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Codification for minimally invasive surgery for
deep endometriosis

Codificacao em cirurgia de endometriose profunda minimamente invasiva
Codificacion em cirugia de endometriosis profunda por minima invasion

RESUMO

Neste artigo, os autores os autores preparam um guia para os ginecologistas codificarem corretamente as cirurgias laparoscopicas de alta comple-
xidade para tratamento de endometriose severa. De acordo com a topografia da doenca (pélvica ou extrapélvica, genital ou extragenital) e com o
procedimento cirdrgico realizado, a tabela CBHPM pode ser utilizada para a codificagao da cirurgia. A codificacao exata dos passos ciriirgicos do pro-
cedimento garante informagoes comparaveis e de alta qualidade para que se tenha um controle adequado do tratamento prestado as pacientes.
DESCRITORES: Endometriose; Laparoscopia; Classificacao Internacional de Doencas; Procedimentos Cirdrgicos Minimamente Invasivos; Planeja-
mento em Sadde

ABSTRACT

In this article, the authors prepare a guide for gynecologists to correctly code high-complexity laparoscopic surgeries for the treatment of severe
endometriosis. According to the topography of the disease (pelvic or extrapelvic, genital or extragenital) and the surgical procedure performed, the
CBHPM table can be used to code the surgery. The exact coding of the surgical steps of the procedure guarantees comparable and high-quality
information so that there is adequate control of the treatment provided to patients.

DESCRIPTORS: Endometriosis; Laparoscopy; International Classification of Diseases; Minimally Invasive Surgical Procedures; Health Planning

RESUMEN

En este articulo, los autores preparan una guia para que los ginecélogos codifiquen correctamente las cirugias laparoscopicas de alta complejidad
para el tratamiento de la endometriosis severa. Segiin la topografia de la enfermedad (pélvica o extrapélvica, genital o extragenital) y el procedi-
miento quirdrgico realizado, la tabla CBHPM puede ser utilizada para codificar la cirugia. La codificacion exacta de los pasos quirdrgicos del procedi-
miento garantiza informacion comparable y de alta calidad para que exista un adecuado control del tratamiento brindado a las pacientes.
DESCRIPTORES: Endometriosis; Laparoscopia; Clasificacion Internacional de Enfermedades; Procedimientos Quirdrgicos Minimamente Invasi-
vos; Planificacion en Salud.
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INTRODUCTION

ndometriosis is a disease that affects
Eabout 10 to 15% of women of re-

productive age. ¥ It is the presence
of endometrial tissue in other locations
outside the uterine cavity. Adenomyosis
corresponds to the presence of intramyo-
metrial ectopic tissue. Ovarian endome-
trioma corresponds to the cystic lesion of
endometriosis within the ovarian paren-
chyma. Peritoneal or superficial endome-
triosis corresponds to small implants of
the discase, which do not deeply infiltrate
the subendometrial tissue. Deep endo-
metriosis is an implant that infiltrates
more than 5 mm below the peritoneum
(retroperitoneal disease).?

Surgical treatment of deep endome-
triosis is best performed in referral cen-
ters or by surgeons experienced in the
management of the disease, since the best
result in terms of symptomatic relief and
increased pregnancy rates. Long-term
control is obtained when complete re-
section of the disease is performed, re-
ducing the persistence of lesions, when
only cauterization of foci is performed.
In advanced stages, it is a major surgery
involving multiple surgical procedures
in the same surgical procedure, which is
associated with a greater or lesser risk of
complications according to the surgeon's
experience. *¥
Correct coding of the surgical proce-

12418 satdecoletiva = 2023;(13) N.84

dure can help standardize surgical data ©
in order to establish a precise relationship
between intraoperative findings and pre-

@7, with intraope-

operative imaging tests
rative and postoperative complication
rates and with postoperative follow-up
exams, in order to enable better monito-
ring of the quality of the surgical treat-
ment offered to patients.

