatment or door-to-balloon time.3 
 
Procedure Description  
SSO2 therapy is a one-time, 60-minute infusion/perfusion performed in an operating room, typically the cardiac catherization 
laboratory, immediately following successful PCI. Autologous arterial blood is mixed with oxygen-rich saline in a low-priming 
volume (50 ml) blood loop to achieve high levels of oxygen (pO2=1000mmHg). The superoxygenated infusate is returned to the 
patient via a 5F angiographic style delivery catheter placed in the ostium of the left main coronary artery. The high level of 
dissolved oxygen (7-10x normal) creates a large concentration gradient for oxygen to perfuse and diffuse into ischemic tissue 
even when blood flow is compromised.  
 
After a brief neurologic assessment (degree of arousal to verbal stimuli, percent of O2 saturation, etc.) and documentation of 
hemodynamic status, moderate sedation is continued uninterrupted from the end of the PCI/stenting procedure to completion 
of the SSO2 therapy.  
 
Upon completion of the 60 minutes of SSO2 therapy, the draw and delivery tubings are disconnected from the patient lines. 
The SSO2 catheter is withdrawn to beyond the aortic arch and removed over a guidewire after disconnection from the return 
tubing. An EKG is obtained, vascular closure device(s) applied, moderate sedation discontinued, and the patient’s clinical status 
is re-evaluated post-sedation. A normal saline IV infusion is continued, depending on hemodynamics and renal function. 
 
1 Stone GW, et al. Circ Cardiovasc Interv; 2; 366-375. Sep 2009. O’Neill WW, et al. J Am Coll Cardiol. 2007;50; No.5. 397-405  
2 Kloner et al., “Update on Carioprotective Strategies for STEMI, Focus on Supersaturated Oxygen Delivery”, JACC: BASIC TO TRANSLATIONAL SCIENCE, 2021 
3 SuperSaturated Oxygen (SSO2) Therapy: A Data Continuum, ZOLL Medical Corporation, 2020. 
 

Hyperpolarized Xenon-129 Gas for Imaging of Lung Function  
 
Background:  
The rise of an aging population with pulmonary disease, coupled with a growing population of patients living with long-haul 
COVID-19, create a disease matrix with a critical need to employ an efficient, and accurate imaging method to better assess the 
pulmonary function in the lung with a favorable safety profile. Some of these patients may have comorbidities and risk factors 
whereby nephrotoxicity and ionizing radiation should be avoided.  
 
According to the requestor, XENOVIEW™ lung MRI was specifically designed to address many of the unmet needs in the 
diagnosis and ongoing assessment of lung diseases. XENOVIEW™ lung MRI requires the new drug XENOVIEW™ to be activated 
through a complex hyperpolarization process to create the Hyperpolarized (HP) Xenon 129 (Xe-129) for lung MRI. When 
hyperpolarized Xenon 129 gas is inhaled, a Xenon-equipped MRI scanner is used to image the hyperpolarized Xe-129 
distribution throughout the lungs. In order to equip existing MRI scanners to image Xenon (Xe) nuclei instead of hydrogen 
nuclei as in tradition MRI, a broadband, multichannel amplifier module needs to be added to the scanner and a Xe-specific 
transmit/receive coil must be used.  
 
XENOVIEW™ lung MRI provides an ionizing-radiationfree method to image pulmonary structure and function. With the 
inhalation of an inert noble gas over a 10-second duration, the radiologist can visualize multiple 3-D slices and quantify 



abnormalities in ventilation, barrier uptake, and red blood cell transfer. XENOVIEW™ lung MRI reports reveal information about 
lung function and anatomy beyond spirometry, gamma scintigraphy, chest CT, or SPECT CT without nephrotoxicity1 and without 
imparting any ionizing radiation. By imaging lung function in the anatomical context of the patient’s own thoracic cavity, 
XENOVIEW™ lung MRI provides a unique way to assess physiologic function in the distal pulmonary spaces where disease might 
originate. Patient populations to potentially benefit from XENOVIEW™ lung MRI include those with chronic obstructive 
pulmonary disease, asthma, cystic fibrosis, bronchiolitis obliterans, interstitial lung disease, patients recommended for surgical 
lung resection or lung transplant.  
 
Technology  
HP Xe-129’s unique properties when used for lung MRI allows the production of high-resolution, 3-dimensional (3-D) MR 
images. HP Xe-129 is able to characterize regional distribution of gas of the lungs and enable a novel image of pulmonary 
function. These images enable physicians to visualize the spatial distribution of the patient’s pulmonary function and lung 
ventilation clearly, accurately, and quantitatively. This characterization is possible due to the Xenon signal that resonates at 
different frequencies in each of the three compartments of alveolar gas-exchange: the airspaces (ventilation), barrier tissue of 
the lung parenchyma (membrane), and the pulmonary vasculature (transfer to red blood cells).  
 
Procedure  
The XENOVIEW™, a colorless and odorless gas blend for inhalation that consists of 89% Helium, 10% Nitrogen, and 1% Xenon, is 
provided in a size 302 aluminum gas cylinder gas stored at room temperature 20–25°C (68–77°F). The draft recommended dose 
is 75 mL dose equivalent (DE) of hyperpolarized Xe-129 gas (250mL–750 mL total Xenon) mixed with Nitrogen, (99.999% purity) 
as an inert buffer to ensure that the total volume of gas contained in the XENOVIEW™ DE Bag is 1 liter (L).  
 
This monoatomic, inert, stable, noble gas requires multi-step manipulation in a room near the MRI suite to produce the final 
drug HP Xe-129 dose delivery bag. A dose of XENOVIEW™ gas is withdrawn from the multi-dose cylinder and transferred into 
the Hyperpolarizer. Once hyperpolarization is complete, the resulting HP Xe-129 gas blend is tested for level of polarization in 
the dose delivery bag using the HPX Polarization Measurement Station within 5 minutes prior to patient administration. The 
operator of the polarizer must ensure that the produced dose achieves ≥50 mL DE in order to produce a high-quality MR image. 
HP Xe-129 can be stored in the XENOVIEW™ DE bag on the HPX Polarization Measurement Station at room temperature for up 
to 60 minutes.  
 
The patient is prepped in the usual manner for MRI with the additional step of providing instruction for inhalation of the HP Xe-
129. First, the patient is coached on the appropriate 10–15 second breath hold to inhale XENOVIEW™. An anatomical proton 
scan is first acquired to delineate the thoracic cavity. Then, upon inhalation, HP Xe-129 is introduced into the lungs. Under MRI, 
a unique signal is created and picked up in each compartment of the lungs, through the larger air spaces, and through the 23 
branches of the lungs, enabling a signal from the ventilated alveoli. The signal is also captured during the gas exchange diffusion 
across the alveolar membrane and ultimately to the red blood cells. Image interpretation requires that the radiologist learn the 
algorithms to analyze the XENOVIEW™ lung MRI image. After imaging, the hyperpolarized Xe129 is exhaled from the body 
during normal respiration.  
 
The protocol — including handling, calculation of the intended DE bag and polarizer flow rate, synchronized operation of the 
hyperpolarizer optical cell oven and laser, cryogenic isolation of the Xe from the Xe-129 blend, titration of the nitrogen 
excipient volume, final collection of HP Xe-129 dose, quality assurance, and labeling of the measured DE suitable for patient 
administration from the initial non-hyperpolarized preparation blend — takes about 1 hour per dose in addition to the 
supervised shutdown of the device at the end of the day (estimated 15 minutes). 
1 < https://www.fda.gov/drugs/drug-safety-and-availability/fda-drug-safety-communication-new-warnings-using-gadolinium-basedcontrast-agents-patients-kidney. 102> 

 
Implantation of Sphenopalatine Ganglion Stimulator for Ischemic Stroke  
 
Background:  
The ISS500 is intended to increase cerebral blood flow and reduce disability in adult patients with acute ischemic 
stroke with confirmed cortical involvement in the anterior circulation who are ineligible or have no access to 
intravenous tissue-type plasminogen activator (IV-tPA) and endovascular thrombectomy. Treatment with ISS500 is to 
be initiated between 8 and 24 hours from stroke onset.  
 
Collateral flow augmentation with ISS500 is achieved by electrical stimulation of the sphenopalatine ganglion (SPG), 
the source of parasympathetic vasodilatory innervation to the collateral network of the anterior cerebral circulation. 
Preclinical studies have shown that enhancing collateral flow by SPG stimulation (initiated up to 24 hours from onset) 
reduces cellular ischemic injury, and stabilizes the blood-brain barrier, leading to reduction of the final infarct volume, 

https://www.fda.gov/drugs/drug-safety-and-availability/fda-drug-safety-communication-new-warnings-using-gadolinium-basedcontrast-agents-patients-kidney.%20102


and improvement of functional outcome. According to the requestor, SPG stimulation treatment has been shown to 
potentially reduce disability and improve the patient’s quality of life.  
 
Technology  
ISS500 consists of an implantation subsystem and a treatment subsystem. The role of the implantation subsystem is 
to assist the implanter in placing the implant (named the Injectable Neuro Stimulator (INS)) next to the SPG through 
the greater palatine canal. An external radiofrequency-coupled Transmitter supplies energy to the INS. The role of the 
treatment subsystem is to deliver the stimulation to the patient 4 hours per day, over 5 days, at the correct 
personalized level of stimulation that is titrated based on patients’ comfortable tolerance amounts during treatment.  
 
Procedure Description  
1)Placement of the INS is performed in a minimally invasive procedure under local anesthesia, using GuideView, a 
stereotactic camera equipped guidance system to guide the implanter. INS placement follows these steps:  
 

• A patient reference marker is attached to the patient before the patient undergoes the standard CT imaging 
procedure. The reference marker (named iPRM) has both optical and CT visible markers. The combination 
allows the system to match the optical image of the patient to the CT image (a process known as 
“registration”).  

• A nose sticker equipped with an optical marker and a CT visible marker is attached to the patient’s nose and 
is used to verify registration accuracy  

• The implanter identifies the greater palatine canal on the CT and plans the implantation path.  
• The patient is administered local anesthesia  
• Guided by the navigation system:  

o implanter punctures the mucosa (1-3 mm) using the puncture tool, and clears a path to the greater 
palatine canal entrance 

o implanter injects the implant using the Introducer into the canal placing the electrodes next to the 
SPG  

• Following the last treatment session on day 5, the implant is extracted from the patient with forceps at the 
bedside.  

 
2)Treatment delivery includes the following stages (done daily over 5 days):  

• Setting up the Energy Delivery and Control (EDC) system, which is used to power and control the INS. The 
EDC consists of a Driver, a Transmitter, and a Controller unit. 

• Positioning the Transmitter for optimal energy transfer  
• Adaptation – identification of the personalized stimulation level for the patient 
• Delivering treatment – delivering the personalized stimulation to the SPG for 4 hours  
• Completing treatment – removal of Transmitter and single use sticker from the patient 

 
Paired Vagus Nerve Stimulation Therapy Using an External Controller  
 
Background:  
An ischemic stroke occurs when blood flow to part of the brain is interrupted, causing brain cells to die from a lack of oxygen 
and nutrients contained in the blood. There are different types of stroke, but the most common type is ischemic stroke, 
meaning the blood vessels to the brain become clogged, which blocks blood flow from reaching the brain. Depending on how 
long the brain is deprived of blood and where in the brain the stroke occurs, stroke can lead to temporary or permanent 
disabilities, and in some cases, death. Disabilities resulting from stroke may include, but are not limited to, total or partial 
paralysis or difficulty with muscle movement.  
 
The Vivistim® Paired VNS System is intended to be used to stimulate the vagus nerve during rehabilitation therapy to reduce 
upper extremity motor deficits and improve motor function in chronic ischemic stroke patients with moderate to severe arm 
impairment. It should not be used in patients with vagotomy, which is surgical removal of part of the vagus nerve.  
 
According to the requestor, the clinical efficacy of the Vivistim® Paired VNS System is supported by 4 peer-reviewed clinical 
study publications, all of which were randomized, blinded, sham-controlled studies. The VNS-REHAB study was a pivotal, 
randomized, triple-blind, shamcontrolled trial enrolling 108 participants with moderate to severe upper limb impairment.1 



Participants were assigned to receive rehab paired with VNS (Treatment n=53) or rehabilitation paired with sham stimulation 
(Control n=55). All participants were implanted with a VNS device and received six weeks of in-clinic therapy followed by a 
home exercise program. At 90 days, patients who received rehabilitation with VNS showed a 2-3X improvement over controls 
on the Fugl-Meyer Upper Extremity (FMA-UE) and Wolf Motor Function Test (WMFT). The FMA-UE score increased by 5.8 
points (±6.0) from baseline with VNS and by 2.8 points (±5.2) in controls (p=0.008, between group difference 2.96, 95% CI 0.83 
to 5.08). There was one serious adverse event  
 
Technology  
The Vivistim® Paired VNS System consists of three main components:  

1. Paired VNS Implantable Pulse Generator (IPG)  
2. Paired VNS Stimulation Lead  
3. External Paired Stimulation Controller:  

o Paired VNS Stroke Application and Programming Software (SAPS) 
o Paired VNS Wireless Transmitter (WT)  

 
Procedure Description  
The insertion of the Vivistim® Paired VNS System is similar to that of other cranial nerve insertion procedures and is performed 
under general anesthesia. An incision is made on the left side of the neck at the C5-6 level and dissection is made to expose the 
vagus nerve. Stimulator electrodes are coiled around the left vagus nerve. Electrodes are tested and results are visualized. A 
second incision is made above the left axilla. Using blunt dissection, a pocket is created in the subcutaneous tissue in the left 
pectoral region for placement of the pulse generator which is sutured into place. The electrode is tunneled subcutaneously and 
connected to the neurostimulator pulse generator. The stimulator system is tested again prior to wound closure. 
 
Once implanted, the patient undergoes traditional rehabilitation therapy. While the patient is performing a rehabilitative 
exercise, the physical therapist triggers a wireless transmitter to send a signal to the implanted device to deliver a small burst of 
electrical stimulation to the vagus nerve. Each time the vagus nerve is stimulated, it sends a signal up to the brain, which 
triggers the release of neurotransmitters broadly across the brain including the motor cortex, enabling neuroplasticity to 
increase motor function and increasing the relevance of the physical therapy. 
1 Dawson J, Liu CY, Francisco GE, et al. Vagus nerve stimulation paired with rehabilitation for upper limb motor function after ischaemic stroke (VNS-REHAB): a randomised, blinded, pivotal, device trial. Lancet. 2021 Apr 
24;397(10284):1545-1553. 
 

Computer-Assisted Transcranial Magnetic Stimulation of the Prefrontal  
 
Background:  
According to the U.S. National Institutes of Mental Health (NIMH), major depression is one of the most common mental 
disorders in the United States. For some individuals, major depression can result in severe impairments that interfere with or 
limit their ability to carry out major life activities. Per NIMH 2019 data, an estimated 19.4 million U.S. adults aged 18 or older 
had at least one major depressive episode (7.8% of all U.S. adults) and an estimated 13.1 million U.S. adults aged 18 or older 
had at least one major depressive episode with severe impairment in the past year (5.3% of all U.S. adults).  
 
In the U.S., about 50% of the individuals with at least one major depressive episode with severe impairment responded to 
medications if they remained in treatment, leaving more than 5.5 million adults in 2017 and now more than 6.5 million adults 
(calculating from NIMH 2019 data) with severe and impairing major depression.1 The proportion of individuals responding to 
subsequent pharmacotherapy trials is progressively smaller until the remission rate after a fourth antidepressant trial is 
between 10 and 15%.2 This subset of individuals that fail to respond to multiple regimens of antidepressant medications are 
referred to as having treatment-resistant depression (TRD).3 TRD is a chronic condition, which when left untreated is persistent, 
recurrent, and associated with a substantial and debilitating effect on day-to-day functioning.  
 
Technology  
The Magnus Neuromodulation System (MNS) encompasses a TMS device capable of delivering intermittent theta burst 
stimulation (iTBS) pulses according to the specific SAINT pattern; a neuronavigation device; and custom software that receives 
patient-specific structural and functional MRI data, uses a novel and proprietary algorithm to generate an individualized, focal 
target for stimulation, facilitates review of the targeting output, and transmits the targeting output to the physician and to the 
neuronavigation device. The MNS technology uses magnetic resonance imaging (MRI) of brain activity to locate the subpart of 
the brain that is most optimal for neuromodulation and that is most strongly functionally connected with the network 
(functional connectivity) that causes depression symptoms. 
 
Planning and delivering the SAINT treatment requires use of a 3T (3 Tesla) or greater MRI machine to collect functional and 
structural MRI imagery, which is then fed to the Magnus Target Identification Software. Target Identification for delivery of the 



SAINT treatment is achieved via this proprietary computer software algorithm that utilizes individual MRI data to identify the 
specific area of the brain that should be treated with TMS.  
 
According to the requestor, outcomes of three published clinical studies conducted at Stanford University4 demonstrate that 
the three-prong procedure implemented by the Magnus Neuromodulation System (combination of targeting, stimulation dose, 
and stimulation procedure) yields a clinical remission rate of up to 90%, which is more than double that of conventional TMS. 
Compared to conventional TMS, the clinical data indicate that treatment with the MNS procedure has a much more rapid onset 
of effect, substantially greater effect size, and requires fewer treatment days.  
 
Procedure Description  
The MNS utilizes magnetic pulses delivered to the prefrontal cortex in order to treat major depressive disorder (MDD). This 
procedure is based on the extensive historical experience with FDA-cleared transcranial magnetic TMS devices but has 
redesigned each aspect of those treatments in order to personalize the procedure and optimize the individual patient response. 
The key aspects of the MNS procedure are 1)identification of an individualized focal target area for stimulation,  2)dose (i.e., 
amount) of stimulation, and 3)stimulation procedure. This three-prong procedure, cumulatively, yields breakthrough 
effectiveness. 
 
1)Target Identification for delivery of the SAINT treatment is achieved via a proprietary computer software algorithm that 
utilizes individual MRI data to identify the specific area of the brain that should be treated 
2)Dose of stimulation includes both the number of pulses delivered and the amplitude of the pulses. (18,000 pulses per day are 
delivered over five days at 90% of resting motor threshold amplitude, whereas in conventional iTBS 600 pulses per day are 
delivered over six weeks at 120% of resting motor threshold 
3)Stimulation Procedure to stimulate the individualized target area includes consideration of the grouping and spacing of pulses 
as well as the intersession interval. The MNS therapy uses a proprietary, optimized procedure pattern with intersession spacing 
of 50 minutes to accelerate and enhance the effects of iTBS. 

a) The procedure lasts five consecutive days in an inpatient hospital setting. At the start of each treatment day, a fiducial 
marker is placed on the patient’s head and the neuronavigation system is registered to the individual patient’s 
structural MRI data.  

b) Each procedure day consists of 10 ten-minute sessions of neurostimulation with a 50-minute break (“inter-session 
interval”) between each session and the next, lasting over approximately 10 hours per day. Importantly, this inter-
session interval optimizes the effects of consecutive sessions of neurostimulation.  

 
At the start of a session, the patient is seated in a treatment chair and the neuronavigation system is used to locate 
the stimulating coil over the 36 individualized target. The neurostimulator hardware is activated and begins to deliver 
the SAINT pulse pattern for 10 minutes; during this time, the coil position must be monitored to ensure that the coil 
remains over the patient’s target location. After 10 minutes of stimulation, the neurostimulator turns off. A 50-
minute intersession interval occurs before the start of the next treatment; that is, the ten sessions are initiated at 60-
minute intervals during the day. During the inter-session interval, the patient is free to leave the treatment chair and 
can participate in other activities while keeping the fiducial marker on their head. 

1 Gaynes BN, Rush AJ, Trivedi MH et al. The STAR*D study: treating depression in the real world. Cleveland Clinic Journal of Medicine 2008;75(1):57-66.  
2 Aaronson S, Sears P, Ruvana FA et al. 5-Year Observational Study of Patients with Treatment-Resistant Depression Treated with Vagus Nerve Stimulation or Treatment as Usual: Comparison of Response, Remission, and Suicidality. 
https://ajp.psychiatryonline.org.  
3 Fava M. Diagnosis and definition of treatment-resistant depression. Biol Psychiatry 2003;53(8):649-59. 
patient’s  
4 Cole EJ, Stimpson KH, Bentzley BS et al. Stanford accelerated intelligent neuromodulation 

 
Pressure-controlled Intermittent Coronary Sinus Occlusion  
 
Background:  
The introduction of percutaneous coronary interventions, including angioplasty, atherectomy, and coronary artery stents, 
greatly advanced the treatment of ST-elevation myocardial infarction (STEMI). However, despite optimized stenting techniques, 
improvements in imaging, and advances in pharmacology, clinical outcomes post-AMI, including mortality rates, have plateaued 
over the last ten years. In addition, de novo heart failure is diagnosed in about 13% of patients at 30 days and in 20%-30% of 
patients at one-year post-discharge.1 These suboptimal outcomes have turned the cardiology community's attention to the role 
of the heart's microvasculature.  
 
As in all other muscles, the myocardial cells of the heart must be provided with oxygenated blood and deoxygenated blood 
must be removed. Oxygenated blood is supplied by the large coronary arteries, specifically the left main, left anterior 
descending, left circumflex, and right coronary arteries. Deoxygenated blood is removed by the coronary veins, with the 
majority draining into the coronary sinus. These large vessels are visible on the epicardial surface of the heart. However, 
keeping all regions and depths of heart muscle supplied with blood requires an intricate network of ever-smaller branches with 



interfaces between the smallest arterioles and venules. This network is referred to as the heart's microvasculature or 
microcirculation. The role of obstruction in the large coronary arteries is apparent in AMI but recent clinical understanding 
attributes a far greater role to the heart's microcirculation than had previously been recognized. Beyond the large coronary 
arteries, obstruction and delayed perfusion within the heart's microvasculature is associated with poor outcomes in treatment 
of AMI.2 

Pressure-controlled intermittent coronary sinus occlusion (PiCSO) is a percutaneous coronary intervention currently performed 
as an adjunct to coronary artery stenting during treatment of AMI. After the obstructed large coronary artery has been re-
opened by dilation, atherectomy or other techniques and blood flow has been restored, the physician accesses the femoral vein 
and advances the PiCSO catheter through the inferior vena cava and into the right atrium. The catheter's balloon is then 
positioned in the coronary sinus to begin treatment. As the PiCSO catheter cyclically inflates and deflates (for few seconds at a 
time) within the coronary sinus, controlled by an extracorporeal console, the physician returns to placing the stent through the 
area of obstruction that was previously opened in the large coronary artery. The PiCSO catheter continues its cycle of inflation 
and deflation in the coronary sinus concurrently with stent deployment and for a period afterward, usually totaling between 20 
and 90 minutes with an average duration of 30 minutes.3 

Placement of the stent maintains the patency of the large coronary artery after the obstruction is opened. According to the 
requestor, concurrent PiCSO balloon inflation and deflation within the coronary sinus has two effects in the microcirculation: it 
reduces infarct size and improves circulation within the heart muscle tissue.  

During the balloon inflation phase, drainage of blood out of the coronary sinus is blocked. The resulting increase in pressure 
within the coronary sinus forces the blood to be pushed back and redistributed to the areas around the central infarct zone. 
That is, the heart tissue located around the occlusion in the large coronary artery inevitably dies, but at-risk areas that circle the 
infarct core can be saved by the forced reperfusion of blood. Infarct size is strongly linked to mortality and hospitalization for 
heart failure4 and this redistribution of blood reduces the size of the infarct.  

During the balloon deflation phase, the sudden drop in pressure creates a gradient shift with a suction effect. Following AMI, 
the blood contains noxious biochemical byproducts of cell death as well as microdebris created by the stent placement itself, a 
paradoxical phenomenon known as reperfusion injury. Although the stent maintains patency of the newly re-opened large 
coronary artery, the microdebris can embolize downstream and cause obstructions in the microvasculature. The suction effect 
washes out the noxious agents and clears the obstructions to improve the viability of the microcirculation, which is strongly 
linked to improved outcomes. 5  

The requestor states that by reducing infarct size and clearing the microcirculation of noxious agents and obstructions, PiCSO 
addresses key factors in improving outcomes from AMI, with potential applications in related areas such as heart failure and 
represents a new form of percutaneous accessory treatment. 
1 Jenča, D., et al. Heart failure after myocardial infarction: incidence and predictors. ESC Heart Failure, 2021. 8(1): p. 222- 237.  
2 Xie F and Qian L et al. Circ Cardiovasc Imaging. 2020. https://www.ahajournals.org/doi/10.1161/CIRCIMAGING.119.010091 22 
3 Egred M, Bagnall A, Spyridopoulos I, Purcell IF, Das R, Palmer N, Grech ED, Jain A, Stone GW, Nijveldt R, McAndrew T, Zaman A. Effect of Pressure-controlled intermittent Coronary Sinus Occlusion (PiCSO) on infarct size in anterior 
STEMI: PiCSO in ACS study. Int J Cardiol Heart Vasc. 2020 May 15;28:100526. doi: 10.1016/j.ijcha.2020.100526  
4 Stone, G. W., Selker, H. P., Thiele, H., Patel, M. R., Udelson, J. E., Ohman, E. M., Maehara, A., Eitel, I., Granger, C. B., Jenkins, P. L., Nichols, M., & Ben-Yehuda, O. (2016). Relationship Between Infarct Size and Outcomes Following 
Primary PCI. Journal of the American College of Cardiology, 67(14), 1674–1683. https://doi.org/10.1016/j.jacc.2016.01.069  
5 Carrick, D., Haig, C., Ahmed, N., Carberry, J., Yue May, V. T., McEntegart, M., Petrie, M. C., Eteiba, H., Lindsay, M., Hood, S., Watkins, S., Davie, A., Mahrous, A., Mordi, I., Ford, I., Radjenovic, A., Oldroyd, K. G., & Berry, C. (2016). 
Comparative Prognostic Utility of Indexes of Microvascular Function Alone or in Combination in Patients With an Acute ST-Segment–Elevation Myocardial Infarction. Circulation, 134(23), 1833–1847. 
https://doi.org/10.1161/circulationaha.116.022603 

Histotripsy of Liver 

Background:  
Hepatocellular carcinoma (HCC) is the most common primary malignancy of the liver, accounting for 70-90% of cases of primary 
liver cancer. Despite the availability of multiple treatment options, the incidence of HCC in the US has more than tripled since 
1980, and the five-year survival rate is at just 17%. Primary liver tumors were the third leading cause of tumor related death 
worldwide in 2020, with approximately 906,000 new cases and 830,000 deaths globally, and 5-year survival rates less than 18%. 
Additionally, the liver is second only to lymph nodes as the most common site of metastatic tumors.  

