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                          Clinical Guideline 
Guideline Number: CG015, Ver. 3 

 

Disclaimer 

Clinical guidelines are developed and adopted to establish evidence-based clinical criteria for 

utilization management decisions. Oscar may delegate utilization management decisions of certain 

services to third-party delegates, who may develop and adopt their own clinical criteria. 

 

The clinical guidelines are applicable to all commercial plans. Services are subject to the terms, 

conditions, limitations of a member’s plan contracts, state laws, and federal laws. Please reference the 

member’s plan contracts (e.g., Certificate/Evidence of Coverage, Summary/Schedule of Benefits) or 

contact Oscar at 855-672-2755 to confirm coverage and benefit conditions. 

 

Treatment and Removal of Benign Skin Lesions 

 

Summary 

The integumentary system is comprised of the skin, hair, and nails. The skin is divided into two layers: 

the dermis and epidermis; diseases of these protective outer layers are among the most common 

conditions worldwide. Lesions of the skin can be either benign (non-malignant), pre-malignant (potential 

for evolving into malignancy), or malignant (cancerous). Such lesions arise from congenital malformations 

or are acquired, often due to extensive UV exposure or underlying illness. Diagnosis is primarily through 

history, clinical exam, and the appearance of the lesion(s). While the vast majority of benign lesions 

require no intervention, some cases may necessitate intervention due to bothersome symptoms, for 

definitive diagnosis, or for exclusion of malignant features. The treatment of these benign lesions can 

consist of simple biopsy up to radical excision or destruction, where lasers, electrosurgery, or liquid 

nitrogen may also be utilized. 

 

Definitions 

“Skin Lesions” is a nonspecific term that refers to any change in the skin surface that may be benign, 

premalignant or malignant. 

 

“Benign Skin Lesions” are those with minimal risk of malignant transformation and commonly require no 

intervention in a majority of individuals. Includes, but not limited to, the following: 

● Acne 
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● Acquired or small (<1.5cm) congenital nevi 

● Acrochordons (skin tags) 

● Cherry angioma 

● Dermatofibroma 

● Epidermoid cysts (“sebaceous” cysts, epidermal inclusion cysts) 

● Hemangioma (superficial or deep) 

● Keloids 

● Lipoma 

● Neurofibroma (cutaneous or subcutaneous) 

● Nevus flammeus (port-wine stain) 

● Nevus simplex 

● Pyogenic granuloma 

● Pilomatrixomata 

● Seborrheic keratosis 

● Telangiectasia 

● Verruca vulgaris (common warts) 

 

“Premalignant Skin Lesions” are lesions that are benign in their current form but have varying potential 

for malignant transformation. Includes, but not limited to, the following: 

● “Actinic Keratosis” appear as a rough, scaly patch. Commonly seen after long-term UV 

exposure. There is a risk of malignant transformation if untreated. 

● “Lentigo Maligna” is essentially a melanoma in situ, meaning that it contains malignant cells but 

without any invasive growth. Can progress to invasive melanoma. Occurs primarily in elderly 

individuals with UV exposure and is often found on face and neck. 

● “Leukoplakia” are predominantly white patches of thickened skin, often in the oral region. There 

is a significant risk of malignant transformation. Associate with alcohol and tobacco usage. 

● “Squamous Cell Carcinoma In-Situ (Bowen's Disease)” appears as a flat, red, scaly growth. 

Common in elderly individuals and is considered a pre-malignant form of squamous cell 

carcinoma found in the outermost layer of skin.  

 

“ABCDE” is a model for clinical suspicion. Lesions meeting any of these criteria are considered 

suspicious for malignancy and may require intervention: 

● Asymmetry: one half of the mole or lesion appears different from the other half; 

● Border: the edges of a mole or lesion are irregular, ragged, blurred; 
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● Color: the color of the lesion is variable and lacks uniformity; the color is not the same all over 

and may include shades of brown or black or sometimes have patches of pink, red, white or 

blue; 

● Diameter: the mole of lesion is greater than 6mm across; 

● Evolution: the size, shape, or color has undergone change 

 

“Reconstructive” refers to a procedure to restore normal human anatomy/appearance/physiology after 

trauma, accidental injury, disease, or congenital defect. 