Thus, the aim of this article is to pre-
pare a guide for gynecologists to correctly
code high-complexity laparoscopic sur-
geries for the treatment of severe endo-
metriosis in order to ensure comparable
and high-quality epidemiological infor-

mation regarding surgical coding.
METHOD

This is a literature review of Pubmed,
Scielo and Lilacs digital libraries, using
the search terms Endometriosis, Endo-
metriosis Treatment, Surgical Procedures
and Laparoscopy. The selection criteria
for the papers were: relevance, journal
impact factor and number of citations
of the article. Thirty-four articles presen-
ted in this study were selected for having
better methodology and higher level of
evidence. In addition, the International
Code of Diseases (ICD-10) was revised
® and the Brazilian Hierarchical Code
of Medical Procedures (CBHPM - Sth
Edition).?

RESULTS

The results will be presented in a struc-
tured way, initially introducing the reader
to the context of endometriosis surgery
coding in Brazil and, subsequently, analy-
zing the literature by topography of the
organs most frequently affected by the
disease.

Most Used Encodings in Brazil

Table 1 shows endometriosis-speci-
fic ICD 10 ® codes and other examples
that can be used generically or in urgent
situations to classify the disease based on
symptoms.

There are only 2 codes in the CBHPM
® table that mention the surgical treat-
ment of endometriosis:

. 3.13.07.18-3 Peritoneal endo-
metriosis - surgical treatment via laparos-
copic

. 3.13.07.04-3 Peritoneal endo-

metriosis - surgical treatment

One of them refers to the treatment of
peritoneal endometriosis by laparoscopy
and the other by conventional open sur-
gery. Both, however, correspond to the
treatment of the peritoneal form of the
disease (superficial endometriosis), wi-
thout making any mention of any specific
type of deep endometriosis.

The code 3.13.07.28-0 (Endometrio-
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sis - surgical treatment via laparoscopic)
appeared in an attempt to correspond
to the treatment of deep endometriosis,
opposing the previous codes that refer to
superficial endometriosis. However, in
addition to not yet being authorized by
most supplementary health operators, It
has a surgical size equivalent to the treat-
ment of peritoneal endometriosis by lapa-
roscopy and does not accurately translate
the surgical procedure performed, since
the surgical treatment of deep endome-
triosis is a complex procedure with seve-
ral procedures within the same surgery.

Therefore, surgeons specializing in en-
dometriosis must usually use other codes
from the CBHPM table to be able to fully
code the surgical procedure, especially in
cases where there is multiple involvement
001 de modo a conseguir traduzir na for-
ma de cddigos o procedimento cirtrgico
realizado.

Next, we detail the coding that can be
used in the complete surgical treatment
of endometriosis, based on anatomical
and topographical concepts.

Anatomical and Topographic
Classification of Endometriosis

Endometriosis implants can affect
structures in the genital tract (uterus, tu-
bes, ovaries, uterine ligaments) and outsi-
de the genital tract (extragenital endome-
triosis). " Extragenital implants can be
located in the pelvic and extrapelvic re-
gion. Pelvic extragenital implants can be
seen in the abdominal wall (parietal im-
plants in scar from cesarean section and/
or previous gynecological laparoscopies),
in the urinary tract (bladder and ureter),
in the gastrointestinal tract (rectosig-
moid) and in the pelvic innervation. Ex-
tragenital extrapelvic implants can affect
the abdominal wall (navel), urinary tract
(extrapelvic ureter and kidney), gastroin-
testinal tract (descending colon, small in-
testine, ileocecal valve, appendix, cecum),
diaphragm, chest, etc. The most frequent
extrapelvic extragenital implants are tho-
se involving the intestine in the lower ri-
ght quadrant and, subsequently, thoracic
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Table 1. Codes according to the International Classification of Diseases and

Related Health Problems (also known as the International Classification of
Diseases — ICD 10). (8)

Endometriosis specific codes

N80 Endometriosis
N80.0 Endometriosis of the uterus
N80.1 Ovarian endometriosis
N80.2 Endometriosis of the fallopian tube
N80.3 Endometriosis of the pelvic peritoneum
N80.4 Endometriosis of the rectovaginal septum and vagina
N80.5 Bowel endometriosis
N80.6 Cutaneous scar endometriosis
N80.8 Other endometriosis
N80.9 Unspecified endometriosis
Endometriosis-related codes (examples)
N73.6 Pelvic-peritoneal adhesions
N83 Non-inflammatory disorders of the ovary, fallopian tube, and broad ligament
N92 Bleeding from the uterus or vagina
N97 Female infertility
R10.2 Abdominal and pelvic pain

Source: author.

endometriosis.

