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FOREWORD	
  
	
  
It	
  is	
  remarkable	
  that	
  over	
  the	
  course	
  of	
  four	
  years	
  of	
  medical	
  school,	
  four	
  years	
  of	
  
residency,	
  and	
  perhaps	
  even	
  the	
  duration	
  of	
  a	
  fellowship,	
  trainees	
  receive	
  little	
  or	
  
no	
   instruction	
   about	
   performing	
   an	
   adequate	
   dictation.	
   As	
   a	
   result,	
   a	
   right	
   of	
  
passage	
  has	
  developed	
   for	
   every	
   resident	
  when	
  a	
  dictation	
   is	
   sub-­‐par.	
   Residents	
  
are	
  made	
  to	
  repeat	
  a	
  dictation	
  until	
  it	
  is	
  correct	
  requiring	
  one,	
  two,	
  or	
  even	
  three	
  
or	
  more	
  attempts	
  with	
  little	
  to	
  no	
  direction	
  given	
  for	
  improvement.	
  	
  
	
  
It	
   should	
  come	
  as	
  no	
   surprise	
   that	
   the	
  quality	
  of	
  dictation	
   is	
  poor.	
  Residents	
  are	
  
limited	
   in	
   the	
   time	
   that	
   they	
   can	
   work;	
   yet,	
   they	
   need	
   to	
   accomplish	
   the	
   same	
  
amount	
  of	
  work.	
  As	
  a	
  consequence,	
  dictations	
  move	
   to	
   the	
  bottom	
  of	
   their	
  ever	
  
lengthening	
   to-­‐do	
   list	
   and	
   are	
   viewed	
   as	
   unimportant	
   when	
   nothing	
   could	
   be	
  
further	
   from	
   the	
   truth.	
   We	
   use	
   dictations	
   to	
   triage	
   patients,	
   clarify	
   pathology,	
  
guide	
   future	
   care,	
   and	
   to	
   support	
   our	
   actions	
   to	
   others	
   both	
   professionally	
   and	
  
legally.	
  	
  
	
  
Dr.	
   Yettaw	
   has	
   made	
   a	
   great	
   stride	
   for	
   Obstetrics	
   and	
   Gynecology	
   residents	
   by	
  
providing	
   the	
   tools	
   they	
   need	
   to	
   dictate	
   effectively.	
   In	
   this	
   book,	
   readers	
   can	
  
expect	
   to	
   find	
   comprehensive	
   templates	
   of	
   operative	
   procedures	
   for	
   Obstetrics	
  
and	
  Gynecology	
  as	
  well	
  as	
  a	
  photo	
  gallery	
  of	
  our	
  specialty	
  specific	
  instrumentation.	
  
The	
  following	
  pages	
  will	
  help	
  to	
  ensure	
  that	
  trainees	
  know	
  the	
  tools	
  they	
  are	
  using	
  
and	
   can	
   comprehensively	
   describe	
   the	
   essential	
   components	
   of	
   each	
   case.	
   On	
  
behalf	
  of	
  all	
  former,	
  current,	
  and	
  future	
  residents,	
  thank	
  you	
  Dr.	
  Yettaw	
  for	
  making	
  
this	
  period	
  of	
  training	
  a	
  little	
  easier.	
  
	
  

Neil	
  A.	
  Hamill,	
  M.D.	
  
Former	
  resident	
  in	
  Obstetrics	
  and	
  Gynecology	
  

Faculty,	
  Maternal	
  Fetal	
  Medicine	
  
Methodist	
  Hospital,	
  Omaha,	
  Nebraska	
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PREFACE	
  
	
  
"In	
  teaching	
  others	
  we	
  teach	
  ourselves."	
  
	
  

-­‐Anonymous	
  
	
  
The	
   practice	
   of	
   medicine	
   requires	
   the	
   collaboration	
   of	
   many.	
   Accurate	
   and	
  
comprehensive	
   operative	
   dictations	
   are	
   essential	
   to	
   document	
   the	
   events	
   of	
   a	
  
procedure	
   and	
   to	
   convey	
   complete	
   information	
   to	
   fellow	
   healthcare	
   providers	
  
involved	
  in	
  the	
  current	
  and	
  future	
  care	
  of	
  the	
  patient.	
  
	
  
Operative	
  Flash-­‐Dictations:	
  OB-­‐GYN	
   is	
  a	
  guide	
  to	
  assist	
   the	
  novice	
  surgeon	
   in	
   the	
  
art	
   of	
   dictation.	
   This	
   manual	
   will	
   provide	
   the	
   tools	
   necessary	
   to	
   produce	
   well	
  
structured,	
   systematic	
   dictations	
   with	
   medico-­‐legal	
   sustaining	
   jargon	
   and	
   the	
  
appropriate	
  CPT	
  codes.	
  In	
  addition,	
  it	
  provides	
  images	
  of	
  commonly	
  used	
  surgical	
  
equipment	
  in	
  the	
  field	
  of	
  gynecology	
  and	
  obstetrics.	
  	
  
	
  
In	
   no	
   way	
   is	
   this	
   book	
   comprehensive	
   enough	
   to	
   cover	
   all	
   operative	
   dictations	
  
performed	
  in	
  gynecology	
  and	
  obstetrics;	
  rather	
   it	
   is	
  meant	
  to	
  be	
  a	
  basic	
  guide	
  to	
  
allow	
  the	
  novice	
  surgeon	
  the	
  scaffolding	
  needed	
  to	
  dictate	
  a	
  basic	
  straight	
  forward	
  
case.	
   The	
   common	
   cases	
   are	
   described	
   in	
   a	
   consistent	
   format.	
   There	
   are	
   many	
  
times	
  during	
  our	
  operative	
  careers	
  that	
  we	
  deviate	
  from	
  the	
  norm;	
  this	
  uniqueness	
  
should	
  be	
  dictated	
  on	
  a	
  per-­‐case-­‐basis.	
  May	
  this	
  book	
  benefit	
  residents	
  and	
  junior	
  
staff	
  in	
  the	
  field	
  of	
  Obstetrics	
  and	
  Gynecology.	
  
	
  

Holly	
  Kristin	
  Yettaw,	
  M.D.	
  
	
  
Ever	
   mindful	
   of	
   resident	
   education,	
   I	
   encouraged	
   Holly,	
   then	
   a	
   second	
   year	
  
resident	
   in	
  OB-­‐GYN,	
   to	
  assist	
  me	
  with	
  my	
  passion	
   in	
   life	
   -­‐	
   to	
  make	
   life	
  easier	
   for	
  
others	
  that	
  follow	
  in	
  our	
  footsteps.	
  	
  
	
  
These	
   dictation	
   templates	
   follow	
   Operative-­‐Flash	
   Dictation:	
   Neurosurgery	
   and	
  
compose	
  the	
  cornerstone	
  of	
  my	
  quest	
  to	
  establish	
  a	
  series	
  of	
  Operative	
  Dictation	
  
templates	
  in	
  many	
  other	
  specialties.	
  As	
  Senior	
  Editor,	
  I	
  nurtured	
  the	
  project	
  along	
  
with	
  a	
  vision	
  to	
  establish	
  a	
  viable	
  novelty	
  to	
  OB-­‐GYN	
  professionals.	
  I	
  humbly	
  thank	
  
all	
  of	
  the	
  staff	
  at	
  Colen	
  Publishing	
  that	
  have	
  assisted	
  in	
  making	
  this	
  book	
  a	
  reality.	
  
May	
  this	
  book	
  prove	
  to	
  be	
  a	
  supporting	
  pillar	
  of	
  knowledge,	
  added	
  to	
  the	
  legacy	
  of	
  
medicine.	
  
	
  

Chaim	
  BenJoseph	
  Colen,	
  M.D.,	
  Ph.D.
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1. Allis	
  Clamp	
  
2. Ringed	
  Forceps	
  
3. Babcock	
  Clamp	
  
4. Towel	
  Clamps	
  

CLAMPS	
  

	
  

1. Kocher	
  
2. Kelly	
  
3. Double	
  Tooth	
  Heaney	
  
4. Heaney	
  

	
  	
  	
  	
  	
  	
  	
  	
  1	
   	
   2	
   	
  	
  	
  	
  	
  3	
   	
   4	
  

	
  	
  	
  	
  	
  	
  	
  	
  1	
   	
  	
  2	
   3	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  4	
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OBSTETRICS	
  
	
  
	
  
	
  

	
  
	
  
Decorum	
  from	
  the	
  mid-­‐1800s:	
  In	
  difference	
  to	
  
obstetrical	
   care	
   in	
   the	
   mid	
   1800s,	
   which	
  
required	
  male	
  obstetricians	
  to	
  avert	
  their	
  eyes	
  
as	
   much	
   as	
   possible	
   during	
   patient	
   exams,	
  
obstetrical	
  pioneer	
  Walter	
  Channing	
  created	
  a	
  
legacy	
   of	
   compassion	
   that	
   has	
   persisted	
   into	
  
modern	
  times.	
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VAGINAL	
  DELIVERY	
  
	
  

1. Spontaneous	
  Vaginal	
  Delivery	
  

2. Forceps-­‐Assisted	
  Vaginal	
  Delivery	
  

3. Vacuum-­‐Assisted	
  Vaginal	
  Delivery	
  

4. Fourth	
  Degree	
  Laceration	
  Repair	
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SPONTANEOUS	
  VAGINAL	
  DELIVERY	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  
ASSISTANT:	
  
	
  

	
  
DESCRIPTION	
  OF	
  THE	
  PROCEDURE	
  
At	
  (time)	
  the	
  patient	
  delivered	
  a	
  viable/previable	
  (gestational	
  age)/stillborn	
  fetus	
  weighing	
  X	
  g	
  
with	
   APGAR	
   scores	
   of	
   X	
   and	
   X	
   at	
   one	
   and	
   five	
   minutes,	
   respectively.	
   The	
   fetal	
   vertex	
   was	
  
delivered	
  spontaneously	
  over	
  intacted	
  perineum/midline	
  episiotomy/mediolateral	
  episiotomy.	
  	
  
	
  

A	
  tight/loose	
  nuchal	
  cord	
  times	
  X	
  was	
  identified	
  and	
  reduced/clamped	
  and	
  cut.	
  	
  
	
  
The	
   anterior	
   shoulder	
   was	
   delivered	
   atraumatically	
   by	
   maternal	
   expulsive	
   efforts	
   with	
   the	
  
assistance	
   of	
   downward	
   traction.	
   The	
   posterior	
   shoulder	
   delivered	
   with	
  maternal	
   expulsive	
  
efforts	
   and	
   upward	
   traction.	
   The	
   remainder	
   of	
   the	
   fetus	
   delivered	
   spontaneously.	
   Upon	
  
delivery,	
   the	
   cord	
   was	
   clamped	
   and	
   cut.	
   The	
   infant	
   was	
   then	
   passed	
   to	
   the	
   awaiting	
  
pediatricians.	
  A	
  segment	
  of	
  the	
  cord	
  and	
  cord	
  blood	
  was	
  obtained	
  for	
  analysis	
  and	
  blood	
  gas	
  
analysis.	
   The	
   placenta	
   delivered	
   spontaneously/expressed/manually,	
   intact,	
   with	
   a	
   three-­‐
vessel	
   cord	
   at	
   (time).	
   To	
   enhance	
   uterine	
   contractions,	
   20	
   units	
   of	
   IV	
   oxytocin	
   were	
  
administered.	
  The	
  cervix,	
  vagina	
  and	
  perineum	
  were	
   inspected	
  for	
   lacerations.	
  (Describe	
  any	
  
lacerations	
  that	
  were	
  identified.)	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
	
  

Laceration	
  repair:	
  
1%	
   lidocaine	
   was	
   injected	
   and	
   the	
   laceration	
   was	
   repaired	
   using	
   2-­‐0/3-­‐0-­‐
polygalactin	
  synthetic	
  absorbable	
  suture	
  (Vicryl)	
  in	
  a	
  running	
  non-­‐locking	
  fashion	
  
to	
  reapproximate	
  the	
  laceration	
  in	
  layers.	
  Good	
  hemostasis	
  was	
  confirmed.	
  

	
  
Dr.	
  X	
  was	
  present	
  and	
  participated	
  in	
  all/key	
  portions	
  of	
  the	
  delivery	
  and	
  repair.	
  