 

“Cosmetic” refers to a procedure done to enhance or alter human anatomy/appearance in a non-natural 

form or to repair a “defect” that is within the normal variation of anatomical form. Cosmetic surgery does 

not include reconstructive surgery that is incidental to or follows surgery resulting from trauma, infection 

or diseases of the involved part or reconstructive surgery due to a congenital disease or anomaly of a 

covered child that has resulted in a functional defect. 

 

Treatment Options: 

● “Laser Surgery”  refers to the use of laser technology to destroy lesions (e.g. pulsed carbon 

dioxide (CO2) laser, erbium yttrium aluminium garnet (YAG) laser, 755 nm alexandrite laser, and 

532 nm diode laser, etc.). 

● “Electrosurgery” refers to the use of electric current to remove or destroy lesions; can be 

associated with electrocautery to stop bleeding (e.g. Bovie device). 

● “Cryosurgery” refers to the use of liquid nitrogen (or argon) to freeze (destroy) a lesion. 

● “Surgical Curettement or Excision” refers to the use of a surgical instrument (e.g. scalpel) to 

remove lesions. 

● “Topical Therapy” refers to the use of topical agents (e.g. 5-fluorouracil) to destroy certain 

lesions. 

 

Removal and biopsy preserve tissue (i.e., sent for pathological analysis) while destructive techniques 

destroy the lesion. 

 

“Mole Mapping/Total Body Photography (TBP) and Dermatoscopy/Dermoscopy” refer to visual or 

digital aids used by dermatologists. Examples include total body imaging, skin surface microscopy, 

digital epiluminescence microscopy (DELM), epiluminescence microscopy (ELM), and incidence light 

microscopy. 

 

“Pterygium” is a benign growth of the eye. 
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Clinical Indications and Coverage   

Pathologic Interpretation 

Decision for submission to pathologic interpretation is at the discretion of the treating clinician and is 

independent of the decision to remove or not to remove a benign lesion, however documentation must 

be provided explaining the necessity for such testing, assuming the general criteria above are met. The 

pathological report of such lesions must be included in the medical record. 

 

Choice of Surgical Procedure 

The chosen surgical procedure (e.g., electrosurgery, cryosurgery, excisional removal) is independent of 

the decision to remove or not to remove a benign lesion, and is at the discretion of the treating clinician, 

assuming the general criteria above are met. However, documentation regarding the necessity for 

excision of a benign lesion must be clearly defined in the medical record. 

 

Removal/Destruction of a Suspected Benign Skin Lesion 

Removal/destruction of a suspected benign skin lesion (as defined in “Definitions” above) is medically 

necessary and covered when ALL of the following criteria are met: 

A. Removal is expected to reasonably improve the impairment; and  

B. There is clear documentation of medical necessity containing written description of the surgically 

treated lesion with respect to location, physical characteristics, and rationale for intervention. 

This must include a specific diagnosis and documentation of size changes via patient history, 

medical record, or in-office measurement; and 

C. Any one of the following criteria are met and documented in the medical record: 

a. Prior biopsy suggests premalignancy or malignancy; or 

b. There is recurrent trauma/irritation due to lesion location (e.g. bra line, waistband); or 

c. The lesion clinically appears to be pre-malignant (e.g. actinic keratoses, large congenital 

nevi, Bowen’s disease, dysplastic lesions, lentigo maligna, leukoplakia) or malignant (due 

to ABCDE criteria, or associated symptoms, especially in patients with personal/family 

history of melanoma); or 

i. Note: In cases where the diagnosis is uncertain, biopsy or removal may be more 

appropriate than destruction.  

d. The lesion is persistently symptomatic (e.g., bleeding, burning, itching, pain); or 

e. The lesion shows evidence of inflammation (e.g., edema, erythema, purulence); or 

f. The lesion is infectious (verruca vulgaris) (especially in immunocompromised patients); or 

g. The lesion restricts vision (e.g., restricts eyelid function, misdirects eyelashes/eyelids, 

interferes with tear ducts, or touches globe), or obstructs a body orifice. 
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Other Conditions 