Surgical resection is a first-line treatment, but surgical resection is recommended only for 10- 30% of patients with liver tumors 
due to the presence of multiple tumors, underlying poor liver function, or general health issues limiting the success of surgery. 
HCC tumors are chemotherapy resistant, so chemotherapy alone has limited efficacy. Current liver ablation methods including 
radiofrequency ablation (RFA) and high intensity focused ultrasound (HIFU) are primarily thermal-based, however possess 
inherent limitations such as inconsistent ablation, inability to treat larger or multi-nodular tumors, limited or no real-time 
imaging feedback and heat sink effect (cooling effect from the blood flow near major blood vessels) through the densely 
vascular liver. Other treatment options include irreversible electroporation (IRE), which is a non-thermal tissue ablation 

https://doi.org/10.1016/j.jacc.2016.01.069


technique in which micro to millisecond electrical pulses are delivered to undesirable tissue to produce cell death through 
irreversible cell membrane permeabilization, however according to the requestor this therapy can cause transient and self-
limiting abnormalities in liver function. Histotripsy is an alternative therapy to treat liver tissue non-invasively and the requestor 
states that it may provide benefits to patients due to its unique non-thermal and non-ionizing destructive capabilities without 
the potential complications seen with conventional therapies such as bleeding, infection, or pain from surgery. 
 
Technology 
Histotripsy of the liver is an automated external beam therapy that mechanically destroys targeted tissue without incisions, 
ionizing radiation or heat, through the precise targeting of acoustic cavitation using an image-guided device designed for the 
local treatment of focal liver tumors. HistoSonics’ non-invasive platform combines advanced imaging and proprietary software 
to deliver patient specific treatments and uses the science of histotripsy to mechanically destroy targeted tissues at sub-cellular 
levels. According to the requestor, the novel mechanism of action of the HistoSonics System, which is intended to avoid thermal 
necrosis and ionizing radiation, may provide significant advantages to patients, including the ability of the treatment site to 
recover and resolve quickly, as well as providing physicians the unique ability to monitor the destruction of tissue under 
continuous real-time visualization and control.  
 
Procedure Description  
The steps involved to perform histotripsy of the liver using the HistoSonics System are simulation, planning, dose calculation, 
treatment delivery and ongoing imaging to assess the effect. To begin, physicians’ contour and plan treatments according to the 
shape and size of the target. Then, a therapy transducer delivers short pulses of ultrasound to a focal zone, resulting in acoustic 
cavitation (a bubble cloud). The rapid expansion and collapse of the bubble cloud mechanically destroys the targeted tissue. 
The entire procedure is controlled by the physician, who monitors in real-time while the system automatically moves the 
bubble cloud through the treatment plan. The key elements that differentiate histotripsy from other procedures are: 
 

• High-amplitude, short-pulses (microsecond) of focused ultrasound is directed at the soft tissue target to destroy 
tissue at the sub-cellular level  

• Negative pressure created by this process creates a cavitation “bubble cloud”, which is the rapid expansion and 
collapse of gas microbubbles, in the targeted tissue 

• The resulting strain on the tissue produced by the bubble cloud causes a mechanical disruption of the cells  
 
Currently, there is an approved IDE study (#HOPE4LIVER US Study) that is enrolling patients in the US with primary or 
metastatic tumors located in the liver. The first patient in the #HOPE4LIVER US Study was treated in the first quarter of 2021. 
There has also been a small OUS study focused on safety and technical success. There were no significant adverse events and 
there was 100% technical success in destroying the targeted tissue (malignant liver tumors). 
 
Posterior Vertebral Tethering 
 
Background:  
Proximal junctional kyphosis (PJK) is a well-recognized complication in patients undergoing posterior instrumented fusion for 
spinal deformity. It is characterized by abnormal kyphosis immediately above the uppermost instrumented vertebrae (UIV), 
which itself is determined using the sagittal Cobb angle between the inferior endplate of the UIV and superior endplate of the 
second vertebral body above the UIV (UIV +2). The clinical definition of PJK varies but is generally recognized as an increase in 
kyphosis of more than 10°-20° compared to the preoperative baseline. PJK can present as a spectrum that ranges from 
asymptomatic radiographic findings to the most severe form of proximal junctional failure (PJF), which includes radiographic 
evidence of PJK coupled with clinical sequela such as pain, neurological deficit, and impaired quality of life requiring 
reoperation. 1 Post-operative rates of PJK vary by the tested definition, but most range from 17% to 39%. One report on 1005 
adult spinal deformity (ADS) patients showed that PJK onset tended to occur early after the operation, with 69% of cases 
observed in the first 6 weeks and 78% within the first 12 months.2 
 
Proximal junctional failure (PJF) is recognized as one of the most frequent reasons for reoperation after adult spinal deformity 
surgery. It is considered the most severe form of progression. PJF has been associated with a higher need for revision surgery, a 
greater risk of neurologic injury, increased deformity, and pain. The condition is also referred to as “topping off syndrome,” 
“proximal junctional fracture,” and “proximal junctional acute collapse,” all of which highlight the associated structural failure 
and mechanical instability that marks the progression of PJK to PJF.3 
 
Technology  
The LigaPASS 2.0™ PJK Prevention System consists of a braided polyethylene terephthalate (PET) band and titanium alloy 
medial open connector with 2 set screws. According to the requestor, the LigaPASS 2.0™ PJK Prevention System bands allow 



the surgeon to create a posterior vertebra anchorage without the use of a pedicle screw or hook. Instead of a pedicle screw or 
hook, the LigaPASS 2.0™ PJK Prevention System bands are laced through the spinous processes of the vertebra to provide 
additional support to the junction between the fused segments and adjacent non-instrumented levels and then connected to a 
LigaPASS 2.0™ PJK Prevention System connector to make the rod-bone connection. The LigaPASS 2.0™ PJK Prevention System 
bands are comprised of a PET braid and pure titanium (T40) malleable leads at the ends of the bands. The requestor stated the 
malleable tips help the surgeon to lace the band around the vertebra and can be bent by the surgeon to make passing the band 
under and through the vertebral body easier. 
 
The requestor stated that the LigaPASS 2.0™ PJK Prevention System connectors allow surgeons to attach a rod to a vertebral 
body without the use of the pedicle. Instead of a pedicle screw, the LigaPASS 2.0™ PJK Prevention System connector uses a 
facet band to make the rod-bone connection. The connectors are comprised of a connector body, a rod set screw, a locking set 
screw for the band, and a polyester band. The body of these connectors is manufactured from titanium alloy (Ti-6Al-4V). The 
part is compatible with any rods made of titanium or cobalt chromium alloys between diameters 5.5 mm and 6.0 mm.  
 
Procedure  
According to the requestor, LigaPASS 2.0™ is used as an adjunct with spinal fusion procedures, including both initial fusion and 
revision. Initial fusions are performed via standard techniques. For revision procedures, the prior fusion may be assessed by CT 
scan or by surgical inspection and new bone graft may be placed at the prior fusion site as needed. Notably, existing 
instrumentation is commonly removed. Fusion is then extended to additional segments beyond the prior fusion with placement 
of new instrumentation, including rods and screws, across the entire construct, sometimes together with additional pelvic 
fixation.  
 
The procedure begins with drilling holes in the spinous process at several levels, starting at the level adjacent to the fusion and 
extending to levels that are being fused. Therefore, the LigaPASS 2.0™ begins at the spinous process beyond where the fusion 
and instrumentation stop. A band is threaded through the hole drilled in the uppermost spinous process and laced side-to-side 
through the holes in the other spinous processes. Another band is then threaded side-to-side through the same spinous 
processes in the opposite direction. At each level, the bands are run under the interspinous ligaments and supraspinous 
ligaments which connect the spinous processes.  
 
The bands are then run through connectors which are placed on the fusion rods. The surgeon finishes by adjusting the tension 
on the LigaPASS 2.0™ as needed, then locking the bands within the connectors.  
 
The requestor stated that LigaPASS 2.0™ provides additional support to prevent development of PJK at the junction between 
the fused segments and the adjacent non-instrumented levels. Portions of the posterior ligamentous complex, which includes 
the interspinous ligaments and the supraspinous ligaments, can be removed or compromised during spine fusion or weakened 
by 24 atrophy or degeneration. Placement of LigaPASS 2.0™ serves to augment and reinforce the function of the posterior 
ligamentous complex.  
 
Use of LigaPASS 2.0™ is generally documented in fusion procedure reports with the terms ligament augmentation, ligament 
repair, and ligamentoplasty of the posterior ligamentous complex. It may also be documented as a spinal tether.  
 
The requestor stated that the LigaPASS 2.0™ differs significantly from other spinal tethers. For example, another type of tether 
device currently available is implanted unilaterally in the anterior column of the spine using screws placed in the vertebral 
bodies of an adolescent patient who has not reached skeletal maturity. This tether device treats scoliosis without fusion by 
slowly exerting tension to reposition the vertebrae while the child grows. In contrast, LigaPASS 2.0™ is placed bilaterally in the 
posterior column of the spine by threading through the spinal processes. It is used with fusion and prevents PJK by augmenting 
and reinforcing key spinal ligaments. 
1 Scheer, Justin K., et al. "Results of the 2014 SRS survey on PJK/PJF: a report on variation of select SRS member practice patterns, treatment indications, and opinions on classification development." Spine 40.11 (2015): 829-840  
2 Segreto, Frank A., et al. "Incidence of acute, progressive, and delayed proximal junctional kyphosis over an 8-year period in adult spinal deformity patients." Operative Neurosurgery 18.1 (2020): 75-82.  
3 Hyun, Seung-Jae, et al. "Proximal junctional kyphosis and proximal junctional failure following adult spinal deformity surgery." Korean Journal of Spine 14.4 (2017): 126 
 

Insertion of Fenestrated Sacropelvic Fixation 
 
Background:  
Adult spinal deformity (ASD) refers to malalignment of the spine resulting from congenital deformities or acquired 
degeneration related to osteoarthritis. Malalignment can cause back, radicular pain in arms, torso or legs, and altered balance, 
all of which limit the ability to perform activities of daily living and increase the risk of falls. Surgery for ASD is commonly 
performed to correct spinal deformity, reduce deformity progression, and to decompress neural structures. Surgical treatment 
typically involves decompression of neural elements, correction of sagittal, coronal and rotational (if present) spine deformities, 
and fusion of involved spinal motion segments. Typically, pedicle screw systems (PSS) are used. When the spinal deformity 



surgical procedure extends to the sacrum, it is standard of care to extend the pedicle screw instrumentation to the pelvis. This 
involves placement of fixation screws either directly into the ilium or through the sacral ala, across the sacroiliac (SI) joint and 
into the ilium or through the sacral ala, across the sacroiliac (SI) joint and into the ilium. Screws are then attached to the most 
caudal ends of the rods. These pelvic screws provide additional biomechanical stability to the overall construct, decreasing the 
rate of catastrophic failure of the caudal end of the construct and increasing fusion rate of the L5-S1 spine motion segment. 
Currently available pelvic fixation screws (placed in either the iliac or SAI trajectories) are not designed to fuse the SI joint. 
 
Technology and Procedure  
According to the requestor, the iFuse Bedrock™ Granite implant has surface characteristics that promote biological fixation and 
fusion of the sacroiliac (SI) joint. The device’s shape and design 44 are functionally equivalent to screws that are indicated for 
augmenting stabilization of the construct via insertion into the pelvis (iliac or sacroalar-iliac trajectories). This combination of 
features is designed to reduce the rate of failure of the caudal end of the spinal instrumentation construct and in addition, 
lower the rate of postoperative SI joint pain and reduce the rate of failure of the pelvic fixation screws.  
 
The iFuse Bedrock™ Granite implant is a sterile, single-use permanent implant that combines features of a porous fusion device 
and the threaded length and posterior rod connection features of a typical pedicle fixation screw. Joint fusion occurs as a result 
of the device’s porous surface and interstices. Fixation occurs through the device’s helical threaded design and traditional 
posterior fixation rod connection. The device can be placed into the pelvis in two trajectories: sacroalar-iliac trajectory (i.e., into 
the sacrum, across the SI joint and into the ilium) or directly into the ilium. Joint fusion occurs only when the SAI trajectory is 
used.  
 
The iFuse Bedrock™ Granite implant is typically placed in the SAI trajectory, bilaterally, and oftentimes “stacked” to achieve two 
points of fusion and fixation/stabilization across each SI joint. Currently, this two-point SI joint fixation/stabilization is achieved 
with bilateral traditional pedicle screws (S2AI trajectory) alongside bilateral iFuse Bedrock™ implants (S1AI trajectory). The 
iFuse Bedrock™ Granite implant can replace both the traditional pedicle screws.  
 
The iFuse Bedrock ™ Granite implant may also be used in a single, but bilateral configuration, where only two implants may be 
required when replacing traditional pedicle screws in either an SAI trajectory or iliac trajectory. 
 
Insertion of a Posterior Spinal Motion Preservation Device  
 
Background:  
Lumbar spinal stenosis is a common spinal disorder with symptoms that consist of leg and buttock pain with or without back 
pain caused by the narrowing of spaces around neural elements. This narrowing is often caused by degenerative 
spondylolisthesis and lumbar facet joint osteoarthritis both which are irreversible debilitating diseases. The prevalence of these 
conditions, as reported in the literature, vary widely however it is the most common reason that patients >65 years old undergo 
spinal surgery that often involves lumbar spinal fusion. Between 2002 to 2007 the rate of lumbar surgery for these conditions 
among Medicare beneficiaries was 136 for every 100,000 and in 2009, hospital charges to Medicare for these surgeries was 
$1.65 billion.  
 
According to the requestor, the TOPS™ System offers an alternative to spinal fusion surgery for patients, addressing two critical 
functions of the spine; maintaining stability and preserving motion.  
 
Technology and Procedure  
The TOPS™ System is a mechanical device that is intended to maintain flexion, extension, lateral bending and axial rotation. It is 
designed as a motion preserving device comprised of a titanium construct with an interlocking polycarbonate urethane 
articulating core. During the procedure, which is performed via an open posterior approach, a decompression is performed to 
relieve neural impingement. This includes removal of the lamina (laminectomy) and removal of some or all of the facet joint 
(facetectomy). Following the decompression, the TOPS™ System is inserted into the lumbar vertebral joint and anchored using 
standard pedicle screws providing stabilization. The internal articulating surfaces along with the polycarbonate urethane 
articulating core allow relative movement in axial rotation, lateral bending, flexion, and extension, but blocks sagittal 
translation thus stabilizing the segment. 
 
Replacement of Meniscus with Synthetic Substitute 
 
Background:  
The meniscus consists of a c-shaped fibrocartilaginous structure that is composed of 70% water and 30% collagen. Between 
10% to 30% of the outer portion of the meniscus is vascular2 and is commonly referred to as the “red” zone. The inner two-



thirds of the meniscus has no blood supply and is referred to as the “white” zone3. The medial meniscus is located on the inner 
side of the knee joint, and the lateral meniscus is located on the outer side of the knee. The meniscus is one of the most crucial 
structures of the knee. 4  
 
The meniscus plays a pivotal role in the biomechanical function and stability of the knee. It is critical for preserving the 
articulating surfaces of the knee joint5 and is vital for shock absorption and load distribution while walking and other activities.6  
 
As a result of increased awareness of the vital functions of the meniscus and the increased likelihood of early onset 
osteoarthritis in the absence of the meniscus, surgeons have shifted their management goal from meniscectomy to 
preservation, repair, and reconstruction of the meniscus.  
 
Types of Tears  
A dysfunctional meniscus can result from an acute traumatic injury (e.g., tear), which often occurs during sports,2 or can result 
from deterioration as a result of the normal aging process. 7 Common tears include bucket handle, flap and radial tears8 with 
locations in vascular (red-zone) or non-vascular regions (white-zone)9.  
 
Treatment of Tears  
According to the requestor, physicians recommend treatment based on type of meniscus dysfunction and/or location of tear or 
degeneration, the type of tear, extent of injury, patient’s age, health, and activity level. Surgeons correlate clinical information 
with MRI images and develop an individualized treatment plan for patients with a meniscal tear. 10  
 
In some cases, conservative care may be appropriate for patients as a first course of treatment for a small meniscal tear. Small 
tears located in the highly vascular red/red zones of the meniscus or “peripheral 30% of the medial meniscus and 25% of the 
lateral meniscus” are often first treated with conservative treatment1 (i.e., rest, physical therapy, unloader bracing, 
corticosteroid injections, hyaluronic acid injections, and pharmacological therapy ranging from NSAIDS to opioids).  
 
For other types of tears, including those in the “white” zone, surgery is often indicated, including meniscus repair and 
meniscectomy. Approximately 760,000 meniscectomies are performed annually in the hospital outpatient setting. 
Meniscectomy “can alter the joint biomechanics and overload the articular cartilage, which may contribute to degenerative 
changes and the need for knee replacement.” 11  
 
As stated above, meniscal degeneration occurs with age, which in turn can result in meniscal tears. As individuals age, even 
moderate injuries may cause meniscal tears. Degenerative tears often have frayed edges on the inner rim, where the meniscus 
is thinnest. If frayed parts of the meniscus become trapped in the joint, the surgeon may perform a partial or complete 
meniscectomy. Some patients who have had a previous partial meniscectomy may have to undergo an additional 
meniscectomy(ies) to trim additional fraying. The removal of additional meniscal tissue often results in worsening pain and 
function.  
 
Published literature suggests that meniscal injuries “have accelerated cartilage wear, leading to early onset osteoarthritis.” 10 A 
meta-analysis found that over 10 years, patients who underwent meniscus repair, meniscectomy and nonoperative 
(conservative) treatments had 53.0%, 99.3%, and 95.1% rates of osteoarthritis, respectively, and 33.5%, 51.5%, and 45.5% rates 
of total knee replacement, replacement, respectively. 12  
 
When meniscal tears occur in younger patients, some surgeons may recommend a meniscal replacement, while for older 
patients a unicompartmental or total knee replacement. According to the requestor, these surgeries are invasive, risky, and 
require substantial pre-habilitation and rehabilitation. Until recently, however, these two surgeries were often the last resort at 
reducing a patient’s pain and improving their function. 13  
 
Technology  
According to the requestor, the NUsurface® Implant is an implantable, “discoid” anatomic-shaped device that is femoral-
conforming due to its manufacture from the combination of Bionate® thermoplastic polycarbonate-urethane (PCU), a biostable 
medical grade plastic, reinforced for circumferential structural stability with embedded Dyneema Purity® ultra high molecular 
weight polyethylene fibers. The implant is manufactured using injection molding processes. As a result of its unique polymer 
materials, and its composite structure and design, the implant is implanted between the femur and tibia without fixation to 
bone or soft tissues. The requestor maintains that the implant’s mechanism of action mimics the function of the natural 
meniscus, reducing pain by redistributing stressful loads transmitted across the knee joint during full range of knee motion, and 
helping to protect the femoral cartilage due to matched compliance to native cartilage tissue properties.  
 



Procedure Description  
Under anesthesia, the knee is positioned for arthroscopy according to the surgeon’s preference (e.g., tourniquet is applied 
above the knee; a bolster is placed to support the heel when the leg is bent during surgery). The leg is prepped, draped, and 
positioned for a knee arthroscopy. An arthroscopy is performed to evaluate joint condition, confirm Outerbridge Grade and the 
size and location of any bony lesions.  
 
Using an arthroscopic approach, a limited synovectomy and patellar fat pad resection are performed for visualization of the 
intercondylar notch. Medial compartment tightness is addressed by pie-crusting the medial collateral ligament, as needed. 
Meniscal tissue excision and remodeling is initiated with the posterior meniscus using instruments to achieve a 2 mm posterior 
meniscal rim with a vertical wall (i.e., meniscoplasty). Then, using a specialized probe instrument, the surgeon carefully 
measures and confirms a posterior 2 mm vertical, stable meniscal rim. An intercondylar medial femoral notchplasty and/or 
roofplasty is performed using radiofrequency ablation and/or burrs; osteophytes are excised as needed. To create adequate 
spacing for the implant, a specialized rasp instrument is used to refine the anterior, middle, and posterior intercondylar notch 
and roof, as needed. This completes the initial arthroscopic portion of the procedure, and the arthroscope is removed.  
 
A 5 cm medial parapatellar arthrotomy dissecting tissue to expose the medial compartment is performed exposing the medial 
compartment. Under direct visualization, the anterior medial meniscus is excised and remodeled using a scalpel and other 
instruments, as needed, to complete and establish the fully circumferential 2mm meniscal rim with a vertical wall (i.e., 
meniscoplasty). The surgeon addresses any medial compartment tightness by pie-crusting the medial collateral ligament, as 
needed, and inserts the trial into the medial compartment abutting the prepared 2 mm medial meniscus rim.  
 
Utilizing the C-arm, fluoroscopic images evaluate correct placement of the trial and correct trial sizing and/or implant motion 
through full range of flexion and extension. Using a shaver or burr, the anterior, middle, and posterior intercondylar notch and 
roof are further refined, as needed. The arthroscope is reinserted into the knee joint to re-evaluate under both arthroscopic 
magnification and direct visualization to determine the need for further refinement of the notchplasty and roofplasty, and to 
confirm proper size of the trial. If there is no trial impingement or dislodgement (lift-off) during range of motion testing, the 
trial is removed. The definitive meniscus implant is positioned and implanted.  
 
Range of motion, positioning and stability are again tested under direct visualization. The arthrotomy and arthroscopic portals 
are closed with appropriate sutures. A sterile dressing is applied. A dressing and straight-knee immobilizer are applied 
1 Proposed indications; to be updated with final indications upon receipt of FDA market authorization  
2 Rao AJ, Erickson BJ, Cvetanovich GL, Yanke AB, Bach BR Jr, Cole BJ. The Meniscus-Deficient Knee: Biomechanics, Evaluation, and Treatment Options. Orthop J Sports Med. 2015 Oct 23;3(10):2325967115611386. 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4714576/  
3 American Academy of Orthopaedic Surgeons. OrthoInfo: Meniscus Tears. Retrieved on May 3, 2021 from https://www.drronakpatel.com/pdf/meniscus-tears-orthoinfo-aaos.pdf  
4 Bhan K. Meniscal Tears: Current Understanding, Diagnosis, and Management. Cureus. 2020 Jun 13;12(6) https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7359983/ 5 Matar HE, Duckett SP, Raut V. Degenerative meniscal tears of 
the knee: evaluation and management. Br J Hosp Med (Lond). 2019 Jan 2;80(1):46-50. https://pubmed.ncbi.nlm.nih.gov/30592671/  
6 Englund M, Guermazi A, Lohmander SL. The role of the meniscus in knee osteoarthritis: a cause or consequence? Radiol Clin North Am. 2009 Jul;47(4):703-12. https://pubmed.ncbi.nlm.nih.gov/19631077/ 
7 Greis PE, Bardana DD, Holmstrom MC, Burks RT. Meniscal injury: I. Basic science and evaluation. J Am Acad Orthop Surg. 2002 May-Jun;10(3):168-76. https://pubmed.ncbi.nlm.nih.gov/12041938/  
8 Labbe C. National Institute of Arthritis and Musculoskeletal and Skin Diseases. Spotlight on Research: Physical Therapy to Treat Torn Meniscus Comparable to Surgery for Many Patients. Retrieved on May 3, 2021 from 
https://www.niams.nih.gov/newsroom/spotlight-on-research/physical-therapy-treat-torn-meniscus-comparable-surgery-many  
9 American Academy of Orthopedic Surgeons. Diseases and Conditions: Meniscus Tears. Retrieved on May 2, 2021 from https://orthoinfo.aaos.org/en/diseases--conditions/meniscus-tears/  
10 Feeley BT, Lau BC. Biomechanics and Clinical Outcomes of Partial Meniscectomy. J Am Acad Orthop Surg. 2018 Dec 15;26(24):853-863. https://pubmed.ncbi.nlm.nih.gov/30247309/  
11 McKeon BP, Zaslav KR, Alfred RH, et al. Preliminary Results from a US Clinical Trial of a Novel Synthetic Polymer Meniscal Implant. Ortho J of Sports Med. 8(9). https://pubmed.ncbi.nlm.nih.gov/33062765/ 33 
12 Faucett SC, Geisler BP, Chahla J, Krych AJ, Kurzweil PR, Garner AM, Liu S, LaPrade RF, Pietzsch JB. Meniscus Root Repair vs Meniscectomy or Nonoperative Management to Prevent Knee Osteoarthritis After Medial Meniscus Root 
Tears: Clinical and Economic Effectiveness. Am J Sports Med. 2019 Mar;47(3):762-769. https://pubmed.ncbi.nlm.nih.gov/29517925/  
13 John Hopkins Medicine. Health: Meniscal Transplant Surgery. Retrieved on May 2, 2021 from https://www.hopkinsmedicine.org/health/treatment-tests-and-therapies/meniscal-
transplantsurgery#:~:text=Replacing%20your%20meniscus%20may%20provide,invasive%20than%20knee%20replacement%20surgery 

 
Administration of daratumumab and hyaluronidase-fihj  
 
Background:  
Light chain (AL) amyloidosis is a life-threatening blood disorder caused by the increased production of misfolded 
immunoglobulin light chains by an abnormal proliferation of malignant CD38+ plasma cells. The most frequently affected 
organs are the heart, kidney, liver, spleen, gastrointestinal tract and nervous system. Patients often have a poor prognosis, due 
in part to the delay in diagnosis of AL amyloidosis, which frequently presents with symptoms that mimic other, more common 
conditions, resulting in significant life-threatening cardiac and renal damage by the time of diagnosis. In fact, as many as 30 
percent of patients die within the first year after diagnosis owing to cardiac involvement and progression to end stage-renal 
disease.1  
 
Darzalex Faspro® (daratumumab and hyaluronidase-fihj) is a combination of daratumumab, a CD38-directed cytolytic antibody, 
and hyaluronidase, an endoglycosidase, and is indicated for the treatment of AL amyloidosis in combination with bortezomib, 
cyclophosphamide and dexamethasone (CyBorD) in newly diagnosed patients. Darzalex Faspro® is the first and only FDA-
approved treatment for patients with AL amyloidosis. 
Darzalex Faspro® is not indicated and is not recommended for the treatment of patients with AL amyloidosis who have New 
York Heart Association (NYHA) Class IIIB or Class IV cardiac disease or Mayo Stage IIIB outside of controlled clinical trials.  
 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4714576/
https://www.drronakpatel.com/pdf/meniscus-tears-orthoinfo-aaos.pdf
https://pubmed.ncbi.nlm.nih.gov/30592671/
https://pubmed.ncbi.nlm.nih.gov/19631077/
https://pubmed.ncbi.nlm.nih.gov/12041938/
https://www.niams.nih.gov/newsroom/spotlight-on-research/physical-therapy-treat-torn-meniscus-comparable-surgery-many
https://orthoinfo.aaos.org/en/diseases--conditions/meniscus-tears/
https://pubmed.ncbi.nlm.nih.gov/30247309/


Mechanism of Action  
Daratumumab is a human IgG- kappa monoclonal antibody that targets CD38, an enzymatic protein that is uniformly expressed 
on the surface of human plasma cells, specialized white blood cells which normally produce antibodies to fight infection. 
Daratumumab binds to the CD38 protein on the surface of the malignant plasma cells which are responsible for abnormal 
amyloid protein production in AL amyloidosis. By doing this, daratumumab directly kills the malignant CD38+ plasma cells from 
the direct anti-tumor effect2,3 and/or directs the immune system to destroy them from immunomodulation and immune 
mediated activity.4 The other therapies currently used to treat amyloidosis have different mechanisms of action.  
 
