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CLINICAL GUIDELINES
Oncology Surgery

Overview Statement
The purpose of this Clinical Guideline is to assist healthcare professionals in selecting the
medical service that may be appropriate and supported by evidence to improve patient
outcomes. This Clinical Guideline neither preempts clinical judgment of trained professionals
nor advises anyone on how to practice medicine. The healthcare professionals are responsible
for all clinical decisions based on their assessment. This Clinical Guideline is not an
authorization, certification, explanation of benefits, or a guarantee of payment, nor does it
substitute for, or constitute, medical advice.
Federal and State law, as well as member benefit contract language, including definitions and
specific contract provisions/exclusions, take precedence over Clinical Guidelines and must be
considered first when determining eligibility for coverage. All final determinations on coverage
and payment are the responsibility of the health plan. Nothing contained within this document
can be interpreted to mean otherwise.
Medical information is constantly evolving, and HealthHelp reserves the right to review and
update this Clinical Guideline periodically.
No part of this publication may be reproduced, stored in a retrieval system or transmitted, in
any form or by any means, electronic, mechanical, photocopying, or otherwise, without
permission from HealthHelp. All trademarks, product names, logos and brand names are the
property of their respective owners and used for purpose of information/illustration only.
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Excisional Biopsy: Breast
The use of Excisional Biopsy of the breast may be appropriate and supported by evidence to
improve outcomes for patients who are being evaluated for primary breast cancer when the
patient’s medical record demonstrates the following:
1. Physician is not planning to perform a lumpectomy in conjunction with an excisional
biopsy. The patient has had prior breast imaging performed via MRI/ultrasound of the
breast or mammogram; and ANY of the following:
o

o

Patient does not have ANY of the following:


Breast abnormality that fluctuates with menstrual cycle;



Breast abnormality which is BI-RADS 1-3;



A cystic breast mass;



Suspected fibroadenoma of the breast;



Vascular malformation of the breast.

Patient has had a previous incisional biopsy with ANY of the following:


Discordance between imaging characteristics and core biopsy histology;



Core needle biopsy which was either non-diagnostic or highly suspicious
of cancer;



Non-diagnostic specimen from core biopsy due to insufficient material,
lack of calcifications or hemorrhage;



Suspicious interval changes are present in a lesion which was previously
diagnosed benign by core biopsy;



Atypical hyperplasia (ductal or lobular) or lobular carcinoma in-situ (LCIS)
present on core biopsy;



Papillary and/or sclerosing lesion on core biopsy;



Fibroepithelial lesion (fibroadenoma vs benign phyllodes tumor) on core
biopsy.
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o

Patient has not had a previous biopsy with ANY of the following:


Patient has a cystic breast mass that does not resolve after one or more
attempts at drainage;



Lesion is not anatomically suitable for core biopsy, i.e. lesion is too far
anterior or posterior or is too close to a breast implant;



Patient is anatomically unsuitable for biopsy, i.e. breast tissue is too thin
or patient is too large for the biopsy table;



Suspicious nipple discharge is present with normal breast imaging.
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Lumpectomy: Breast
The use of Lumpectomy of the breast may be appropriate and supported by evidence to
improve outcomes for patients who are being treated for primary breast cancer when the
patient’s medical record demonstrates the following:
1. Physician is not planning to perform an excisional biopsy in conjunction with the
lumpectomy; and EITHER of the following:
o

Lumpectomy is being done for consideration of recurrence of previously known
breast cancer in a patient who did not undergo neoadjuvant chemotherapy and
who has had a core biopsy performed; and EITHER of the following:


Request is for a repeat lumpectomy; and EITHER of the following:

•

Repeat lumpectomy to the same site as the previous lumpectomy
being performed for margin clearance;

•

Repeat lumpectomy to a different site than the previous
lumpectomy.



Request is for an initial lumpectomy; and BOTH of the following:

•
•
o

Core biopsy was positive for malignancy;
Sentinel node biopsy is planned.

Lumpectomy is for initial diagnosis of breast cancer in a patient who has had a
core biopsy performed, but has not undergone neoadjuvant chemotherapy;
and EITHER of the following:


Request is for a repeat lumpectomy; and EITHER of the following:

•

Repeat lumpectomy to the same site as the previous lumpectomy
being performed for margin clearance;

•

Repeat lumpectomy to a different site than the previous
lumpectomy.



Request is for an initial lumpectomy; and BOTH of the following:
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Core biopsy was positive for malignancy;



Sentinel node biopsy is planned.
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Simple Mastectomy
Simple Mastectomy may be medically appropriate and supported by evidence to improve
patient outcomes for the following indications.
1. Curative Mastectomy to treat current diagnosis of primary breast cancer.
2. Prophylactic Mastectomy to decrease risk of bilateral breast cancer in patients who
have tested positive for the BRCA-1 or BRCA-2 gene but who have not been diagnosed
with breast cancer.
3. Prophylactic Mastectomy to decrease risk of contralateral breast cancer in patients may
be reasonable and appropriate when the patient’s medical record demonstrates the
following:
o

Diagnosis of breast cancer; and ANY of the following:


Tested positive for either the BRCA-1 or BRCA-2 gene;



Patient has a first degree relative with breast cancer;