1. Pterygium: Removal is covered in cases of increased growth towards center of cornea and/or 

when the lesion results in functional deficit (visual impairment, discomfort, irritation) 

2. Wart removal is considered medically necessary when one of the following criteria are met: 

a. Periocular warts associated with chronic recurrent conjunctivitis thought to be secondary 

to lesion viral shedding; or 

b. Warts showing evidence of spread from one body area to another, particularly in 

immunosuppressed patients or warts of recent origin in an immunocompromised 

patients; or 

c. Lesions consistent with molluscum contagiosum in a symptomatic or 

immunocompromised patient or after a trial and failure of over the counter measure; or 

d. Lesions consistent with condyloma acuminata (genital warts); or 

e. Pain, irritation, or infection directly associated with wart(s). 

3. Scar removal is considered medically necessary if one of the following criteria are met: 

a. The lesion interferes with normal bodily function; or 

b. The lesion causes pain or irritation; or 

c. Removal is for restorative intent to correct functional impairment. 

4. Tattoos: Tattoo application is medically necessary when it is a component of a medically 

necessary treatment such as radiation therapy or as part of a covered breast reconstruction.  

 

Coverage Exclusions 

Any lesion or condition not meeting the criteria discussed above is NOT covered. 

 

The shaving and/or excision of benign hyperkeratotic lesions (calluses) is considered not medically 

necessary and is not covered. 

 

Procedures performed for psychological reasons or for emotional distress are considered not medically 

necessary and are not covered. 

 

Cosmetic services are considered not medically necessary and are not covered. These services include: 

● Procedures performed only to improve physical appearance such as in acne scars, uneven 

pigmentation, and/or photoaging (wrinkles) 

● Tattoo removal 

● Laser skin resurfacing 

● Chemical peels, except in rare cases when the following criteria are met: 
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○ Medium or deep chemical peel (i.e., dermal peel) may be considered medically 

necessary for actinic keratosis (>15 lesions) when individual treatment would be 

ineffective and/or time-consuming AND when topical retinoids, topical 

chemotherapeutic agents, and cryotherapy have failed; or 

○ Chemical peels are considered medically necessary for active acne when first line 

treatments have failed to demonstrate improvement 

● Light and laser therapy (including intense pulsed light therapy) except in rare cases for 

Erythematotelangiectatic Rosacea when the following criteria are met: 

○ Documented failure of trial of pharmacologic therapy, defined as documented 

adherence to 2 or more topical and/or oral therapies for a minimum of 6 months; and 

○ Treatment is to improve functional impairment (such as recurrent infections, persistent 

bleeding or burning symptoms, etc). 

● Dermabrasion, in most cases may be medically necessary for actinic keratosis or in cases of other 

pre-malignant and localized non-melanoma malignant lesions (e.g. Basal cell carcinoma or 

carcinoma in situ) 

● Ultrasonographic evaluation of photoaging and rejuvenation techniques 

 

The following approaches are considered experimental and investigational and are not covered: 

● Computerized Total Body Photography (TBP) systems (e.g., MelaFind, MoleMapCD, MoleMate, 

MoleSafe) 

● Conventional total body photography (TBP) and dermoscopy 

● Confocal Scanning Laser Microscopy 

● Electrical impedance device 

● High-resolution ultrasonography 

● Multi-photon laser scanning microscopy (also known as multi-photon fluorescence microscopy or 

multi-photon excitation microscopy) 

● Multi-spectral image analysis 

● Optical coherence tomography 

● Spectroscopy 

● Visual image analysis 

 

Rallan D, Harland CC.37 Found that computer-assisted diagnosis of pigmented lesions was at best 

equivalent to human diagnosis and that other optical imaging techniques had yet to demonstrate a 

proven role in diagnosis, treatment, and monitoring of existing disease. Others have echoed these 

findings (Marchesini R, Bono A, Bartoli C, et al.27). 
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Applicable Billing Codes 