In Darzalex Faspro®, daratumumab is co-formulated with recombinant human hyaluronidase (rHuP20), which critically allows 
daratumumab to be administered in a volume of 15 mL by a 3-5 minute injection under the skin, compared to the 500-1000 mL 
volume and 3-7 hour administration time required for IV daratumumab. Given the cardiac and renal dysfunction which afflicts 
many AL amyloidosis patients and makes them poor candidates for large volume IV administration, rHuP20 is a critical 
component of Darzalex Faspro®.  
 
Inpatient Administration of Darzalex Faspro®  
The recommended dosage for Darzalex Faspro® for newly diagnosed light chain amyloidosis is 1,800 mg/30,000 units (1,800 mg 
daratumumab and 30,000 units hyaluronidase) administered subcutaneously over approximately 3-5 minutes in combination 
with bortezomib, cyclophosphamide and dexamethasone. The injection site should be approximately 3 inches to the right or 
left of the navel. The dosage schedule is below.  

• Weeks 1-8 Weekly (total of 8 doses)  
• Weeks 9-24a Every two weeks (total of 8 doses)  
• Weeks 25 onwards until disease progression or a maximum of 2 years (Every four weeks) 

First dose of the every-2-week dosing schedule is given at Week 9  
First dose of the every-4-week dosing schedule is given at Week 25 

1 Merlini et al. Systemic immunoglobin light chain amyloidosis. Nat Rev Dis Primers. 2018; 4:38-19.  
2 de Weers et al.Daratumumab, a Novel Therapeutic Human CD38 Monoclonal Antibody, Induces Killing of Multiple Myeloma and Other Hematogical Tumors. J Immunol 2011;186:1840-1848.  
3 Overdijk et al. Antibody-mediated phagocytosis contributes to the anti-tumor activity of the therapeutic antibody daratumumab in lymphoma and multiple myeloma. MAbs.2015;7:311-321.  
4 Krejcik J, Casneuf T, Nijhof IS, et al. Daratumumab depletes CD38+ immune regulatory cells, promotes T-cell expansion, and skews T-cell repertoire in multiplemyeloma. Blood 2016; 128: 384-94. 

 
Administration of Teclistamab  
 
Background:  
Significant improvements have been made in the treatment of multiple myeloma, particularly at first diagnosis and 
during early relapse. However, despite improved outcomes, myeloma remains incurable as most patients’ disease 
eventually becomes refractory to multiple therapies, leading to disease relapse and fewer treatment options. Novel, 
innovative therapies are needed to improve long-term survival and outcomes for relapsed and refractory multiple 
myeloma (R/R MM, particularly for patients with multiple prior treatments. Bispecific antibodies (bsAbs) represent a 
new class of drug that engage the patient’s immune system to fight cancer by redirecting the patient’s own T cells 
toward cells expressing a tumor-specific antigen.  
 
Description and Mechanism of Action for Teclistamab  
Teclistamab is a full-sized immunoglobulin G (IgG) antibody with two distinct antigen binding regions: one that binds 
CD3 on T cells and another that binds B Cell Maturation Antigen (BCMA) on myeloma cells. This dual binding brings T 
cells into proximity with target myeloma cells and triggers T cell activation, leading to a cascade of ‘effector’ events 
whereby T cells are induced to produce chemicals that then destroy the myeloma cells.  
 
According to the requestor, the structure of teclistamab is advantageous versus approved bispecific platforms since it 
is designed to mimic naturally-occurring IgG antibodies. This affords longer stability and negates the need for 
continuous infusion, allowing for not only intermittent dosing but also the potential for delivery via a more 
convenient subcutaneous route. Teclistamab was specifically designed using the Duobody platform to generate a 
fullsized IgG4 antibody with dual specificity for CD3 and BCMA via single-arm exchange of the antigen binding 
fragments (Fab portions) of CD3 and BCMA- specific antibodies. The Duobody platform also allows for engineering of 
the various domains to optimize performance and limit toxicity. For example, the requestor stated the specificity of 
CD3 binding can be altered to mitigate toxicity related to avid binding to T cells. In addition, the ‘stalk’ portion, or Fc 
domain, of the Duobody has been inactivated to eliminate engagement of other mechanisms of action (e.g. antibody-
dependent cellular cytotoxicity via natural killer (NK) cells), which helps to control the magnitude of the anti-tumor immune 
response and limit it primarily to T cell redirection. 
 



Inpatient Administration of Teclistamab  
Teclistamab is administered subcutaneously. Patients receiving teclistamab receive two priming doses: 60 μg/kg for 
the first priming dose, and 300μg/kg for the second priming dose. For the third dose onward, patients receive 1500 
μg/kg doses once weekly until disease progression or unacceptable toxicity. 
 
Application of Allogeneic Thymus Derived Tissue  
 
Background:  
Congenital athymia is an ultra-rare disease characterized by the absence of a functioning thymus with an estimated incidence in 
the U.S. of 17 to 24 live births each year.1 Patients with the condition are born without a thymus, a condition that causes 
profound immunodeficiency, life-threatening immune dysregulation, and high susceptibility to potentially fatal infections.2 The 
clinical manifestations are a direct result of the absence of the thymus and the inability to produce immunocompetent T cells, 
leading to increased susceptibility to infection. There is no safe and effective treatment for congenital athymia, and most 
patients die by three years of age. RETHYMIC® is a regenerative therapy used for immune reconstitution for these patients.3  
 
Technology  
RETHYMIC® is a one-time engineered regenerative human thymus tissue-based therapy for immune reconstitution in pediatric 
patients with congenital athymia. RETHYMIC® is designed to regenerate the thymic function missing in these patients and does 
not require donor-recipient matching. RETHYMIC® is not for use in patients who have been diagnosed with severe combined 
immunodeficiency (SCID).  
 
The most common side effects with RETHYMIC® are hypertension (high blood pressure), cytokine release syndrome, rash, 
hypomagnesemia (low magnesium), renal impairment / failure (decrease of kidney function), thrombocytopenia (low platelets), 
and graft versus host disease. Because RETHYMIC® is derived from human tissue, it carries a risk of transmitting infectious 
disease. Based on effective donor screening procedures and product manufacturing processes, the risk of infectious disease 
transmission is mitigated – but not completely eliminated.  
 
Procedure Description  
RETHYMIC® is a thymus tissue-derived product that consists of yellow to brown slices of processed tissue with varying thickness 
and shape that is administered in an open surgical procedure between the furrows of the quadriceps muscle in one or both 
legs. The recommended dose range is 5,000 to 22,000 mm2 of RETHYMIC® surface area/m2 recipient BSA. The manufacturer 
calculates the dose in advance for the specific patient; the amount of product provided is adjusted at the manufacturing facility 
to ensure the maximum dose for the patient cannot be exceeded. The portion of the product that represents the minimum 
dose is communicated to the surgical team at the time of surgery. RETHYMIC® requires a healthy bed of muscle tissue. Each 
individual slice of RETHYMIC® (up to 42 slices) is implanted between the furrows of the quadriceps muscle and a single stich 
closes the pocket holding the RETHYMIC® slice. This process is repeated until all slices of RETHYMIC® have been implanted into 
pockets in one or both of the quadriceps muscle and a single stich closes the pocket holding the RETHYMIC® slice. This process 
is repeated until all slices of RETHYMIC® have been implanted into pockets in one or both of the quadriceps muscles. The open 
surgical procedure takes approximately 2 hours to complete, and the patient is typically hospitalized for a minimum of two days 
for pain control secondary to swelling in one or both legs. Surgical implantation of allogeneic processed thymus tissue product 
(RETHYMIC®) should be done by a qualified surgeon. 
1 Hsieh, E.W.Y., Kim-Chang, J.J., Kulke, S. et al. Defining the Clinical, Emotional, Social, and Financial Burden of Congenital Athymia. Adv Ther (2021). https://doi.org/10.1007/s12325-021-01820-9  
2 Collins et al, Journal of Clinical Immunology (2021) 41:881–895  
3 Markert et al. J Allergy Clin Immunol. 2021 Aug 3: S0091-6749 (21) 01056-3. 

 
Administration of Spesolimab  
 
Background:  
Generalized pustular psoriasis (GPP) is a heterogenous and potentially life threatening neutrophilic skin disease, with a 
considerable burden for patients. GPP is a rare disease, with US prevalence estimated to be less than 1/10,000 and it is 
characterized by episodes of flares with widespread eruption of sterile, macroscopic pustules that can occur with or without 
systemic inflammation.1  
 
GPP causes significant morbidity and, in some cases, mortality; infectious, metabolic, cardiac, liver, respiratory, and 
neurological comorbidities have been reported.1 Various factors have been reported to trigger a GPP flare, including pregnancy, 
severe injury, or viral and bacterial infections. The use and subsequent withdrawal of systemic corticosteroids is a key 
contributing factor. 2,3  
 

https://doi.org/10.1007/s12325-021-01820-9


The immunopathological component of GPP flares has been linked to the IL-36 pathway, with dysregulated signaling 
stimulating excessive proinflammatory cytokine and chemokine production, leading to neutrophilic and mononuclear 
inflammatory infiltrates in the epidermis, and the development of sterile, macroscopic pustules.4  
 
The clinical, pathological and genetic features associated with GPP establish it as a distinct disease entity from plaque psoriasis. 
5,6,7,8 Although there are shared pathways between GPP and plaque psoriasis, the IL-36 pathway is predominantly involved in 
the pathogenesis of GPP, while the IL23 axis drives plaque psoriasis. 9,10  
 
Description and Mechanism of Action for Spesolimab  
Spesolimab is a humanized monoclonal IgG1 antibody (mAb) against human IL36R signaling produced in Chinese hamster ovary 
(CHO) cells by recombinant DNA technology.  
 
The product is a sterile, preservative-free, colorless to slightly brownish-yellow, clear to slightly opalescent solution formulated 
in an acetate buffer suitable for intravenous infusion. Each singledose 7.5 mL vial contains 450 mg spesolimab.  
 
Binding of spesolimab to IL36R prevents the subsequent activation of IL36R by cognate ligands (IL36 α, β and γ) and 
downstream activation of pro-inflammatory and pro-fibrotic pathways. IL36R signaling is differentiated from TNF-α, integrin 
and IL-23 inhibitory pathways by directly and simultaneously blocking both inflammatory and pro- fibrotic pathways. According 
to the requestor, genetic human studies have established a strong link between IL36R signaling and skin inflammation.  
 
Inpatient Administration of Spesolimab  
Spesolimab is administered via an intravenous (IV) injection, as a single 900 mg (2 x 450 mg/7.5 mL vials) intravenous infusion 
over 90 minutes. If flare symptoms persist, an additional intravenous 900 mg dose may be administered 1 week after the initial 
dose. Spesolimab must be diluted before use. 
1Strober B, et al. Unmet medical needs in the treatment and management of generalized pustular psoriasis flares: Evidence from a survey of corrona registry dermatologists. Dermatol Ther (Heidelb) 2021.  
2Zelickson BD, et al. Generalized Pustular Psoriasis. Arch Dermatol 1991;127:1339–1345.  
3 Choon SE, et al. Clinical profile, morbidity, and outcome of adult-onset generalized pustular psoriasis: analysis of 102 cases seen in a tertiary hospital in Johor, Malaysia. Int J Dermatol 2014;53:676–684.  
4 Iznardo H, et al. Exploring the Role of IL-36 Cytokines as a New Target in Psoriatic Disease. Int J Mol Sci. 2021 Apr 21;22(9):4344. doi: 10.3390/ijms22094344.  
5 Furue K, et al. Highlighting Interleukin-36 Signaling in Plaque Psoriasis and Pustular Psoriasis. Acta Derm Venereol 2018;98:5– 13.  
6 Johnston A, et al. IL-1 and IL-36 are dominant cytokines in generalized pustular psoriasis. J Allergy Clin Immunol 2017;140:109– 120.  
7 Navarini AA, et al. European consensus statement on phenotypes of pustular psoriasis. J Eur Acad Dermatol Venereol 2017;31:1792–1799. 
8 Twelves S, et al. Clinical and genetic differences between pustular psoriasis subtypes. J Allergy Clin Immunol 2019;143:1021– 1026.  
9 Gooderham MJ, et al. An update on generalized pustular psoriasis. Expert Rev Clin Immunol 2019;15:907–919.  
10 Liang Y, et al. Psoriasis: a mixed autoimmune and autoinflammatory disease. Curr Opin Immunol 2017;49:1–8. 
 

Administration of Mosunetuzumab  
 
Background:  
Non-Hodgkin’s Lymphoma (NHL) is one of the leading causes of cancer death in the United States.1 Follicular lymphoma (FL) is 
the second-most common sub-type of NHL diagnosed in the U.S. and Western Europe, and accounts for approximately 20% to 
30% of all NHL cases.2 The rate of new cases of follicular lymphoma was 2.7 per 100,000 men and women per year based on 
2014–2018 cases, age-adjusted,3,4 affecting approximately 16,0005 individuals in the United States.  
 
FL is a slow-growing, incurable lymphoma arising from the transformation of B cells into malignant cells, characterized by a 
prolonged course during which patients can experience multiple relapses between disease-free periods.6 The primary disease 
pathology involves abnormal, uncontrolled growth and proliferation of malignant B cells, grouped in clusters (or follicles).7,8 FL 
can lead to enlargement of specific lymph node regions; involvement of other lymphatic tissues, such as the spleen or bone 
marrow; and metastasis to other bodily tissues and organs.9  
 
Individuals with FL can experience multiple relapses, and for those who progress from front-line therapies, the disease-free 
intervals become shorter with increased refractoriness with each subsequent progression/relapse.10,11 Reviews of pertinent 
literature, including an analysis from the National LymphoCare Study, have indicated a higher risk of death in patients with early 
progression of disease.12,13 The GALLIUM study showed mortality risk was higher the earlier patients progressed within the first 
24 months of first line (1L) chemoimmunotherapy.14  
 
According to the requestor, patients with FL who have received at least two prior systemic therapies are associated with 
particularly poor prognosis. For instance, adult FL patients treated over multiple years at one center showed median 
progression free survival (PFS) for first line (IL) of treatment was 4.8 years, decreasing to 1.6 for 2L and 1 for 3L. Median event 
free survival (EFS) was 3.8, 1.1, and 0.8 year, respectively, for 1L, 2L, and 3L treatment. For subsequent lines of treatment, both 
median PFS and EFS were <1year. 15 Among these patients, there exists further high-risk subgroups such as patients who are 
refractory to prior therapy, which further limits treatment options. 
 
Description and Mechanism of Action for Mosunetuzumab  



Mosunetuzumab is a full-length, fully humanized immunoglobulin G1 (IgG1) bispecific (BsAb) antibody targeting both CD3 (on 
the surface of T cells) and CD20 (on the surface of B cells).16,17 As a T-cell recruiting BsAb targeting CD20-expressing B cells, 
mosunetuzumab is a conditional agonist; target B-cell termination is observed only upon simultaneous binding to CD20 on B 
cells and CD3 on T cells.18 The requestor stated that mosunetuzumab is anticipated to be the first-in class CD20/CD3 BsAb 
therapy in non-Hodgkin’s lymphoma (NHL), with anticipated approval for the treatment of third-line or greater (3L+) FL.  
 
Inpatient Administration of Mosunetuzumab  
Mosunetuzumab monotherapy is administered IV in 21-day cycles with step-up dosing (C1 Day [D]1: 1mg; C1D8: 2mg; C1D15 
and C2D1: 60mg; C3D1+ 30mg). The treatment duration involves 8 cycles for patients with complete response (CR) and up to 17 
cycles for those who achieved partial response or stable disease unless disease progression or unacceptable toxicity occurred. 
1 Siegel RL, Miller KD, Jemal A. Cancer Statistics, 2015. CA Cancer J. Clin. 2015;65(1):5-29. doi:10.3322/caac.21254.  
2 Ambinder AJ, Shenoy PJ, Malik N, et al. Exploring risk factors for follicular lymphoma. Adv. Hematol. 2012;2012:1-13. doi:10.1155/2012/626035.  
3 National Cancer Institute. Cancer Stat Facts: NHL – Follicular Lymphoma. SEER. Accessed on October 28, 2021 from https://seer.cancer.gov/statfacts/html/follicular.html.  
4 Dreyling M, Ghielmini M, Rule S, et al. ESMO Guidelines Committee. Newly diagnosed and relapsed follicular lymphoma: ESMO Clinical Practice Guidelines for diagnosis, treatment and follow-up. Ann. Oncol. 2016;27(suppl 5):v83-
v90. doi:10.1093/annonc/mdw400.  
5 Jaglowski SM, Linden E, Termuhlen AM, Flynn JM. Lymphoma in adolescents and young adults. Semin. Oncol. 2009;36(5):381- 418. doi:10.1053/j.seminoncol.2009.07.009.  
6 Carbone A, Roulland S, Gloghini A, et al. Follicular lymphoma. Nat. Rev. Dis. Primers. 2019:5(1)P83. doi:10.1038/s41572-019- 0132-x.  
7 Nann D, Ramis-Zaldivar JE, Müller I, et al. Follicular lymphoma t(14;18)-negative is genetically a heterogeneous disease. Blood Adv. 2020;4(22):5652-5665. doi:10.1182/bloodadvances.2020002944  
8 Carbone A, Roulland S, Gloghini A, et al. Follicular lymphoma. Nat. Rev. Dis. Primers. 2019:5(1)P83. doi:10.1038/s41572-019- 0132-x.  
9 Carbone A, Roulland S, Gloghini A, et al. Follicular lymphoma. Nat. Rev. Dis. Primers. 2019:5(1)P83. doi:10.1038/s41572-019- 0132-x. 22 

 
Administration of afamitresgene autoleucel (afami-cel)  
 
Background:  
SyS and MRCLS are two types of soft tissue sarcoma which have a high propensity for metastatic progression after 
definitive primary tumor multimodality treatment involving surgical resection +/- neo(adjuvant) local and systemic 
therapies. The median age of onset of metastatic disease is typically during adult years before age 40 for SyS and 
middle age in MRCLS, with median overall survival (OS) of 24.7 months and 29.9 months, respectively, from onset of 
first-line metastatic therapy.1  
 
Typically, first-line metastatic treatment of both SyS and MRCLS involves alkylating agent chemotherapy (e.g., 
ifosfamide) containing regimens. Post first-line treatment, despite there being second-line+ metastatic standard-of-
care therapies available (e.g., pazopanib for SyS or trabectedin for MRCLS), the prognostic benefit from these agents 
is very limited, with progression-free survival (PFS) and overall survival (OS) progressively shortening per treatment 
line.1,2 Therefore, there is an unmet medical need to find effective therapies for post first-line metastatic SyS and 
MRCLS that lead to durable and sustained efficacy.  
 
Description and Mechanism of Action for Afamitresgene Autoleucel (afami-cel)  
Similar to CAR T-cell therapy in hematological malignancies, afamitresgene autoleucel (afami-cel) is an autologous 
adoptive cell transfer (ACT) therapy.3,4 All autologous ACT therapies share the common process of collecting a 
patient’s T-cells (leukapheresis) followed by activating, expanding, and engineering the T-cells ex vivo. The transduced 
T-cells, which are specific to each patient, are then supplied for patient re-infusion.  
 
The first step in the manufacture of afami-cel is T-cell collection through leukapheresis. Subsequently, T-cells are 
isolated from the apheresis material ex vivo and a genetic sequence is transduced by a lentivirus vector into the 
patient’s T-cells. This transduction encodes the Tcells for an affinity optimized T-cell receptor (TCR) that specifically 
recognizes the cancer testis antigen known as melanoma-associated antigen (MAGE)-A4. MAGE-A4 is expressed 
across a range of solid tumors at varying frequencies, but its expression is prevalent and high in SyS and MRCLS.3 
Afami-cel can only be administered to patients who have a specific inborn immune signature known as HLA-A*02.3,4  
 
Overall, the requestor stated that afami-cel is a unique personalized cancer treatment which redirects the patient’s 
own immune cells to target and destroy solid tumors. At a population level, however, its overall utility will be limited 
to a subgroup of SyS and MRCLS patients who express both MAGE-A4 and HLA-A*02 biomarkers.  
 
The requestor asserts that the unique therapeutic proposition which afami-cel will bring to the treatment of 
metastatic SyS and MRCLS is that, once administered as a single intravenous infusion, the transduced T-cells persist 
within the systemic circulation of the patient, potentially leading to durable anti-cancer activity. Evidence of durable 
activity has been reported in a subset of patients treated with afami-cel in the ongoing registration-directed phase 2 
SPEARHEAD-1 trial in advanced SyS and MRCLS (NCT04044768).3 This type of therapeutic modality and mechanism of 

https://seer.cancer.gov/statfacts/html/follicular.html


action is distinct from current standard-of-care agents in sarcoma, which are traditionally administered over multiple 
cycles of treatment with the potential attendant risks of cumulative patient toxicities developing.  
 
According to the requestor, afami-cel belongs to a class of T-cell products they have developed known as specific 
peptide enhanced affinity receptor (SPEAR) T-cells, which are targeted against cancer antigens such as MAGE-A4. 
Antigen-specific activation of afami-cel, via TCR-peptide-HLA-A*02 complex, results in T-cell cytokine secretion and 
direct killing of MAGE-A4 expressing cancer cells through the release of potent endogenous cytocidal chemicals 
(interferon-gamma and granzyme B) released by the T-cells.4  
 
Inpatient Administration of Afamitresgene Autoleucel (afami-cel)  
Post manufacture of afami-cel, and similar to the paradigm of CAR T-cell treatment in hematological malignancies, re-
infusion of the transduced SPEAR T-cell product into SyS and MRCLS patients can only happen after the patient’s 
immune system has been pre-conditioned with two specific chemotherapy agents, fludarabine and 
cyclophosphamide, administered in combination on an outpatient basis over four consecutive days. Three days after 
completion of this pre-conditioning chemotherapy regimen, the patient is admitted into the hospital as an inpatient 
to receive between 1 to 10 billion transduced T-cells (afami-cel dose range) as a single intravenous infusion 
administered through a central or peripheral vein. At this time, inpatient administration is considered mandatory for 
post infusion safety monitoring especially for potential immunological adverse events, such as cytokine release 
syndrome (CRS), which occurred in 66% of the advanced SyS and MRCLS patients treated with afami-cel in the 
registration-directed phase 2 SPEARHEAD-1 trial (NCT04044768).3 
1 Pollack SM, Somaiah N, Araujo DM, et al. Clinical outcomes of patients with advanced synovial sarcoma or myxoid/round cell liposarcoma treated at major cancer centers in the United States. Cancer Med. 2020;9:4593–4602. 
https://doi.org/10.1002/cam4.3039  
2 Savina, M., Le Cesne, A., Blay, JY. et al. Patterns of care and outcomes of patients with METAstatic soft tissue SARComa in a real-life setting: the METASARC observational study. BMC Med 15, 78 (2017). 
https://doi.org/10.1186/s12916-017-0831-7  
3 Van Tine, B., D’Angelo, S., Attia, S., et al. (2021, November 10-13). SPEARHEAD-1: A phase 2 trial of afamitresgene autoleucel (formerly adp-a2m4) in patients with advanced synovial sarcoma or myxoid/round cell liposarcoma 
[Conference presentation abstract 1080870]. 2021 Connective Tissue Oncology Society (CTOS) Virtual Annual Meeting.  
4 Joseph P Sanderson, Darragh J Crowley, Guy E Wiedermann, Laura L Quinn, Katherine L Crossland, Helen M Tunbridge, Terri V Cornforth, Christopher S Barnes, Tina Ahmed, Karen Howe, Manoj Saini, Rachel J Abbott, Victoria E 
Anderson, Barbara Tavano, Miguel Maroto & Andrew B Gerry (2020) Preclinical evaluation of an affinity-enhanced MAGE-A4-specific T-cell receptor for adoptive T-cell therapy, OncoImmunology, 9:1, DOI: 
10.1080/2162402X.2019.1682381 

 

Administration of Tabelecleucel (tab-cel 

Background:  
EBV+ PTLD is a rare, acute, and potentially deadly lymphoma that is a direct consequence of suppression of T-cell activity by 
immunosuppressive agents following transplant. It can impact patients that have undergone a solid organ transplant (SOT) or 
an allogeneic hematopoietic cell transplant (HCT). The source of disease is Epstein-Barr virus (EBV), which is one of the most 
common human viruses and infects 90% of people before adulthood. Once infected, individuals harbor lifelong dormant EBV 
infections that the immune system can usually control but cannot clear. A consequence of EBV infection may include B-cell 
immortalization. In immunosuppressed transplant patients, EBV infection remains unchecked, resulting in EBVinfected B cells 
that may proliferate uncontrollably and lead to EBV+ PTLD. There are currently no FDA-approved treatments for EBV+ PTLD and 
treatment approaches include reduction of immunosuppression (RIS), anti-CD20 therapy, and chemotherapy. EBV+ PTLD after 
failure of initial treatment can be an aggressive, often deadly disease in which survival can be low, with some patients dying 
within a few months. 
It is estimated that a few hundred patients are impacted in the US annually by EBV+ PTLD. The median time to EBV+ PTLD from 
HCT is about 2-4 months, with the majority of cases occurring within the first year after transplant. In the solid organ transplant 
(SOT) setting, the median time to EBV+ PTLD is 1-2 years (but can develop from within a few months to more than 20 years 
after the transplant); the risk of developing EBV+ PTLD is a lifetime risk due to immunosuppression.  
 