UTERUS

Table 2 (Uterus) shows the treatment
options, clinical or surgical, for women
with adenomyosis. The levonorgestrel-re-
leasing device (LNG-IUS) ™ It is a very
promising hormonal drug treatment. Its
correct positioning may require a hyste-
roscopy.

The definitive treatment of adenomyo-
sis is performed through total hysterec-
tomy with bilateral salpingectomy ?, in
women with no desire to reproduce, with
severe symptoms and who have not res-
ponded to other therapies.

Conservative surgical treatments for
adenomyosis can be performed laparos-
(14)

copically ” or by hysteroscopy, depen-

ding on the characteristics of the disease.

TUBES
Patients with more advanced age, wi-
thout reproductive desire or with esta-
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blished offspring should undergo bilate-
ral salpingectomy as a form of definitive
treatment. This procedure may also be
necessary in nulliparous women or wo-
men with reproductive desire who have a
double tubal lesion, proximal lesion, sta-
ge III or IV endometriosis with bilateral
hydrosalpinx, or severe peritubal adhe-
sions, so that the pregnancy rate is higher
in a future IVE

In the case of tubal involvement by
deep lesions that present positive chro-
motubation, complete excision of the
discase can be carried out. Superficial
lesions can be treated with simple fulgu-
ration or careful excision of the lesion.
Other therapeutic options include fim-
brioplasty and salpingolysis. (Table 2)

OVARIES

The preservation of the ovaries in
endometriosis surgery is of paramount
importance for the maintenance of hor-
monal and reproductive function. It is

2023; (13) N.84 = saiidecoletiva 12419
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Table 2. Codes from the CBHPM* Table used for coding uterine, ovarian and tubal surgery. (9)

Uterus

Clinical treatment

3.13.03.29-3 Hormonal intrauterine device (IUD) implantation

4.02.01.15-5 Diagnostic hysteroscopy

Surgical treatment

3.13.03.17-0 Surgical hysteroscopy with directed biopsy, syne-
chiae lysis, foreign body removal

3.13.03.18-8 Hysteroscopy with resectoscope for myomectomy;,
polypectomy, metroplasty, endometrectomy and
synechiae resection

3.13.07.20-5 Laparoscopic release of pelvic adhesions with or
without resection of peritoneal cysts or salpingolysis

3.13.03.21-8 Laparoscopic total hysterectomy

3.13.03.23-4 Laparoscopic total hysterectomy with uni or bilateral
adnexectomy

3.09.06.12-1 Ligation of the hypogastric artery (uterine branch) -
unilateral - any technique

3.13.03.24-2 Laparoscopic metroplasty

3.13.03.25-0 Laparoscopic uterine myomectomy

3.13.03.15-3 Trachelectomy - amputation, conization

Tubes

3.13.04.07-9 Unilateral or bilateral laparoscopic tubal recanaliza-
tion

3.13.04.08-7 Laparoscopic uni or bilateral salpingectomy

3.13.04.06-0 Laparoscopic distal neosalpingostomy

3.13.07.20-5 Laparoscopic release of pelvic adhesions with or
without resection of peritoneal cysts or salpingolysis

Ovaries

3.13.05.03-2 Uni or bilateral laparoscopic oophorectomy or uni or
bilateral oophoroplasty

3.13.07.18-3 Peritoneal endometriosis - surgical treatment via
laparoscopic

3.11.02.50-6 Unilateral laparoscopic ureterolysis

First column = CBHPM Table Code

Second column = Procedure according to CBHPM Table
Third column = Justification of the need for the procedure
* CBHPM (Classificacao Brasileira Hierarquizada de Procedimentos Médicos - Brazilian Hierarchical Classification of Medical Procedures) had its first edition in 2003. It arose from the need for doctors to
rescue the prerogative of recovering the value of their work in the supplementary health system (health plan operators). Fruit of the union of the main national medical entities (AMB, CFM and FENAM), state
entities and Specialty Societies, began to be progressively incorporated in Brazil by different health operators, culminating in the recognition of the ANS (Agéncia Nacional de Satide - National Supplementary
Health Agency), which even uses the CBHPM procedures to update its ROL.