	
  

CPT	
  CODING	
  
59400	
  Routine	
  obstetric	
  care	
  including	
  antepartum	
  care,	
  vaginal	
  delivery	
  (with	
  
or	
  without	
  episiotomy,	
  and/or	
  forceps)	
  and	
  postpartum	
  care	
  
59610	
  Routine	
  obstetric	
  care	
  including	
  antepartum	
  care,	
  vaginal	
  delivery	
  (with	
  
or	
  without	
  episiotomy,	
  and/or	
  forceps)	
  and	
  postpartum	
  care,	
  after	
  previous	
  
cesarean	
  delivery	
  
59409	
  Vaginal	
  delivery	
  only	
  (with	
  or	
  without	
  episiotomy	
  and/or	
  forceps);	
  
59410	
  Vaginal	
  delivery	
  only	
  (with	
  or	
  without	
  episiotomy	
  and/or	
  forceps);	
  
including	
  postpartum	
  care	
  
59612	
  Vaginal	
  delivery	
  only,	
  after	
  previous	
  cesarean	
  delivery	
  (with	
  or	
  without	
  
episiotomy	
  and/or	
  forceps);	
  
59614	
  Vaginal	
  delivery	
  only,	
  after	
  previous	
  cesarean	
  delivery	
  (with	
  or	
  without	
  
episiotomy	
  and/or	
  forceps);	
  including	
  postpartum	
  care	
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CESAREAN	
  
	
  

1. Cesarean	
  Section	
  

2. Cesarean	
  Section	
  with	
  Bilateral	
  Tubal	
  Ligation	
  

3. Cesarean	
  Hysterectomy	
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CESAREAN	
  SECTION	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  
ASSISTANT:	
  
PREOPERATIVE	
  DIAGNOSIS:	
  

• Singleton	
  (twin/triplet)	
  intrauterine	
  pregnancy	
  at	
  X	
  weeks	
  gestation	
  (dating	
  criteria)	
  
• (Reason	
  for	
  c-­‐section)	
   i.e.	
  prolonged	
  repetitive	
  decels	
  remote	
  from	
  delivery/arrest	
  

of	
  dilation/arrest	
  of	
  descent/history	
  of	
  X	
  prior	
  c-­‐sections	
  etc.	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  
PROCEDURE	
  PERFORMED:	
  Primary/repeat	
  low	
  transverse/classical/low	
  vertical/inverted	
  T	
  
cesarean	
  section	
  

	
  
ANESTHESIA:	
  Spinal/epidural/general	
  endotracheal	
  anesthesia	
  
INTRAVENOUS	
  FLUIDS:	
  
URINE	
  OUTPUT:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
FINDINGS:	
  Viable	
  male/female	
  infant	
  delivered	
  at	
  (time)	
  weighing	
  X	
  g	
  with	
  APGAR	
  scores	
  of	
  X	
  
and	
  X	
  at	
  one	
  and	
   five	
  minutes,	
   respectively.	
  Normal	
  appearing	
  uterus,	
  ovaries,	
  and	
   fallopian	
  
tubes	
  bilaterally.	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
  Ms.	
  __________	
  is	
  a	
  (age)	
  year	
  old	
  GxPxxxx	
  at	
  X	
  weeks	
  gestation	
  by	
  (dating	
  criteria).	
  
[Detailed	
  description	
  of	
  indications	
  for	
  procedure.	
  If	
  the	
  indication	
  for	
  intervention	
  is	
  failure	
  to	
  
progress,	
  describe	
  the	
  final	
  exam,	
  the	
  duration	
  of	
  arrest,	
  the	
  contraction	
  pattern,	
  the	
  number	
  
of	
   units	
   of	
   oxytocin	
   administered,	
   and	
   the	
   fetal	
   status.	
   If	
   fetal	
   heart	
   tones	
   are	
   abnormal,	
  
describe	
  them,	
  the	
  duration	
  of	
  their	
  deceleration	
  and	
  the	
  corrective	
  measures	
  attempted.]	
  	
  
SURGICAL	
  RISKS:	
  The	
  patient	
  was	
  informed	
  of	
  the	
  risks	
  and	
  benefits	
  of	
  the	
  procedure.	
  Risks	
  
included,	
  but	
  were	
  not	
  limited	
  to,	
  bleeding,	
  infection,	
  injury	
  to	
  internal	
  organs,	
  and	
  possible	
  
hysterectomy.	
  The	
  patient	
  expressed	
  understanding	
  of	
  the	
  risks	
   involved.	
  All	
  questions	
  were	
  
answered	
  and	
  the	
  patient	
  consented	
  to	
  the	
  procedure.	
  
	
  
DESCRIPTION	
  OF	
  THE	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
  patient	
  and	
  correct	
  procedure.	
  Spinal	
  /	
  Epidural	
  /	
  General	
  anesthesia	
  was	
  adequately	
  

CPT	
  CODING	
  
59620	
  Cesarean	
  delivery	
  only,	
  following	
  attempted	
  vaginal	
  delivery	
  after	
  
previous	
  cesarean	
  delivery;	
  
59622	
  Cesarean	
  delivery	
  only,	
  following	
  attempted	
  vaginal	
  delivery	
  after	
  
previous	
  cesarean	
  delivery;	
  including	
  postpartum	
  care	
  
59514	
  Cesarean	
  delivery	
  only;	
  
59515	
  Cesarean	
  delivery	
  only;	
  including	
  postpartum	
  care	
  
59510	
  Routine	
  obstetric	
  care	
  including	
  antepartum	
  care,	
  cesarean	
  delivery,	
  
and	
  postpartum	
  care	
  
59618	
  Routine	
  obstetric	
  care	
  including	
  antepartum	
  care,	
  cesarean	
  delivery,	
  
and	
  postpartum	
  care,	
  following	
  attempted	
  vaginal	
  delivery	
  after	
  previous	
  
cesarean	
  delivery	
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established	
  and	
  prophylactic	
  intravenous	
  antibiotics	
  were	
  administered.	
  The	
  patient	
  was	
  then	
  
placed	
   in	
   the	
  dorsal	
   supine	
  position	
  with	
  a	
   left	
   tilt	
  of	
   the	
  hips.	
  Pressure	
  points	
  were	
  padded	
  
and	
  a	
  Bair	
  hugger	
  was	
  placed	
  to	
  maintain	
  control	
  of	
  core	
  body	
  temperature.	
  The	
  patient	
  was	
  
then	
  prepped	
  and	
  draped	
  in	
  the	
  usual	
  sterile	
  fashion	
  for	
  a	
  Pfannensteil/vertical	
  skin	
  incision.	
  	
  
	
  

OPERATIVE	
   TECHNIQUE:	
   An	
   incision	
  was	
  made	
   in	
   the	
   skin	
  with	
   a	
   surgical	
   scalpel	
   and	
   sharp	
  
dissection	
  was	
  carried	
  out	
  over	
   subsequent	
   layers	
  of	
   tissue	
   including	
   the	
   fascia,	
   followed	
  by	
  
the	
   Bovie	
   electrocautery	
   for	
   hemostasis.	
   The	
   fascia	
   was	
   incised	
   at	
   midline	
   and	
   the	
   fascial	
  
incision	
  was	
  extended	
  bilaterally	
  using	
  the	
  curved	
  Mayo	
  scissors.	
  	
  

The	
  superior	
  edge	
  of	
  the	
  fascial	
   incision	
  was	
  grasped	
  with	
  Kocher	
  clamps,	
  tented	
  up	
  and	
  the	
  
underlying	
   rectus	
   muscles	
   were	
   dissected	
   off	
   bluntly	
   and	
   sharply	
   using	
   the	
   curved	
   Mayo	
  
scissors/scalpel/Bovie	
   electrocautery.	
  Attention	
  was	
   then	
   turned	
   to	
   the	
   inferior	
   edge,	
  which	
  
was	
  grasped	
  with	
  Kocher	
  clamps,	
  tented	
  up	
  and	
  the	
  underlying	
  rectus	
  muscles	
  were	
  dissected	
  
off	
  bluntly	
  and	
  sharply	
  using	
  the	
  curved	
  Mayo	
  scissors/scalpel/Bovie	
  electrocautery.	
  	
  

The	
  rectus	
  muscles	
  were	
  then	
  divided	
  at	
  midline	
  and	
  the	
  peritoneum	
  was	
  identified,	
  tented	
  up	
  
with	
  hemostats	
  at	
  its	
  upper	
  margin	
  taking	
  care	
  to	
  avoid	
  the	
  bladder	
  and	
  then	
  entered	
  sharply	
  
using	
  the	
  scalpel	
  (or	
  the	
  peritoneum	
  was	
  identified	
  and	
  bluntly	
  entered	
  at	
  its	
  superior	
  margin	
  
taking	
   care	
   to	
   avoid	
   the	
   bladder).	
   The	
   peritoneal	
   incision	
   was	
   extended	
   superiorly	
   and	
  
inferiorly/laterally	
  using	
  the	
  Metzenbaum	
  scissors	
  with	
  good	
  visualization	
  of	
  the	
  bladder.	
  The	
  
bladder	
   blade	
   was	
   inserted	
   and	
   the	
   vesicouterine	
   peritoneum	
  was	
   identified,	
   grasped	
   with	
  
Russian	
  forceps	
  and	
  cut	
  laterally	
  to	
  both	
  sides	
  using	
  the	
  Metzenbaum	
  scissors.	
  A	
  bladder	
  flap	
  
was	
  then	
  created	
  using	
  blunt	
  and	
  sharp	
  dissection	
  with	
  the	
  Metzenbaum	
  scissors.	
  The	
  bladder	
  
blade	
  was	
  reinserted	
  and	
  a	
  transverse	
  incision	
  was	
  made	
  in	
  the	
  lower	
  uterine	
  segment	
  using	
  
the	
   scalpel.	
   The	
   uterine	
   incision	
   was	
   extended	
   bilaterally	
   using	
   (bandage	
   scissors/blunt	
  
dissection).	
  The	
  amniotic	
  sac	
  was	
  entered	
  and	
  the	
  amniotic	
  fluid	
  was	
  noted	
  to	
  be	
  clear/stained	
  
with	
  thin	
  meconium/thick	
  meconium	
  stained/bloody.	
  	
  

The	
  surgeon’s	
  hand	
  was	
  placed	
  into	
  the	
  uterine	
  cavity.	
  The	
  fetal	
  head/posterior	
  was	
  identified,	
  
elevated	
   into	
  the	
  abdomen	
  and	
  delivered	
  through	
  the	
  uterine	
   incision	
  with	
  the	
  assistance	
  of	
  
fundal	
  pressure.	
  The	
  infant	
  was	
  examined	
  for	
  nuchal	
  cord.	
  	
  

No	
  nuchal	
  cord	
  was	
  identified/A	
  nuchal	
  cord	
  times	
  X	
  was	
  identified	
  and	
  reduced.	
  	
  

The	
  infant	
  was	
  then	
  delivered	
  with	
  traction	
  and	
  the	
  assistance	
  of	
  fundal	
  pressure.	
  The	
  infant’s	
  
oral	
  and	
  nasal	
  passages	
  were	
  bulb	
  suctioned.	
  On	
  delivery	
  the	
  cord	
  was	
  clamped	
  and	
  cut.	
  The	
  
infant	
  was	
   then	
  passed	
  off	
   the	
   table	
   to	
   the	
  pediatricians/RN	
   for	
   further	
   care.	
  Cord	
   segment	
  
and	
  cord	
  blood	
  were	
  obtained	
  for	
  analysis	
  and	
  routine	
  blood	
  testing.	
  	
  

The	
   placenta	
   delivered	
   spontaneously/was	
   expressed/was	
   manually	
   extracted,	
  
intact	
  with	
  a	
  three-­‐vessel	
  cord.	
  	
  

Oxytocin	
   was	
   administered	
   by	
   IV	
   infusion	
   to	
   enhance	
   uterine	
   contraction.	
   The	
   uterus	
   was	
  
exteriorized	
  and	
  cleared	
  of	
  all	
  clots	
  and	
  remaining	
  products	
  of	
  conception.	
  The	
  uterine	
  incision	
  
was	
   reapproximated	
   using	
   0-­‐polygalactin	
   synthetic	
   absorbable	
   suture	
   (Vicryl)	
   in	
   a	
   running	
  
locked	
   fashion.	
   A	
   second	
   horizontal/vertical	
   embricating	
   stitch	
  with	
   0-­‐polygalactin	
   synthetic	
  
absorbable	
   suture	
   (Vicryl)	
   was	
   applied.	
   Non-­‐hemostatic	
   areas	
   were	
   reinforced	
   using	
   0-­‐
polygalactin	
   synthetic	
   absorbable	
   suture	
   (Vicryl)	
   in	
   figure	
  of	
  eight	
   stitches.	
  Good	
  hemostasis	
  
was	
   confirmed.	
   The	
   uterus	
   was	
   replaced	
   into	
   the	
   abdomen	
   and	
   the	
   pericolic	
   gutters	
   were	
  
cleared	
   of	
   all	
   clots.	
   (The	
   peritoneum	
   was	
   reapproximated	
   using	
   running,	
   nonlocked	
   2-­‐0-­‐
polygalactin	
   synthetic	
   absorbable	
   suture	
   (Vicryl)).	
   The	
   fascia	
   was	
   reapproximated	
   using	
   0-­‐
polygalactin	
  synthetic	
  absorbable	
  suture	
  (Vicryl)	
  in	
  a	
  running	
  nonlocked	
  fashion.	
  The	
  skin	
  was	
  
reapproximated	
   using	
   4-­‐0-­‐polygalactin	
   synthetic	
   absorbable	
   suture	
   (Vicryl)	
   in	
   a	
   running	
  
subcuticular	
  stitch/using	
  staples.	
  

All	
   needle,	
   sponge,	
   and	
   instrument	
   counts	
   were	
   noted	
   to	
   be	
   correct	
   x	
   2	
   at	
   the	
   end	
   of	
   the	
  
procedure.	
  The	
  patient	
  tolerated	
  the	
  procedure	
  well	
  and	
  was	
  transferred	
  to	
  the	
  recovery	
  room	
  
in	
  stable	
  condition.	
  Dr.	
  X	
  was	
  present	
  for	
  all/key	
  portions	
  of	
  the	
  procedure.	
  