Description and Mechanism of Action for Tabelecleucel  
Tabelecleucel is an allogeneic Epstein-Barr virus (EBV)-specific T-cell immunotherapy which targets and eliminates EBV-positive 
cells in a human leukocyte antigen (HLA)-restricted manner. It can be used for patients following a solid organ or allogeneic 
hematopoietic cell transplantation (HCT).  

Tabelecleucel is produced from T cells harvested from eligible human donors. The tabelecleucel manufacturing process uses 
human and animal-derived materials. Tabelecleucel is tested for specificity of lysis of EBV+ targets, T-cell HLA restriction of 
specific lysis, and verification of low alloreactivity. 

https://doi.org/10.1002/cam4.3039
https://doi.org/10.1186/s12916-017-0831-7


The cells are characterized and cryopreserved at a nominal concentration of 5 x 107 cells/mL in DMSO, HSA, and buffered saline 
for future use as a readily available therapy, based on patient need. The treatment is supplied as single-use vials; a specific lot is 
selected for each patient from an existing inventory based on appropriate HLA restriction. Tabelecleucel inventory is intended 
to cover approximately 95% of patients.  

According to the requestor, the T-cell receptor of each clonal population within tabelecleucel recognizes an EBV peptide in 
complex with a specific HLA molecule on the surface of target cells (the restricting HLA allele) and allows tabelecleucel to exert 
cytotoxic activity against the EBVinfected cell. Mouse models demonstrate that tabelecleucel administered intravenously 
preferentially localizes to and infiltrates EBV+ B lymphoblastoid cell line (BLCL) tumors. In studies of tumor bearing mice, 
tabelecleucel induced tumor regression and improved survival.  

Tabelecleucel traffics to the site of disease, where it binds to EBV+ cells in an HLA-restricted manner, resulting in T-cell 
activation, expansion, and tumor cell lysis. The treatment does not interfere with existing immune function, thereby 
maintaining the integrity of the non-EBV infected B-cells. Tabelecleucel targets and eliminates EBV-expressing cells when its T-
cell receptor (TCR) recognizes a specific HLA–antigen complex, an interaction known as HLA restriction; it identifies and 
accumulates in the EBV+ tumors that express the same HLA restricted allele, and it is activated only through exposure to the 
EBV antigen in an HLA-restricted manner. The requestor reported that after stimulation with EBV-infected cells, tabelecleucel 
exhibits a robust activation signature and induces polyfunctionality by secreting effector and chemoattractive cytokines.  



 

Inpatient Administration of Tabelecleucel  
For patients receiving chronic corticosteroid therapy, the dose of these drugs should be reduced as much as is clinically safe and 
appropriate; recommended no greater than 1 mg/kg per day of prednisone or equivalent. Tabelecleucel has not been evaluated 
in patients receiving corticosteroid doses greater than 1 mg/kg per day of prednisone or equivalent.  

In clinical studies, patients received cyclosporine, tacrolimus, sirolimus, and other immunosuppressive therapies, used at the 
lowest dose considered clinically safe and appropriate.  

A single dose of tabelecleucel contains 2 × 106 viable T cells per kg of body weight. Tabelecleucel is administered as an 
intravenous (IV) injection over 5 to 10 minutes. During each 35-day cycle, patients receive tabelecleucel on days 1, 8, and 15, 
followed by observation, during which a response is assessed at approximately day 28. The number of cycles to be administered 
is determined by the patient’s response to treatment. Maximum response is defined as a complete response (CR) for 2 
consecutive cycles or a partial response (PR) for 3 consecutive cycles. If maximum response is not obtained, patients may be 
switched to a tabelecleucel lot with a different HLA restriction. 

Administration of Treosulfan  
 
Background:  
MDS and AML exist along a continuous spectrum of disease starting with earlystage MDS, which may progress to AML, 
characterized by an overproduction of immature blood cells, resulting in a lack of healthy, mature blood cells in patients. MDS 
and AML are disease states that significantly impact the Medicare population with the median age of diagnosis being 71 for 
MDS and 68 for AML.1  
 
MDS comprises a group of hematologic malignancies characterized by clonal hematopoiesis, one or more cytopenias (i.e., 
anemia, neutropenia, and/or thrombocytopenia), and abnormal cellular maturation. MDS shares clinical and pathologic 
features with AML, but MDS has a lower percentage of blasts in peripheral blood and bone marrow (by definition, <20 percent). 
MDS is categorized using the World Health Organization (WHO) classification system based on the number of cytopenic and 
dysplastic lineages, percentage of blasts and ring sideroblasts, and cytogenetic findings. Patients with MDS are at risk for 
symptomatic anemia, infection, bleeding, and transformation to AML, the incidence of which varies widely across MDS 
subtypes. 
 
AML refers to a large and diverse category of clinically aggressive hematologic neoplasms that are characterized by 
accumulation of myeloid blasts in bone marrow, blood, or other tissues and distinguished by arrested myeloid maturation. In 
AML, malignant transformation of myeloidcommitted progenitor cells impairs maturation of cells that were otherwise destined 
to give rise to granulocytic, monocytic, erythroid, and/or megakaryocytic elements. Clinically, AML is manifested by symptoms 



and signs associated with cytopenias (e.g., anemia, infections, and/or bleeding bruising), which may be accompanied by 
constitutional symptoms, metabolic abnormalities, and various complications.  
 
Around 5-10% of patients with solid tumors who are treated with chemotherapy, radiation or autologous stem cell 
transplantation develop treatment-related MDS or AML. A majority of MDS and AML cases, however, are de novo and not a 
function of prior treatment with chemotherapy or radiation, and a majority of de novo cases involve Medicare-aged patients. 
Both AML and MDS are malignant cancers that can be associated with high relapse rates and low overall survival rates. 
Chemotherapy or other drug therapies are the first line of treatment. Allogenic hematopoietic stem cell transplantation may be 
used after chemotherapy as a second phase of treatment and may provide an opportunity for a cure. 
 
Conditioning/preparative treatments prior to alloHSCT have traditionally included Myeloablative Conditioning (MAC), which 
may include high-dose total body irradiation (TBI) and high-dose chemotherapy-based regimens; and Reduced Intensity 
Conditioning (RIC), in which cytotoxic components of the regimen are reduced or replaced with less toxic but 
immunosuppressive agents. However, MAC regimens can be associated high treatment-related toxicity and transplantation-
related mortality (TRM), while RIC regimens usually pose a higher risk of relapse.  
 
Treosulfan is a new chemical entity and a novel prodrug of a bifunctional alkylating agent that is used as a preparative regimen 
for alloHSCT. According to the requestor, Treosulfan was developed in an effort to address the need for improved alloHSCT 
conditioning regimens that can reduce treatment-related toxicity and the risk of TRM without increasing the incidence of 
relapse. Treosulfan also potentially addresses the need for conditioning regimens that are appropriate for children with 
malignant disorders that are indicated for alloHSCT.  
 
According to the requestor, a Treosulfan-based regimen can be critical to the success of alloHSCT. The treatment helps prepare 
a patient’s body for alloHSCT by: (1) eradicating existing bone marrow tissue to provide space for engraftment of transplanted 
donor stem cells; (2) preventing rejection of the incoming donor stem cells by host immune cells; and (3) helping to eradicate 
existing disease. A Treosulfan-based regimen can also facilitate the newly transplanted donor cells in mounting an effective 
immune response against disease as a result of the alloHSCT process.  
 
A Phase 3 clinical trial was conducted comparing a Treosulfan+fludarabine preparative regimen for alloHSCT to a 
busulfan+fludarabine RIC preparative regimen for alloHSCT in patients with AML or MDS who were indicated for alloHSCT but 
considered at an increased risk for standard MAC regimens (based on age (≥50 years), an HSCT-specific comorbidity index of 
more than 2, or both. According to the requestor, the trial demonstrated an advantage for the Treosulfan-based regimen as 
compared to the busulfan-based RIC regimen in terms of 24-month event free survival (EFS), 24-month overall survival (OS) (p 
value 0.0082), and 24-month TRM (p value 0.020). 2  
 
Mechanism of Action  
The activity of Treosulfan is due to the spontaneous, pH-dependent conversion into a monoepoxide intermediate and L-
diepoxybutan. The epoxides form alkylate and cross-link nucleophilic centers of deoxyribonucleic acid (DNA) and other 
biological molecules, are involved in various physiological functions, and are considered responsible for the stem cell depleting, 
immunesuppressive and antineoplastic effects.  
 
Inpatient Administration of Treosulfan  
Treosulfan is administered via intravenous infusion and must be reconstituted prior to such infusion. Each vial of Treosulfan 
(containing either 1 g or 5 g Treosulfan) is reconstituted with 0.45% Sodium Chloride Injection, United States Pharmacopeial 
Convention (USP), 0.9% Sodium Chloride Injection, USP, 5% Dextrose Injection, USP, or Sterile Water for Injection, USP in its 
original glass container. According to the product’s anticipated labeling, a 1 g vial should be reconstituted with 20 mL of 
solution, while a 5 g vial should be reconstituted with 100 mL of solution.  
 
Although FDA approval remains pending, the recommended dosage of Treosulfan is anticipated to be 10 grams per square 
meter (10 g / m2 ) of body surface area (BSA) per day of treatment, given as a two-hour intravenous infusion, and with 
treatment provided on three consecutive days (day -4, -3, -2) in conjunction with fludarabine before hematopoietic stem cell 
infusion (which occurs on day 0). 
1 ASCO (American Society of Clinical Oncology) https://www.cancer.net/ 
2 See Dietrich Wilhelm Beelen, et al., Treosulfan or Busulfan plus Fludarabine as Conditioning Treatment Before Allogeneic Haemopoietic Stem Cell Transplantation for Older patients with Acute Myeloid Leukemia or 
Myelodysplastic Syndrome (MCFlud.T.14/L): A Randomised, Non-Inferiority, Phase 3 Trial, THE LANCET HAEMATOLOGY, Oct. 9, 2019, available at https://doi.org/10.1016/S2352-3026(19)30157-7. 
 

Administration of inebilizumab-cdon.  
 
Background:  

https://www.cancer.net/
https://doi.org/10.1016/S2352-3026(19)30157-7


NMOSD is a rare, severe autoimmune disease of the central nervous system that causes damage to the optic nerve, spinal cord 
and brain/brainstem. Approximately 80 percent of all patients with NMOSD test positive for anti-AQP4 antibodies.1 Relapses 
are unpredictable and can lead to permanent disability. NMOSD affects approximately 10,000-15,000 people in the U.S with 
well recognized ethnic, geographic and gender disparities2,3.  
 
NMOSD is characterized by recurrent attacks of optic neuritis (inflammation of the optic nerve) and/or transverse myelitis 
(inflammation of the spinal cord). Regions of the brain may also be affected. Attacks can be severe and result in life-altering 
disability (such as blindness and paralysis). Recurring attacks can have cumulative effects resulting in significant morbidity and 
mortality. The goal of therapy is to reduce the risk of relapse and disability progression.  
 
Mechanism of Action  
According to the requestor, UPLIZNA® (inebilizumab-cdon) is the first and only FDA-approved anti-CD19 B-cell depleter for the 
treatment of NMOSD in adults who are anti-aquaporin-4 (AQP4) antibody positive4 and targets a wide spectrum of B-cells that 
play a role in NMOSD.5,6 UPLIZNA® binds specifically to CD19, targeting an extended range of the B-cell lineage that contributes 
to the multi-mechanistic disease activity of NMOSD, including plasmablasts and some plasma cells.7  
 
Aquaporin-4 autoantibodies (AQP4-IgG) are highly specific to NMOSD; AQP4 is expressed on astrocytes throughout the central 
nervous system. In NMOSD, AQP4 autoantibodies bind to AQP4, resulting in astrocyte cell death and inflammation. A sub-
population of B-lineage cells, CD19+ plasmablasts/plasma cells produce AQP4 autoantibodies. Certain CD19+ B-cells are 
increased in the blood of AQP4-IgG seropositive individuals with NMOSD, with the highest levels observed during an attack. By 
depleting a wide range of B-cells that express CD19 (including plasmablasts and some plasma cells), UPLIZNA® may reduce the 
risk of NMOSD attacks in AQP4-IgG+ patients. UPLIZNA® was studied in the largest-ever clinical trial conducted in patients with 
NMOSD (N-MOmentum). The trial found that patients taking UPLIZNA® experienced fewer relapses and fewer hospitalizations 
than placebo. Compared with placebo, patients treated with UPLIZNA® had a reduced risk of 3-month confirmed disability 
progression (CDP).4  
 
Inpatient Administration of inebilizumab-cdon  
UPLIZNA® is initially administered as a 300 mg IV infusion followed 2 weeks later by a second 300 mg intravenous infusion. 
UPLIZNA® must be diluted prior to administration in an intravenous bag containing 250 mL of 0.9% sodium chloride injection. 
The IV infusion lasts approximately 90 minutes. For patients who are hospitalized due to an NMOSD attack or relapse, the first 
dose may be given in the inpatient setting. 
1Wingerchuck, D. (2009, November 15). Neuromyelitis optica: Effect of gender. Journal of the Neurological Sciences. Retrieved October 6, 2021, from https://pubmed.ncbi.nlm.nih.gov/19740485/.  
2 Ibid.  
3 Flanagan, E.P. et al. (2016, April 4). Epidemiology of aquaporin-4 autoimmunity and Neuromyelitis Optica Spectrum. Wiley Online Library. Retrieved October 6, 2021, from https://onlinelibrary.wiley.com/doi/10.1002/ana.24617.  
4 Marignier, R. et al. (2021, March 26). Disability outcomes in the N-momentum trial of inebilizumab in Neuromyelitis Optica Spectrum disorder. Neurology(R) neuroimmunology & neuroinflammation. Retrieved October 6, 2021, 
from https://pubmed.ncbi.nlm.nih.gov/33771837/.  
5 Schiopu, E. et al. (2016, June 7). Safety and tolerability of an anti-CD19 monoclonal antibody, Medi-551, in subjects with systemic sclerosis: A phase I, randomized, placebo-controlled, escalating single-dose study. Arthritis 
Research & Therapy. Retrieved October 6, 2021, from https://arthritis-research.biomedcentral.com/articles/10.1186/s13075-016-1021-2.  
6 Herbst, R. et al. (2010, October 1). B-cell depletion in vitro and in vivo with an afucosylated anti-cd19 antibody. Journal of Pharmacology and Experimental Therapeutics. Retrieved October 6, 2021, from 
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Administration of Maribavir  
 
Background:  
CMV is a beta herpesvirus that commonly infects humans; serologic evidence of prior infection can be found in 40%-100% of 
various adult populations.1 CMV typically resides latent and asymptomatic in the body but may reactivate during periods of 
immunosuppression. Serious disease may occur in individuals with compromised immune systems, which includes patients who 
receive immunosuppressants associated with various types of transplants including Hematopoietic Cell Transplant (HCT) or 
Solid Organ Transplant (SOT).2,3 Out of the estimated 200,000 adult transplants per year globally, CMV is one of the most 
common viral infections experienced by transplant recipients, with an estimated incidence rate between 16-56% in SOT 
recipients and 30-70% in HCT recipients.3,4,5,6,7,8  
 
In transplant recipients, reactivation of CMV can lead to serious consequences including loss of the transplanted organ and, in 
extreme cases, can be fatal.9,10 Existing therapies to treat posttransplant CMV infections may demonstrate serious side effects 
that require dose adjustments or may fail to adequately suppress viral replication.11,12,13  
 
LIVTENCITY™ (maribavir) is a cytomegalovirus (CMV) pUL97 kinase inhibitor indicated for the treatment of adults and pediatric 
patients (12 years of age and older and weighing at least 35 kg) with post-transplant CMV infection/disease that is refractory to 
treatment (with or without genotypic resistance) with ganciclovir, valganciclovir, cidofovir or foscarnet.14  
 
Mechanism of Action  
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LIVTENCITY™ (maribavir) is a novel, orally bioavailable benzimidazole riboside antiviral with a mechanism of action that is 
differentiated from current CMV antivirals. Unlike currently utilized agents that all inhibit CMV DNA polymerase, maribavir 
attaches to the pUL97 encoded serine/threonine kinase at the adenosine triphosphate (ATP) binding site, abolishing 
phosphotransferase required for a variety of essential viral processes such as DNA replication, encapsidation, and nuclear 
egress.15,16,17  
 
Inpatient Administration of Maribavir  
The recommended dosage in adults and pediatric patients (12 years of age and older and weighing at least 35 kg) is 400 mg 
(two 200 mg tablets) taken orally twice daily with or without food. If maribavir is co-administered with carbamazepine, the 
dosage of maribavir should be increased to 800 mg twice daily. If maribavir is co-administered with phenytoin or phenobarbital, 
the dosage of maribavir should be increased to 1,200 mg twice daily.14 
1 Krech U. Complement-fixing antibodies against cytomegalovirus in different parts of the world. Bull WHO. 1973;49:103-106.  
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7 Styczynski J. Who Is the Patient at Risk of CMV Recurrence: A Review of the Current Scientific Evidence with a Focus on Hematopoietic Cell Transplantation. Infect Ther. 2018;7:1-16.  
8 Cho S-Y, Lee D-G, Kim H-J. Cytomegalovirus Infections after Hematopoietic Stem Cell Transplantation: Current Status and Future Immunotherapy. Int J Mol Sci. 2019;20(2666):1-17.  
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10 Kenyon M, Babic A, eds. The European Blood and Marrow Transplantation Textbook for Nurses. Springer International Publishing; 2018. doi:10.1007/978-3-319-50026-3.  
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Administration of betibeglogene autotemcel  
 
Background:  
β-thalassemia, a genetic disease resulting from mutations in the β-globin gene, is characterized by reduced or absent 
production of the functional β-globin protein necessary to form adult hemoglobin (HbA). In the absence of sufficient β-globin, 
excess unpaired α-globin impairs development and survival of red blood cells (RBCs), leading to chronic anemia, lack of HbA 
production, and other serious complications.1,2,3 HbA is the predominant type of hemoglobin (Hb) for normal RBC production 
beyond infancy.3 Depending on severity and clinical management, β-thalassemia is classified as either transfusion-dependent β-
thalassemia (TDT), wherein lifelong, regular packed RBC transfusions are required for patient survival, or non-transfusion-
dependent β-thalassemia (NTDT), wherein patients may require occasional transfusions or frequent transfusions for a defined 
period of time.4,5 Patients with TDT require lifelong supportive care with regular packed RBC transfusions—typically given every 
3 to 4 weeks—to mitigate anemia, suppress ineffective erythropoiesis, and enable survival.5  
 
Description of betibeglogene autotemcel (beti-cel)  
Beti-cel is a one-time gene addition therapy for patients with transfusion-dependent β-thalassemia (TDT) that directly 
addresses the underlying genetic cause of the disease.6 Beti-cel has been evaluated globally in 63 pediatric, adolescent, and 
adult patients with TDT.7 The treatment regimen for patients with TDT, comprising mobilization/apheresis, myeloablative 
conditioning, and beti-cel infusion, had a safety profile consistent with the known effects of mobilization with granulocyte 
colony stimulating factor (G-CSF) and plerixafor and myeloablation with single-agent busulfan.8,9 Beti-cel gene therapy uses 
autologous hematopoietic stem cells (HSCs), and therefore, no donor is required.10 Immunologic complications such as graft 
rejection and graft versus host disease (GVHD) are not expected, and no long-term immunosuppression is needed.11 Beti-cel is 
potentially curative through achievement of transfusion independence and near normal Hb. In phase 3 studies, the majority of 
patients (32/36 [89%]) achieved transfusion independence, defined as weighted average Hb ≥ 9 g/dL without packed RBC 
transfusions for ≥ 12 months.12 All patients in the longterm follow-up study, LTF-303, who  
 
Mechanism of Action  
One-time treatment with beti-cel ex vivo gene therapy adds functional copies of a modified HBB gene, βA-T87Q, into patients’ 
HSCs through transduction of autologous CD34+ cells with BB305 lentiviral vector (LVV), thereby addressing the underlying 
genetic cause of TDT. βA-T87Q-globin expression is designed to correct the α/β-globin imbalance in erythroid cells. After 
myeloablative conditioning and beti-cel infusion, transduced autologous CD34+ HSCs engraft in the bone marrow and 
differentiate to produce RBCs containing biologically active βA-T87Q-globin (a modified β-globin protein) that will combine with 
α-globin to produce functional gene therapy– derived adult Hb, HbAT87Q. 6 Following successful engraftment and achievement 
of transfusion independence, the effects of beti-cel are expected to be lifelong,6 with stably transduced HSCs serving as a long-
term reservoir for future RBC production. 
 
Inpatient Administration of betibeglogene autotemcel (beti-cel)  
The treatment regimen for patients with TDT comprises mobilization/apheresis to collect the patient’s own stem cells, 
manufacturing of the drug product utilizing those cells as the starting material (during which the patient remains out of the 
hospital), myeloablative conditioning, and intravenous infusion of beti-cel into a vein. The myeloablative conditioning and beti-
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cel infusion are expected to occur in the inpatient setting. In some cases, the mobilization and apheresis procedures may take 
place in the inpatient setting. Similar to an autologous or allogeneic stem cell transplant, following beti-cel infusion, the patient 
is expected to remain hospitalized for a period of time to allow for reconstitution of the immune system. In phase 3 clinical 
trials, the median 41 duration of hospitalization from admission for conditioning to post-infusion discharge was 45 and 42.5 
days in HGB-207 and HGB-212, respectively.14 
1Thein SL. The molecular basis of β-thalassemia. Cold Spring Harb Perspect Med. 2013;3(5):a011700. doi: 10.1101/cshperspect.a011700.  
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Administration of Omidubicel  
 
Background:  
Omidubicel is under investigation as a donor source for patients with serious, life-threatening hematologic malignancies such as 
lymphoma and leukemia, in need of a potentially curative allogeneic hematopoietic stem cell transplant (HSCT). The therapy is 
based on manipulation of hematopoietic progenitor cells with proprietary nicotinamide (NAM)-based technology in 
combination with cytokines and preserves the multipotency of progenitor cells for long-term repopulation, while increasing cell 
quantity for transplantation. If approved, omidubicel will provide a donor source that greatly increases the reliability of and 
accessibility to allogeneic HSCT.  
 
According to the requestor, the safety and efficacy of omidubicel advanced cell therapy donor source was demonstrated in an 
international, multi-center, randomized Phase 3 registration study (NCT02730299) designed to evaluate safety and efficacy of 
omidubicel (intent to treat [ITT] n=62) compared with standard, unmanipulated cord blood unit donor source (ITT n=63). The 
requestor states that the results of the pivotal Phase 3 clinical study provide evidence that omidubicel advanced cell therapy 
provides substantial clinical improvement for patients with high-risk hematologic malignancies with the need for an allogeneic 
HSCT and receive omidubicel.1  
 
Mechanism of Action  
Omidubicel is a patient-specific advanced cell therapy donor source derived from the CD133+ fraction of a single umbilical cord 
blood unit, utilizing proprietary NAM technology that inhibits differentiation and enhances the functionality of cultured 
hematopoietic stem and progenitor cells. Omidubicel contains stem cells capable of repopulating the bone marrow, effecting 
hematopoiesis and complete immune recovery after conditioning therapy. The addition of NAM allows for regulated cell 
proliferation while preserving cell function and stemness which leads to enhanced in vivo homing and in vivo engraftment.  
 
The following figure details the journey from cord blood unit (CBU) identification and selection, the processing and 
manufacturing of omidubicel, and the shipment to transplant centers for patient administration. The time for processing, 
manufacturing and shipment of omidubicel to the 108 transplant treatment center is ~30 days. During the omidubicel Phase 3 
study, patients were admitted to the hospital where the myeloablative conditioning regimen was administered 7 to 10 days 
prior to administration of omidubicel. Abbreviations: Cord Blood Unit (CBU); Human Leukocyte Antigen (HLA)  

https://www.ncbi.nlm.nih.gov/books/NBK12844/


 
 
Inpatient Administration of Omidubicel  
Omidubicel, an advanced cell therapy donor source for allogeneic HSCT, is available as cell suspensions for intravenous infusion. 
Central venous access is recommended. Infusion is to be given by gravity without infusion pump support.  

• A single dose of omidubicel contains 2 separate infusions that are prepared from 2 cryopreserved cell suspension 
bags that are thawed and diluted prior to infusion with their dedicated infusion solutions. The actual number of total 
viable cells and % of CD34+ cells in the product is reported on the Certificate of Analysis (CoA) that can be accessed 
via the Gamida Cell Assist portal.  
1) Omidubicel cultured fraction (CF): a suspension of allogeneic, expanded, hematopoietic CD34+ progenitor cells. 

Contains a minimum of 8.0 x 108 total viable cells with a minimum of 7.0% (5.6 x 107 ) CD34+ progenitor cells 
suspended in approximately 10% DMSO at the time of cryopreservation.  

2)  Omidubicel non-cultured fraction (NF): a suspension of allogeneic non-expanded, hematopoietic mature 
myeloid and lymphoid cells from the same cord blood unit. Contains a minimum of 4.0 x 108 total viable cells 
with a minimum of 2.4 x 107 CD3+ cells suspended in approximately 10% dimethyl sulfoxide DMSO at the time of 
cryopreservation.  

Both fractions must be kept frozen in the vapor phase of liquid nitrogen (LN) until the patient is ready for infusion. 
The fractions must be thawed and then infused in a consecutive manner: CF followed by the NF.  

 
• On the day of transplantation, at the clinical site, the CF and the NF are thawed, diluted with the Infusion Solution and 

infused. The final volume of the CF after thawing and 109 dilution is approximately 100 mL and of the NF is 
approximately 50 mL.  

1 Horwitz ME, et al. Omidubicel versus standard myeloablative umbilical cord blood transplantation: results of a Phase III randomized study. Blood. June 22, 2021. https://doi.org/10.1182/blood.2021011719. 