coletiva = 2023; (13) N.84

Clinical treatment of adenomyosis

Check position, reposition or remove device
In retroverted, soft or isthmocele uteri, decreases risk of uterine perforation
during insertion

Treatment of concomitant intracavitary diseases

Treatment of concomitant intracavitary diseases
Adenomyomectomy
Endometrial ablation

Release of pelvic adhesions from previous surgery or adhesions from endo-
metriosis

Removal of the uterus without attachments, for the treatment of adenomyo-
sis

Removal of the uterus with attachments, for the treatment of adenomyosis

Decrease intraoperative bleeding in hysterectomy of large uterus and ade-
nomyomectomy

Uterine reconstruction in adenomyomectomy

Proximity code for adenomyomectomy

Cervical removal in women previously submitted to subtotal hysterectomy

\Women with previous tubal ligation

Remove tubal lesion without possibility of reversal
Tuboplasty of the fimbriae (fimbrioplasty)

Release of peritubal adhesions improves tubal motility

Endometrioma in women without reproductive desire can be treated with
oophorectomy

Ovarian cystectomy or other ovarian-sparing techniques should be performed
in women with a reproductive desire.

Complete eradication of the disease is mandatory (19)
In endometriomas attached to the ovarian fossa, removal of the peritoneum
from the ovarian fossa is part of the complete treatment of the disease. (20)

As the endometrioma is adhered to the ovarian fossa in the course of the
ureter, (21) ureterolysis is usually necessary.
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common to be adhered to the ovarian pit,
making ureterolysis a mandatory proce-
dure in the treatment of the peritoneum
of this topography (Table 2). Small endo-
metriomas (smaller than 30 mm) can be
aspirated, irrigated and their bed, coagu-
lated or vaporized. Endometriomas larger
than 30mm, in turn, can be addressed in

3 ways:

o Ovarian cystectomy using the
modified stripping technique **'¢

. 3-step approach: laparoscopic

drainage, 3 months of clinical treatment
with GnRH analogue and new laparos-
copy for laser vaporization of intracystic
endometriotic implants"”

o Laser vaporization in cysts less
than 100mm. ¥

PERITONEAL ENDOMETRIOSIS

Surgeries to treat peritoneal endome-
triosis are usually simpler than for other
forms of the disease (Table 3). However,
depending on the extent and location of
peritoneal endometriosis involvement,
even laparoscopic surgery for this form
of the disease can still be very challenging
and require ureterolysis, resections close
to the bladder or bowel, etc.

PARIETAL ENDOMETRIOSIS
Endometriosis can implant in scars,
natural (navel) or post-surgical (navel,
cesarean, laparoscopy or laparotomy inci-
sions, episiorrhaphy). The surgical treat-
ment of these parietal implants involves
resection of the nodule with a small mar-
gin of safety so that the complete resec-
tion of the disease is performed without,
however, removing excessively healthy
tissue. Bulky lesions (greater than 25 to
30mm) may require mesh positioning to
prevent future herniation. In rare cases,
the nodule may be subaponeurotic and a
laparoscopic approach may be indicated

(Table 3).

ANTERIOR COMPARTMENT OF THE
PELVIS (Table 4)

Round ligament and vesicouterine
septum injuries are treated with simple
resection. It is important to perform re-
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Table 3. Codes from the CBHPM Table used for coding superficial and parietal

endometriosis surgery. (9)

Superficial endometriosis

Corresponds to the treatment of super-
ficial (peritoneal) endometriosis

Parietal endometriosis

3.13.07.18-3 Peritoneal endometriosis - surgical
treatment via laparoscopic

3.13.07.12-4 Pelvic abdominal wall tumor
resection

3.13.07.25-6

resection

Source: author.