Patient has a history of radiation therapy to the chest wall.
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Thoracoscopy: Lung Wedge
Resection
Performing a Thoracoscopy: Lung Wedge Resection may be medically appropriate and
supported by evidence to improve patient outcomes for the purposes of diagnostic biopsy of
lung infiltrates, nodules or in cases where an initial therapeutic wedge resection is required for
the following indications.
1. Thoracoscopy for Stage I or Stage II lung cancer may be reasonable and appropriate
when the patient’s medical record demonstrates ALL of the following:
o

Patient has had a CT of the Chest and FDG-PET scans to evaluation all primary
pulmonary lesions;

o

Primary lesion is located in the outer 1/3 of the affected lung field; and BOTH of
the following:


Primary lesion measuring less than or equal to three (3) centimeters (cm)
in diameter;



Primary lesion type is either non-solid or greater than 50% in ground
glass appearance on CT of the Chest.

o

There is histological confirmation of primary lung cancer via biopsy; and ANY of
the following:


Patient has a cardiovascular co-morbidity or high pre-operative cardiac
risk; and BOTH of the following:

•

Patient has had a cardiopulmonary exercise test to assess
surgical risk resulting in either low risk (VO2max>20ml/kg/min or
>75%) or moderate risk (VO2max 10-20 ml/kg/min or 35-75%);

•

Complete resection of the tumor in its entirety will be achieved
with the primary malignancy controlled.
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Patient has no cardiovascular co-morbidity, sufficient pulmonary
reserve as determined by pulmonary function testing (PFT) and
complete resection of the tumor in its entirety will be achieved with the
primary malignancy controlled.



Patient has had PFT with predicted postoperative forced expiratory
volume (PPO FEV1) and diffusing capacity for carbon monoxide (DLCO)
calculations performed; and BOTH of the following:

•

Patient has had a cardiopulmonary exercise test to assess
surgical risk resulting in either low risk (VO2max>20ml/kg/min or
>75%) or moderate risk (VO2max 10-20 ml/kg/min or 35-75%);

•

Complete resection of the tumor in its entirety will be achieved
with the primary malignancy controlled.

2. Thoracoscopy for pulmonary metastasis (metastasectomy) may be reasonable and
appropriate when the patient’s medical record demonstrates ALL of the following:
o

Patient has had a CT of the Chest and FDG-PET scans to evaluation all primary
pulmonary lesions;

o

Patient has one (1) to seven (7) pulmonary metastatic lesions found on imaging;

o

There is histological confirmation of pulmonary metastasis via biopsy; and ANY
of the following:


Patient has a cardiovascular co-morbidity or high pre-operative cardiac
risk; and BOTH of the following:

•

Patient has had a cardiopulmonary exercise test to assess
surgical risk resulting in either low risk (VO2max>20ml/kg/min or
>75%) or moderate risk (VO2max 10-20 ml/kg/min or 35-75%);

•

Complete resection of the tumor in its entirety will be achieved
with the primary malignancy controlled.



Patient has no cardiovascular co-morbidity, sufficient pulmonary
reserve as determined by pulmonary function testing (PFT) and
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complete resection of the tumor in its entirety will be achieved with the
primary malignancy controlled.


Patient has had PFT with predicted postoperative forced expiratory volume (PPO
FEV1) and diffusing capacity for carbon monoxide (DLCO) calculations
performed; and BOTH of the following:

•

Patient has had a cardiopulmonary exercise test to assess surgical risk
resulting in either low risk (VO2max>20ml/kg/min or >75%) or moderate
risk (VO2max 10-20 ml/kg/min or 35-75%);

•

Complete resection of the tumor in its entirety will be achieved with the
primary malignancy controlled.
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APPENDIX A: CPT AND HCPCS CODES ASSOCIATED WITH THIS POLICY
Any CPT or HCPCS codes that have been associated with this HealthHelp Clinical Guideline are for informational use
only. The inclusion of a code in this guideline does not guarantee coverage or reimbursement by the individual
health plan.

ONCOLOGY SURGERY
Excisional Biopsy - Breast
Excision of cyst, fibroadenoma, or other benign or malignant tumor,
aberrant breast tissue, duct lesion, nipple or areolar lesion (except
19300), open, male or female, 1 or more lesions
Excision of breast lesion identified by preoperative placement of
radiological marker, open; single lesion
Lumpectomy - Breast
Mastectomy, partial (eg, lumpectomy, tylectomy, quadrantectomy,
segmentectomy);
Mastectomy, partial (eg, lumpectomy, tylectomy, quadrantectomy,
segmentectomy); with axillary lymphadenectomy
Mastectomy - Breast
Mastectomy for gynecomastia
Mastectomy, simple, complete
Mastectomy, subcutaneous
Biopsy / Wedge Resection - Lung
Thoracotomy, with diagnostic biopsy(ies) of lung infiltrate(s) (eg, wedge,
incisional), unilateral
Thoracotomy, with diagnostic biopsy(ies) of lung nodule(s) or mass(es)
(eg, wedge, incisional), unilateral
Thoracotomy; with therapeutic wedge resection (eg, mass, nodule), initial
Thoracoscopy; with diagnostic biopsy(ies) of lung infiltrate(s) (eg, wedge,
incisional), unilateral
Thoracoscopy; with diagnostic biopsy(ies) of lung nodule(s) or mass(es)
(eg, wedge, incisional), unilateral
Thoracoscopy, surgical; with therapeutic wedge resection (eg, mass,
nodule), initial unilateral
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CODES:
19120
19125
CODES:
19301
19302
CODES:
19300
19303
19304
CODES:
32096
32097
32505
32607
32608
32666
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