 
Administration of OTL-103  
 
Background:  
Wiskott Aldrich Syndrome (WAS) is a rare, X-linked primary immunodeficiency disorder characterized by mutations in the WAS 
gene encoding the WAS protein (WASP), responsible for maintaining cellular architecture integral to intracellular and cell-
substrate interactions and signaling. WAS is a spectrum disorder that may progress over time and is characterized by 
microthrombocytopenia, eczema, recurrent or severe life-threatening infections, and malignancy or autoimmunity. The burden 
of illness is profound; patients may require frequent treatment with anti-infectives and/or immunoglobulin, or platelet 
transfusions as well as protective head gear to prevent injuries. They may also have impaired sleep or excessive scratching due 
to eczema. Clinical management of WAS is based on supportive care for infections, manifestations of autoimmunity, and 
microthrombocytopenia. The approximate survival of WAS patients is 15 years with supportive treatment.  
 
Allogeneic hematopoietic stem cell transplant (HSCT) is a definitive treatment that is considered for eligible WAS patients. 
Allogeneic HSCT-limiting complications are common, affecting up to half of all patients, and include side effects of conditioning 
regimens, graft-vs-host disease (GVHD), graft rejection, and autoimmune complications. The success and accompanying 
morbidity are largely based upon the degree of human leukocyte antigen (HLA)-matching between the donor and the patient. 
While overall survival associated with HLA-matched donors is high at approximately 90%, significant morbidity and mortality 



limits its use, particularly in patients over the age of 5 years. However, HLA-matched donors are only available for a minority of 
patients, meaning alternative donor sources such as mismatched donors, haploidentical donors, or umbilical cord blood must 
be used, which increase the risk of morbidity and are associated with lower survival rates of approximately 50%.  
 
According to the requestor, Orchard Therapeutics has an ex vivo autologous HSC-GT approach designed to modify a patient’s 
own HSPCs using a lentiviral vector. This gene therapy approach relies on the intrinsic ability of HSPCs to self-renew in a 
patient’s bone marrow and produce new stem cell progeny. By doing so, patients are able to avoid the need for an allogeneic 
HSCT, reducing the morbidity (such as GVHD) and mortality associated with transplant, as well as eliminating the need for a 
donor search.  
 
Description of OTL-103  
OTL-103 is an autologous CD34+ cell-enriched population that contains hematopoietic stem and progenitor cells (HSPC) 
transduced ex vivo using a lentiviral vector encoding the human WAS gene for the treatment of patients diagnosed with WAS. 
OTL-103 is a durable treatment that can provide comprehensive immune reconstitution across stem cell progeny in this 
phenotypically 30 heterogenous population of patients characterized by autoimmunity. As an ex vivo autologous hematopoietic 
stem cell gene therapy (HSC-GT) approach, OTL-103 has not exhibited the significant mortality and morbidity known to be 
associated with allogeneic HSCT therapy, such as GVHD. If approved by the FDA, OTL-103 would be the first ex vivo autologous 
HSC-GT available for use in the US intended for the treatment of patients diagnosed with WAS.  
 
Mechanism of Action  
OTL-103 is an investigational autologous HSPC-enriched cell fraction that contains CD34+ HSPCs genetically modified ex vivo 
using a lentiviral vector encoding the WAS complementary deoxyribonucleic acid (cDNA) sequence with expression driven by 
the endogenous WAS promoter, leading to physiological expression in stem cell progeny. OTL-103 was evaluated in clinical 
trials and expanded access programs. As of January 2020, 23 patients have been treated with OTL-103. According to the 
requestor, there were no reported adverse events related to OTL103. In patients that did experience mild or moderate adverse 
events, investigator assessment concluded they were related to the conditioning regimen.  
 
Inpatient Administration of OTL-103  
The gene therapy approach for administration of OTL-103 includes five steps:  

1)Autologous HSPCs are harvested from the patient through leukapheresis or bone marrow harvest.  
2)The harvested sample is selected and purified to a CD34+ enriched cell fraction.  
3)In an ex vivo process, a lentiviral vector is utilized to insert a working copy of the missing or faulty gene into the cells 
(the gene is disease-specific) and the product is cryopreserved, ensuring that the drug product can be released 
following quality control testing.  
4)The patient undergoes a conditioning regimen (selected regimen is diseasedependent).  
5)The genetically corrected HSPCs are transported to the treatment site, thawed, and then infused into the patient 
intravenously as a single, durable treatment. These cells engraft in the patient’s bone marrow and begin to self-renew 
to produce healthy stem cell progeny containing the functional gene.  

 
The administration details of OTL-103, including information regarding conditioning, will be described in the final prescribing 
information. 
 

Administration of OTL-200  
 
Background:  
Metachromatic leukodystrophy (MLD) is a rare and life-threatening inherited disease of the body’s metabolic system occurring 
in approximately one in every 100,000 live births, characterized by severe motor and cognitive impairment. MLD is caused by a 
mutation in the arylsulfatase A (ARSA) gene that results in massive accumulation of sulfatides in the brain, peripheral nervous 
system, causing progressive neurodegeneration of the central and peripheral nervous systems. Over time, the nervous system 
is damaged, leading to neurological problems such as motor, behavioral and cognitive regression, severe spasticity, and 
seizures. Patients with MLD gradually lose the ability to move, talk, swallow, eat, and see.  
 
MLD is classified by the age at which symptoms first develop into early onset disease (<7 years old) or later onset disease (7 
years of age or older). In the United States, the diagnostic pathway for MLD is heterogenous due to variable age onset and 
symptomatology, and may involve protracted workups with potential severe symptom onset prior to official diagnosis. Late 
infantile MLD has consistent and uniform initial presenting symptoms such as peripheral neuropathy, muscle weakness, 
hypotonia, and hypo- or areflexia that then advance to progressive loss of all motor functions, inability to swallow, mental 
regression, visual and auditory impairment, and even seizures. Disease in juvenile and adult MLD subtypes can be variable in 
presentation and symptomology; in juvenile MLD, symptoms include primary neurologic symptoms such as gait disturbance, 



loss of fine motor skills, changes in behavior, or attention difficulties, while adult MLD symptoms include primarily psychiatric 
symptoms such as emotional lability, 
 
Currently, there are no approved treatments for MLD in the US. According to the requestor, while multiple therapies have been 
attempted and/or theorized, the development of treatments for MLD is limited by the inability of therapeutics to cross the 
blood-brain barrier, where therapy would be needed for effect, and the necessity for the timing of therapy prior to the rapidly 
progressive phase of the disease to prevent irreversible damage downstream from the lysosomal storage dysfunction. Because 
of this, most treatment efforts are restricted to palliative or supportive measures to address current symptoms and prevent or 
delay secondary complications.  
 
According to the requestor, in late infantile MLD, the only treatment option is palliative care. In juvenile-onset MLD, allogeneic 
hematopoietic stem-cell transplant (HSCT) is a treatment approach with limited efficacy. When administered prior to symptom 
onset, allogeneic HSCT can provide stabilization of the cerebral demyelination process and potentially slow disease progression 
in later onset forms of MLD. However, allogeneic HSCT is ineffective in delaying peripheral nervous system progression, so 
patients post-HSCT may still experience severe, peripheral neuropathy-related motor deficits. Additionally, allogeneic HSCT is 
restricted by the 33 availability of a human-leukocyte antigen (HLA)-matched donor and the risk of morbidity and mortality.  
 
According to the requestor, Orchard Therapeutics has an ex vivo autologous HSC-GT approach designed to modify a patient’s 
own HSPCs using a lentiviral vector. This gene therapy approach relies on the intrinsic ability of HSPCs to self-renew in a 
patient’s bone marrow and produce new stem cell progeny. By doing so, allogeneic HSCT-eligible patients are able to avoid the 
need for an HSCT, reducing the morbidity (such as graft-versus-host disease) and mortality associated with transplant, as well as 
eliminate the need for a donor search, and non-eligible patients are presented with a viable treatment option beyond palliative 
or supportive care.  
 
Description of OTL-200  
OTL-200 is an autologous CD34+ cell-enriched population that contains hematopoietic stem and progenitor cells (HSPC) 
transduced ex vivo using a lentiviral vector encoding the ARSA gene for the treatment of patients diagnosed with 
metachromatic leukodystrophy (MLD). OTL-200 can be given in presymptomatic or early symptomatic MLD, depending on the 
MLD subtype. If approved by the FDA, OTL-200 would be the first ex vivo autologous hematopoietic stem cell gene therapy 
(HSC-GT) available for use in the US intended for the treatment of patients diagnosed with MLD.  
 
Mechanism of Action  
OTL-200 is an investigational autologous HSPC-enriched cell fraction that contains CD34+ HSPCs genetically modified ex vivo 
using a lentiviral vector encoding the ARSA complementary deoxyribonucleic acid (cDNA) sequence with constitutive expression 
driven by the human phosphoglycerate kinase (PGK) promoter leading to expression of ARSA in all stem cell progeny (Sessa 
2016). As an ex vivo autologous HSC-GT approach, OTL-200 is a durable treatment that does not require the donor matching 
needed for allogeneic HSCT and can provide comprehensive benefit, including in infantile-onset disease. OTL-200 cells, which 
are able to cross the blood-brain barrier, are reinfused into patients following a conditioning regimen, which reduces defective 
cells and favors the engraftment of genetically modified cells expressing ARSA. 
 
OTL-200 has been evaluated in prospective, non-randomized phase I/II clinical trials and expanded access programs. A phase III 
open label trial is currently recruiting. As of May 2020, 39 patients have been treated with OTL-200. According to the requestor, 
no serious adverse events or mortality related to OTL-200 have been reported to date. The most commonly reported adverse 
events were potentially related to busulfan conditioning and included febrile neutropenia, infections, liver disorders, stomatitis, 
and mucosal inflammation. During clinical development, anti-ARSA antibodies (AAA) were reported in 5 patients (antibodies 
against ARSA), which resolved spontaneously or after treatment with rituximab.  
 
Inpatient Administration of OTL-200  
The gene therapy approach for administration of OTL-200 includes five steps:  

1)Autologous HSPCs are harvested from the patient through leukapheresis or bone marrow harvest.  
2)The harvested sample is selected and purified to a CD34+ enriched cell fraction.  
3)In an ex vivo process, a lentiviral vector is utilized to insert a working copy of the missing or faulty gene into the cells 
(the gene is disease-specific) and the product is cryopreserved, ensuring that the drug product can be released 
following quality- 34 control testing. The genetically corrected HSPCs are transported to the treatment site.  
4)The patient undergoes a conditioning regimen (selected regimen is diseasedependent). 
5)The genetically corrected HSPCs are, thawed and then infused into the patient intravenously as a single, durable 
treatment. These cells engraft in the patient’s bone marrow and begin to self-renew to produce healthy stem cell 
progeny containing the functional gene.  



 
The administration details of OTL-200, including information regarding conditioning, will be described in the final prescribing 
information. 
 
Computer-Aided Assessment and Characterization Software for Head CT Scan  
 
Background:  
Approximately 800,000 primary (first-time) or secondary (recurrent) strokes occur each year in the U.S., with the majority being 
primary strokes (roughly 600,000). Of these strokes, approximately 87% are ischemic infarctions, 10% are primary 
hemorrhages, and 3% are subarachnoid hemorrhage. The most disabling strokes are those due to large vessel occlusions 
(LVOs), and treatment of these strokes has the largest therapeutic benefits.  
 
The ASPECTS score is an assessment of the CT scan in a stroke patient to determine if there is evidence of irreversible injury in 
ten different brain regions. The Alberta Stroke Program Early CT score (ASPECTS) requires the evaluation of ten pre-defined 
MCA vascular territories and is calculated by subtracting one point for each involved region. Scores less than 6 typically signify 
patients with an irreversible large hemispheric infarction.  
 
Typically, a patient presenting to a hospital with signs or symptoms of a suspected stroke would move through the healthcare 
system as follows: 

1)Patients arrive at an emergency department and are rapidly triaged to the CT scanner for a non-contrast CT (NCCT) 
and CT Angiography (CTA). The CTA directly images large vessel occlusions and the NCCT can exclude brain 
hemorrhage and identify early signs of brain infarction  
2)If a large vessel occlusion (LVO) is identified, a physician, typically a radiologist or neuroradiologist, determines the 
ASPECT score by taking a closer look for evidence of early infarct signs on the NCCT. 
3)Patients within six hours of symptoms onset, with an ASPECT score between 6 and 10 that meets the clinical criteria 
for mechanical thrombectomy should receive thrombectomy as soon as possible. Patients who present beyond six 
hours of symptoms onset require a CT perfusion or MRI scan to identify if they are eligible for mechanical 
thrombectomy.  

 
The requestor notes that ASPECT score determination can be difficult because early infarct signs are often very subtle 
and challenging to interpret correctly. Often there is disagreement between experts on the exact score and 
sometimes these disagreements preclude a definite answer regarding if the patient qualifies for thrombectomy or 
not. These interpretation challenges are manifested by limited inter-rater agreement, even among experts. 

 
Technology  
According to the requestor, Rapid ASPECTS is a unique machine learning-based, fully automated software for assessment of 
ASPECTS to assist frontline clinicians and radiologists to interpret CT scans and provide triage and appropriate care of stroke 
patients. Rapid ASPECTS extracts image data for the ROI(s) to provide analysis and computer analytics based on morphological 
characteristics and produces a score for each of the ten ASPECTS regions, as well as a total score in approximately two minutes. 
The Rapid ASPECTS processing (which takes an average of about two minutes) occurs during the time when the CTA is being 
performed; therefore, it is immediately available following completion of the NCCT/CTA scan.  
 
According to the requestor, Rapid ASPECTS has several potential benefits over the current standard of care:  

1)Improved accuracy of ASPECT scoring: Two studies1,2 have shown that the automated Rapid ASPECTS score is 
significantly more accurate than the scores obtained by experienced clinicians.  
2)Improved treatment decisions: Retrospective studies have shown the treatment decisions made by experienced 
clinicians would have been improved with the use of Rapid ASPECTS12,3. 
3)Reduced inter-rater variability: The analysis of the study that led to the FDA clearance of Rapid ASPECTS 
demonstrated a statistically significant reduction is inter-rater variability4. 
4)Improved time to treatment: As radiologists are not immediately available at the time when many LVO patients 
present, and obtaining a read from a neuroradiologist often takes even longer, the time to determine an ASPECT 
score is expected to be improved with the software. This is expected to lead to faster treatment times, which have 
been shown to reduce disability. 

1 Maegerlein C, Fischer J, Mi:inch S, MD et al. Automated Calculation of the Alberta Stroke Program Early CT Score: Feasibility and Reliability. Radiology 2019; 291:141-148  
2 Albers GW, MD, Wald MJ, Mlynash M, et al. Automated Calculation of Alberta Stroke Program Early CT Score Validation in Patients With Large Hemispheric Infarct. Stroke. 2019;50:3277-3279.  
3 Delio PR, Wong ML, Tsai JP, et al. Assistance from Automated ASPECTS Software Improves Reader Performance (under review 2020)  
4 Copeland K. Variability of ASPECT Scores Internal Analysis iSchemaView of data submitted to U.S. Food and Drug Administration (FDA) Center for Devices and Radiological Health, 2020a 

 
Mechanical Initial Specimen Diversion of Whole Blood Using Active Negative Pressure  
 



Background: A large number of patients who present symptomatic for sepsis are compromised, hypotensive (low blood 
pressure) and hypovolemic (low blood volume), have difficult intravenous access (DIVA) or are small in stature with lower blood 
volume. Clinicians typically utilize a syringe technique to collect blood from this patient population to enable management of 
negative pressure (attempting to avoid vein collapse) while improving the opportunity to collect a sufficient volume of blood to 
culture which is critical for sensitivity.  
 
Sources of contamination exist that techniques presently embodied in the standard of care pertaining to blood culture do not 
address including skin flora embedded too deeply to be affected by topical antiseptics. It has been proven that venipuncture 
dislodges fragments of skin that will (through the needle cannula) enter a blood culture bottle with the initial aliquot of a 
specimen1. There is no antiseptic that can perfectly sterilize skin and penetrate to reach deeply embedded organisms, which is 
why manual diversion of the initial aliquot of a blood specimen was originally proposed and subsequently proven to reduce 
blood culture contamination rates2. According to the requestor, manual diversion as a process improvement technique, though 
successful at reducing blood culture contamination, has shown only modest reduction in contamination. Therefore, the 
requestor states it remains self-limiting as a practical option for standard practice in that it adds approximately 6-steps to an 
already complex procedure, introduces an additional opportunity for touch-based contamination to occur, requires additional 
time from the operator to perform and is not an engineered approach to ensure healthcare worker compliance and ensuing 
sustainable results. 
 
The gentle negative pressure created by the Steripath® Micro™ Blood Collection System’s unique bladder-driven mechanism of 
action is designed to achieve initial specimen diversion while avoiding collapsing of the veins (losing venous access) of this 
susceptible patient population.  
 
Technology and Procedure  
According to the requestor, Magnolia Medical Technologies, Inc., developed the Steripath® Initial Specimen Diversion Device® 
(ISDD®) as an active diversion vein-to-bottle closed system designed to augment standard blood culture practice. The 
Steripath® Micro Blood Collection System ™ is a new single-use disposable ISDD® used for blood culture collection to reduce 
blood culture contamination and false positive diagnostic test results for sepsis. The Steripath® ISDD® product portfolio, 
including the Steripath® Micro™ ISDD®, is the only FDA 510(k)-cleared family of devices indicated to reduce blood culture 
contamination.  
 
Unlike manual diversion, Steripath® is by design a closed-system so as not to introduce opportunities for touch contamination 
beyond that which occurs with conventional methods of blood culture sample acquisition, and is provided as a preassembled 
and packaged sterile kit so as to not require set-up touch point contamination or additional time from the operator. The 
requestor reported that irrespective of a healthcare system’s use of nursing staff or dedicated phlebotomists to acquire blood 
culture samples, of whether a given facility was a teaching institution, government military or veterans administration hospital 
or large or small community hospital or emergency department there within, irrespective of sample size, and location, 
Steripath® implementation has resulted in a 73% to 100% reduction in blood culture contamination across a broad array of 
large scale clinical datasets.  
 
The requestor states it uses a novel architecture that utilizes initial negative pressure driven by a syringe or blood culture bottle 
to invert an internal bladder. The inversion of the bladder in turn creates gentle negative pressure to divert and sequester the 
initial 0.6 to 0.9 mL of blood collected from the patient, the portion known to most likely contain contaminants. Once diversion 
is complete, the user presses a side button to isolate the diverted blood and automatically a second independent blood flow 
pathway opens to collect the blood specimen into the syringe (or blood culture bottle) for culture testing. 
1 Buchta, C., N. Nedorost, H. Regele, M. Egerbacher, G. Körmöczi, P. Höcker, and M. Dettke. 2005. Skin plugs in phlebotomy puncture for blood donation. Wien Klin. Wochenschr. 117:141-144  
2 Patton RG, Schmitt T. Innovation for reducing blood culture contamination: initial specimen diversion technique. J Clin Microbiol. 2010 Dec;48(12):4501-3 
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Section 0 Medical and Surgical
No change Body System 0 Central Nervous System and Cranial Nerves

Operation 5 Destruction: Physical eradication of all or a portion of a body part by the direct use of
energy, force, or a destructive agent

Heading Body Part Approach Device Qualifier
FY2023 0 Brain

W Cervical Spinal Cord
X Thoracic Spinal Cord
Y Lumbar Spinal Cord

0 Open
3 Percutaneous
4 Percutaneous
Endoscopic

Z No Device 3 Laser Interstitial Thermal
Therapy
Z No Qualifier

FY2023 1 Cerebral Meninges
2 Dura Mater
6 Cerebral Ventricle
7 Cerebral Hemisphere
8 Basal Ganglia
9 Thalamus
A Hypothalamus
B Pons
C Cerebellum
D Medulla Oblongata
F Olfactory Nerve
G Optic Nerve
H Oculomotor Nerve
J Trochlear Nerve
K Trigeminal Nerve
L Abducens Nerve
M Facial Nerve
N Acoustic Nerve
P Glossopharyngeal Nerve
Q Vagus Nerve
R Accessory Nerve
S Hypoglossal Nerve
T Spinal Meninges

0 Open
3 Percutaneous
4 Percutaneous
Endoscopic

Z No Device Z No Qualifier
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Section 0 Medical and Surgical
No change Body System 0 Central Nervous System and Cranial Nerves

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

Heading Body Part Approach Device Qualifier
FY2023 0 Brain

1 Cerebral Meninges
2 Dura Mater
7 Cerebral Hemisphere
C Cerebellum
F Olfactory Nerve
G Optic Nerve
H Oculomotor Nerve
J Trochlear Nerve
K Trigeminal Nerve
L Abducens Nerve
M Facial Nerve
N Acoustic Nerve
P Glossopharyngeal Nerve
Q Vagus Nerve
R Accessory Nerve
S Hypoglossal Nerve
T Spinal Meninges

0 Open
3 Percutaneous
4 Percutaneous
Endoscopic

Z No Device Z No Qualifier
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Section 0 Medical and Surgical
No change Body System 2 Heart and Great Vessels

Operation R 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

Heading Body Part Approach Device Qualifier
No change 5 Atrial Septum

6 Atrium, Right
7 Atrium, Left
9 Chordae Tendineae
D Papillary Muscle
K Ventricle, Right
L Ventricle, Left
M Ventricular Septum
N Pericardium
P Pulmonary Trunk
Q Pulmonary Artery, Right
R Pulmonary Artery, Left
S Pulmonary Vein, Right
T Pulmonary Vein, Left
V Superior Vena Cava
W Thoracic Aorta,
Descending
X Thoracic Aorta,
Ascending/Arch

0 Open
4 Percutaneous
Endoscopic

7 Autologous Tissue
Substitute
8 Zooplastic Tissue
J Synthetic Substitute
K Nonautologous Tissue
Substitute

Z No Qualifier

No change A Heart 0 Open L Biologic with Synthetic
Substitute, Autoregulated
Electrohydraulic
M Synthetic Substitute,
Pneumatic

Z No Qualifier

FY2023 F Aortic Valve 0 Open
4 Percutaneous
Endoscopic

7 Autologous Tissue
Substitute
J Synthetic Substitute
K Nonautologous Tissue
Substitute

Z No Qualifier

FY2023 F Aortic Valve 0 Open
4 Percutaneous
Endoscopic

8 Zooplastic Tissue N Rapid Deployment
Technique
Z No Qualifier

FY2023 F Aortic Valve 3 Percutaneous 7 Autologous Tissue
Substitute
J Synthetic Substitute
K Nonautologous Tissue
Substitute

H Transapical
Z No Qualifier

FY2023 F Aortic Valve 3 Percutaneous 8 Zooplastic Tissue H Transapical
N Rapid Deployment
Technique
Z No Qualifier

FY2023 G Mitral Valve
J Tricuspid Valve

0 Open
4 Percutaneous
Endoscopic

7 Autologous Tissue
Substitute
8 Zooplastic Tissue
J Synthetic Substitute
K Nonautologous Tissue
Substitute

Z No Qualifier

FY2023 G Mitral Valve
J Tricuspid Valve

3 Percutaneous 7 Autologous Tissue
Substitute
8 Zooplastic Tissue
J Synthetic Substitute
K Nonautologous Tissue
Substitute

H Transapical
Z No Qualifier
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No change H Pulmonary Valve 0 Open
4 Percutaneous
Endoscopic

7 Autologous Tissue
Substitute
8 Zooplastic Tissue
J Synthetic Substitute
K Nonautologous Tissue
Substitute

Z No Qualifier

No change H Pulmonary Valve 3 Percutaneous 7 Autologous Tissue
Substitute
J Synthetic Substitute
K Nonautologous Tissue
Substitute

H Transapical
Z No Qualifier

No change H Pulmonary Valve 3 Percutaneous 8 Zooplastic Tissue H Transapical
L In Existing Conduit
M Native Site
Z No Qualifier
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Section 0 Medical and Surgical
No change Body System 4 Lower Arteries

Operation L Occlusion: Completely closing an orifice or the lumen of a tubular body part
Heading Body Part Approach Device Qualifier
No change 0 Abdominal Aorta 0 Open

4 Percutaneous
Endoscopic

C Extraluminal Device
D Intraluminal Device
Z No Device

Z No Qualifier

No change 0 Abdominal Aorta 3 Percutaneous C Extraluminal Device
Z No Device

Z No Qualifier

No change 0 Abdominal Aorta 3 Percutaneous D Intraluminal Device J Temporary
Z No Qualifier

No change 1 Celiac Artery
2 Gastric Artery
3 Hepatic Artery
4 Splenic Artery
5 Superior Mesenteric Artery
6 Colic Artery, Right
7 Colic Artery, Left
8 Colic Artery, Middle
9 Renal Artery, Right
A Renal Artery, Left
B Inferior Mesenteric Artery
C Common Iliac Artery,
Right
D Common Iliac Artery, Left
H External Iliac Artery, Right
J External Iliac Artery, Left
K Femoral Artery, Right
L Femoral Artery, Left
M Popliteal Artery, Right
N Popliteal Artery, Left
P Anterior Tibial Artery,
Right
Q Anterior Tibial Artery, Left
R Posterior Tibial Artery,
Right
S Posterior Tibial Artery, Left
T Peroneal Artery, Right
U Peroneal Artery, Left
V Foot Artery, Right
W Foot Artery, Left
Y Lower Artery

0 Open
3 Percutaneous
4 Percutaneous
Endoscopic

C Extraluminal Device
D Intraluminal Device
Z No Device

Z No Qualifier

FY2023 E Internal Iliac Artery, Right 0 Open
3 Percutaneous
4 Percutaneous
Endoscopic

C Extraluminal Device
D Intraluminal Device
Z No Device

T Uterine Artery, Right
V Prostatic Artery, Right
Z No Qualifier

FY2023 F Internal Iliac Artery, Left 0 Open
3 Percutaneous
4 Percutaneous
Endoscopic

C Extraluminal Device
D Intraluminal Device
Z No Device

U Uterine Artery, Left
W Prostatic Artery, Left
Z No Qualifier
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Section 0 Medical and Surgical
No change Body System B Respiratory System

Operation 5 Destruction: Physical eradication of all or a portion of a body part by the direct use of
energy, force, or a destructive agent

Heading Body Part Approach Device Qualifier
FY2023 1 Trachea

2 Carina
3 Main Bronchus, Right
4 Upper Lobe Bronchus,
Right
5 Middle Lobe Bronchus,
Right
6 Lower Lobe Bronchus,
Right
7 Main Bronchus, Left
8 Upper Lobe Bronchus, Left
9 Lingula Bronchus
B Lower Lobe Bronchus,
Left

0 Open
3 Percutaneous
4 Percutaneous
Endoscopic
7 Via Natural or
Artificial Opening
8 Via Natural or
Artificial Opening
Endoscopic