Laparoscopic abdominal wall tumor

Treatment of endometriosis of the
abdominal wall

Treatment of endometriosis of the
abdominal wall that infiltrates below
the aponeurosis

Table 4. Codes from the CBHPM Table used for coding anterior pelvic

compartment surgery. (9)

Bladder

Assessment of nodule size and distance from the
ureteral meatus

The passage of the double J catheter by cystoscopy
can help in the reconstructive time of the cystectomy

When it is impossible to pass the double J catheter
due to ureter infiltration, there may be a need for
ureteral reimplantation

Partial extramucosal cystectomy (shaving) for the
treatment of a nodule with superficial detrusor in-

filtration
Partial (full-thickness) cystectomy to resect nodules
that compromise even the mucosa

Retrovesical and intravesical ureter

4,02.01.06-6 Cystoscopy and/or ure-
throscopy

3.11.02.05-0 Unilateral double J cys-
toscopic placement

3.11.03.52-9 Laparoscopic partial
cystectomy

3.11.02.04-2 One-sided double J surgi-
cal placement

3.11.02.54-9 Unilateral laparoscopic

ureterovesical reimplan-
tation

Source: author.

section of the underlying infiltrated myo-
metrium (approximately 5 to 10 mm in
depth, depending on tissue involvement)
so that the disease is completely removed.

Depending on the degree of bladder
infiltration, complete resection of the no-
dule can be achieved by either a shaving

@ (® DO https:/doi.org/10.36489/saudecoletiva.2023v13i84p12408-12425
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During ureteral reimplantation, the double-) catheter
is passed directly laparoscopically.

When there is intravesical or retrovesical ureter infil-
tration, ureteral reimplantation is necessary.

or a partial cystectomy.

In the case of surgical approach to a
large bladder nodule that affects the vici-
nity of the trigone and ureter, cystoscopy
plays a fundamental role. In situations of
intravesical or retrovesical ureter infiltra-
tion, ureteral reimplantation is necessary.

2023; (13) N.84 = satidecoletiva 12421
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(23)

POSTERIOR PELVIS COMPARTMENT
(Table 5)

Lateral (uterosacral ligaments) or
central (retrocervical and/or rectovagi-
nal septum) lesions greater than 30 mm
extending to the lateral pelvic wall often
require ureterolysis and neurolysis to tre-
at periureteral disease and nerve preserva-
tion, respectively. ***¥

In case of infiltration of the posterior
vaginal fornix, it must be detached from
the posterior wall of the uterine cervix

@229 T esions that exclu-

and resected.
sively infiltrate the rectovaginal septum
can be treated only with resection of this
area.

The most appropriate surgical tech-
nique for treating endometriosis in the
rectosigmoid depends on the symptoms
and preoperative findings on imaging ©”
as well as intraoperative findings. Small
lesions can be treated with conservative
“nodulectomy” techniques ***?*” and
multiple, bulky and/or stenosing lesions
should be treated using the intestinal seg-
mental resection technique.

Depending on the degree of invol-
vement, the ureter may require simple
urcterolysis, ureterolysis with a double-J
catheter, segmental resection with end-
-to-end anastomosis, or ureteral reim-

plantation. ***¥

EXTRAPELVIC ORGANS (Table 6)

KIDNEY

The decision to perform nephrectomy
should be made in conjunction with the
urologist after evaluating renal function.
In addition to unilateral laparoscopic to-
tal nephrectomy, unilateral ureterectomy
is performed. ® In cases of ureterovesical
junction obstruction or associated blad-
der nodule, the procedure to be perfor-
med would be nephroureterectomy with

unilateral laparoscopic bladder resection.
(28)

APPENDIX, RIGHT COLON AND
TERMINAL ILEUM

12422 satdecoletiva = 2023;(13) N.84

Chart 5. Codes from the CBHPM Table used for coding the surgery of the

posterior compartment of the pelvis. (9)

Retrocervical region, uterosacral ligaments, posterior vaginal fornix, and rectovaginal septum

3.13.07.27-2

3.13.02.02-5

3.13.06.06-3

3.11.02.50-6

3.14.03.36-0

3.10.03.23-0

3.10.03.79-6

3.10.03.21-4

3.10.03.59-1

3.10.03.61-3

3.10.03.62-1

3.11.02.50-6

4.02.01.06-6

Laparoscopic section of utero-
sacral ligaments

Colpectomy

Rectovaginal septum tumor
resection

Unilateral laparoscopic urete-
rolysis

Microsurgical treatment of
compressive neuropathies
(tumor, inflammatory, etc.)