	
  

38	
   OPERATIVE	
  DICTATION:	
  OBSTETRICS	
  &	
  GYNECOLOGY	
  
Obstetrics	
  

CERCLAGE	
  
	
  

1. Vaginal	
  Cerclage	
  Placement	
  

2. Cerclage	
  Removal	
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VAGINAL	
  CERCLAGE	
  PLACEMENT	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  
ASSISTANT:	
  
PREOPERATIVE	
  DIAGNOSIS:	
  

• Singleton	
  (twin/triplet)	
  intrauterine	
  pregnancy	
  at	
  X	
  weeks	
  gestation	
  by	
  (dating	
  criteria)	
  
• History	
  of	
  cervical	
  incompetence/advanced	
  cervical	
  dilation	
  X	
  cm/short	
  cervix	
  (X	
  mm)	
  on	
  

transvaginal	
  ultrasound	
  (with	
  funneling)	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Same	
  
PROCEDURE	
  PERFORMED:	
  McDonald/modified	
  Shirodkar	
  cerclage	
  placement	
  

ANESTHESIA:	
  Spinal/general	
  endotracheal	
  anesthesia	
  (GETA)	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
  X	
  week	
  size	
  uterus	
  with	
  confirmed	
  live	
  intrauterine	
  pregnancy	
  on	
  ultrasound.	
  X	
  cm	
  
cervical	
  dilation.	
  (Bulging	
  amniotic	
  membranes).	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
  Ms.	
  __________	
  is	
  a	
  (age)	
  year	
  old	
  GxPxxxx	
  at	
  X	
  weeks	
  gestation	
  by	
  (dating	
  criteria)	
  
with	
  a	
  singleton	
  (twin/triplet)	
  live	
  intrauterine	
  pregnancy.	
  The	
  patient	
  has	
  a	
  history	
  of:	
  painless	
  
cervical	
  dilation	
  with	
  deliveries	
  at	
  X,	
  Y,	
  and	
  Z	
  weeks	
  gestational	
  ages	
   in	
  a	
  prior	
  pregnancies/	
  
short	
  cervix	
  (X	
  mm)	
  with/without	
  funneling	
  documented	
  on	
  transvaginal	
  ultrasound/advanced	
  
cervical	
  dilation	
  to	
  X	
  cm	
  with/without	
  bulging	
  membranes	
  on	
  physical	
  exam.	
  [Describe	
  all	
  prior	
  
pregnancy	
   outcomes	
   with	
   gestational	
   ages	
   at	
   delivery	
   and	
   information	
   regarding	
   cerclage	
  
placement	
   in	
   prior	
   pregnancies.]	
   [Describe	
   initial	
   assessment	
   of	
   fetus	
   including	
   ultrasound	
  
assessment	
   for	
   fetal	
   anatomy,	
   aneuploidy	
   screening	
   in	
   the	
   first	
   trimester,	
   chorionic	
   villus	
  
sampling/amniocentesis,	
  etc.]	
  The	
  patient	
  had	
  screening	
  for	
  gonorrhea	
  and	
  Chlamydia,	
  which	
  
was	
  negative.	
  Tocometery	
  demonstrated	
  the	
  absence	
  of	
  contractions	
  consistent	
  with	
  labor.	
  	
  
SURGICAL	
  RISKS:	
  The	
  patient	
  was	
  informed	
  of	
  the	
  risks	
  and	
  benefits	
  of	
  the	
  procedure.	
  Risks	
  
included,	
   but	
   were	
   not	
   limited	
   to,	
   rupture	
   of	
   membranes,	
   preterm	
   labor	
   and	
   preterm	
  
delivery	
   all	
   of	
   which	
   could	
   lead	
   to	
   death	
   of	
   the	
   fetus	
   in	
   utero	
   or	
   following	
   premature	
  
delivery.	
  The	
  patient	
  was	
  also	
  counseled	
  on	
  the	
  maternal	
  risks	
  of	
  bleeding,	
  infection,	
  injury	
  
to	
  the	
  cervix,	
  vagina,	
  bladder,	
  or	
  surrounding	
  tissues.	
  The	
  patient	
  expressed	
  understanding	
  of	
  
the	
  risks	
  involved.	
  All	
  questions	
  were	
  answered	
  and	
  the	
  patient	
  consented	
  to	
  the	
  procedure.	
  
	
  
DESCRIPTION	
  OF	
  THE	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
   patient	
   and	
   correct	
   procedure.	
   Spinal	
   anesthesia	
   was	
   placed	
   and	
   found	
   to	
   be	
  
adequate/general	
  anesthesia	
  was	
  established.	
  The	
  patient	
  was	
  then	
  positioned	
  on	
  the	
  (bean	
  
bag)	
  operating	
   table	
   in	
   the	
  dorsal	
   lithotomy	
  position	
  with	
   the	
   legs	
   supported	
  using	
   stirrups.	
  
Pressure	
  points	
  were	
  padded	
  and	
  a	
  Bair	
  hugger/warm	
  blanket	
  was	
  placed	
  to	
  maintain	
  control	
  
of	
   core	
  body	
   temperature.	
   The	
  perineum	
  was	
   then	
  prepped	
  and	
  draped	
   in	
   the	
  usual	
   sterile	
  
fashion.	
  A	
  bimanual	
  exam	
  was	
  performed	
  and	
  the	
  uterus	
  was	
  noted	
  to	
  be	
  X	
  week	
  size	
  with	
  no	
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palpable	
  masses.	
   The	
   cervix	
  was	
   noted	
   to	
   be	
   X	
   cm	
   dilated	
  with	
   X%	
   effacement.	
   (A	
   straight	
  
catheter	
  was	
  inserted	
  into	
  the	
  bladder	
  and	
  X	
  mL	
  of	
  clear	
  yellow	
  urine	
  was	
  obtained.)	
  
	
  
OPERATIVE	
  TECHNIQUE:	
  A	
  weighted/lateral/bivalve	
  speculum	
  was	
  inserted	
  into	
  the	
  vagina	
  and	
  
the	
  cervix	
  was	
  visualized.	
  	
  
	
  

If	
  advanced	
  cervical	
  dilation	
  with	
  prolapsing	
  of	
  membranes:	
  The	
  membranes	
  were	
  noted	
  to	
  
be	
  prolapsing	
  through	
  the	
  cervical	
  os.	
  (IV	
  nitroglycerine	
  was	
  administered	
  to	
  effect	
  uterine	
  
relaxation.)	
  

• Membranes	
  were	
  reduced	
  by	
  placing	
  a	
  30	
  mL	
  Foley	
  through	
  the	
  cervix	
  and	
  inflating	
  
the	
  balloon	
  to	
  displace	
   the	
  membranes	
  cephalad.	
  The	
  Foley	
  was	
  gradually	
  deflated	
  
and	
  removed	
  as	
  the	
  cerclage	
  was	
  tightened.	
  

• Membranes	
   were	
   reduced	
   by	
   placing	
   a	
   Foley	
   catheter	
   into	
   the	
   bladder	
   and	
  
distending	
  the	
  bladder	
  with	
  X	
  mL	
  of	
  normal	
  saline	
  solution	
  solution.	
  

	
  
McDonald	
   cerclage:	
   The	
   anterior	
   lip	
   of	
   the	
   cervix	
   was	
   visualized	
   and	
   grasped	
   using	
   ring	
  
forceps.	
  A	
  5	
  mm	
  Mersilene	
  fiber	
  suture/(nonabsorbable	
  suture)	
  was	
  used	
  to	
  take	
  a	
  bite	
  in	
  
the	
  body	
  of	
  the	
  cervix	
  at	
  the	
  12	
  o’clock	
  position	
  as	
  close	
  as	
  possible	
  to	
  the	
  junction	
  of	
  the	
  
rugated	
   vaginal	
   epithelium	
   exiting	
   at	
   the	
   X	
   o’clock	
   position.	
   (Repeat	
   description	
   of	
  
successive	
   bites	
   identifying	
   the	
   location	
   of	
   each	
   bite.)	
   The	
   purse-­‐string	
   suture	
   was	
  
tightened	
  and	
  tied	
  X	
  times	
  (followed	
  by	
  an	
  air	
  knot	
  to	
  facilitate	
  future	
  removal).	
  The	
  knot	
  
was	
  noted	
  to	
  be	
  at	
  the	
  X	
  o’clock	
  position.	
  
	
  
Modified	
   Shirodkar	
   cerclage:	
   The	
   cervix	
   was	
   grasped	
   using	
   ring	
   forceps	
   and	
   the	
   vaginal	
  
sidewall	
  was	
  retracted.	
  A	
  X	
  cm	
  horizontal	
   incision	
  was	
  made	
  anteriorly	
  and	
  posteriorly	
  at	
  
the	
  junction	
  of	
  the	
  rugated	
  vaginal	
  epithelium	
  and	
  the	
  smooth	
  cervix	
  using	
  a	
  scalpel/Bovie	
  
electrocautery.	
   The	
   rectum	
   was	
   bluntly	
   dissected	
   off	
   the	
   cervix	
   using	
   a	
   finger/sponge	
  
stick/peanut	
   sponge	
   and	
   the	
   bladder	
   was	
   dissected	
   off	
   the	
   anterior	
   cervix	
   using	
   a	
  
finger/sponge	
   stick/peanut	
   sponge.	
   The	
   dissection	
   was	
   continued	
   until	
   palpation	
   of	
   the	
  
insertion	
   of	
   the	
   uterosacral	
   and	
   cardinal	
   ligaments	
   at	
   the	
   level	
   of	
   the	
   internal	
   os	
   was	
  
possible.	
  Hemostasis	
  was	
  maintained	
  using	
   the	
  Bovie	
  electrocautery.	
  The	
   lateral	
  edges	
  of	
  
the	
  anterior	
   and	
  posterior	
   incisions	
  were	
  grasped	
  using	
  Allis	
   clamps.	
  A	
  55	
  mm	
  Mersilene	
  
fiber	
  suture	
  with	
  atraumatic	
  needles	
  was	
  used	
  for	
  the	
  cerclage.	
  One	
  needle	
  was	
  introduced	
  
anteriorly	
   at	
   the	
   lateral	
   edge	
   of	
   the	
   incision	
   and	
   passed	
   submucosally	
   adjacent	
   to	
   the	
  
cervical	
  stroma	
  and	
  medial	
  to	
  the	
  cervical	
  branches	
  of	
  the	
  uterine	
  vessels	
  to	
  emerge	
  at	
  the	
  
lateral	
  edge	
  of	
  the	
  posterior	
  incision	
  at	
  the	
  level	
  of	
  the	
  internal	
  os.	
  The	
  identical	
  procedure	
  
was	
  performed	
  on	
  the	
  contralateral	
  side	
  using	
  the	
  other	
  needle.	
  (Note:	
  This	
  results	
  in	
  the	
  
knot	
  being	
  tied	
  posteriorly.	
   If	
  an	
  anterior	
  knot	
   is	
  desired	
  the	
  needles	
  are	
  passed	
  from	
  the	
  
posterior	
  to	
  the	
  anterior.)	
  The	
  needles	
  were	
  removed	
  and	
  the	
  cerclage	
  was	
  tightened	
  and	
  
tied	
  X	
  times.	
   (The	
  cervical	
  mucosa	
  was	
  reapproximated	
  using	
  2-­‐0/3-­‐0	
  chromic	
  suture	
   in	
  a	
  
running,	
  nonlocked	
  fashion.)	
  

	
  
The	
  speculum	
  was	
  removed	
  from	
  the	
  vagina	
  and	
  a	
  bimanual	
  exam	
  was	
  performed.	
  The	
  cervix	
  
was	
  noted	
  to	
  be	
  closed/finger	
  tip/X	
  cm	
  dilated	
  with	
  the	
  cerclage	
  knot	
  palpable	
  at	
  the	
  X	
  o’clock	
  
position.	
  