Z No Device Z No Qualifier

FY2023 C Upper Lung Lobe, Right
D Middle Lung Lobe, Right
F Lower Lung Lobe, Right
G Upper Lung Lobe, Left
H Lung Lingula
J Lower Lung Lobe, Left
K Lung, Right
L Lung, Left
M Lungs, Bilateral

0 Open
3 Percutaneous
4 Percutaneous
Endoscopic

Z No Device 3 Laser Interstitial Thermal
Therapy
Z No Qualifier

FY2023 C Upper Lung Lobe, Right
D Middle Lung Lobe, Right
F Lower Lung Lobe, Right
G Upper Lung Lobe, Left
H Lung Lingula
J Lower Lung Lobe, Left
K Lung, Right
L Lung, Left
M Lungs, Bilateral

7 Via Natural or
Artificial Opening
8 Via Natural or
Artificial Opening
Endoscopic

Z No Device Z No Qualifier

No change N Pleura, Right
P Pleura, Left
T Diaphragm

0 Open
3 Percutaneous
4 Percutaneous
Endoscopic

Z No Device Z No Qualifier
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Section 0 Medical and Surgical
No change Body System D Gastrointestinal System

Operation 5 Destruction: Physical eradication of all or a portion of a body part by the direct use of
energy, force, or a destructive agent

Heading Body Part Approach Device Qualifier
FY2023 1 Esophagus, Upper

2 Esophagus, Middle
3 Esophagus, Lower
4 Esophagogastric Junction
5 Esophagus
6 Stomach
7 Stomach, Pylorus
8 Small Intestine
9 Duodenum
A Jejunum
B Ileum
C Ileocecal Valve
E Large Intestine
F Large Intestine, Right
G Large Intestine, Left
H Cecum
J Appendix
K Ascending Colon
L Transverse Colon
M Descending Colon
N Sigmoid Colon
P Rectum

0 Open
3 Percutaneous
4 Percutaneous
Endoscopic

Z No Device 3 Laser Interstitial Thermal
Therapy
Z No Qualifier

FY2023 1 Esophagus, Upper
2 Esophagus, Middle
3 Esophagus, Lower
4 Esophagogastric Junction
5 Esophagus
6 Stomach
7 Stomach, Pylorus
8 Small Intestine
9 Duodenum
A Jejunum
B Ileum
C Ileocecal Valve
E Large Intestine
F Large Intestine, Right
G Large Intestine, Left
H Cecum
J Appendix
K Ascending Colon
L Transverse Colon
M Descending Colon
N Sigmoid Colon
P Rectum

7 Via Natural or
Artificial Opening
8 Via Natural or
Artificial Opening
Endoscopic

Z No Device Z No Qualifier

FY2023 Q Anus 0 Open
3 Percutaneous
4 Percutaneous
Endoscopic

Z No Device 3 Laser Interstitial Thermal
Therapy
Z No Qualifier

FY2023 Q Anus 7 Via Natural or
Artificial Opening
8 Via Natural or
Artificial Opening
Endoscopic
X External

Z No Device Z No Qualifier
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No change R Anal Sphincter
U Omentum
V Mesentery
W Peritoneum

0 Open
3 Percutaneous
4 Percutaneous
Endoscopic

Z No Device Z No Qualifier
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Section 0 Medical and Surgical
No change Body System D Gastrointestinal System

Operation X 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

Heading Body Part Approach Device Qualifier
FY2023 6 Stomach 0 Open

4 Percutaneous
Endoscopic

Z No Device 5 Esophagus

FY2023 8 Small Intestine 0 Open
4 Percutaneous
Endoscopic

Z No Device 5 Esophagus
B Bladder
C Ureter, Right
D Ureter, Left
F Ureters, Bilateral

FY2023 E Large Intestine 0 Open
4 Percutaneous
Endoscopic

Z No Device 5 Esophagus
7 Vagina
B Bladder
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Section 0 Medical and Surgical
No change Body System F Hepatobiliary System and Pancreas

Operation 5 Destruction: Physical eradication of all or a portion of a body part by the direct use of
energy, force, or a destructive agent

Heading Body Part Approach Device Qualifier
FY2023 0 Liver

1 Liver, Right Lobe
2 Liver, Left Lobe

0 Open
3 Percutaneous
4 Percutaneous
Endoscopic

Z No Device 3 Laser Interstitial Thermal
Therapy
F Irreversible
Electroporation
Z No Qualifier

FY2023 4 Gallbladder 0 Open
3 Percutaneous
4 Percutaneous
Endoscopic

Z No Device 3 Laser Interstitial Thermal
Therapy
Z No Qualifier

FY2023 4 Gallbladder 8 Via Natural or
Artificial Opening
Endoscopic

Z No Device Z No Qualifier

FY2023 5 Hepatic Duct, Right
6 Hepatic Duct, Left
7 Hepatic Duct, Common
8 Cystic Duct
9 Common Bile Duct
C Ampulla of Vater
D Pancreatic Duct
F Pancreatic Duct,
Accessory

0 Open
3 Percutaneous
4 Percutaneous
Endoscopic

Z No Device 3 Laser Interstitial Thermal
Therapy
Z No Qualifier

FY2023 5 Hepatic Duct, Right
6 Hepatic Duct, Left
7 Hepatic Duct, Common
8 Cystic Duct
9 Common Bile Duct
C Ampulla of Vater
D Pancreatic Duct
F Pancreatic Duct,
Accessory

7 Via Natural or
Artificial Opening
8 Via Natural or
Artificial Opening
Endoscopic

Z No Device Z No Qualifier

FY2023 G Pancreas 0 Open
3 Percutaneous
4 Percutaneous
Endoscopic

Z No Device 3 Laser Interstitial Thermal
Therapy
F Irreversible
Electroporation
Z No Qualifier

No change G Pancreas 8 Via Natural or
Artificial Opening
Endoscopic

Z No Device Z No Qualifier
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Section 0 Medical and Surgical
No change Body System G Endocrine System

Operation 5 Destruction: Physical eradication of all or a portion of a body part by the direct use of
energy, force, or a destructive agent

Heading Body Part Approach Device Qualifier
FY2023 0 Pituitary Gland

1 Pineal Body
2 Adrenal Gland, Left
3 Adrenal Gland, Right
4 Adrenal Glands, Bilateral
6 Carotid Body, Left
7 Carotid Body, Right
8 Carotid Bodies, Bilateral
9 Para-aortic Body
B Coccygeal Glomus
C Glomus Jugulare
D Aortic Body
F Paraganglion Extremity
G Thyroid Gland Lobe, Left
H Thyroid Gland Lobe, Right
K Thyroid Gland
L Superior Parathyroid
Gland, Right
M Superior Parathyroid
Gland, Left
N Inferior Parathyroid Gland,
Right
P Inferior Parathyroid Gland,
Left
Q Parathyroid Glands,
Multiple
R Parathyroid Gland

0 Open
3 Percutaneous
4 Percutaneous
Endoscopic

Z No Device 3 Laser Interstitial Thermal
Therapy
Z No Qualifier
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Section 0 Medical and Surgical
No change Body System H Skin and Breast

Operation 5 Destruction: Physical eradication of all or a portion of a body part by the direct use of
energy, force, or a destructive agent

Heading Body Part Approach Device Qualifier
No change 0 Skin, Scalp

1 Skin, Face
2 Skin, Right Ear
3 Skin, Left Ear
4 Skin, Neck
5 Skin, Chest
6 Skin, Back
7 Skin, Abdomen
8 Skin, Buttock
9 Skin, Perineum
A Skin, Inguinal
B Skin, Right Upper Arm
C Skin, Left Upper Arm
D Skin, Right Lower Arm
E Skin, Left Lower Arm
F Skin, Right Hand
G Skin, Left Hand
H Skin, Right Upper Leg
J Skin, Left Upper Leg
K Skin, Right Lower Leg
L Skin, Left Lower Leg
M Skin, Right Foot
N Skin, Left Foot

X External Z No Device D Multiple
Z No Qualifier

No change Q Finger Nail
R Toe Nail

X External Z No Device Z No Qualifier

FY2023 T Breast, Right
U Breast, Left
V Breast, Bilateral

0 Open
3 Percutaneous

Z No Device 3 Laser Interstitial Thermal
Therapy
Z No Qualifier

FY2023 T Breast, Right
U Breast, Left
V Breast, Bilateral

7 Via Natural or
Artificial Opening
8 Via Natural or
Artificial Opening
Endoscopic

Z No Device Z No Qualifier

No change W Nipple, Right
X Nipple, Left

0 Open
3 Percutaneous
7 Via Natural or
Artificial Opening
8 Via Natural or
Artificial Opening
Endoscopic
X External

Z No Device Z No Qualifier
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Section 0 Medical and Surgical
No change Body System N Head and Facial Bones

Operation P Removal: Taking out or off a device from a body part
Heading Body Part Approach Device Qualifier
FY2023 0 Skull 0 Open 0 Drainage Device

3 Infusion Device
4 Internal Fixation Device
5 External Fixation Device
7 Autologous Tissue
Substitute
J Synthetic Substitute
K Nonautologous Tissue
Substitute
M Bone Growth Stimulator
N Neurostimulator
Generator
S Hearing Device

Z No Qualifier

FY2023 0 Skull 3 Percutaneous
4 Percutaneous
Endoscopic

0 Drainage Device
3 Infusion Device
4 Internal Fixation Device
5 External Fixation Device
7 Autologous Tissue
Substitute
J Synthetic Substitute
K Nonautologous Tissue
Substitute
M Bone Growth Stimulator
S Hearing Device

Z No Qualifier

FY2023 0 Skull X External 0 Drainage Device
3 Infusion Device
4 Internal Fixation Device
5 External Fixation Device
M Bone Growth Stimulator
S Hearing Device

Z No Qualifier

No change B Nasal Bone
W Facial Bone

0 Open
3 Percutaneous
4 Percutaneous
Endoscopic

0 Drainage Device
4 Internal Fixation Device
7 Autologous Tissue
Substitute
J Synthetic Substitute
K Nonautologous Tissue
Substitute
M Bone Growth Stimulator

Z No Qualifier

No change B Nasal Bone
W Facial Bone

X External 0 Drainage Device
4 Internal Fixation Device
M Bone Growth Stimulator

Z No Qualifier

Lori
Highlight
New device character

Lori
Highlight
New device character

Lori
Highlight
New device character



Back to top

0NW
 

Section 0 Medical and Surgical
No change Body System N Head and Facial Bones

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

Heading Body Part Approach Device Qualifier
FY2023 0 Skull 0 Open 0 Drainage Device

3 Infusion Device
4 Internal Fixation Device
5 External Fixation Device
7 Autologous Tissue
Substitute
J Synthetic Substitute
K Nonautologous Tissue
Substitute
M Bone Growth Stimulator
N Neurostimulator
Generator
S Hearing Device

Z No Qualifier

FY2023 0 Skull 3 Percutaneous
4 Percutaneous
Endoscopic
X External

0 Drainage Device
3 Infusion Device
4 Internal Fixation Device
5 External Fixation Device
7 Autologous Tissue
Substitute
J Synthetic Substitute
K Nonautologous Tissue
Substitute
M Bone Growth Stimulator
S Hearing Device

Z No Qualifier

No change B Nasal Bone
W Facial Bone

0 Open
3 Percutaneous
4 Percutaneous
Endoscopic
X External

0 Drainage Device
4 Internal Fixation Device
7 Autologous Tissue
Substitute
J Synthetic Substitute
K Nonautologous Tissue
Substitute
M Bone Growth Stimulator

Z No Qualifier

Lori
Highlight
New device character

Lori
Highlight
New device character



Back to top

0V5
 

Section 0 Medical and Surgical
No change Body System V Male Reproductive System

Operation 5 Destruction: Physical eradication of all or a portion of a body part by the direct use of
energy, force, or a destructive agent

Heading Body Part Approach Device Qualifier
FY2023 0 Prostate 0 Open

3 Percutaneous
4 Percutaneous
Endoscopic

Z No Device 3 Laser Interstitial Thermal
Therapy
Z No Qualifier

FY2023 0 Prostate 7 Via Natural or
Artificial Opening
8 Via Natural or
Artificial Opening
Endoscopic

Z No Device Z No Qualifier

No change 1 Seminal Vesicle, Right
2 Seminal Vesicle, Left
3 Seminal Vesicles, Bilateral
6 Tunica Vaginalis, Right
7 Tunica Vaginalis, Left
9 Testis, Right
B Testis, Left
C Testes, Bilateral

0 Open
3 Percutaneous
4 Percutaneous
Endoscopic

Z No Device Z No Qualifier

No change 5 Scrotum
S Penis
T Prepuce

0 Open
3 Percutaneous
4 Percutaneous
Endoscopic
X External

Z No Device Z No Qualifier

No change F Spermatic Cord, Right
G Spermatic Cord, Left
H Spermatic Cords, Bilateral
J Epididymis, Right
K Epididymis, Left
L Epididymis, Bilateral
N Vas Deferens, Right
P Vas Deferens, Left
Q Vas Deferens, Bilateral

0 Open
3 Percutaneous
4 Percutaneous
Endoscopic
8 Via Natural or
Artificial Opening
Endoscopic

Z No Device Z No Qualifier
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Section 0 Medical and Surgical
No change Body System W Anatomical Regions, General

Operation 9 Drainage: Taking or letting out fluids and/or gases from a body part
Heading Body Part Approach Device Qualifier
FY2023 0 Head

1 Cranial Cavity
2 Face
3 Oral Cavity and Throat
4 Upper Jaw
5 Lower Jaw
8 Chest Wall
9 Pleural Cavity, Right
B Pleural Cavity, Left
C Mediastinum
D Pericardial Cavity
F Abdominal Wall
G Peritoneal Cavity
H Retroperitoneum
K Upper Back
L Lower Back
M Perineum, Male
N Perineum, Female

0 Open
3 Percutaneous
4 Percutaneous
Endoscopic

0 Drainage Device Z No Qualifier

FY2023 0 Head
1 Cranial Cavity
2 Face
3 Oral Cavity and Throat
4 Upper Jaw
5 Lower Jaw
8 Chest Wall
9 Pleural Cavity, Right
B Pleural Cavity, Left
C Mediastinum
D Pericardial Cavity
F Abdominal Wall
G Peritoneal Cavity
H Retroperitoneum
K Upper Back
L Lower Back
M Perineum, Male
N Perineum, Female

0 Open
3 Percutaneous
4 Percutaneous
Endoscopic

Z No Device X Diagnostic
Z No Qualifier

FY2023 6 Neck
J Pelvic Cavity

0 Open
3 Percutaneous
4 Percutaneous
Endoscopic
7 Via Natural or
Artificial Opening
8 Via Natural or
Artificial Opening
Endoscopic

0 Drainage Device Z No Qualifier

FY2023 6 Neck
J Pelvic Cavity

0 Open
3 Percutaneous
4 Percutaneous
Endoscopic
7 Via Natural or
Artificial Opening
8 Via Natural or
Artificial Opening
Endoscopic

Z No Device X Diagnostic
Z No Qualifier
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Section 3 Administration
No change Body System E Physiological Systems and Anatomical Regions

Operation 0 Introduction: Putting in or on a therapeutic, diagnostic, nutritional, physiological, or
prophylactic substance except blood or blood products

Heading Body System / Region Approach Substance Qualifier
No change 0 Skin and Mucous

Membranes
X External 0 Antineoplastic 5 Other Antineoplastic

M Monoclonal Antibody
No change 0 Skin and Mucous

Membranes
X External 2 Anti-infective 8 Oxazolidinones

9 Other Anti-infective
No change 0 Skin and Mucous

Membranes
X External 3 Anti-inflammatory

4 Serum, Toxoid and
Vaccine
B Anesthetic Agent
K Other Diagnostic
Substance
M Pigment
N Analgesics, Hypnotics,
Sedatives
T Destructive Agent

Z No Qualifier

No change 0 Skin and Mucous
Membranes

X External G Other Therapeutic
Substance

C Other Substance

No change 1 Subcutaneous Tissue 0 Open 2 Anti-infective A Anti-Infective Envelope
No change 1 Subcutaneous Tissue 3 Percutaneous 0 Antineoplastic 5 Other Antineoplastic

M Monoclonal Antibody
No change 1 Subcutaneous Tissue 3 Percutaneous 2 Anti-infective 8 Oxazolidinones

9 Other Anti-infective
A Anti-Infective Envelope

No change 1 Subcutaneous Tissue 3 Percutaneous 3 Anti-inflammatory
6 Nutritional Substance
7 Electrolytic and Water
Balance Substance
B Anesthetic Agent
H Radioactive Substance
K Other Diagnostic
Substance
N Analgesics, Hypnotics,
Sedatives
T Destructive Agent

Z No Qualifier

No change 1 Subcutaneous Tissue 3 Percutaneous 4 Serum, Toxoid and
Vaccine

0 Influenza Vaccine
Z No Qualifier

No change 1 Subcutaneous Tissue 3 Percutaneous G Other Therapeutic
Substance

C Other Substance

No change 1 Subcutaneous Tissue 3 Percutaneous V Hormone G Insulin
J Other Hormone

No change 2 Muscle 3 Percutaneous 0 Antineoplastic 5 Other Antineoplastic
M Monoclonal Antibody

No change 2 Muscle 3 Percutaneous 2 Anti-infective 8 Oxazolidinones
9 Other Anti-infective

No change 2 Muscle 3 Percutaneous 3 Anti-inflammatory
6 Nutritional Substance
7 Electrolytic and Water
Balance Substance
B Anesthetic Agent
H Radioactive Substance
K Other Diagnostic
Substance
N Analgesics, Hypnotics,
Sedatives
T Destructive Agent

Z No Qualifier



No change 2 Muscle 3 Percutaneous 4 Serum, Toxoid and
Vaccine

0 Influenza Vaccine
Z No Qualifier

No change 2 Muscle 3 Percutaneous G Other Therapeutic
Substance

C Other Substance

No change 3 Peripheral Vein 0 Open 0 Antineoplastic 2 High-dose Interleukin-2
3 Low-dose Interleukin-2
5 Other Antineoplastic
M Monoclonal Antibody
P Clofarabine

No change 3 Peripheral Vein 0 Open 1 Thrombolytic 6 Recombinant Human-
activated Protein C
7 Other Thrombolytic

No change 3 Peripheral Vein 0 Open 2 Anti-infective 8 Oxazolidinones
9 Other Anti-infective

No change 3 Peripheral Vein 0 Open 3 Anti-inflammatory
4 Serum, Toxoid and
Vaccine
6 Nutritional Substance
7 Electrolytic and Water
Balance Substance
F Intracirculatory Anesthetic
H Radioactive Substance
K Other Diagnostic
Substance
N Analgesics, Hypnotics,
Sedatives
P Platelet Inhibitor
R Antiarrhythmic
T Destructive Agent
X Vasopressor

Z No Qualifier

No change 3 Peripheral Vein 0 Open G Other Therapeutic
Substance

C Other Substance
N Blood Brain Barrier
Disruption

No change 3 Peripheral Vein 0 Open U Pancreatic Islet Cells 0 Autologous
1 Nonautologous

No change 3 Peripheral Vein 0 Open V Hormone G Insulin
H Human B-type Natriuretic
Peptide
J Other Hormone

No change 3 Peripheral Vein 0 Open W Immunotherapeutic K Immunostimulator
L Immunosuppressive

No change 3 Peripheral Vein 3 Percutaneous 0 Antineoplastic 2 High-dose Interleukin-2
3 Low-dose Interleukin-2
5 Other Antineoplastic
M Monoclonal Antibody
P Clofarabine

No change 3 Peripheral Vein 3 Percutaneous 1 Thrombolytic 6 Recombinant Human-
activated Protein C
7 Other Thrombolytic

No change 3 Peripheral Vein 3 Percutaneous 2 Anti-infective 8 Oxazolidinones
9 Other Anti-infective



No change 3 Peripheral Vein 3 Percutaneous 3 Anti-inflammatory
4 Serum, Toxoid and
Vaccine
6 Nutritional Substance
7 Electrolytic and Water
Balance Substance
F Intracirculatory Anesthetic
H Radioactive Substance
K Other Diagnostic
Substance
N Analgesics, Hypnotics,
Sedatives
P Platelet Inhibitor
R Antiarrhythmic
T Destructive Agent
X Vasopressor

Z No Qualifier

FY2023 3 Peripheral Vein 3 Percutaneous G Other Therapeutic
Substance

C Other Substance
N Blood Brain Barrier
Disruption
Q Glucarpidase
R Other Therapeutic
Monoclonal Antibody

No change 3 Peripheral Vein 3 Percutaneous U Pancreatic Islet Cells 0 Autologous
1 Nonautologous

No change 3 Peripheral Vein 3 Percutaneous V Hormone G Insulin
H Human B-type Natriuretic
Peptide
J Other Hormone

No change 3 Peripheral Vein 3 Percutaneous W Immunotherapeutic K Immunostimulator
L Immunosuppressive

No change 4 Central Vein 0 Open 0 Antineoplastic 2 High-dose Interleukin-2
3 Low-dose Interleukin-2
5 Other Antineoplastic
M Monoclonal Antibody
P Clofarabine

No change 4 Central Vein 0 Open 1 Thrombolytic 6 Recombinant Human-
activated Protein C
7 Other Thrombolytic

No change 4 Central Vein 0 Open 2 Anti-infective 8 Oxazolidinones
9 Other Anti-infective

No change 4 Central Vein 0 Open 3 Anti-inflammatory
4 Serum, Toxoid and
Vaccine
6 Nutritional Substance
7 Electrolytic and Water
Balance Substance
F Intracirculatory Anesthetic
H Radioactive Substance
K Other Diagnostic
Substance
N Analgesics, Hypnotics,
Sedatives
P Platelet Inhibitor
R Antiarrhythmic
T Destructive Agent
X Vasopressor

Z No Qualifier

No change 4 Central Vein 0 Open G Other Therapeutic
Substance

C Other Substance
N Blood Brain Barrier
Disruption

No change 4 Central Vein 0 Open V Hormone G Insulin
H Human B-type Natriuretic
Peptide
J Other Hormone

No change 4 Central Vein 0 Open W Immunotherapeutic K Immunostimulator
L Immunosuppressive
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No change 4 Central Vein 3 Percutaneous 0 Antineoplastic 2 High-dose Interleukin-2
3 Low-dose Interleukin-2
5 Other Antineoplastic
M Monoclonal Antibody
P Clofarabine

No change 4 Central Vein 3 Percutaneous 1 Thrombolytic 6 Recombinant Human-
activated Protein C
7 Other Thrombolytic

No change 4 Central Vein 3 Percutaneous 2 Anti-infective 8 Oxazolidinones
9 Other Anti-infective

No change 4 Central Vein 3 Percutaneous 3 Anti-inflammatory
4 Serum, Toxoid and
Vaccine
6 Nutritional Substance
7 Electrolytic and Water
Balance Substance
F Intracirculatory Anesthetic
H Radioactive Substance
K Other Diagnostic
Substance
N Analgesics, Hypnotics,
Sedatives
P Platelet Inhibitor
R Antiarrhythmic
T Destructive Agent
X Vasopressor

Z No Qualifier

FY2023 4 Central Vein 3 Percutaneous G Other Therapeutic
Substance

C Other Substance
N Blood Brain Barrier
Disruption
Q Glucarpidase
R Other Therapeutic
Monoclonal Antibody

No change 4 Central Vein 3 Percutaneous V Hormone G Insulin
H Human B-type Natriuretic
Peptide
J Other Hormone

No change 4 Central Vein 3 Percutaneous W Immunotherapeutic K Immunostimulator
L Immunosuppressive

No change 5 Peripheral Artery
6 Central Artery

0 Open
3 Percutaneous

0 Antineoplastic 2 High-dose Interleukin-2
3 Low-dose Interleukin-2
5 Other Antineoplastic
M Monoclonal Antibody
P Clofarabine

No change 5 Peripheral Artery
6 Central Artery

0 Open
3 Percutaneous

1 Thrombolytic 6 Recombinant Human-
activated Protein C
7 Other Thrombolytic

No change 5 Peripheral Artery
6 Central Artery

0 Open
3 Percutaneous

2 Anti-infective 8 Oxazolidinones
9 Other Anti-infective

No change 5 Peripheral Artery
6 Central Artery

0 Open
3 Percutaneous

3 Anti-inflammatory
4 Serum, Toxoid and
Vaccine
6 Nutritional Substance
7 Electrolytic and Water
Balance Substance
F Intracirculatory Anesthetic
H Radioactive Substance
K Other Diagnostic
Substance
N Analgesics, Hypnotics,
Sedatives
P Platelet Inhibitor
R Antiarrhythmic
T Destructive Agent
X Vasopressor

Z No Qualifier

No change 5 Peripheral Artery
6 Central Artery

0 Open
3 Percutaneous

G Other Therapeutic
Substance

C Other Substance
N Blood Brain Barrier
Disruption
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No change 5 Peripheral Artery
6 Central Artery

0 Open
3 Percutaneous

V Hormone G Insulin
H Human B-type Natriuretic
Peptide
J Other Hormone

No change 5 Peripheral Artery
6 Central Artery

0 Open
3 Percutaneous

W Immunotherapeutic K Immunostimulator
L Immunosuppressive

No change 7 Coronary Artery
8 Heart

0 Open
3 Percutaneous

1 Thrombolytic 6 Recombinant Human-
activated Protein C
7 Other Thrombolytic

No change 7 Coronary Artery
8 Heart

0 Open
3 Percutaneous

G Other Therapeutic
Substance

C Other Substance

No change 7 Coronary Artery
8 Heart

0 Open
3 Percutaneous

K Other Diagnostic
Substance
P Platelet Inhibitor

Z No Qualifier

No change 7 Coronary Artery
8 Heart

4 Percutaneous
Endoscopic

G Other Therapeutic
Substance

C Other Substance

No change 9 Nose 3 Percutaneous
7 Via Natural or
Artificial Opening
X External

0 Antineoplastic 5 Other Antineoplastic
M Monoclonal Antibody

No change 9 Nose 3 Percutaneous
7 Via Natural or
Artificial Opening
X External

2 Anti-infective 8 Oxazolidinones
9 Other Anti-infective

No change 9 Nose 3 Percutaneous
7 Via Natural or
Artificial Opening
X External

3 Anti-inflammatory
4 Serum, Toxoid and
Vaccine
B Anesthetic Agent
H Radioactive Substance
K Other Diagnostic
Substance
N Analgesics, Hypnotics,
Sedatives
T Destructive Agent