CPT/HCPCS Codes covered if criteria are met: 

Code Description 

11200 - 11201 Removal of skin tags, multiple fibrocutaneous tags, any area 

11300 - 11313 Shaving of epidermal or dermal lesions 

11400 - 11446 Excision, benign lesions 

17000 - 17004 Destruction, (eg, laser surgery, electrosurgery, cryosurgery, chemosurgery, 

surgical curettement), premalignant lesions (eg, actinic keratoses) 

17110 - 17111 Destruction, (eg, laser surgery, electrosurgery, cryosurgery, chemosurgery, 

surgical curettement), of benign lesions other than skin tags or cutaneous 

vascular lesions 

54050 - 54065 Destruction of lesion(s), penis (eg, condyloma, papilloma, molluscum 

contagiosum, herpetic vesicle) 

56501 - 56515 Destruction of lesion(s), vulva 

57061, 57062, 

57063, 57064,  

57065 

Destruction of vaginal lesion(s) 

64788 Excision of neurofibroma or neurolemmoma; cutaneous nerve 

64790 Excision of neurofibroma or neurolemmoma; major peripheral nerve 

64792 Excision of neurofibroma or neurolemmoma; extensive (including malignant type) 

64520 Excision or transposition of pterygium; without graft 

64526 Excision or transposition of pterygium; with graft 

ICD-10 codes covered if criteria are met: 

Code Description 

A63.0 Anogenital (venereal) warts 

B07.0 - B07.9 Viral Warts [e.g., Verruca vulgaris] 

B08.1 Molluscum contagiosum 
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D03.0 - D03.9 Melanoma in situ [lentigo maligna] 

D04 - D04.9 Squamous cell carcinoma in-situ (Skin) 

D17.0 - D17.39 Lipoma 

D18.00 - D18.09 Hemangioma [superficial or deep] 

D22.0 - D22.9 Nevi 

D23.0 - D23.9, 

D28.0, D29.0, 

and D29.4 

Dermatofibroma and Benign skin Lesions 

D48.5 Neoplasm of uncertain behavior of skin 

I78.1 Telangiectasia 

K13.21 Leukoplakia of oral mucosa, including tongue 

L57.0 Actinic keratosis 

L72.0 Epidermal cyst 

L72.3 Sebaceous cyst 

L70 - L70.9 Acne 

L91.0 - L91.9 Hypertrophic disorders of skin 

L82.0 - L82.1 Seborrheic keratosis 

L98.0 Pyogenic granuloma 

Q82.5 Congenital non-neoplastic nevus 

Q85.00 - Q85.09 Neurofibroma 

 

 

CPT/HCPCS codes not covered: 

Code Description 

0400T - 0401T Multi-spectral digital skin lesion analysis of clinically atypical cutaneous pigmented 

lesions for detection of melanomas and high risk melanocytic atypia 
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0419T Destruction neurofibroma, extensive, (cutaneous, dermal extending into 

subcutaneous); face, head and neck, greater than 50 neurofibroma 

0420T Destruction neurofibroma, extensive, (cutaneous, dermal extending into 

subcutaneous); trunk and extremities, extensive, greater than 100 neurofibroma 

11055 Paring or cutting of benign hyperkeratotic lesion (eg, corn or callus); single lesion 

11056 Paring or cutting of benign hyperkeratotic lesion (eg, corn or callus); 2 to 4  

lesions 

11057 Paring or cutting of benign hyperkeratotic lesion (eg, corn or callus); more than 4 

lesions 

15788 Chemical peel, facial; epidermal 

15792 Chemical peel, nonfacial; epidermal 

17360 Chemical exfoliation for acne 

96904 Whole body integumentary photography, for monitoring of high-risk patients with 

dysplastic nevus syndrome or a history of dysplastic nevi, or patients with a 

personal or family history of melanoma 

96931, 96932, 

96933, 96934,  

96935, 96936 

Reflectance confocal microscopy (RCM) for cellular and sub-cellular imaging of 

skin 
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