	
  
All	
  needle,	
  sponge,	
  and	
  instrument	
  counts	
  were	
  noted	
  to	
  be	
  correct	
  x	
  2	
  at	
  the	
  completion	
  of	
  
the	
  procedure.	
  The	
  patient	
  tolerated	
  the	
  procedure	
  well	
  and	
  was	
  transferred	
  to	
  the	
  recovery	
  
room	
   in	
   stable	
   condition.	
   Dr.	
   X	
   was	
   present	
   and	
   participated	
   in	
   all/key	
   portions	
   of	
   the	
  
procedure.	
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AMNIOCENTESIS	
  
	
  

1. Ultrasound-­‐Guided	
  Transabdominal	
  Amniocentesis	
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HYSTERECTOMY/MYOMECTOMY	
  
	
  

I. Open	
  

1. Abdominal	
  Supracervical	
  Hysterectomy	
  	
  

2. Total	
  Abdominal	
  Hysterectomy	
  

II. Vaginal	
  

1. Vaginal	
  Hysterectomy	
  

III. Laparoscopic	
  

1. Laparoscopic	
  Supracervical	
  Hysterectomy	
  

2. Laparoscopic	
  Total	
  Hysterectomy	
  

3. Laparoscopic-­‐Assisted	
  Vaginal	
  Hysterectomy	
  

4. Robotic-­‐Assisted	
  Laparoscopic	
  Hysterectomy	
  

IV. Myomectomy	
  

1. Abdominal	
  Myomectomy	
  

2. Robotic-­‐Assisted	
  Laparoscopic	
  Myomectomy	
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LAPAROSCOPIC	
  SUPRACERVICAL	
  HYSTERECTOMY	
  
(WITH	
  BILATERAL	
  SALPINGO-­‐OOPHORECTOMY)	
  

	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  
ASSISTANT:	
  
PREOPERATIVE	
  DIAGNOSIS:	
  (Age)	
  year-­‐old	
  GxPxxxx	
  with	
  uterine	
  fibroids/endometriosis/	
  
adenomyosis	
  resulting	
  in:	
  symptomatic	
  anemia,	
  chronic	
  pelvic	
  pain,	
  etc.	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Same	
  
PROCEDURE	
  PERFORMED:	
  Laparoscopic	
  supracervical	
  hysterectomy	
  (with	
  bilateral	
  salpingo-­‐
oophorectomy)	
  

ANESTHESIA:	
  GETA	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
  X	
  cm	
  size	
  anteverted/midline/retroverted	
  uterus	
  with	
   (description	
  of	
   fibroids	
  and	
  
any	
  adhesions).	
  Describe	
  the	
  adnexa/abnormalities	
  within	
  the	
  uterine	
  cavity/endometriosis.	
  
SPECIMENS:	
  Morcellated	
  uterus	
  (ovaries	
  and	
  fallopian	
  tubes	
  bilaterally)	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
   Ms.	
   ______________	
   is	
   a	
   (age)	
   year	
   old	
   GxPxxxx	
   with	
   a	
   history	
   of	
   uterine	
  
fibroids/uterine	
   prolapse/endometriosis/etc.	
   The	
   patient	
   attempted	
   medical	
   management	
  
with	
   _______________	
   without	
   satisfactory	
   resolution	
   of	
   symptoms.	
   Ultrasound	
   findings	
  
demonstrated	
  (size	
  and	
  shape	
  of	
  uterus	
  and	
  ovaries).	
  	
  
SURGICAL	
   RISKS:	
   The	
   patient	
   was	
   informed	
   of	
   the	
   risks	
   and	
   benefits	
   of	
   a	
   laparoscopic	
  
supracervical	
  hysterectomy	
  (with	
  bilateral	
  salpingo-­‐oophorectomy).	
  Risks	
  included	
  but	
  were	
  
not	
   limited	
   to	
  bleeding,	
   infection,	
  and	
   injury	
   to	
  surrounding	
  organs	
  or	
   tissues.	
  The	
  patient	
  
was	
   counseled	
   extensively	
   that	
   pregnancy	
   following	
   hysterectomy	
   is	
   not	
   possible	
   and	
   the	
  
patient	
   expressed	
   comprehension	
   of	
   this.	
   (The	
   patient	
   was	
   counseled	
   that	
   bilateral	
  
oophorectomy	
  results	
   in	
  surgical	
  menopause	
  for	
  pre/perimenopausal	
  women.)	
  The	
  patient	
  
was	
   counseled	
   in	
   the	
   possibility	
   of	
   laparotomy	
   if	
   extensive	
   adhesions	
   or	
   bleeding	
   were	
  
encountered.	
  (The	
  patient	
  was	
  counseled	
  that	
  hysterectomy	
  might	
  not	
  result	
  in	
  resolution	
  of	
  
chronic	
  pelvic	
  pain.)	
  The	
  patient	
  expressed	
  understanding	
  of	
  the	
  risks	
   involved,	
  all	
  questions	
  
were	
  answered,	
  and	
  the	
  patient	
  consented	
  to	
  the	
  procedure.	
  
	
  
DESCRIPTION	
  OF	
  THE	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
   patient	
   and	
   correct	
   procedure.	
   The	
   patient	
   was	
   given	
   preoperative	
   prophylactic	
  
intravenous	
  antibiotics.	
  General	
  anesthesia	
  was	
  established.	
  The	
  patient	
  was	
  then	
  positioned	
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on	
  the	
  operating	
  table	
  in	
  the	
  dorsal	
  lithotomy	
  position	
  with	
  the	
  legs	
  supported	
  using	
  stirrups.	
  
All	
   pressure	
   points	
  were	
   padded	
   and	
   a	
   Bair	
   hugger	
  was	
   placed	
   to	
  maintain	
   control	
   of	
   core	
  
body	
  temperature.	
  	
  
	
  
OPERATIVE	
  TECHNIQUE:	
  The	
  patient	
  was	
  then	
  prepped	
  and	
  draped	
  in	
  the	
  usual	
  sterile	
  fashion.	
  
A	
  Foley	
  catheter	
  was	
  inserted	
  into	
  the	
  bladder.	
  A	
  bimanual	
  exam	
  was	
  then	
  performed	
  and	
  the	
  
uterus	
   was	
   found	
   to	
   be	
   anteverted/midline/retroverted,	
   approximately	
   X	
   cm	
   size,	
  
mobile/immobile.	
   There	
   were	
   no	
   palpable	
   adnexal	
   masses.	
   A	
   weighted/bivalve/lateral	
  
speculum	
  was	
  then	
  inserted	
  into	
  the	
  vagina.	
  The	
  anterior	
  lip	
  of	
  the	
  cervix	
  was	
  visualized	
  and	
  
grasped	
   using	
   a	
   single-­‐tooth	
   tenaculum.	
   A	
   Pelosi/Humi/Hulka	
  manipulator	
   was	
   then	
   placed	
  
through	
  the	
  cervix	
  for	
  uterine	
  manipulation.	
  
	
  
Attention	
   was	
   then	
   turned	
   to	
   the	
   abdomen,	
   where	
   a	
   small	
   vertical/horizontal	
   incision	
   was	
  
made	
  infraumbilical/approximately	
  X	
  cm	
  superior	
  to	
  the	
  umbilicus.	
  	
  
	
  

Pneumoperitoneum	
   by	
   Veress	
   needle:	
   The	
   Veress	
   needle	
   was	
   introduced	
   into	
  
the	
   peritoneum.	
   Placement	
   of	
   the	
   needle	
   was	
   confirmed	
   using	
   normal	
   saline	
  
solution.	
  Pneumoperitoneum	
  was	
  then	
  established	
  with	
  approximately	
  3	
  liters	
  of	
  
carbon	
  dioxide.	
  The	
  Veress	
  needle	
  was	
  removed.	
  

	
  
A	
   X	
   mm	
   trocar	
   and	
   sleeve	
   were	
   inserted	
   through	
   the	
   incision	
   into	
   the	
   peritoneum.	
  
Laparoscopic	
   visualization	
   confirmed	
   the	
   intraperitoneal	
   insertion	
   of	
   the	
   port.	
   Pneumo-­‐
peritoneum	
  was	
  then	
  established/maintained	
  using	
  carbon	
  dioxide.	
  	
  
	
  
Subsequently,	
   two	
   additional	
   small	
   incisions	
   were	
   made,	
   one	
   approximately	
   X	
   cm	
   to	
   the	
  
right/left	
   at	
   (location	
   of	
   incision)	
   and	
   another	
   to	
   the	
   left/right	
   at	
   (location	
   of	
   incision).	
   Two	
  
more	
  ports	
  (X	
  mm,	
  Xmm)	
  were	
  introduced	
  under	
  direct	
  visualization.	
  	
  
	
  
Diagnostic	
   laparoscopy	
   was	
   then	
   performed.	
   The	
   liver	
   was	
   inspected	
   and	
   noted	
   to	
   appear	
  
normal.	
  There	
  was	
  no	
  evidence	
  of	
  bowel,	
  bladder,	
  or	
  vasculature	
  injury	
  with	
  the	
  placement	
  of	
  
the	
   trocars.	
   The	
   uterus	
  was	
   noted	
   to	
   be	
   approximately	
   X	
   cm	
   size.	
   (Describe	
   any	
   adhesions,	
  
cysts,	
   fibroids,	
   or	
   lesions	
   consistent	
   with	
   endometriosis.)	
   (Describe	
   the	
   appearance	
   of	
   the	
  
ovaries	
  and	
  fallopian	
  tubes	
  bilaterally.)	
  
	
  
Attention	
  was	
  then	
  directed	
  to	
  the	
  right/left	
  side.	
  The	
  right/left	
  uterine	
  fundus	
  was	
  grasped	
  at	
  
the	
  level	
  of	
  the	
  fallopian	
  tube	
  using	
  a	
  single-­‐tooth	
  tenaculum	
  through	
  the	
  left/right	
  port.	
  The	
  
Gyrus/Harmonic	
  was	
  then	
  used	
  to	
  coagulate	
  and	
  cut	
  the	
  round	
  ligament.	
  The	
  Gyrus/Harmonic	
  
was	
  then	
  used	
  to	
  coagulate	
  and	
  cut	
  the	
  fallopian	
  and	
  the	
  right/left	
  uteroovarian	
  ligament.	
  (If	
  
salpingo-­‐oophorectomy:	
   The	
   left/right	
   infundibulopelvic	
   ligament	
   was	
   coagulated	
   and	
   cut	
  
using	
   the	
  Gyrus/Harmonic.)	
   The	
  Gyrus/Harmonic	
  was	
   then	
   used	
   to	
   coagulate	
   and	
   cut	
   down	
  
the	
   broad	
   ligament	
   to	
   the	
   uterine	
   artery.	
   Lyons/Harmonic	
   was	
   then	
   used	
   to	
   coagulate	
   the	
  
uterine	
   artery	
   along	
   the	
   right/left.	
   A	
   bladder	
   flap	
   was	
   then	
   created	
   and	
   dissected	
   to	
   the	
  
midline	
  of	
  the	
  uterus	
  at	
  the	
  level	
  of	
  the	
  lower	
  uterine	
  segment	
  using	
  the	
  Gyrus/Harmonic	
  and	
  
pushed	
  down.	
  	
  
	
  
The	
   instruments	
   were	
   then	
   switched	
   in	
   the	
   ports.	
   The	
   Gyrus/Harmonic	
   was	
   then	
   used	
   to	
  
coagulate	
   and	
   cut	
   the	
   right/left	
   round	
   ligament.	
   The	
   Gyrus/Harmonic	
   was	
   then	
   used	
   to	
  
coagulate	
   and	
   cut	
   the	
   fallopian	
   and	
   the	
   right/left	
   uteroovarian	
   ligament.	
   (If	
   salpingo-­‐
oophorectomy:	
   The	
   left/right	
   infundibulopelvic	
   ligament	
   was	
   coagulated	
   and	
   cut	
   using	
   the	
  
Gyrus/Harmonic.)	
  The	
  Gyrus/Harmonic	
  was	
   then	
  used	
   to	
  coagulate	
  and	
  cut	
  down	
   the	
  broad	
  
ligament	
  to	
  the	
  uterine	
  artery.	
  Lyons/Harmonic	
  was	
  then	
  used	
  to	
  coagulate	
  the	
  uterine	
  artery	
  
along	
  the	
  right/left.	
  A	
  bladder	
  flap	
  was	
  created	
  with	
  the	
  help	
  of	
  the	
  Gyrus/Harmonic	
  coming	
  
across	
   the	
   uterus	
   to	
   meet	
   the	
   incision	
   made	
   on	
   the	
   right/left	
   side.	
   The	
   uterus	
   did	
   appear	
  
completely	
   blanched	
   at	
   this	
   point	
   and	
   the	
   Gyrus/Spatula/Harmonic	
   was	
   used	
   to	
   incise	
   the	
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cervix.	
   The	
   cervix	
  was	
   then	
   cauterized	
  with	
   the	
   Lyons	
   until	
   the	
   effects	
   of	
   coagulation	
  were	
  
noted	
  in	
  the	
  endocervical	
  canal.	
  The	
  field	
  was	
  irrigated	
  to	
  ensure	
  hemostasis.	
  	
  
	
  
The	
   15	
   mm	
   morcellator	
   was	
   then	
   placed	
   through	
   the	
   right/left	
   port,	
   after	
   removing	
   the	
  
laparoscopic	
  sleeve	
  with	
  manipulation	
  of	
  the	
  uterus	
  from	
  the	
  right/left	
  port.	
  The	
  uterus	
  (and	
  
ovaries	
   and	
   fallopian	
   tubes)	
   was/were	
   completely	
   morcellated	
   and	
   removed	
   through	
   the	
  
right/left	
   port.	
   The	
   pelvic	
   cavity	
   was	
   then	
   thoroughly	
   irrigated.	
   Excellent	
   hemostasis	
   was	
  
noted.	
  The	
  Endo	
  Stitch	
  was	
  used	
  to	
  reperitonealize	
  the	
  surgical	
  field	
  with	
  a	
  continuous	
  stitch	
  
of	
   2-­‐0-­‐polygalactin	
   synthetic	
   absorbable	
   suture	
   (Vicryl).	
   Again,	
   excellent	
   hemostasis	
   was	
  
noted.	
  The	
  morcellator	
  was	
  removed.	
  Both	
  port	
  site	
  incisions	
  were	
  closed	
  using	
  0-­‐polygalactin	
  
synthetic	
  absorbable	
  suture	
  (Vicryl)	
  using	
  an	
  inlet	
  closure	
  device.	
  Again,	
  excellent	
  hemostasis	
  
was	
   noted.	
   This	
   was	
   done	
   under	
   direct	
   visualization	
   with	
   the	
   laparoscope.	
   The	
  
pneumoperitoneum	
   was	
   evacuated	
   and	
   the	
   X	
   mm	
   port	
   was	
   removed	
   from	
   the	
  
supraumbilical/subumbilical	
  region.	
  The	
  skin	
  was	
  then	
  reapproximated	
  using	
  Dermabond.	
  The	
  
uterine	
  manipulator	
  and	
  the	
  single	
  tooth	
  tenaculum	
  were	
  removed	
  from	
  the	
  vagina.	
  