Z No Qualifier

No change 9 Nose 3 Percutaneous
7 Via Natural or
Artificial Opening
X External

G Other Therapeutic
Substance

C Other Substance

No change A Bone Marrow 3 Percutaneous 0 Antineoplastic 5 Other Antineoplastic
M Monoclonal Antibody

No change A Bone Marrow 3 Percutaneous G Other Therapeutic
Substance

C Other Substance

No change B Ear 3 Percutaneous
7 Via Natural or
Artificial Opening
X External

0 Antineoplastic 4 Liquid Brachytherapy
Radioisotope
5 Other Antineoplastic
M Monoclonal Antibody

No change B Ear 3 Percutaneous
7 Via Natural or
Artificial Opening
X External

2 Anti-infective 8 Oxazolidinones
9 Other Anti-infective

No change B Ear 3 Percutaneous
7 Via Natural or
Artificial Opening
X External

3 Anti-inflammatory
B Anesthetic Agent
H Radioactive Substance
K Other Diagnostic
Substance
N Analgesics, Hypnotics,
Sedatives
T Destructive Agent

Z No Qualifier

No change B Ear 3 Percutaneous
7 Via Natural or
Artificial Opening
X External

G Other Therapeutic
Substance

C Other Substance



No change C Eye 3 Percutaneous
7 Via Natural or
Artificial Opening
X External

0 Antineoplastic 4 Liquid Brachytherapy
Radioisotope
5 Other Antineoplastic
M Monoclonal Antibody

No change C Eye 3 Percutaneous
7 Via Natural or
Artificial Opening
X External

2 Anti-infective 8 Oxazolidinones
9 Other Anti-infective

No change C Eye 3 Percutaneous
7 Via Natural or
Artificial Opening
X External

3 Anti-inflammatory
B Anesthetic Agent
H Radioactive Substance
K Other Diagnostic
Substance
M Pigment
N Analgesics, Hypnotics,
Sedatives
T Destructive Agent

Z No Qualifier

No change C Eye 3 Percutaneous
7 Via Natural or
Artificial Opening
X External

G Other Therapeutic
Substance

C Other Substance

No change C Eye 3 Percutaneous
7 Via Natural or
Artificial Opening
X External

S Gas F Other Gas

No change D Mouth and Pharynx 3 Percutaneous
7 Via Natural or
Artificial Opening
X External

0 Antineoplastic 4 Liquid Brachytherapy
Radioisotope
5 Other Antineoplastic
M Monoclonal Antibody

No change D Mouth and Pharynx 3 Percutaneous
7 Via Natural or
Artificial Opening
X External

2 Anti-infective 8 Oxazolidinones
9 Other Anti-infective

No change D Mouth and Pharynx 3 Percutaneous
7 Via Natural or
Artificial Opening
X External

3 Anti-inflammatory
4 Serum, Toxoid and
Vaccine
6 Nutritional Substance
7 Electrolytic and Water
Balance Substance
B Anesthetic Agent
H Radioactive Substance
K Other Diagnostic
Substance
N Analgesics, Hypnotics,
Sedatives
R Antiarrhythmic
T Destructive Agent

Z No Qualifier

No change D Mouth and Pharynx 3 Percutaneous
7 Via Natural or
Artificial Opening
X External

G Other Therapeutic
Substance

C Other Substance

No change E Products of Conception
G Upper GI
H Lower GI
K Genitourinary Tract
N Male Reproductive

3 Percutaneous
7 Via Natural or
Artificial Opening
8 Via Natural or
Artificial Opening
Endoscopic

0 Antineoplastic 4 Liquid Brachytherapy
Radioisotope
5 Other Antineoplastic
M Monoclonal Antibody

No change E Products of Conception
G Upper GI
H Lower GI
K Genitourinary Tract
N Male Reproductive

3 Percutaneous
7 Via Natural or
Artificial Opening
8 Via Natural or
Artificial Opening
Endoscopic

2 Anti-infective 8 Oxazolidinones
9 Other Anti-infective



No change E Products of Conception
G Upper GI
H Lower GI
K Genitourinary Tract
N Male Reproductive

3 Percutaneous
7 Via Natural or
Artificial Opening
8 Via Natural or
Artificial Opening
Endoscopic

3 Anti-inflammatory
6 Nutritional Substance
7 Electrolytic and Water
Balance Substance
B Anesthetic Agent
H Radioactive Substance
K Other Diagnostic
Substance
N Analgesics, Hypnotics,
Sedatives
T Destructive Agent

Z No Qualifier

No change E Products of Conception
G Upper GI
H Lower GI
K Genitourinary Tract
N Male Reproductive

3 Percutaneous
7 Via Natural or
Artificial Opening
8 Via Natural or
Artificial Opening
Endoscopic

G Other Therapeutic
Substance

C Other Substance

No change E Products of Conception
G Upper GI
H Lower GI
K Genitourinary Tract
N Male Reproductive

3 Percutaneous
7 Via Natural or
Artificial Opening
8 Via Natural or
Artificial Opening
Endoscopic

S Gas F Other Gas

No change E Products of Conception
G Upper GI
H Lower GI
K Genitourinary Tract
N Male Reproductive

4 Percutaneous
Endoscopic

G Other Therapeutic
Substance

C Other Substance

No change F Respiratory Tract 3 Percutaneous
7 Via Natural or
Artificial Opening
8 Via Natural or
Artificial Opening
Endoscopic

0 Antineoplastic 4 Liquid Brachytherapy
Radioisotope
5 Other Antineoplastic
M Monoclonal Antibody

No change F Respiratory Tract 3 Percutaneous
7 Via Natural or
Artificial Opening
8 Via Natural or
Artificial Opening
Endoscopic

2 Anti-infective 8 Oxazolidinones
9 Other Anti-infective

No change F Respiratory Tract 3 Percutaneous
7 Via Natural or
Artificial Opening
8 Via Natural or
Artificial Opening
Endoscopic

3 Anti-inflammatory
6 Nutritional Substance
7 Electrolytic and Water
Balance Substance
B Anesthetic Agent
H Radioactive Substance
K Other Diagnostic
Substance
N Analgesics, Hypnotics,
Sedatives
T Destructive Agent

Z No Qualifier

No change F Respiratory Tract 3 Percutaneous
7 Via Natural or
Artificial Opening
8 Via Natural or
Artificial Opening
Endoscopic

G Other Therapeutic
Substance

C Other Substance

No change F Respiratory Tract 3 Percutaneous
7 Via Natural or
Artificial Opening
8 Via Natural or
Artificial Opening
Endoscopic

S Gas D Nitric Oxide
F Other Gas

No change F Respiratory Tract 4 Percutaneous
Endoscopic

G Other Therapeutic
Substance

C Other Substance



No change J Biliary and Pancreatic
Tract

3 Percutaneous
7 Via Natural or
Artificial Opening
8 Via Natural or
Artificial Opening
Endoscopic

0 Antineoplastic 4 Liquid Brachytherapy
Radioisotope
5 Other Antineoplastic
M Monoclonal Antibody

No change J Biliary and Pancreatic
Tract

3 Percutaneous
7 Via Natural or
Artificial Opening
8 Via Natural or
Artificial Opening
Endoscopic

2 Anti-infective 8 Oxazolidinones
9 Other Anti-infective

No change J Biliary and Pancreatic
Tract

3 Percutaneous
7 Via Natural or
Artificial Opening
8 Via Natural or
Artificial Opening
Endoscopic

3 Anti-inflammatory
6 Nutritional Substance
7 Electrolytic and Water
Balance Substance
B Anesthetic Agent
H Radioactive Substance
K Other Diagnostic
Substance
N Analgesics, Hypnotics,
Sedatives
T Destructive Agent

Z No Qualifier

No change J Biliary and Pancreatic
Tract

3 Percutaneous
7 Via Natural or
Artificial Opening
8 Via Natural or
Artificial Opening
Endoscopic

G Other Therapeutic
Substance

C Other Substance

No change J Biliary and Pancreatic
Tract

3 Percutaneous
7 Via Natural or
Artificial Opening
8 Via Natural or
Artificial Opening
Endoscopic

S Gas F Other Gas

No change J Biliary and Pancreatic
Tract

3 Percutaneous
7 Via Natural or
Artificial Opening
8 Via Natural or
Artificial Opening
Endoscopic

U Pancreatic Islet Cells 0 Autologous
1 Nonautologous

No change J Biliary and Pancreatic
Tract

4 Percutaneous
Endoscopic

G Other Therapeutic
Substance

C Other Substance

No change L Pleural Cavity 0 Open 5 Adhesion Barrier Z No Qualifier
No change L Pleural Cavity 3 Percutaneous 0 Antineoplastic 4 Liquid Brachytherapy

Radioisotope
5 Other Antineoplastic
M Monoclonal Antibody

No change L Pleural Cavity 3 Percutaneous 2 Anti-infective 8 Oxazolidinones
9 Other Anti-infective

No change L Pleural Cavity 3 Percutaneous 3 Anti-inflammatory
5 Adhesion Barrier
6 Nutritional Substance
7 Electrolytic and Water
Balance Substance
B Anesthetic Agent
H Radioactive Substance
K Other Diagnostic
Substance
N Analgesics, Hypnotics,
Sedatives
T Destructive Agent

Z No Qualifier

No change L Pleural Cavity 3 Percutaneous G Other Therapeutic
Substance

C Other Substance

No change L Pleural Cavity 3 Percutaneous S Gas F Other Gas



No change L Pleural Cavity 4 Percutaneous
Endoscopic

5 Adhesion Barrier Z No Qualifier

No change L Pleural Cavity 4 Percutaneous
Endoscopic

G Other Therapeutic
Substance

C Other Substance

No change L Pleural Cavity 7 Via Natural or
Artificial Opening

0 Antineoplastic 4 Liquid Brachytherapy
Radioisotope
5 Other Antineoplastic
M Monoclonal Antibody

No change L Pleural Cavity 7 Via Natural or
Artificial Opening

S Gas F Other Gas

No change M Peritoneal Cavity 0 Open 5 Adhesion Barrier Z No Qualifier
No change M Peritoneal Cavity 3 Percutaneous 0 Antineoplastic 4 Liquid Brachytherapy

Radioisotope
5 Other Antineoplastic
M Monoclonal Antibody
Y Hyperthermic

No change M Peritoneal Cavity 3 Percutaneous 2 Anti-infective 8 Oxazolidinones
9 Other Anti-infective

No change M Peritoneal Cavity 3 Percutaneous 3 Anti-inflammatory
5 Adhesion Barrier
6 Nutritional Substance
7 Electrolytic and Water
Balance Substance
B Anesthetic Agent
H Radioactive Substance
K Other Diagnostic
Substance
N Analgesics, Hypnotics,
Sedatives
T Destructive Agent

Z No Qualifier

No change M Peritoneal Cavity 3 Percutaneous G Other Therapeutic
Substance

C Other Substance

No change M Peritoneal Cavity 3 Percutaneous S Gas F Other Gas
No change M Peritoneal Cavity 4 Percutaneous

Endoscopic
5 Adhesion Barrier Z No Qualifier

No change M Peritoneal Cavity 4 Percutaneous
Endoscopic

G Other Therapeutic
Substance

C Other Substance

No change M Peritoneal Cavity 7 Via Natural or
Artificial Opening

0 Antineoplastic 4 Liquid Brachytherapy
Radioisotope
5 Other Antineoplastic
M Monoclonal Antibody

No change M Peritoneal Cavity 7 Via Natural or
Artificial Opening

S Gas F Other Gas

No change P Female Reproductive 0 Open 5 Adhesion Barrier Z No Qualifier
No change P Female Reproductive 3 Percutaneous 0 Antineoplastic 4 Liquid Brachytherapy

Radioisotope
5 Other Antineoplastic
M Monoclonal Antibody

No change P Female Reproductive 3 Percutaneous 2 Anti-infective 8 Oxazolidinones
9 Other Anti-infective

No change P Female Reproductive 3 Percutaneous 3 Anti-inflammatory
5 Adhesion Barrier
6 Nutritional Substance
7 Electrolytic and Water
Balance Substance
B Anesthetic Agent
H Radioactive Substance
K Other Diagnostic
Substance
L Sperm
N Analgesics, Hypnotics,
Sedatives
T Destructive Agent
V Hormone

Z No Qualifier



No change P Female Reproductive 3 Percutaneous G Other Therapeutic
Substance

C Other Substance

No change P Female Reproductive 3 Percutaneous Q Fertilized Ovum 0 Autologous
1 Nonautologous

No change P Female Reproductive 3 Percutaneous S Gas F Other Gas
No change P Female Reproductive 4 Percutaneous

Endoscopic
5 Adhesion Barrier Z No Qualifier

No change P Female Reproductive 4 Percutaneous
Endoscopic

G Other Therapeutic
Substance

C Other Substance

No change P Female Reproductive 7 Via Natural or
Artificial Opening

0 Antineoplastic 4 Liquid Brachytherapy
Radioisotope
5 Other Antineoplastic
M Monoclonal Antibody

No change P Female Reproductive 7 Via Natural or
Artificial Opening

2 Anti-infective 8 Oxazolidinones
9 Other Anti-infective

No change P Female Reproductive 7 Via Natural or
Artificial Opening

3 Anti-inflammatory
6 Nutritional Substance
7 Electrolytic and Water
Balance Substance
B Anesthetic Agent
H Radioactive Substance
K Other Diagnostic
Substance
L Sperm
N Analgesics, Hypnotics,
Sedatives
T Destructive Agent
V Hormone

Z No Qualifier

No change P Female Reproductive 7 Via Natural or
Artificial Opening

G Other Therapeutic
Substance

C Other Substance

No change P Female Reproductive 7 Via Natural or
Artificial Opening

Q Fertilized Ovum 0 Autologous
1 Nonautologous

No change P Female Reproductive 7 Via Natural or
Artificial Opening

S Gas F Other Gas

No change P Female Reproductive 8 Via Natural or
Artificial Opening
Endoscopic

0 Antineoplastic 4 Liquid Brachytherapy
Radioisotope
5 Other Antineoplastic
M Monoclonal Antibody

No change P Female Reproductive 8 Via Natural or
Artificial Opening
Endoscopic

2 Anti-infective 8 Oxazolidinones
9 Other Anti-infective

No change P Female Reproductive 8 Via Natural or
Artificial Opening
Endoscopic

3 Anti-inflammatory
6 Nutritional Substance
7 Electrolytic and Water
Balance Substance
B Anesthetic Agent
H Radioactive Substance
K Other Diagnostic
Substance
N Analgesics, Hypnotics,
Sedatives
T Destructive Agent

Z No Qualifier

No change P Female Reproductive 8 Via Natural or
Artificial Opening
Endoscopic

G Other Therapeutic
Substance

C Other Substance

No change P Female Reproductive 8 Via Natural or
Artificial Opening
Endoscopic

S Gas F Other Gas

No change Q Cranial Cavity and Brain 0 Open
3 Percutaneous

0 Antineoplastic 4 Liquid Brachytherapy
Radioisotope
5 Other Antineoplastic
M Monoclonal Antibody

No change Q Cranial Cavity and Brain 0 Open
3 Percutaneous

2 Anti-infective 8 Oxazolidinones
9 Other Anti-infective



No change Q Cranial Cavity and Brain 0 Open
3 Percutaneous

3 Anti-inflammatory
6 Nutritional Substance
7 Electrolytic and Water
Balance Substance
A Stem Cells, Embryonic
B Anesthetic Agent
H Radioactive Substance
K Other Diagnostic
Substance
N Analgesics, Hypnotics,
Sedatives
T Destructive Agent

Z No Qualifier

No change Q Cranial Cavity and Brain 0 Open
3 Percutaneous

E Stem Cells, Somatic 0 Autologous
1 Nonautologous

No change Q Cranial Cavity and Brain 0 Open
3 Percutaneous

G Other Therapeutic
Substance

C Other Substance

No change Q Cranial Cavity and Brain 0 Open
3 Percutaneous

S Gas F Other Gas

No change Q Cranial Cavity and Brain 7 Via Natural or
Artificial Opening

0 Antineoplastic 4 Liquid Brachytherapy
Radioisotope
5 Other Antineoplastic
M Monoclonal Antibody

No change Q Cranial Cavity and Brain 7 Via Natural or
Artificial Opening

S Gas F Other Gas

No change R Spinal Canal 0 Open A Stem Cells, Embryonic Z No Qualifier
No change R Spinal Canal 0 Open E Stem Cells, Somatic 0 Autologous

1 Nonautologous
No change R Spinal Canal 3 Percutaneous 0 Antineoplastic 2 High-dose Interleukin-2

3 Low-dose Interleukin-2
4 Liquid Brachytherapy
Radioisotope
5 Other Antineoplastic
M Monoclonal Antibody

No change R Spinal Canal 3 Percutaneous 2 Anti-infective 8 Oxazolidinones
9 Other Anti-infective

No change R Spinal Canal 3 Percutaneous 3 Anti-inflammatory
6 Nutritional Substance
7 Electrolytic and Water
Balance Substance
A Stem Cells, Embryonic
B Anesthetic Agent
H Radioactive Substance
K Other Diagnostic
Substance
N Analgesics, Hypnotics,
Sedatives
T Destructive Agent

Z No Qualifier

No change R Spinal Canal 3 Percutaneous E Stem Cells, Somatic 0 Autologous
1 Nonautologous

No change R Spinal Canal 3 Percutaneous G Other Therapeutic
Substance

C Other Substance

No change R Spinal Canal 3 Percutaneous S Gas F Other Gas
No change R Spinal Canal 7 Via Natural or

Artificial Opening
S Gas F Other Gas

No change S Epidural Space 3 Percutaneous 0 Antineoplastic 2 High-dose Interleukin-2
3 Low-dose Interleukin-2
4 Liquid Brachytherapy
Radioisotope
5 Other Antineoplastic
M Monoclonal Antibody

No change S Epidural Space 3 Percutaneous 2 Anti-infective 8 Oxazolidinones
9 Other Anti-infective



No change S Epidural Space 3 Percutaneous 3 Anti-inflammatory
6 Nutritional Substance
7 Electrolytic and Water
Balance Substance
B Anesthetic Agent
H Radioactive Substance
K Other Diagnostic
Substance
N Analgesics, Hypnotics,
Sedatives
T Destructive Agent

Z No Qualifier

No change S Epidural Space 3 Percutaneous G Other Therapeutic
Substance

C Other Substance

No change S Epidural Space 3 Percutaneous S Gas F Other Gas
No change S Epidural Space 7 Via Natural or

Artificial Opening
S Gas F Other Gas

No change T Peripheral Nerves and
Plexi
X Cranial Nerves

3 Percutaneous 3 Anti-inflammatory
B Anesthetic Agent
T Destructive Agent

Z No Qualifier

No change T Peripheral Nerves and
Plexi
X Cranial Nerves

3 Percutaneous G Other Therapeutic
Substance

C Other Substance

No change U Joints 0 Open 2 Anti-infective 8 Oxazolidinones
9 Other Anti-infective

No change U Joints 0 Open G Other Therapeutic
Substance

B Recombinant Bone
Morphogenetic Protein

No change U Joints 3 Percutaneous 0 Antineoplastic 4 Liquid Brachytherapy
Radioisotope
5 Other Antineoplastic
M Monoclonal Antibody

No change U Joints 3 Percutaneous 2 Anti-infective 8 Oxazolidinones
9 Other Anti-infective

No change U Joints 3 Percutaneous 3 Anti-inflammatory
6 Nutritional Substance
7 Electrolytic and Water
Balance Substance
B Anesthetic Agent
H Radioactive Substance
K Other Diagnostic
Substance
N Analgesics, Hypnotics,
Sedatives
T Destructive Agent

Z No Qualifier

No change U Joints 3 Percutaneous G Other Therapeutic
Substance

B Recombinant Bone
Morphogenetic Protein
C Other Substance

No change U Joints 3 Percutaneous S Gas F Other Gas
No change U Joints 4 Percutaneous

Endoscopic
G Other Therapeutic
Substance

C Other Substance

FY2023 V Bones 0 Open G Other Therapeutic
Substance

B Recombinant Bone
Morphogenetic Protein
C Other Substance

No change V Bones 3 Percutaneous 0 Antineoplastic 5 Other Antineoplastic
M Monoclonal Antibody

No change V Bones 3 Percutaneous 2 Anti-infective 8 Oxazolidinones
9 Other Anti-infective



No change V Bones 3 Percutaneous 3 Anti-inflammatory
6 Nutritional Substance
7 Electrolytic and Water
Balance Substance
B Anesthetic Agent
H Radioactive Substance
K Other Diagnostic
Substance
N Analgesics, Hypnotics,
Sedatives
T Destructive Agent

Z No Qualifier

No change V Bones 3 Percutaneous G Other Therapeutic
Substance

B Recombinant Bone
Morphogenetic Protein
C Other Substance

FY2023 V Bones 4 Percutaneous
Endoscopic

G Other Therapeutic
Substance

C Other Substance

No change W Lymphatics 3 Percutaneous 0 Antineoplastic 5 Other Antineoplastic
M Monoclonal Antibody

No change W Lymphatics 3 Percutaneous 2 Anti-infective 8 Oxazolidinones
9 Other Anti-infective

No change W Lymphatics 3 Percutaneous 3 Anti-inflammatory
6 Nutritional Substance
7 Electrolytic and Water
Balance Substance
B Anesthetic Agent
H Radioactive Substance
K Other Diagnostic
Substance
N Analgesics, Hypnotics,
Sedatives
T Destructive Agent

Z No Qualifier

No change W Lymphatics 3 Percutaneous G Other Therapeutic
Substance

C Other Substance

No change Y Pericardial Cavity 3 Percutaneous 0 Antineoplastic 4 Liquid Brachytherapy
Radioisotope
5 Other Antineoplastic
M Monoclonal Antibody

No change Y Pericardial Cavity 3 Percutaneous 2 Anti-infective 8 Oxazolidinones
9 Other Anti-infective

No change Y Pericardial Cavity 3 Percutaneous 3 Anti-inflammatory
6 Nutritional Substance
7 Electrolytic and Water
Balance Substance
B Anesthetic Agent
H Radioactive Substance
K Other Diagnostic
Substance
N Analgesics, Hypnotics,
Sedatives
T Destructive Agent

Z No Qualifier

No change Y Pericardial Cavity 3 Percutaneous G Other Therapeutic
Substance

C Other Substance

No change Y Pericardial Cavity 3 Percutaneous S Gas F Other Gas
No change Y Pericardial Cavity 4 Percutaneous

Endoscopic
G Other Therapeutic
Substance

C Other Substance

No change Y Pericardial Cavity 7 Via Natural or
Artificial Opening

0 Antineoplastic 4 Liquid Brachytherapy
Radioisotope
5 Other Antineoplastic
M Monoclonal Antibody

No change Y Pericardial Cavity 7 Via Natural or
Artificial Opening

S Gas F Other Gas
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Section 5 Extracorporeal or Systemic Assistance and Performance
No change Body System A Physiological Systems

Operation 0 Assistance: Taking over a portion of a physiological function by extracorporeal means
Heading Body System Duration Function Qualifier
FY2023 2 Cardiac 1 Intermittent 1 Output 0 Balloon Pump

5 Pulsatile Compression
6 Other Pump
D Impeller Pump

FY2023 2 Cardiac 2 Continuous 1 Output 0 Balloon Pump
5 Pulsatile Compression
6 Other Pump
D Impeller Pump

FY2023 2 Cardiac 2 Continuous 2 Oxygenation C Supersaturated
FY2023 5 Circulatory 1 Intermittent

2 Continuous
2 Oxygenation 1 Hyperbaric

No change 9 Respiratory 2 Continuous 0 Filtration Z No Qualifier
No change 9 Respiratory 3 Less than 24

Consecutive Hours
4 24-96 Consecutive
Hours
5 Greater than 96
Consecutive Hours

5 Ventilation 7 Continuous Positive
Airway Pressure
8 Intermittent Positive
Airway Pressure
9 Continuous Negative
Airway Pressure
A High Nasal Flow/Velocity
B Intermittent Negative
Airway Pressure
Z No Qualifier
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Section B Imaging
No change Body System B Respiratory System

Type 3 Magnetic Resonance Imaging (MRI): Computer reformatted digital display of
multiplanar images developed from the capture of radiofrequency signals emitted by
nuclei in a body site excited within a magnetic field

Heading Body Part Contrast Qualifier Qualifier
FY2023 4 Lungs, Bilateral Z None 3 Hyperpolarized Xenon 129

(Xe-129)
Z None

No change G Lung Apices Y Other Contrast 0 Unenhanced and
Enhanced
Z None

Z None

No change G Lung Apices Z None Z None Z None
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Section D Radiation Therapy
No change Body System 0 Central and Peripheral Nervous System

Modality Y Other Radiation
Heading Treatment Site Modality Qualifier Isotope Qualifier
FY2023 0 Brain

1 Brain Stem
6 Spinal Cord
7 Peripheral Nerve

7 Contact Radiation
8 Hyperthermia
C Intraoperative
Radiation Therapy
(IORT)
F Plaque Radiation

Z None Z None
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Section D Radiation Therapy
No change Body System B Respiratory System

Modality Y Other Radiation
Heading Treatment Site Modality Qualifier Isotope Qualifier
FY2023 0 Trachea

1 Bronchus
2 Lung
5 Pleura
6 Mediastinum
7 Chest Wall
8 Diaphragm

7 Contact Radiation
8 Hyperthermia
F Plaque Radiation

Z None Z None
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Modality character K (Laser interstitial thermal therapy) removed
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Section D Radiation Therapy
No change Body System D Gastrointestinal System

Modality Y Other Radiation
Heading Treatment Site Modality Qualifier Isotope Qualifier
FY2023 0 Esophagus 7 Contact Radiation

8 Hyperthermia
F Plaque Radiation

Z None Z None

FY2023 1 Stomach
2 Duodenum
3 Jejunum
4 Ileum
5 Colon
7 Rectum

7 Contact Radiation
8 Hyperthermia
C Intraoperative
Radiation Therapy
(IORT)
F Plaque Radiation

Z None Z None

FY2023 8 Anus C Intraoperative
Radiation Therapy
(IORT)
F Plaque Radiation

Z None Z None
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Section D Radiation Therapy
No change Body System F Hepatobiliary System and Pancreas

Modality Y Other Radiation
Heading Treatment Site Modality Qualifier Isotope Qualifier
FY2023 0 Liver

