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Language in Local Coverage
Decisions regarding Mohs surgery
varies somewhat among the 33

Medicare carriers who have issued them.
Nonetheless, the requirements are gener-
ally the same. Though you should check
your local carrier’s coverage decision for
specifics, the following six steps should
ensure proper billing and reimbursement
for Mohs surgery. 

1. Meet the Definition 
A single surgeon must act in two distinct
roles of surgeon and pathologist. 

2. Check the Indications
Mohs is indicated for basal cell, squa-
mous cell, or basalosquamous cell carci-
nomas in anatomic areas where they are
prone to recur: Central areas of the face;
periauricular; nose; temple; lips; eyelids
and periorbital areas; auricular helix and
canal; chin and mandible. 

Basal cell, squamous cell, or basa-
losquamous cell carcinomas are also cov-
ered if they have one or more of the fol-
lowing features: 

• are recurrent; 
• exhibit aggressive pathology in the

following areas: hands and feet, genitalia,
nail unit or periungual area; 

• large size (2cm or greater); 
• positive margins on recent excision; 
• poorly defined borders;
• in patients under 40 years of age; 
• radiation induced; 
• in patients with proven difficulty

with skin cancers or who are immuno-
compromised; 

• basal cell nevus
syndrome; 

• in an old scar; 
• associated with

xeroderma pigmento-
sum; 

• perineural inva-
sion on biopsy; 

• deeply infiltrat-
ing lesion; 

• difficulty esti-
mating depth of
lesion. 

This list does not
include all types of
lesions from every
Local Coverage
Decision. For specific
information regarding
your carrier go to
www.cms.gov/mcd
/search.asp 

3. Note the Diagnosis
Acceptable diagnosis codes for BCC and
SCC are 173.0 (lip), 173.1 (eyelid and
canthus), 173.2 (ear and external audito-
ry canal), 173.3 (other and unspecified
parts of face). 

All qualified areas not identified by
the above codes require use of code
173.8 (other specified sites). Correct
documentation is essential, showing the
reason Mohs was indicated, particularly
if the lesion is described by ICD9 code
173.8. Be certain that the lesion meets
one of the indications listed on the Local
Coverage Decision and ensure that the
reason is well stated in the record. Some

carriers require sub-
mission of notes
with the claim
when using diagno-
sis code 173.8. In
the note, state the
appropriate reason
for Mohs from
those listed in the
Local Coverage
Decision. In the
documentation
include both the
surgical description
and the pathology
notes, clearly
demonstrating that
the Mohs tech-
nique was used. 

4. Bill Eligible
Biopsies
A biopsy is

payable if performed on a separate
lesion on the same day a lesion is
treated by Mohs technique. In certain
instances, a biopsy can also be per-
formed on the lesion that is being
treated by Mohs. This is the case if
there has been no biopsy within the
previous 60 days or if there has been a
biopsy within the previous 60 days
but the results were unobtainable
despite reasonable efforts by the Mohs
surgeon. 

Bill the biopsy with modifier 59. If
the Mohs surgeon reads and interprets
the pathology slide, bill the appropriate
pathology code with modifier 59 and

Six Steps for Coding 
Mohs Micrographic Surgery 
The language of specific carriers varies slightly, but these six steps 
generally guide coverage decisions.
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enter the Mohs surgeon’s name and UPIN number on the claim in
box 17 and 17a. 

5. Watch out for Multiple Reductions
Mohs surgery is not subject to multiple surgery reduction. If there is
a Mohs surgery and a closure, both will be paid at their full allow-
ance. If a third surgery is performed on the same day and that sur-
gery is subject to multiple surgery reduction, the lower valued code
of the closure and the third procedure will be reduced by 50 percent. 

6. Check Certification
Regardless of local coverage decisions, CLIA certification must be
appropriate. The required CLIA certification for Mohs is either a
certificate of compliance, certificate of accreditation, or a certificate
of registration. The February column reviewed CLIA and its require-
ments. 

CMS will begin denying claims for Mohs surgery from providers
whose CLIA certification is waived or provider performed
microscopy or for whom there is no CLIA certificate.  

New in Your Practice
Big Problem, Big Bucks. Dermatologic disorders are more widespread

than obesity, hypertension, and cancer, costing Americans an estimated
$37.17 billion annually, according to a recent study jointly released by the
AAD and the Society for Investigative Dermatology. In fact, the study reports
that one in three Americans suffers from a skin disease. Acne, skin ulcers and
wounds, cutaneous fungal infections, nonmelanoma skin cancer, and herpes
simplex and zoster are the most costly skin diseases, costing Americans
$22.46 billion last year. 

Silence Isn’t Golden. Failure to discuss out-of-pocket prescription costs
with patients appears to be common among both specialists and general

internists, reports a recent study in Archives of Internal Medicine (165:633-
36). Physicians surveyed in the study most commonly cited “lack of habit,”
“insufficient time,” and “concern over discomfort” as reasons for not dis-
cussing out-of-pocket costs. However, physicians who discuss cost reported
addressing problems by switching to a generic drug, using office samples, and
discontinuing nonessential medicines. 

ARash of Developments. Be aware that rheumatoid arthritis (RA)
patients undergoing therapy with TNF-a blocking drugs are at increased

risk for dermatological side effects, according to a prospective study in
Arthritis Research & Therapy (7:R666). In fact, 25 percent of 289 RA patients
experienced dermatological events following TNF-α blocking therapy, com-
pared to only 13 percent in the control group. The most common recorded
events included skin infections, eczema, and drug-related eruptions. Other
reported events included vasculitis, psoriasis, drug-induced systemic lupus ery-
thematosus, dermatomyositis, and a lymphomatoid-papulosis-like eruption.

              