	
  
All	
   needle,	
   sponge,	
   and	
   instrument	
   counts	
   were	
   noted	
   to	
   be	
   correct	
   x	
   2	
   at	
   the	
   end	
   of	
   the	
  
procedure.	
  The	
  patient	
   tolerated	
  the	
  procedure	
  well	
  and	
  was	
  taken	
  to	
  the	
  recovery	
  room	
  in	
  
stable	
  condition.	
  Dr.	
  X	
  was	
  present	
  and	
  participated	
  in	
  all/key	
  portions	
  of	
  the	
  procedure.	
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LAPAROSCOPIC	
  TOTAL	
  HYSTERECTOMY	
  
(WITH	
  BILATERAL	
  SALPINGO-­‐OOPHERECTOMY)	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  
ASSISTANT:	
  
PREOPERATIVE	
  DIAGNOSIS:	
  (Age)	
  year-­‐old	
  GxPxxxx	
  with	
  uterine	
  fibroids/endometriosis/	
  
adenomyosis	
  resulting	
  in:	
  symptomatic	
  anemia,	
  chronic	
  pelvic	
  pain,	
  etc.	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Same	
  
PROCEDURE	
  PERFORMED:	
  Laparoscopic	
  assisted	
  vaginal	
  hysterectomy	
  

	
  

ANESTHESIA:	
  GETA	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
  X	
  cm	
  size	
  anteverted/midline/retroverted	
  uterus	
  with	
   (description	
  of	
   fibroids	
  and	
  
any	
  adhesions).	
  Describe	
  the	
  adnexa/abnormalities	
  within	
  the	
  uterine	
  cavity/endometriosis.	
  
SPECIMENS:	
  Uterus,	
  cervix	
  (ovaries	
  and	
  fallopian	
  tubes)	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
   Ms.	
   ______________	
   is	
   a	
   (age)	
   year	
   old	
   GxPxxxx	
   with	
   a	
   history	
   of	
   uterine	
  
fibroids/uterine	
   prolapse/etc.	
   The	
   patient	
   attempted	
   medical	
   management	
   with	
  
_______________	
   without	
   satisfactory	
   resolution	
   of	
   symptoms.	
   Ultrasound	
   findings	
  
demonstrated	
   (size	
  and	
   shape	
  of	
  uterus	
  and	
  ovaries).	
   The	
  patient	
  was	
   informed	
  of	
   the	
   risks	
  
and	
  benefits	
  of	
  a	
  laparoscopic	
  assisted	
  vaginal	
  hysterectomy.	
  	
  
SURGICAL	
  RISKS:	
  The	
  patient	
  was	
  counseled	
   the	
   risks	
  of	
   the	
  procedure	
   included,	
  but	
  were	
  
not	
  limited	
  to,	
  bleeding,	
   infection,	
   injury	
  to	
  surrounding	
  organs	
  or	
  tissues.	
  The	
  patient	
  was	
  
counseled	
   extensively	
   that	
   pregnancy	
   is	
   not	
   possible	
   following	
   hysterectomy	
   and	
   patient	
  
expressed	
   understanding	
   of	
   this.	
   The	
   patient	
   was	
   counseled	
   on	
   possible	
   laparotomy	
   if	
  
extensive	
   adhesions	
   or	
   bleeding	
   were	
   encountered.	
   (The	
   patient	
   was	
   counseled	
   that	
  
bilateral	
  oophorectomy	
  results	
  in	
  surgical	
  menopause	
  for	
  pre/perimenopausal	
  women.)	
  The	
  
patient	
  expressed	
  understanding	
  of	
   the	
  risks	
   involved,	
  all	
  questions	
  were	
  answered,	
  and	
  the	
  
patient	
  consented	
  to	
  the	
  procedure.	
  
	
  
DESCRIPTION	
  OF	
  THE	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
   patient	
   and	
   correct	
   procedure.	
   The	
   patient	
   was	
   given	
   preoperative	
   prophylactic	
  

CPT	
  CODING	
  
58570	
  Laparoscopy,	
  surgical,	
  with	
  total	
  hysterectomy,	
  for	
  uterus	
  250	
  g	
  or	
  
less;	
  
58571	
  Laparoscopy,	
  surgical,	
  with	
  total	
  hysterectomy,	
  for	
  uterus	
  250	
  g	
  or	
  
less;	
  with	
  removal	
  of	
  tube(s)	
  and/or	
  ovary(s)	
  
58572	
  Laparoscopy,	
  surgical,	
  with	
  total	
  hysterectomy,	
  for	
  uterus	
  greater	
  than	
  
250	
  g;	
  
58573	
  Laparoscopy,	
  surgical,	
  with	
  total	
  hysterectomy,	
  for	
  uterus	
  greater	
  than	
  
250	
  g;	
  with	
  removal	
  of	
  tube(s)	
  and/or	
  ovary(s)	
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LAPAROSCOPIC-­‐ASSISTED	
  VAGINAL	
  HYSTERECTOMY	
  
(WITH	
  BILATERAL	
  SALPINGO-­‐OOPHORECTOMY)	
  

	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  
ASSISTANT:	
  
PREOPERATIVE	
  DIAGNOSIS:	
  (Age)	
  year-­‐old	
  GxPxxxx	
  with	
  uterine	
  fibroids/endometriosis/	
  
adenomyosis	
  resulting	
  in:	
  symptomatic	
  anemia,	
  chronic	
  pelvic	
  pain,	
  etc.	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Same	
  
PROCEDURE	
  PERFORMED:	
  Laparoscopic	
  assisted	
  vaginal	
  hysterectomy	
  

ANESTHESIA:	
  GETA	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
  X	
  cm	
  size	
  anteverted/midline/retroverted	
  uterus	
  with	
   (description	
  of	
   fibroids	
  and	
  
any	
  adhesions).	
  Describe	
  the	
  adnexa/abnormalities	
  within	
  the	
  uterine	
  cavity/endometriosis.	
  
SPECIMENS:	
  Uterus,	
  cervix	
  (ovaries	
  and	
  fallopian	
  tubes	
  bilaterally)	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
   Ms.	
   ______________	
   is	
   a	
   (age)	
   year	
   old	
   GxPxxxx	
   with	
   a	
   history	
   of	
   uterine	
  
fibroids/uterine	
   prolapse/etc.	
   The	
   patient	
   attempted	
   medical	
   management	
   with	
  
_______________	
   without	
   satisfactory	
   resolution	
   of	
   symptoms.	
   Ultrasound	
   findings	
  
demonstrated	
   (size	
  and	
   shape	
  of	
  uterus	
  and	
  ovaries).	
   The	
  patient	
  was	
   informed	
  of	
   the	
   risks	
  
and	
  benefits	
  of	
  a	
  laparoscopic	
  assisted	
  vaginal	
  hysterectomy.	
  	
  
SURGICAL	
  RISKS:	
   The	
  patient	
  was	
   counseled	
   the	
   risks	
  of	
   the	
  procedure	
   included	
  but	
  were	
  
not	
   limited	
   to	
  bleeding,	
   infection,	
  and	
   injury	
   to	
  surrounding	
  organs	
  or	
   tissues.	
  The	
  patient	
  
was	
   counseled	
   extensively	
   that	
   pregnancy	
   is	
   not	
   possible	
   following	
   hysterectomy	
   and	
  
patient	
  expressed	
  understanding	
  of	
  this.	
  The	
  patient	
  was	
  counseled	
  on	
  possible	
  laparotomy	
  
if	
   extensive	
   adhesions	
   or	
   bleeding	
   were	
   encountered.	
   (The	
   patient	
   was	
   counseled	
   that	
  
bilateral	
  oophorectomy	
  results	
  in	
  surgical	
  menopause	
  for	
  pre/perimenopausal	
  women.)	
  The	
  
patient	
  expressed	
  understanding	
  of	
   the	
  risks	
   involved,	
  all	
  questions	
  were	
  answered,	
  and	
  the	
  
patient	
  consented	
  to	
  the	
  procedure.	
  
	
  
DESCRIPTION	
  OF	
  THE	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
   patient	
   and	
   correct	
   procedure.	
   The	
   patient	
   was	
   given	
   preoperative	
   prophylactic	
  

CPT	
  CODING	
  
58550	
  Laparoscopy,	
  surgical,	
  with	
  vaginal	
  hysterectomy,	
  for	
  uterus	
  250	
  g	
  or	
  
less;	
  
58552	
  Laparoscopy,	
  surgical,	
  with	
  vaginal	
  hysterectomy,	
  for	
  uterus	
  250	
  g	
  or	
  
less;	
  with	
  removal	
  of	
  tube(s)	
  and/or	
  ovary(s)	
  
58553	
  Laparoscopy,	
  surgical,	
  with	
  vaginal	
  hysterectomy,	
  for	
  uterus	
  greater	
  
than	
  250	
  g	
  
58554	
  Laparoscopy,	
  surgical,	
  with	
  vaginal	
  hysterectomy,	
  for	
  uterus	
  greater	
  
than	
  250	
  g;	
  with	
  removal	
  of	
  tube(s)	
  and/or	
  ovary(s)	
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ROBOTIC	
  ASSISTED	
  LAPAROSCOPIC	
  HYSTERECTOMY	
  
(WITH	
  BILATERAL	
  SALPINGO-­‐OOPHORECTOMY)	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  
ASSISTANT:	
  
PREOPERATIVE	
  DIAGNOSIS:	
  (Age)	
  year	
  old	
  GxPxxxx	
  with	
  uterine	
  fibroids/endometriosis/	
  
adenomyosis	
  resulting	
  in:	
  symptomatic	
  anemia,	
  chronic	
  pelvic	
  pain,	
  etc.	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Same	
  
PROCEDURE	
  PERFORMED:	
  Robotic	
  assisted	
  laparoscopic	
  supracervical/total	
  hysterectomy	
  

ANESTHESIA:	
  GETA	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
  X	
  cm	
  size	
  anteverted/midline/retroverted	
  uterus	
  with	
   (description	
  of	
   fibroids	
  and	
  
any	
  adhesions).	
  Describe	
  the	
  adnexa/abnormalities	
  within	
  the	
  uterine	
  cavity/endometriosis.	
  
SPECIMENS:	
  Morcellated	
  uterus	
  (and	
  cervix,	
  ovaries	
  and	
  fallopian	
  tubes)	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
   Ms.	
   ______________	
   is	
   a	
   (age)	
   year	
   old	
   GxPxxxx	
   with	
   a	
   history	
   of	
   uterine	
  
fibroids/uterine	
   prolapse/pelvic	
   pain/known	
   endometriosis/etc.	
   The	
   patient	
   attempted	
  
medical	
   management	
   with	
   _______________	
   without	
   satisfactory	
   resolution	
   of	
   symptoms.	
  
Ultrasound	
  findings	
  demonstrated	
  (size	
  and	
  shape	
  of	
  uterus	
  and	
  ovaries).	
  	
  
SURGICAL	
   RISKS:	
   The	
   patient	
  was	
   informed	
   of	
   the	
   risks	
   and	
   benefits	
   of	
   a	
   robotic	
   assisted	
  
laparoscopic	
  supracervical/total	
  hysterectomy	
  (with	
  bilateral	
  salpingo-­‐oophorectomy).	
  Risks	
  
included	
   but	
  were	
   not	
   limited	
   to	
   bleeding,	
   infection,	
   and	
   injury	
   to	
   surrounding	
   organs	
   or	
  
tissues.	
  The	
  patient	
  was	
  counseled	
  extensively	
  prior	
  to	
  the	
  procedure	
  about	
  the	
  inability	
  to	
  
become	
  pregnant	
  following	
  hysterectomy	
  and	
  the	
  patient	
  expressed	
  understanding	
  of	
  this.	
  