1 Gallbladder
2 Bile Ducts
3 Pancreas

7 Contact Radiation
8 Hyperthermia
C Intraoperative
Radiation Therapy
(IORT)
F Plaque Radiation

Z None Z None
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Modality character K (Laser interstitial thermal therapy) removed
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Section D Radiation Therapy
No change Body System G Endocrine System

Modality Y Other Radiation
Heading Treatment Site Modality Qualifier Isotope Qualifier
FY2023 0 Pituitary Gland

1 Pineal Body
2 Adrenal Glands
4 Parathyroid Glands
5 Thyroid

7 Contact Radiation
8 Hyperthermia
F Plaque Radiation

Z None Z None
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Modality character K (Laser interstitial thermal therapy) removed
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Section D Radiation Therapy
No change Body System M Breast

Modality Y Other Radiation
Heading Treatment Site Modality Qualifier Isotope Qualifier
FY2023 0 Breast, Left

1 Breast, Right
7 Contact Radiation
8 Hyperthermia
F Plaque Radiation

Z None Z None
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Section D Radiation Therapy
No change Body System V Male Reproductive System

Modality Y Other Radiation
Heading Treatment Site Modality Qualifier Isotope Qualifier
FY2023 0 Prostate 7 Contact Radiation

8 Hyperthermia
C Intraoperative
Radiation Therapy
(IORT)
F Plaque Radiation

Z None Z None

No change 1 Testis 7 Contact Radiation
8 Hyperthermia
F Plaque Radiation

Z None Z None
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Section X New Technology
FY2023 Body System 0 Nervous System

Operation H Insertion: Putting in a nonbiological appliance that monitors, assists, performs, or
prevents a physiological function but does not physically take the place of a body part

Heading Body Part Approach Device / Substance /
Technology

Qualifier

FY2023 K Sphenopalatine Ganglion 3 Percutaneous Q Neurostimulator Lead 8 New Technology Group 8
FY2023 Q Vagus Nerve 3 Percutaneous R Neurostimulator Lead with

Paired Stimulation System
8 New Technology Group 8
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Section X New Technology
FY2023 Body System 0 Nervous System

Operation Z Other Procedures: Methodologies which attempt to remediate or cure a disorder or
disease

Heading Body Part Approach Device / Substance /
Technology

Qualifier

FY2023 0 Prefrontal Cortex X External 1 Computer-assisted
Transcranial Magnetic
Stimulation

8 New Technology Group 8
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Section X New Technology
No change Body System 2 Cardiovascular System

Operation A Assistance: Taking over a portion of a physiological function by extracorporeal means
Heading Body Part Approach Device / Substance /

Technology
Qualifier

No change 5 Innominate Artery and Left
Common Carotid Artery

3 Percutaneous 1 Cerebral Embolic
Filtration, Dual Filter

2 New Technology Group 2

No change 6 Aortic Arch 3 Percutaneous 2 Cerebral Embolic
Filtration, Single Deflection
Filter

5 New Technology Group 5

FY2023 7 Coronary Sinus 3 Percutaneous 5 Intermittent Coronary
Sinus Occlusion

8 New Technology Group 8

No change H Common Carotid Artery,
Right
J Common Carotid Artery,
Left

3 Percutaneous 3 Cerebral Embolic
Filtration, Extracorporeal
Flow Reversal Circuit

6 New Technology Group 6
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Section X New Technology
No change Body System 2 Cardiovascular System

Operation R 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

Heading Body Part Approach Device / Substance /
Technology

Qualifier

No change X Thoracic Aorta, Arch 0 Open N Branched Synthetic
Substitute with Intraluminal
Device

7 New Technology Group 7
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Section X New Technology
FY2023 Body System F Hepatobiliary System and Pancreas

Operation 5 Destruction: Physical eradication of all or a portion of a body part by the direct use of
energy, force, or a destructive agent

Heading Body Part Approach Device / Substance /
Technology

Qualifier

FY2023 0 Liver
1 Liver, Right Lobe
2 Liver, Left Lobe

X External 0 Ultrasound-guided
Cavitation

8 New Technology Group 8
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Section X New Technology
No change Body System H Skin, Subcutaneous Tissue, Fascia and Breast

Operation R 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

Heading Body Part Approach Device / Substance /
Technology

Qualifier

No change P Skin X External F Bioengineered Allogeneic
Construct

7 New Technology Group 7
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Device/substance/technology character L (Skin substitute, porcine liver derived) removed.



Back to top

XK0
 

Section X New Technology
FY2022 Body System K Muscles, Tendons, Bursae and Ligaments

Operation 0 Introduction: Putting in or on a therapeutic, diagnostic, nutritional, physiological, or
prophylactic substance except blood or blood products
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Section X New Technology
FY2023 Body System K Muscles, Tendons, Bursae and Ligaments

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

Heading Body Part Approach Device / Substance /
Technology

Qualifier

FY2023 C Upper Spine Bursa and
Ligament
D Lower Spine Bursa and
Ligament

0 Open 6 Posterior Vertebral Tether 8 New Technology Group 8
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Section X New Technology
FY2023 Body System N Bones

Operation H Insertion: Putting in a nonbiological appliance that monitors, assists, performs, or
prevents a physiological function but does not physically take the place of a body part

Heading Body Part Approach Device / Substance /
Technology

Qualifier

FY2023 6 Pelvic Bone, Right
7 Pelvic Bone, Left

0 Open
3 Percutaneous

5 Internal Fixation Device
with Tulip Connector

8 New Technology Group 8
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Section X New Technology
No change Body System R Joints

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

Heading Body Part Approach Device / Substance /
Technology

Qualifier

FY2023 A Thoracolumbar Vertebral
Joint
B Lumbar Vertebral Joint
C Lumbar Vertebral Joints, 2
or more
D Lumbosacral Joint

0 Open
3 Percutaneous
4 Percutaneous
Endoscopic

R Interbody Fusion Device,
Customizable

7 New Technology Group 7

FY2023 E Sacroiliac Joint, Right
F Sacroiliac Joint, Left

0 Open
3 Percutaneous

5 Internal Fixation Device
with Tulip Connector

8 New Technology Group 8
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Section X New Technology
FY2023 Body System R Joints

Operation H Insertion: Putting in a nonbiological appliance that monitors, assists, performs, or
prevents a physiological function but does not physically take the place of a body part

Heading Body Part Approach Device / Substance /
Technology

Qualifier

FY2023 B Lumbar Vertebral Joint
D Lumbosacral Joint

0 Open 1 Posterior Spinal Motion
Preservation Device

8 New Technology Group 8
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Section X New Technology
FY2023 Body System R Joints

Operation R 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

Heading Body Part Approach Device / Substance /
Technology

Qualifier

FY2023 G Knee Joint, Right
H Knee Joint, Left

0 Open L Synthetic Substitute,
Lateral Meniscus
M Synthetic Substitute,
Medial Meniscus

8 New Technology Group 8
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Section X New Technology
No change Body System W Anatomical Regions

Operation 0 Introduction: Putting in or on a therapeutic, diagnostic, nutritional, physiological, or
prophylactic substance except blood or blood products

Heading Body Part Approach Device / Substance /
Technology

Qualifier

No change 0 Skin X External 2 Bromelain-enriched
Proteolytic Enzyme

7 New Technology Group 7

FY2023 1 Subcutaneous Tissue 3 Percutaneous 1 Daratumumab and
Hyaluronidase-fihj
4 Teclistamab Antineoplastic

8 New Technology Group 8

No change 1 Subcutaneous Tissue 3 Percutaneous 9 Satralizumab-mwge 7 New Technology Group 7
No change 1 Subcutaneous Tissue 3 Percutaneous F Other New Technology

Therapeutic Substance
5 New Technology Group 5

No change 1 Subcutaneous Tissue 3 Percutaneous H Other New Technology
Monoclonal Antibody
K Leronlimab Monoclonal
Antibody
S COVID-19 Vaccine Dose
1
T COVID-19 Vaccine Dose 2
U COVID-19 Vaccine

6 New Technology Group 6

No change 1 Subcutaneous Tissue 3 Percutaneous V COVID-19 Vaccine Dose
3

7 New Technology Group 7

No change 1 Subcutaneous Tissue 3 Percutaneous W Caplacizumab 5 New Technology Group 5
No change 1 Subcutaneous Tissue 3 Percutaneous W COVID-19 Vaccine

Booster
7 New Technology Group 7

No change 1 Subcutaneous Tissue X External 2 Bromelain-enriched
Proteolytic Enzyme

7 New Technology Group 7

FY2023 2 Muscle 0 Open D Engineered Allogeneic
Thymus Tissue

8 New Technology Group 8

No change 2 Muscle 3 Percutaneous S COVID-19 Vaccine Dose
1
T COVID-19 Vaccine Dose 2
U COVID-19 Vaccine

6 New Technology Group 6

No change 2 Muscle 3 Percutaneous V COVID-19 Vaccine Dose
3
W COVID-19 Vaccine
Booster
X Tixagevimab and
Cilgavimab Monoclonal
Antibody
Y Other New Technology
Monoclonal Antibody

7 New Technology Group 7

FY2023 3 Peripheral Vein 3 Percutaneous 0 Brexanolone 6 New Technology Group 6
FY2023 3 Peripheral Vein 3 Percutaneous 0 Spesolimab Monoclonal

Antibody
8 New Technology Group 8

FY2023 3 Peripheral Vein 3 Percutaneous 2 Nerinitide
3 Durvalumab Antineoplastic

6 New Technology Group 6

No change 3 Peripheral Vein 3 Percutaneous 5 Narsoplimab Monoclonal
Antibody

7 New Technology Group 7

FY2023 3 Peripheral Vein 3 Percutaneous 5 Mosunetuzumab
Antineoplastic

8 New Technology Group 8

No change 3 Peripheral Vein 3 Percutaneous 6 Lefamulin Anti-infective 6 New Technology Group 6
No change 3 Peripheral Vein 3 Percutaneous 6 Terlipressin 7 New Technology Group 7
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FY2023 3 Peripheral Vein 3 Percutaneous 6 Afamitresgene Autoleucel
Immunotherapy

8 New Technology Group 8

No change 3 Peripheral Vein 3 Percutaneous 7 Coagulation Factor Xa,
Inactivated

2 New Technology Group 2

FY2023 3 Peripheral Vein 3 Percutaneous 7 Trilaciclib 7 New Technology Group 7
FY2023 3 Peripheral Vein 3 Percutaneous 7 Tabelecleucel

Immunotherapy
8 New Technology Group 8

FY2023 3 Peripheral Vein 3 Percutaneous 8 Lurbinectedin 7 New Technology Group 7
FY2023 3 Peripheral Vein 3 Percutaneous 8 Treosulfan 8 New Technology Group 8
No change 3 Peripheral Vein 3 Percutaneous 9 Ceftolozane/Tazobactam

Anti-infective
6 New Technology Group 6

FY2023 3 Peripheral Vein 3 Percutaneous 9 Inebilizumab-cdon 8 New Technology Group 8
No change 3 Peripheral Vein 3 Percutaneous A Cefiderocol Anti-infective 6 New Technology Group 6
No change 3 Peripheral Vein 3 Percutaneous A Ciltacabtagene Autoleucel 7 New Technology Group 7
No change 3 Peripheral Vein 3 Percutaneous B Cytarabine and

Daunorubicin Liposome
Antineoplastic

3 New Technology Group 3

No change 3 Peripheral Vein 3 Percutaneous B Omadacycline Anti-
infective

6 New Technology Group 6

No change 3 Peripheral Vein 3 Percutaneous B Amivantamab Monoclonal
Antibody

7 New Technology Group 7

No change 3 Peripheral Vein 3 Percutaneous C Eculizumab 6 New Technology Group 6
No change 3 Peripheral Vein 3 Percutaneous C Engineered Chimeric

Antigen Receptor T-cell
Immunotherapy, Autologous

7 New Technology Group 7

No change 3 Peripheral Vein 3 Percutaneous D Atezolizumab
Antineoplastic

6 New Technology Group 6

No change 3 Peripheral Vein 3 Percutaneous E Remdesivir Anti-infective 5 New Technology Group 5
No change 3 Peripheral Vein 3 Percutaneous E Etesevimab Monoclonal

Antibody
6 New Technology Group 6

No change 3 Peripheral Vein 3 Percutaneous F Other New Technology
Therapeutic Substance

3 New Technology Group 3

No change 3 Peripheral Vein 3 Percutaneous F Other New Technology
Therapeutic Substance

5 New Technology Group 5

No change 3 Peripheral Vein 3 Percutaneous F Bamlanivimab Monoclonal
Antibody

6 New Technology Group 6

No change 3 Peripheral Vein 3 Percutaneous G Plazomicin Anti-infective 4 New Technology Group 4
No change 3 Peripheral Vein 3 Percutaneous G Sarilumab 5 New Technology Group 5
No change 3 Peripheral Vein 3 Percutaneous G REGN-COV2 Monoclonal

Antibody
6 New Technology Group 6

No change 3 Peripheral Vein 3 Percutaneous G Engineered Chimeric
Antigen Receptor T-cell
Immunotherapy, Allogeneic

7 New Technology Group 7

No change 3 Peripheral Vein 3 Percutaneous H Synthetic Human
Angiotensin II

4 New Technology Group 4

No change 3 Peripheral Vein 3 Percutaneous H Tocilizumab 5 New Technology Group 5
No change 3 Peripheral Vein 3 Percutaneous H Other New Technology

Monoclonal Antibody
6 New Technology Group 6

No change 3 Peripheral Vein 3 Percutaneous H Axicabtagene Ciloleucel
Immunotherapy
J Tisagenlecleucel
Immunotherapy

7 New Technology Group 7

No change 3 Peripheral Vein 3 Percutaneous K Fosfomycin Anti-infective 5 New Technology Group 5
No change 3 Peripheral Vein 3 Percutaneous K Idecabtagene Vicleucel

Immunotherapy
7 New Technology Group 7

No change 3 Peripheral Vein 3 Percutaneous L CD24Fc
Immunomodulator

6 New Technology Group 6
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No change 3 Peripheral Vein 3 Percutaneous L Lifileucel Immunotherapy
M Brexucabtagene
Autoleucel Immunotherapy

7 New Technology Group 7

No change 3 Peripheral Vein 3 Percutaneous N Meropenem-vaborbactam
Anti-infective

5 New Technology Group 5

No change 3 Peripheral Vein 3 Percutaneous N Lisocabtagene Maraleucel
Immunotherapy

7 New Technology Group 7

No change 3 Peripheral Vein 3 Percutaneous Q Tagraxofusp-erzs
Antineoplastic
S Iobenguane I-131
Antineoplastic
U Imipenem-cilastatin-
relebactam Anti-infective
W Caplacizumab

5 New Technology Group 5

FY2023 4 Central Vein 3 Percutaneous 0 Brexanolone 6 New Technology Group 6
FY2023 4 Central Vein 3 Percutaneous 0 Spesolimab Monoclonal

Antibody
8 New Technology Group 8

FY2023 4 Central Vein 3 Percutaneous 2 Nerinitide
3 Durvalumab Antineoplastic

6 New Technology Group 6

No change 4 Central Vein 3 Percutaneous 5 Narsoplimab Monoclonal
Antibody

7 New Technology Group 7

FY2023 4 Central Vein 3 Percutaneous 5 Mosunetuzumab
Antineoplastic

8 New Technology Group 8

No change 4 Central Vein 3 Percutaneous 6 Lefamulin Anti-infective 6 New Technology Group 6
No change 4 Central Vein 3 Percutaneous 6 Terlipressin 7 New Technology Group 7
FY2023 4 Central Vein 3 Percutaneous 6 Afamitresgene Autoleucel

Immunotherapy
8 New Technology Group 8

No change 4 Central Vein 3 Percutaneous 7 Coagulation Factor Xa,
Inactivated

2 New Technology Group 2

FY2023 4 Central Vein 3 Percutaneous 7 Trilaciclib 7 New Technology Group 7
FY2023 4 Central Vein 3 Percutaneous 7 Tabelecleucel

Immunotherapy
8 New Technology Group 8

FY2023 4 Central Vein 3 Percutaneous 8 Lurbinectedin 7 New Technology Group 7
FY2023 4 Central Vein 3 Percutaneous 8 Treosulfan 8 New Technology Group 8
No change 4 Central Vein 3 Percutaneous 9 Ceftolozane/Tazobactam

Anti-infective
6 New Technology Group 6

FY2023 4 Central Vein 3 Percutaneous 9 Inebilizumab-cdon 8 New Technology Group 8
No change 4 Central Vein 3 Percutaneous A Cefiderocol Anti-infective 6 New Technology Group 6
No change 4 Central Vein 3 Percutaneous A Ciltacabtagene Autoleucel 7 New Technology Group 7
No change 4 Central Vein 3 Percutaneous B Cytarabine and

Daunorubicin Liposome
Antineoplastic

3 New Technology Group 3

No change 4 Central Vein 3 Percutaneous B Omadacycline Anti-
infective

6 New Technology Group 6

No change 4 Central Vein 3 Percutaneous B Amivantamab Monoclonal
Antibody

7 New Technology Group 7

No change 4 Central Vein 3 Percutaneous C Eculizumab 6 New Technology Group 6
No change 4 Central Vein 3 Percutaneous C Engineered Chimeric

Antigen Receptor T-cell
Immunotherapy, Autologous

7 New Technology Group 7

No change 4 Central Vein 3 Percutaneous D Atezolizumab
Antineoplastic

6 New Technology Group 6

No change 4 Central Vein 3 Percutaneous E Remdesivir Anti-infective 5 New Technology Group 5
No change 4 Central Vein 3 Percutaneous E Etesevimab Monoclonal

Antibody
6 New Technology Group 6

No change 4 Central Vein 3 Percutaneous F Other New Technology
Therapeutic Substance

3 New Technology Group 3

No change 4 Central Vein 3 Percutaneous F Other New Technology
Therapeutic Substance

5 New Technology Group 5
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No change 4 Central Vein 3 Percutaneous F Bamlanivimab Monoclonal
Antibody

6 New Technology Group 6

No change 4 Central Vein 3 Percutaneous G Plazomicin Anti-infective 4 New Technology Group 4
No change 4 Central Vein 3 Percutaneous G Sarilumab 5 New Technology Group 5
No change 4 Central Vein 3 Percutaneous G REGN-COV2 Monoclonal

Antibody
6 New Technology Group 6

No change 4 Central Vein 3 Percutaneous G Engineered Chimeric
Antigen Receptor T-cell
Immunotherapy, Allogeneic

7 New Technology Group 7

No change 4 Central Vein 3 Percutaneous H Synthetic Human
Angiotensin II

4 New Technology Group 4

No change 4 Central Vein 3 Percutaneous H Tocilizumab 5 New Technology Group 5
No change 4 Central Vein 3 Percutaneous H Other New Technology

Monoclonal Antibody
6 New Technology Group 6

No change 4 Central Vein 3 Percutaneous H Axicabtagene Ciloleucel
Immunotherapy
J Tisagenlecleucel
Immunotherapy

7 New Technology Group 7

No change 4 Central Vein 3 Percutaneous K Fosfomycin Anti-infective 5 New Technology Group 5
No change 4 Central Vein 3 Percutaneous K Idecabtagene Vicleucel

Immunotherapy
7 New Technology Group 7

No change 4 Central Vein 3 Percutaneous L CD24Fc
Immunomodulator

6 New Technology Group 6

No change 4 Central Vein 3 Percutaneous L Lifileucel Immunotherapy
M Brexucabtagene
Autoleucel Immunotherapy

7 New Technology Group 7

No change 4 Central Vein 3 Percutaneous N Meropenem-vaborbactam
Anti-infective

5 New Technology Group 5

No change 4 Central Vein 3 Percutaneous N Lisocabtagene Maraleucel
Immunotherapy

7 New Technology Group 7

No change 4 Central Vein 3 Percutaneous Q Tagraxofusp-erzs
Antineoplastic
S Iobenguane I-131
Antineoplastic
U Imipenem-cilastatin-
relebactam Anti-infective
W Caplacizumab

5 New Technology Group 5

No change 9 Nose 7 Via Natural or
Artificial Opening

M Esketamine Hydrochloride 5 New Technology Group 5

FY2023 D Mouth and Pharynx X External 3 Maribavir Anti-infective 8 New Technology Group 8
No change D Mouth and Pharynx X External 6 Lefamulin Anti-infective 6 New Technology Group 6
No change D Mouth and Pharynx X External 8 Uridine Triacetate 2 New Technology Group 2
No change D Mouth and Pharynx X External F Other New Technology

Therapeutic Substance
J Apalutamide
Antineoplastic
L Erdafitinib Antineoplastic

5 New Technology Group 5

No change D Mouth and Pharynx X External M Baricitinib 6 New Technology Group 6
No change D Mouth and Pharynx X External R Venetoclax Antineoplastic 5 New Technology Group 5
No change D Mouth and Pharynx X External R Fostamatinib 7 New Technology Group 7
No change D Mouth and Pharynx X External T Ruxolitinib

V Gilteritinib Antineoplastic
5 New Technology Group 5

FY2023 G Upper GI 7 Via Natural or
Artificial Opening

3 Maribavir Anti-infective 8 New Technology Group 8

No change G Upper GI 7 Via Natural or
Artificial Opening

M Baricitinib 6 New Technology Group 6

No change G Upper GI 7 Via Natural or
Artificial Opening

R Fostamatinib 7 New Technology Group 7
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No change G Upper GI 8 Via Natural or
Artificial Opening
Endoscopic

8 Mineral-based Topical
Hemostatic Agent

6 New Technology Group 6

FY2023 H Lower GI 7 Via Natural or
Artificial Opening

3 Maribavir Anti-infective 8 New Technology Group 8

No change H Lower GI 7 Via Natural or
Artificial Opening

M Baricitinib 6 New Technology Group 6

No change H Lower GI 7 Via Natural or
Artificial Opening

R Fostamatinib 7 New Technology Group 7

FY2023 H Lower GI 7 Via Natural or
Artificial Opening

X Broad Consortium
Microbiota-based Live
Biotherapeutic Suspension

8 New Technology Group 8

No change H Lower GI 8 Via Natural or
Artificial Opening
Endoscopic

8 Mineral-based Topical
Hemostatic Agent

6 New Technology Group 6

No change Q Cranial Cavity and Brain 3 Percutaneous 1 Eladocagene exuparvovec 6 New Technology Group 6
No change V Bones 0 Open P Antibiotic-eluting Bone

Void Filler
7 New Technology Group 7
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Section X New Technology
No change Body System W Anatomical Regions

Operation 1 Transfusion: Putting in blood or blood products
Heading Body Part Approach Device / Substance /

Technology
Qualifier

No change 3 Peripheral Vein 3 Percutaneous 2 Plasma, Convalescent
(Nonautologous)

5 New Technology Group 5

FY2023 3 Peripheral Vein 3 Percutaneous B Betibeglogene Autotemcel
C Omidubicel

8 New Technology Group 8

No change 3 Peripheral Vein 3 Percutaneous D High-Dose Intravenous
Immune Globulin
E Hyperimmune Globulin

7 New Technology Group 7

FY2023 3 Peripheral Vein 3 Percutaneous F OTL-103
G OTL-200

8 New Technology Group 8

No change 4 Central Vein 3 Percutaneous 2 Plasma, Convalescent
(Nonautologous)

5 New Technology Group 5

FY2023 4 Central Vein 3 Percutaneous B Betibeglogene Autotemcel
C Omidubicel

8 New Technology Group 8

No change 4 Central Vein 3 Percutaneous D High-Dose Intravenous
Immune Globulin
E Hyperimmune Globulin

7 New Technology Group 7

FY2023 4 Central Vein 3 Percutaneous F OTL-103
G OTL-200

8 New Technology Group 8

Lori
Highlight
New substance/device/technology character

Lori
Highlight
New substance/device/technology character

Lori
Highlight
New substance/device/technology character

Lori
Highlight
New substance/device/technology character

Lori
Highlight
New qualifier character

Lori
Highlight
New qualifier character

Lori
Highlight
New qualifier character

Lori
Highlight
New qualifier character



Back to top

XXE
 

Section X New Technology
No change Body System X Physiological Systems

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

Heading Body Part Approach Device / Substance /
Technology

Qualifier

No change 0 Central Nervous X External 0 Intracranial Vascular
Activity, Computer-aided
Assessment

7 New Technology Group 7

FY2023 0 Central Nervous X External 4 Brain Electrical Activity,
Computer-aided Semiologic
Analysis

8 New Technology Group 8

No change 3 Arterial X External 2 Pulmonary Artery Flow,
Computer-aided Triage and
Notification

7 New Technology Group 7

FY2023 3 Arterial X External 5 Coronary Artery Flow,
Quantitative Flow Ratio
Analysis
6 Coronary Artery Flow,
Computer-aided Valve
Modeling and Notification

8 New Technology Group 8

FY2023 5 Circulatory X External 3 Infection, Whole Blood
Reverse Transcription and
Quantitative Real-time
Polymerase Chain Reaction

8 New Technology Group 8

No change 5 Circulatory X External M Infection, Whole Blood
Nucleic Acid-base Microbial
Detection

5 New Technology Group 5

No change 5 Circulatory X External N Infection, Positive Blood
Culture Fluorescence
Hybridization for Organism
Identification, Concentration
and Susceptibility

6 New Technology Group 6

No change 5 Circulatory X External R Infection, Mechanical
Initial Specimen Diversion
Technique Using Active
Negative Pressure
T Intracranial Arterial Flow,
Whole Blood mRNA
V Infection, Serum/Plasma
Nanoparticle Fluorescence
SARS-CoV-2 Antibody
Detection

7 New Technology Group 7

No change 9 Nose 7 Via Natural or
Artificial Opening

U Infection, Nasopharyngeal
Fluid SARS-CoV-2
Polymerase Chain Reaction

7 New Technology Group 7

No change B Respiratory X External Q Infection, Lower
Respiratory Fluid Nucleic
Acid-base Microbial
Detection

6 New Technology Group 6
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Section X New Technology
No change Body System Y Extracorporeal

Operation 0 Introduction: Putting in or on a therapeutic, diagnostic, nutritional, physiological, or
prophylactic substance except blood or blood products

Heading Body Part Approach Device / Substance /
Technology

Qualifier

No change V Vein Graft X External 8 Endothelial Damage
Inhibitor

3 New Technology Group 3

FY2023 Y Extracorporeal X External 2 Taurolidine Anti-infective
and Heparin Anticoagulant

8 New Technology Group 8

No change Y Extracorporeal X External 3 Nafamostat Anticoagulant 7 New Technology Group 7
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