Treatment of endometriosis by infiltrating the
uterosacral ligaments

Vaginal resection is required (full or partial
thickness) in case of infiltration of the posterior
vaginal fornix

Treatment of endometriosis that infiltrates the
rectovaginal septum

Colpectomy should be associated if vaginal
infiltration and intestinal resection if intestinal
involvement

The ureter is about 20 mm away from the
cervical insertion of the uterosacral ligament.
Safe resection of the uterosacral ligaments
often requires prior ureterolysis.

Pelvic innervation is between the ureter and
the uterosacral ligaments. Surgical procedure
with neuropreservation should be performed
whenever possible

Rectosigmoid

Colotomy and colorraphy

Laparoscopic abdominal recto-
sigmoidectomy

Colostomy or enterostomy

Laparoscopic lowering surgery

Partial colectomy with colos-
tomy by videolaparoscopy

Partial colectomy without co-
lostomy by videolaparoscopy

Nodulectomies can be performed using (27):

" Shaving
" Mucosal skinning
. Full-thickness resection of the

anterior wall of the rectum: transanal discoid
resection with a circular stapler (single or
double), linear resection with a linear cutting
endostapler laparoscopically, or resection with
scissors or energy followed

Segmental resection of the rectosigmoid

Diversion of intestinal transit to protect colo-
rectal anastomosis

Segmental resection of the rectosigmoid with
complete removal of the rectum

Partial colon resection with colostomy

Partial colon resection without colostomy

Parietal, retroligamentary, and intraligamentary ureter

Unilateral laparoscopic urete-
rolysis

Cystoscopy and/or urethros-
copy

Release of the ureter from periureteral fibrosis

Passage of a double J catheter in case of reim-
plantation or segmental resection of the ureter
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A simple appendectomy is sufficient 3.11.02.05-0 Unilateral double J cystoscopic ~ Passage of a double J catheter in case of reim-
for the treatment of endometriosis affec- placement plantation or segmental resection of the ureter
ting the tip of the appendix. When there 3.11.02.51-4 Unilateral laparoscopic urete- Removal of ureter segment compromised with
is involvement of its base or the cecum, roureterostomy uretero-ureteral anastomosis
a typhlectomy associated with appendec- _ _ _ _ _

. mav b 29) 3.11.02.04-2 One-sided double J surgical During ureteral reimplantation, the double-)
omy may be nec‘essary. ) placement catheter is passed directly laparoscopically.

In the case of infiltration of the cecum,
ileocecal valve and small intestine, nodu- 3.11.02.54-9 Unilateral laparoscopic uretero-  When there is extensive infiltration of the
le resection or segmental resection can be vesical reimplantation ureter, ureteral reimplantation is necessary.

performed according to the size and spe-

Source: author.

cific location of cach type of lesion.

DIAPHRAGM, PLEURA AND LUNG Table 6. Codes from the CBHPM Table used for coding extrapelvic endometriosis
Endometriosis can affect the thoracic surgery. (9)
and/or diaphragmatic region, manifes-
ting itself in several clinical forms, inclu- Kidney
dmgmtihl)e thoracic endometriosis Syndro- 3.11.01.585 Unilateral laparoscopic total Renal exclusion treatment
me. nephrectomy
Superficial diaphragmatic implants lo-
. 3.11.02.247 Unilateral ureterectomy Removal of the ureter to the bladder
cated in the muscular part can be treated
with excisional or ablative techniques. ©” 3.11.01.542 Nephroureterectomy with unilate-  Treatment of bladder injury associated with
Larger implants and small diaphragma- ral laparoscopic bladder resection  renal exclusion