(The	
  patient	
  was	
   counseled	
   that	
  bilateral	
  oophorectomy	
   results	
   in	
   surgical	
  menopause	
   for	
  

CPT	
  CODING	
  
58541	
  Laparoscopy,	
  surgical,	
  supracervical	
  hysterectomy,	
  for	
  uterus	
  250	
  g	
  or	
  
less;	
  
58542	
  Laparoscopy,	
  surgical,	
  supracervical	
  hysterectomy,	
  for	
  uterus	
  250	
  g	
  or	
  
less;	
  with	
  removal	
  of	
  tube(s)	
  and/or	
  ovary(s)	
  
58543	
  Laparoscopy,	
  surgical,	
  supracervical	
  hysterectomy,	
  for	
  uterus	
  greater	
  
than	
  250	
  g;	
  
58544	
  Laparoscopy,	
  surgical,	
  supracervical	
  hysterectomy,	
  for	
  uterus	
  greater	
  
than	
  250	
  g;	
  with	
  removal	
  of	
  tube(s)	
  and/or	
  ovary(s)	
  
58570	
  Laparoscopy,	
  surgical,	
  with	
  total	
  hysterectomy,	
  for	
  uterus	
  250	
  g	
  or	
  less;	
  
58571	
  Laparoscopy,	
  surgical,	
  with	
  total	
  hysterectomy,	
  for	
  uterus	
  250	
  g	
  or	
  less;	
  
with	
  removal	
  of	
  tube(s)	
  and/or	
  ovary(s)	
  
58572	
  Laparoscopy,	
  surgical,	
  with	
  total	
  hysterectomy,	
  for	
  uterus	
  greater	
  than	
  
250	
  g;	
  
58573	
  Laparoscopy,	
  surgical,	
  with	
  total	
  hysterectomy,	
  for	
  uterus	
  greater	
  than	
  
250	
  g;	
  with	
  removal	
  of	
  tube(s)	
  and/or	
  ovary(s)	
  



	
  

	
  
OPERATIVE	
  DICTATION:	
  OBSTETRICS	
  &	
  GYNECOLOGY	
  

Hysterectomy	
  &	
  Myomectomy	
  	
  
	
   	
  69	
  

ABDOMINAL	
  MYOMECTOMY	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  
ASSISTANT:	
  
PREOPERATIVE	
  DIAGNOSIS:	
  Symptomatic	
  uterine	
  fibroids.	
  Future	
  fertility	
  is	
  desired.	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Symptomatic	
  uterine	
  fibroids.	
  Future	
  fertility	
  is	
  desired.	
  
PROCEDURE	
  PERFORMED:	
  Abdominal	
  myomectomy	
  

ANESTHESIA:	
  GETA	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
  X	
  cm	
  size	
  fibroid	
  uterus	
  (describe	
  distribution	
  of	
  fibroids).	
  Normal	
  appearing	
  ovaries	
  
bilaterally.	
  Normal	
  appearing	
   fallopian	
  tubes	
  bilaterally.	
   (Describe	
  any	
  evidence	
  of	
  adhesions	
  
or	
  evidence	
  of	
  endometriosis.)	
  
Specimen:	
  #	
  of	
  fibroids	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
   Ms.	
   ____________	
   is	
   a	
   (age)	
   year	
   old	
   GxPxxxx	
   with	
   a	
   history	
   of	
   heavy	
   vaginal	
  
bleeding	
   resulting	
   in	
   symptomatic	
   anemia/spontaneous	
   abortion	
   at	
   X	
   weeks/etc.	
   (Describe	
  
medical	
  management	
  that	
  was	
  attempted	
  and	
  the	
  results.)	
  
SURGICAL	
   RISKS:	
   The	
   patient	
   was	
   informed	
   of	
   the	
   risks	
   and	
   benefits	
   of	
   an	
   abdominal	
  
myomectomy.	
   The	
   risks	
   included,	
   but	
   were	
   not	
   limited	
   to,	
   bleeding,	
   infection,	
   injury	
   to	
  
internal	
   organs,	
   and	
   loss	
   of	
   fertility.	
   The	
   patient	
   was	
   counseled	
   that	
   when	
   performing	
   a	
  
myomectomy	
   there	
   is	
   risk	
   that	
   hysterectomy	
   might	
   become	
   necessary.	
   The	
   patient	
  
expressed	
  understanding	
  that	
   in	
  the	
  event	
  a	
  hysterectomy	
  is	
  performed	
  she	
  will	
  no	
   longer	
  
be	
   capable	
   of	
   carrying	
   a	
   pregnancy.	
   All	
   questions	
   were	
   answered;	
   the	
   patient	
   expressed	
  
understanding	
  of	
  the	
  risks	
  involved	
  and	
  consented	
  to	
  the	
  procedure.	
  
	
  
DESCRIPTION	
  OF	
  THE	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
   patient	
   and	
   correct	
   procedure.	
   The	
   patient	
   was	
   given	
   preoperative	
   prophylactic	
  
intravenous	
  antibiotics.	
  The	
  patient	
  was	
  placed	
  in	
  the	
  dorsal	
  supine	
  position	
  with	
  all	
  pressure	
  
points	
   padded	
   and	
   then	
   placed	
   under	
   general	
   anesthesia.	
   A	
   Bair	
   hugger	
   was	
   placed	
   to	
  
maintain	
  control	
  of	
  core	
  body	
  temperature.	
  The	
  patient	
  was	
  then	
  prepped	
  and	
  draped	
  in	
  the	
  
usual	
  sterile	
  fashion	
  for	
  a	
  Pfannenstiel/vertical	
  abdominal	
  incision.	
  A	
  perineal	
  and	
  vaginal	
  prep	
  
was	
  performed	
  as	
  well	
  and	
  an	
  indwelling	
  Foley	
  catheter	
  was	
  inserted.	
  	
  
	
  

CPT	
  CODING	
  
58140	
  Myomectomy,	
  excision	
  of	
  fibroid	
  tumor(s)	
  of	
  uterus,	
  1	
  to	
  4	
  intramural	
  
myoma(s)	
  with	
  total	
  weight	
  of	
  250	
  g	
  or	
  less	
  and/or	
  removal	
  of	
  surface	
  
myomas;	
  abdominal	
  approach	
  
58146	
  Myomectomy,	
  excision	
  of	
  fibroid	
  tumor(s)	
  of	
  uterus,	
  5	
  or	
  more	
  
intramural	
  myomas	
  and/or	
  intramural	
  myomas	
  with	
  total	
  weight	
  greater	
  than	
  
250	
  g,	
  abdominal	
  approach	
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ROBOTIC	
  ASSISTED	
  LAPAROSCOPIC	
  MYOMECTOMY	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  
ASSISTANT:	
  
PREOPERATIVE	
   DIAGNOSIS:	
   (Age)	
   year	
   old	
   GxPxxxx	
   with	
   uterine	
   fibroids	
   resulting	
   in	
  
symptomatic	
  anemia/chronic	
  pelvic	
  pain/menorrhagia/spontaneous	
  abortion	
  at	
  X	
  weeks	
  etc.	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Same	
  
PROCEDURE	
  PERFORMED:	
  Robotic	
  assisted	
  laparoscopic	
  myomectomy	
  

	
  
ANESTHESIA:	
  GETA	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
   (X)	
  week	
   size	
   anteverted/midline/retroverted	
   uterus	
  with	
   (description	
   of	
   fibroids	
  
and	
   any	
   adhesions).	
   Describe	
   the	
   adnexa/abnormalities	
   within	
   the	
   uterine	
  
cavity/endometriosis.	
  
SPECIMENS:	
  Morcellated	
  fibroid	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
  Ms.	
   ______________	
   is	
   a	
   (age)	
   year	
  old	
  GxPxxxx	
  with	
  a	
  history	
  of	
  uterine	
   fibroids	
  
causing	
  pelvic	
   pain/menorrhagia/infertility/etc.	
   The	
  patient	
   attempted	
  medical	
  management	
  
with	
   _______________	
   without	
   satisfactory	
   resolution	
   of	
   symptoms.	
   Ultrasound	
   findings	
  
demonstrated	
  (size	
  and	
  shape	
  of	
  uterus	
  and	
  ovaries).	
  	
  
SURGICAL	
   RISKS:	
   The	
   patient	
  was	
   informed	
   of	
   the	
   risks	
   and	
   benefits	
   of	
   a	
   robotic	
   assisted	
  
laparoscopic	
  myomectomy.	
  Risks	
   included	
  but	
  were	
  not	
   limited	
  to	
  bleeding,	
   infection,	
  and	
  
injury	
  to	
  surrounding	
  organs	
  or	
  tissues.	
  The	
  patient	
  was	
  counseled	
  extensively	
  prior	
  to	
  the	
  
procedure	
   about	
   the	
   risk	
   of	
   extensive	
   bleeding	
   requiring	
   hysterectomy	
   and	
   about	
   the	
  
inability	
   to	
   become	
   pregnant	
   following	
   hysterectomy	
   and	
   the	
   patient	
   expressed	
  
understanding	
  of	
  this.	
  The	
  patient	
  was	
  also	
  counseled	
  on	
  possible	
  laparotomy	
  in	
  the	
  event	
  
that	
   extensive	
   bleeding	
   or	
   adhesions	
   were	
   encountered.	
   The	
   patient	
   expressed	
  
understanding	
  of	
  the	
  risks	
  involved	
  with	
  the	
  procedure,	
  all	
  questions	
  were	
  answered,	
  and	
  the	
  
patient	
  consented	
  to	
  the	
  procedure.	
  
	
  
DESCRIPTION	
  OF	
  THE	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
   patient	
   and	
   correct	
   procedure.	
   The	
   patient	
   was	
   then	
   administered	
   preoperative	
  
prophylactic	
   intravenous	
   antibiotics.	
   The	
   patient	
   was	
   placed	
   under	
   general	
   endotracheal	
  
anesthesia.	
   The	
   patient	
  was	
   then	
   positioned	
   on	
   the	
   operating	
   table	
   in	
   the	
   dorsal	
   lithotomy	
  
position	
  with	
   the	
   legs	
   supported	
   using	
   stirrups.	
   All	
   pressure	
   points	
  were	
   padded	
   and	
   a	
  Bair	
  
hugger	
  was	
  placed	
   to	
  maintain	
   control	
  of	
   core	
  body	
   temperature.	
   The	
  abdomen	
  and	
  vagina	
  
were	
  prepped	
  and	
  draped	
  in	
  the	
  usual	
  sterile	
  fashion.	
  

CPT	
  CODING	
  
58545	
  Laparoscopy,	
  surgical,	
  myomectomy,	
  excision;	
  1	
  to	
  4	
  intramural	
  
myomas	
  with	
  total	
  weight	
  of	
  250	
  g	
  or	
  less	
  and/or	
  removal	
  of	
  surface	
  myomas	
  
58546	
  Laparoscopy,	
  surgical,	
  myomectomy,	
  excision;	
  5	
  or	
  more	
  intramural	
  
myomas	
  and/or	
  intramural	
  myomas	
  with	
  total	
  weight	
  greater	
  than	
  250	
  g	
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   OPERATIVE	
  DICTATION:	
  OBSTETRICS	
  &	
  GYNECOLOGY	
  
Sterilization	
  

	
  

STERILIZATION	
  
	
  

1. Laparoscopic	
  Bilateral	
  Tubal	
  Ligation	
  

2. Post	
  Partum	
  Tubal	
  Ligation	
  	
  

3. Hysteroscopic	
  Tubal	
  Ligation	
  

a. Essure	
  

b. Adiana	
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   OPERATIVE	
  DICTATION:	
  OBSTETRICS	
  &	
  GYNECOLOGY	
  
Sterilization	
  

LAPAROSCOPIC	
  BILATERAL	
  TUBAL	
  LIGATION	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  
ASSISTANT:	
  
PREOPERATIVE	
  DIAGNOSIS:	
  Multiparity,	
  family	
  planning	
  complete	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Multiparity,	
  family	
  planning	
  complete	
  
PROCEDURE	
   PERFORMED:	
   Laparoscopic	
   bilateral	
   tubal	
   ligation	
   (bipolar	
   cautery,	
   monopolar	
  
cautery,	
  fallope	
  rings,	
  filshie	
  clips)	
  

ANESTHESIA:	
  GETA	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
   Appearance	
   of	
   external	
   genitalia,	
   appearance	
   of	
   vagina,	
   appearance	
   of	
   cervix,	
  
uterus	
   size,	
   anteverted/mid	
   position/retroverted,	
  mobile/fixed,	
   adnexal	
  masses,	
   appearance	
  
of	
  abdominal/pelvic	
  organs	
  on	
  laparoscopy	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
  Ms.	
  _________	
   is	
  a	
  (age)	
  year	
  old	
  GxPxxxx	
  who	
  has	
  completed	
  her	
  family	
  planning	
  
and	
  desires	
  a	
  permanent	
  form	
  of	
  sterilization.	
  	
  
SURGICAL	
  RISKS:	
  The	
  patient	
  was	
  informed	
  of	
  the	
  risks	
  and	
  benefits	
  of	
  the	
  procedure.	
  Risks	
  
included	
  but	
  were	
  not	
   limited	
   to	
  bleeding,	
   infection,	
   injury	
   to	
   the	
  vulva,	
  vagina,	
  or	
   cervix,	
  
and	
  uterine	
  perforation.	
  The	
  patient	
  was	
  counseled	
  on	
  the	
  risk	
  of	
  sterilization	
  failure	
  being	
  
X%	
  on	
  average.	
  The	
  patient	
  was	
  informed	
  that	
  in	
  the	
  event	
  a	
  pregnancy	
  occurs,	
  the	
  risk	
  of	
  
ectopic	
  pregnancy	
  is	
  increased.	
  The	
  patient	
  expressed	
  understanding	
  of	
  the	
  risks	
  involved,	
  all	
  
questions	
  were	
  answered,	
  and	
  the	
  patient	
  consented	
  to	
  the	
  procedure.	
  The	
  patient	
  had	
  valid	
  
sterilization	
  consent	
  at	
  the	
  time	
  of	
  the	
  procedure.	
  
	
  
DESCRIPTION	
  OF	
  THE	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
   patient	
   and	
   correct	
   procedure.	
   The	
   patient	
   was	
   given	
   preoperative	
   prophylactic	
  
intravenous	
  antibiotics.	
  General	
  anesthesia	
  was	
  established.	
  The	
  patient	
  was	
  then	
  positioned	
  
on	
   the	
   (bean	
   bag)	
   operating	
   table	
   in	
   the	
   dorsal	
   lithotomy	
   position	
  with	
   the	
   legs	
   supported	
  
using	
   stirrups.	
   	
   All	
   pressure	
   points	
   were	
   padded	
   and	
   a	
   Bair	
   hugger	
  was	
   placed	
   to	
  maintain	
  
control	
   of	
   core	
   body	
   temperature.	
   The	
   patient	
   was	
   then	
   prepped	
   and	
   draped	
   in	
   the	
   usual	
  
sterile	
   fashion.	
   A	
   bimanual	
   exam	
   was	
   performed	
   and	
   the	
   uterus	
   was	
   found	
   to	
   be	
  
approximately	
  X	
  cm	
  size,	
  anteverted/midposition/retroverted.	
  A	
  Foley	
  catheter	
  was	
  inserted.	
  
	
  
OPERATIVE	
   TECHNIQUE:	
   The	
   weighted	
   speculum	
   was	
   then	
   inserted	
   into	
   the	
   vagina.	
   The	
  
anterior	
  lip	
  of	
  the	
  cervix	
  was	
  visualized	
  and	
  grasped	
  using	
  a	
  single-­‐tooth	
  tenaculum.	
  The	
  cervix	
  
was	
   dilated	
   adequately	
   for	
   the	
   introduction	
   of	
   the	
   uterine	
   manipulator	
   using	
   the	
  
Pratt/Hegar/Hank	
   dilators.	
   The	
   HUMI/Hulka	
   uterine	
   manipulator	
   was	
   then	
   introduced.	
   The	
  

CPT	
  CODING	
  
58670	
  Laparoscopy,	
  surgical;	
  with	
  fulguration	
  of	
  oviducts	
  (with	
  or	
  without	
  
transaction)	
  
58671	
  Laparoscopy,	
  surgical;	
  with	
  occlusion	
  of	
  oviducts	
  by	
  device	
  (e.g.,	
  band,	
  
clip,	
  or	
  Falope	
  ring)	
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   OPERATIVE	
  DICTATION:	
  OBSTETRICS	
  &	
  GYNECOLOGY	
  
Sterilization	
  

POST	
  PARTUM	
  TUBAL	
  LIGATION	
  	
  
(POMEROY	
  TECHNIQUE)	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  
ASSISTANT:	
  
PREOPERATIVE	
  DIAGNOSIS:	
  Multiparity,	
  family	
  planning	
  complete	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Multiparity,	
  family	
  planning	
  complete	
  
PROCEDURE	
  PERFORMED:	
  Post	
  partum	
  bilateral	
  tubal	
  ligation	
  

	
  
ANESTHESIA:	
  Epidural	
  anesthesia/spinal	
  anesthesia/GETA	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
  Uterus	
  size,	
  adnexal	
  masses,	
  normal	
  appearing	
  fallopian	
  tubes	
  bilaterally	
  
SPECIMENS:	
  Portion	
  of	
  left	
  and	
  right	
  fallopian	
  tubes	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
  Ms.	
  __________	
  is	
  a	
  (age)	
  year	
  old	
  GxPxxxx	
  who	
  has	
  completed	
  her	
  family	
  planning	
  
and	
  desires	
  a	
  permanent	
  form	
  of	
  sterilization.	
  	
  
SURGICAL	
  RISKS:	
  The	
  patient	
  was	
  informed	
  of	
  the	
  risks	
  and	
  benefits	
  of	
  the	
  procedure.	
  Risks	
  
included	
   but	
   were	
   not	
   limited	
   to	
   bleeding,	
   infection,	
   and	
   injury	
   to	
   internal	
   organs.	
   The	
  
patient	
  was	
  counseled	
  on	
  the	
  risk	
  of	
  sterilization	
  failure.	
  The	
  patient	
  was	
   informed	
  that	
   in	
  
the	
   event	
   a	
   pregnancy	
   occurs	
   the	
   risk	
   of	
   ectopic	
   pregnancy	
   is	
   increased.	
   The	
   patient	
  was	
  
counseled	
  that	
  bilateral	
   tubal	
   ligation	
   is	
   intended	
  to	
  be	
  permanent	
  and	
  nonreversible.	
  She	
  
was	
  also	
  counseled	
  that	
  there	
  are	
  nonpermanent	
  forms	
  of	
  birth	
  control	
  available	
  to	
  her.	
  The	
  
patient	
  expressed	
  understanding	
  of	
   the	
  risks	
   involved,	
  all	
  questions	
  were	
  answered,	
  and	
  the	
  
patient	
  consented	
  to	
  the	
  procedure.	
  The	
  patient	
  had	
  valid	
  sterilization	
  consent	
  at	
  the	
  time	
  of	
  
the	
  procedure.	
  
	
  
DESCRIPTION	
  OF	
  THE	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
   patient	
   and	
   correct	
   procedure.	
   The	
   patient	
   was	
   given	
   preoperative	
   prophylactic	
  
intravenous	
   antibiotics.	
   Epidural/spinal	
   anesthesia	
   was	
   administered	
   and	
   found	
   to	
   be	
  
adequate.	
   IV	
   sedation	
  was	
   given	
   as	
   needed	
   for	
   anxiety.	
   The	
   patient	
  was	
   then	
  placed	
   in	
   the	
  
dorsal	
  supine	
  position.	
  All	
  pressure	
  points	
  were	
  padded	
  and	
  a	
  Bair	
  hugger/warm	
  blanket	
  was	
  
placed	
   to	
   maintain	
   control	
   of	
   core	
   body	
   temperature.	
   The	
   patient	
   was	
   then	
   prepped	
   and	
  
draped	
  in	
  the	
  usual	
  sterile	
  fashion.	
  A	
  Foley	
  catheter	
  was	
  inserted	
  into	
  the	
  bladder.	
  
	
  
OPERATIVE	
  TECHNIQUE:	
  On	
  palpation	
  the	
  post	
  partum	
  fundus	
  was	
  noted	
  to	
  be	
  firm	
  at/X	
  cm	
  
below	
   the	
   umbilicus.	
   A	
   X	
   cm	
   horizontal	
   minilaparotomy	
   incision	
   was	
  made	
   in	
   the	
   skin	
   just	
  
inferior	
   to	
   the	
   umbilicus	
   using	
   the	
   scalpel	
   and	
   the	
   incision	
   was	
   carried	
   through	
   the	
  
subcutaneous	
   tissue	
   to	
   the	
   level	
  of	
   the	
   fascia	
  using	
   the	
  Bovie	
  electrocautery.	
  The	
   fascia	
  was	
  
then	
   incised	
   at	
   midline	
   using	
   the	
   scalpel/Bovie	
   electrocautery	
   and	
   the	
   fascial	
   incision	
   was	
  

CPT	
  CODING	
  
58605	
  Ligation	
  or	
  transection	
  of	
  fallopian	
  tube(s),	
  abdominal	
  or	
  vaginal	
  
approach,	
  postpartum,	
  unilateral	
  or	
  bilateral,	
  during	
  same	
  hospitalization	
  
(separate	
  procedure)	
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   OPERATIVE	
  DICTATION:	
  OBSTETRICS	
  &	
  GYNECOLOGY	
  
Sterilization	
  

HYSTEROSCOPIC	
  TUBAL	
  LIGATION	
  
ESSURE	
  

	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  
ASSISTANT:	
  
PREOPERATIVE	
  DIAGNOSIS:	
  Multiparity,	
  family	
  completed	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Multiparity,	
  family	
  completed	
  
PROCEDURE	
  PERFORMED:	
  Hysteroscopic	
  sterilization	
  by	
  Essure	
  

	
  
ANESTHESIA:	
  IV	
  sedation/GETA/paracervical	
  block	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
   Appearance	
   of	
   external	
   genitalia,	
   appearance	
   of	
   vagina,	
   appearance	
   of	
   cervix,	
  
uterus	
  size,	
  anteverted/mid	
  position/retroverted,	
  mobile/fixed,	
  adnexal	
  masses	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
  Ms.	
  __________	
  is	
  a	
  (age)	
  year	
  old	
  GxPxxxx	
  who	
  has	
  completed	
  her	
  family	
  planning	
  
and	
  desires	
  and	
  permanent	
  form	
  of	
  sterilization.	
  	
  
SURGICAL	
  RISKS:	
  The	
  patient	
  was	
  informed	
  of	
  the	
  risks	
  and	
  benefits	
  of	
  the	
  procedure.	
  Risks	
  
included	
  but	
  were	
  not	
   limited	
   to	
  bleeding,	
   infection,	
   injury	
   to	
   the	
  vulva,	
  vagina,	
  or	
   cervix,	
  
and	
  uterine	
  perforation.	
  The	
  patient	
  was	
  counseled	
  on	
  the	
  risk	
  of	
  sterilization	
  failure	
  being	
  
X%	
  on	
  average.	
  The	
  patient	
  was	
  informed	
  that	
  in	
  the	
  event	
  a	
  pregnancy	
  occurs,	
  the	
  risk	
  of	
  
ectopic	
   pregnancy	
   is	
   increased.	
   The	
   patient	
  was	
   counseled	
   on	
   the	
   need	
   for	
   an	
   additional	
  
form	
   of	
   birth	
   control	
   for	
   the	
   three	
   months	
   following	
   the	
   procedure	
   and	
   the	
   need	
   for	
   a	
  
hysterosalpingogram	
   three	
   months	
   post	
   Essure	
   placement	
   to	
   confirm	
   complete	
   tubal	
  
occlusion	
  bilaterally.	
  The	
  patient	
  expressed	
  understanding	
  of	
  the	
  risks	
  involved,	
  all	
  questions	
  
were	
   answered,	
   and	
   the	
   patient	
   consented	
   to	
   the	
   procedure.	
   The	
   patient	
   had	
   valid	
  
sterilization	
  consent	
  at	
  the	
  time	
  of	
  the	
  procedure.	
  
	
  
DESCRIPTION	
  OF	
  THE	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
  patient	
  and	
  correct	
  procedure.	
  The	
  patient	
  was	
  given	
   IV	
  sedation/general	
  anesthesia	
  
was	
   established.	
   The	
   patient	
   was	
   given	
   preoperative	
   prophylactic	
   intravenous	
   antibiotics.	
  	
  
The	
   patient	
  was	
   then	
   placed	
   in	
   the	
   dorsal	
   lithotomy	
   position	
  with	
   the	
   legs	
   supported	
   using	
  
stirrups.	
  All	
  pressure	
  points	
  were	
  padded	
  and	
  a	
  Bair	
  hugger	
  was	
  placed	
  to	
  maintain	
  control	
  of	
  
core	
  body	
  temperature.	
  The	
  patient	
  was	
  then	
  prepped	
  and	
  draped	
  in	
  the	
  usual	
  sterile	
  fashion.	
  
A	
  bimanual	
   exam	
  was	
  performed	
  and	
   the	
  uterus	
  was	
   found	
   to	
  be	
   approximately	
  X	
   cm	
   size,	
  
anteverted/midposition/retroverted.	
  A	
  straight	
  catheter	
  was	
   inserted	
   into	
   the	
  bladder	
  and	
  X	
  
mL	
  of	
  clear	
  yellow	
  urine	
  was	
  obtained.	
  
	
  
OPERATIVE	
   TECHNIQUE:	
   A	
   weighted/bivalve/lateral	
   speculum	
   was	
   inserted	
   into	
   the	
   vagina.	
  
The	
  anterior	
   lip	
  of	
  the	
  cervix	
  was	
  visualized	
  and	
  grasped	
  using	
  a	
  single-­‐tooth	
  tenaculum.	
  The	
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   OPERATIVE	
  DICTATION:	
  OBSTETRICS	
  &	
  GYNECOLOGY	
  
Sterilization	
  

HYSTEROSCOPIC	
  TUBAL	
  LIGATION	
  
ADIANA	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  
ASSISTANT:	
  
PREOPERATIVE	
  DIAGNOSIS:	
  Multiparity,	
  family	
  completed	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Multiparity,	
  family	
  completed	
  
PROCEDURE	
  PERFORMED:	
  Hysteroscopic	
  sterilization	
  by	
  Adiana	
  

	
  
ANESTHESIA:	
  IV	
  sedation/GETA/paracervical	
  block	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
   Appearance	
   of	
   external	
   genitalia,	
   appearance	
   of	
   vagina,	
   appearance	
   of	
   cervix,	
  
uterus	
  size,	
  anteverted/mid	
  position/retroverted,	
  mobile/fixed,	
  adnexal	
  masses	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
  Ms.	
  _________	
   is	
  a	
  (age)	
  year	
  old	
  GxPxxxx	
  who	
  has	
  completed	
  her	
  family	
  planning	
  
and	
  desires	
  a	
  permanent	
  form	
  of	
  sterilization.	
  	