tic perforations should be resected, with ' N
Appendix, colon and terminal ileum

subsequent suturing of the diaphragma-
tic defect, either laparoscopically alone, 3.10.03.58-3 Videolaparoscopy appendectomy  Treatment of appendix endometriosis

via VATS (video-assisted thoracoscopic

. 3 3.10.03.62-1 Partial colectomy without colos- Treatment of endometriosis in the cecum or

surgery), or by combined access. * tomy by videolaparoscopy ileocecal valve

The other entities included in the tho-
racic endometriosis syndrome are usually 3.10.03.67-2 Segmental enterectomy by video-  Segmental resection of infiltrated small

db . laparoscopy intestine
managed by thoracic surgeons.
DISCUSSION Diaphragm, pleura and lung
3.06.01.13-4 Diaphragm tumor resection and Endometriosis diaphragmatic nodule

The complexity of endometriosis re- reconstruction (any technique) treatment
p resented by. the.mulnP le forms of Chl?l_ 3.08.06.05-4 Diaphragmatic hernia — video Treatment of endometriosis-related dia-
cal presentation, in pelvic and extrapelvic, surgical treatment phragmatic hernia

genital and extragenital organs, makes it

difficult to adapt just one code for the tre- 3.08.04.13-2 Thoracostomy with closed pleural ~ Treatment of catamenial pneumothorax,

) drainage catamenial hemothorax, or endometriosis-
atment of the discase. Each affected organ related pleural effusion
has its particularities in terms of clinical
3.08.04.18-3 Video pleuroscopy Can be used for visualization and biopsy of

assessment and preoperative imaging, :
. . L. ) pleural or pulmonary lesions
therapeutic options (clinical or surgical),

risks of persistence, intra and postopera- 3.08.04.19-1  Video localized pleural tumor Removal of endometriosis pleural nodules
tive complications and post-treatment resection
_ (21-29) ;
follow-up. Thus, we believe that the 3.08.03.23-3 Videothoracoscopic segmentec- Treatment of intrathoracic endometriotic
most appropriate way of proceeding with tomy meeES
the surgical coding for the treatment of ) )
3.08.04.17-5 Video pleurodesis Attempted treatment of recurrent catame-

endometriosis is really based on the topo- .
nial pneumothorax

graphy affected by the deep discase. _ _ _ o
. 3.08.03.21-7 Lung lobectomy by videothora- Treatment of intrathoracic endometriotic
The correct description of the topo-
) t coscopy nodules
graphy of the implants and the surgical

procedures performed is of paramount — Seuceauthor
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importance in order to differentiate in
the postoperative period the women who
have persistence or recurrence of the di-
sease and/or persistence or recurrence
of symptoms. “” Furthermore, it allows
evaluating the quality of care provided
by specialist surgeons as well as the rates
of intra and postoperative complications
of each group. More consistent and uni-
form data contribute to clinical research,
allowing access to better evidence with
less bias related to the accuracy of the in-
formation reported by surgeons.

Women with endometriosis often
consult several specialists during their
lifetime and the exact knowledge of the
procedures already performed can be

very useful to indicate or not a reope-

ration and, in case of need for surgical
re-approach, there may be a more appro-
priate surgical planning since the risk of
complications is higher in patients who
have already been operated on, especially
with regard to the ureter ®’and pelvic in-
nervation.

In this context, the recording of the
surgery “Yand the availability of the sur-
gery video for the patient is a factor to be
taken into consideration. In addition to
being able to serve as an object of study
to teach new surgeons, videos of the pro-
cedures allow for quality control of the
surgery, reassessment of the surgical pro-
cedure in the event of complications (in
order to reduce the rate of complications
or even to consider the need for carly

reintervention) and better follow-up of
the patient with endometriosis.

CONCLUSION

Endometriosis is a complex disease
that has a multifocal pattern of distribu-
tion in pelvic and extrapelvic, genital and
extragenital organs. Surgery is the most
cffective form of long-term treatment of
the disease and must be performed accor-
ding to the topography affected by endo-
metriosis. Usually, multiple concomitant
procedures must be performed, especially
in cases of deep endometriosis. Correct
coding of the procedure is crucial in or-
der to have adequate control of the treat-
ment provided to patients.
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