  
SURGICAL	
  RISKS:	
  The	
  patient	
  was	
  informed	
  of	
  the	
  risks	
  and	
  benefits	
  of	
  the	
  procedure.	
  Risks	
  
included	
  but	
  were	
  not	
   limited	
   to	
  bleeding,	
   infection,	
   injury	
   to	
   the	
  vulva,	
  vagina,	
  or	
   cervix,	
  
and	
  uterine	
  perforation.	
  The	
  patient	
  was	
  counseled	
  on	
  the	
  risk	
  of	
  sterilization	
  failure	
  being	
  
X%	
  on	
  average.	
  The	
  patient	
  was	
   informed	
  that	
   in	
  the	
  event	
  a	
  pregnancy	
  occurs	
  the	
  risk	
  of	
  
ectopic	
   pregnancy	
   is	
   increased.	
   The	
   patient	
  was	
   counseled	
   on	
   the	
   need	
   for	
   an	
   additional	
  
form	
   of	
   birth	
   control	
   for	
   the	
   three	
   months	
   following	
   the	
   procedure	
   and	
   the	
   need	
   for	
   a	
  
hysterosalpingogram	
   three	
   months	
   post	
   Adiana	
   placement	
   to	
   confirm	
   complete	
   tubal	
  
occlusion	
  bilaterally.	
  The	
  patient	
  was	
  counseled	
  that	
  bilateral	
  tubal	
  occlusion	
  is	
  intended	
  to	
  
be	
   permanent	
   and	
   nonreversible.	
   She	
   was	
   also	
   counseled	
   that	
   there	
   are	
   nonpermanent	
  
forms	
   of	
   birth	
   control	
   available	
   to	
   her.	
   The	
   patient	
   expressed	
   understanding	
   of	
   the	
   risks	
  
involved,	
   all	
   questions	
   were	
   answered,	
   and	
   the	
   patient	
   consented	
   to	
   the	
   procedure.	
   The	
  
patient	
  had	
  valid	
  sterilization	
  consent	
  at	
  the	
  time	
  of	
  the	
  procedure.	
  
	
  
DESCRIPTION	
  OF	
  THE	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
  patient	
  and	
  correct	
  procedure.	
  The	
  patient	
  was	
  given	
   IV	
  sedation/general	
  anesthesia	
  
was	
  established.	
  The	
  patient	
  was	
  given	
  preoperative	
  prophylactic	
  intravenous	
  antibiotics.	
  The	
  
patient	
  was	
  then	
  placed	
  in	
  the	
  dorsal	
  lithotomy	
  position	
  with	
  the	
  legs	
  supported	
  using	
  stirrups.	
  
All	
   pressure	
   points	
  were	
   padded	
   and	
   a	
   Bair	
   hugger	
  was	
   placed	
   to	
  maintain	
   control	
   of	
   core	
  
body	
   temperature.	
  The	
  patient	
  was	
   then	
  prepped	
  and	
  draped	
   in	
   the	
  usual	
   sterile	
   fashion.	
  A	
  
bimanual	
   exam	
   was	
   performed	
   and	
   the	
   uterus	
   was	
   found	
   to	
   be	
   approximately	
   X	
   cm	
   size,	
  
anteverted/midposition/retroverted.	
  A	
  straight	
  catheter	
  was	
   inserted	
   into	
   the	
  bladder	
  and	
  X	
  
mL	
  of	
  urine	
  was	
  obtained.	
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   OPERATIVE	
  DICTATION:	
  OBSTETRICS	
  &	
  GYNECOLOGY	
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UROGYNECOLOGY	
  
	
  

1. Posterior	
  Repair	
  

a. Posterior	
  Colporrhaphy	
  

b. Posterior	
  Repair	
  with	
  Prolift	
  

2. Sling	
  

a. Tension	
  Free	
  Taping	
  

b. Transobturator	
  Taping	
  

c. TVT	
  Secure	
  

3. Anterior	
  Colporrhaphy	
  

4. Abdominal	
  Sacral	
  Colpopexy	
  

5. Bladder	
  Neck	
  Suspension	
  

a. Burch	
  Colposuspension	
  

6. Cystoscopy	
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POSTERIOR	
  COLPORRHAPHY	
  	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  
ASSISTANT:	
  
PREOPERATIVE	
  DIAGNOSIS:	
  Rectocele	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Rectocele	
  
PROCEDURE	
  PERFORMED:	
  Posterior	
  colporrhaphy	
  (with	
  Repliform	
  graft)	
  (with	
  perineorrhaphy)	
  

	
  
ANESTHESIA:	
  IV	
  sedation/GETA	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
   Appearance	
   of	
   external	
   genitalia,	
   appearance	
   of	
   vagina	
   (including	
   presence	
   of	
  
rectocele	
   and	
   presence	
   of	
   cystocele),	
   appearance	
   of	
   cervix,	
   uterus	
   size,	
   anteverted/mid	
  
position/retroverted,	
  mobile/fixed,	
  adnexal	
  masses	
  
SPECIMENS:	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
  Ms.	
  __________	
  is	
  a	
  (age)	
  year	
  old	
  GxPxxxx	
  with	
  complaints	
  of	
  difficulty	
  defecating,	
  
constipation,	
   and	
   need	
   for	
   splinting	
   to	
   defecate	
   fully.	
   On	
   physical	
   exam	
   in	
   the	
   office,	
   the	
  
patient	
  was	
  noted	
  to	
  have	
  a	
  rectocele.	
  	
  
SURGICAL	
   RISKS:	
   The	
   patient	
   was	
   informed	
   of	
   the	
   risks	
   and	
   benefits	
   of	
   a	
   posterior	
  
colporrhaphy	
   (with	
   Repliform	
   graft)	
   (with	
   perineorrhaphy).	
   Risks	
   included	
   but	
   were	
   not	
  
limited	
   to	
   bleeding,	
   infection,	
   injury	
   to	
   the	
   vagina,	
   rectum	
   or	
   rectal	
   sphincter,	
   and	
  
incomplete	
   resolution	
   of	
   symptoms.	
   The	
   patient	
   expressed	
   understanding	
   of	
   the	
   risks	
  
involved,	
  all	
  questions	
  were	
  answered,	
  and	
  the	
  patient	
  consented	
  to	
  the	
  procedure.	
  
	
  
DESCRIPTION	
  OF	
  THE	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
   patient	
   and	
   correct	
   procedure.	
   The	
   patient	
   was	
   given	
   preoperative	
   prophylactic	
  
intravenous	
   antibiotics.	
   The	
   patient	
  was	
   then	
   placed	
   under	
   general	
   anesthesia/IV	
   sedation.	
  
The	
   patient	
  was	
   then	
   placed	
   in	
   the	
   dorsal	
   lithotomy	
  position	
  with	
   the	
   legs	
   supported	
   using	
  
stirrups.	
  All	
  pressure	
  points	
  were	
  padded	
  and	
  a	
  Bair	
  hugger	
  was	
  placed	
  to	
  maintain	
  control	
  of	
  
core	
  body	
   temperature.	
   The	
  patient	
  was	
  prepped	
  and	
  draped	
   in	
   the	
  usual	
   sterile	
   fashion.	
  A	
  
straight	
   catheter	
   was	
   inserted	
   and	
   X	
   mL	
   of	
   urine	
   was	
   obtained.	
   A	
   bimanual	
   exam	
   was	
  
performed	
   and	
   the	
   uterus	
   was	
   found	
   to	
   be	
   X	
   cm	
   size,	
   anteverted/midposition/retroverted.	
  
(Describe	
   uterine	
   prolapse,	
   presence	
   of	
   cystocele,	
   presence	
   of	
   rectocele,	
   presence	
   of	
  
enterocele,	
  etc.).	
  	
  
	
  
OPERATIVE	
   TECHNIQUE:	
   X	
   mL	
   of	
   hemostatic	
   solution	
   (ie	
   lidocaine	
   with	
   epinephrine)/saline	
  
solution	
   was	
   injected	
   submucosally	
   for	
   hydrodissection	
   and	
   maintenance	
   of	
   hemostasis.	
   A	
  
vertical	
   incision	
   was	
   made	
   through	
   the	
   perineal	
   skin	
   and	
   vaginal	
   mucosa.	
   The	
   skin	
   was	
  

CPT	
  CODING	
  
57250	
  Posterior	
  colporrhaphy,	
  repair	
  of	
  rectocele	
  with	
  or	
  without	
  
perineorrhaphy	
  
45560	
  Repair	
  of	
  rectocele	
  (separate	
  procedure)	
  



	
  

OPERATIVE	
  DICTATION:	
  OBSTETRICS	
  &	
  GYNECOLOGY	
  
Urogynecology	
  

87	
  

POSTERIOR	
  REPAIR	
  WITH	
  PROLIFT	
  MESH	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  
ASSISTANT:	
  
PREOPERATIVE	
  DIAGNOSIS:	
  Rectocele	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Rectocele	
  
PROCEDURE	
  PERFORMED:	
  Posterior	
  repair	
  with	
  Prolift	
  mesh	
  

	
  
ANESTHESIA:	
  IV	
  sedation/GETA	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
   Appearance	
   of	
   external	
   genitalia,	
   appearance	
   of	
   vagina	
   (including	
   presence	
   of	
  
rectocele	
   and	
   presence	
   of	
   cystocele),	
   appearance	
   of	
   cervix,	
   uterus	
   size,	
   anteverted/mid	
  
position/retroverted,	
  mobile/fixed,	
  adnexal	
  masses	
  
SPECIMENS:	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
  Ms.	
  __________	
  is	
  a	
  (age)	
  year	
  old	
  GxPxxxx	
  with	
  complaints	
  of	
  difficulty	
  defecating,	
  
constipation,	
   and	
   need	
   for	
   splinting	
   to	
   defecate	
   fully.	
   On	
   physical	
   exam	
   in	
   the	
   office,	
   the	
  
patient	
  was	
  noted	
  to	
  have	
  a	
  rectocele.	
  	
  
SURGICAL	
   RISKS:	
   The	
   patient	
  was	
   informed	
  of	
   the	
   risks	
   and	
   benefits	
   of	
   a	
   posterior	
   repair	
  
with	
  Prolift	
  mesh.	
  Risks	
   included	
  but	
  were	
  not	
   limited	
   to	
  bleeding,	
   infection,	
   injury	
   to	
   the	
  
vagina,	
   rectum	
   or	
   rectal	
   sphincter,	
   and	
   incomplete	
   resolution	
   of	
   symptoms.	
   The	
   patient	
  
expressed	
  understanding	
  of	
   the	
  risks	
   involved,	
  all	
  questions	
  were	
  answered,	
  and	
  the	
  patient	
  
consented	
  to	
  the	
  procedure.	
  
	
  
DESCRIPTION	
  OF	
  THE	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
   patient	
   and	
   correct	
   procedure.	
   The	
   patient	
   was	
   given	
   preoperative	
   prophylactic	
  
intravenous	
   antibiotics.	
   The	
   patient	
   was	
   placed	
   under	
   general	
   anesthesia.	
   The	
   patient	
   was	
  
then	
   placed	
   in	
   the	
   dorsal	
   lithotomy	
   position	
   with	
   the	
   legs	
   supported	
   using	
   stirrups.	
   All	
  
pressure	
  points	
  were	
  padded	
  and	
  a	
  Bair	
  hugger	
  was	
  placed	
  to	
  maintain	
  control	
  of	
  core	
  body	
  
temperature.	
   The	
   patient	
   was	
   prepped	
   and	
   draped	
   in	
   the	
   usual	
   sterile	
   fashion.	
   A	
   straight	
  
catheter	
  was	
  inserted	
  and	
  X	
  mL	
  of	
  urine	
  was	
  obtained.	
  A	
  bimanual	
  exam	
  was	
  performed	
  and	
  
the	
   uterus	
   was	
   found	
   to	
   be	
   X	
   cm	
   size	
   and	
   anteverted/midposition/retroverted.	
   (Describe	
  
uterine	
  prolapse,	
  presence	
  of	
  cystocele,	
  presence	
  of	
  rectocele,	
  presence	
  of	
  enterocele,	
  etc.).	
  	
  
	
  
OPERATIVE	
  TECHNIQUE:	
  The	
   rectovaginal	
   space	
  was	
  created	
  using	
  vasopressin	
  40	
  mL	
   in	
  250	
  
mL	
   of	
   normal	
   saline	
   solution.	
   Approximately	
   100	
  mL	
   of	
   the	
   solution	
  was	
   injected.	
   This	
  was	
  
done	
  to	
  maintain	
  good	
  hemostasis	
  and	
  to	
  establish	
  a	
  potential	
  space.	
  A	
  2	
  cm	
  incision	
  was	
  then	
  
performed	
  into	
  the	
  posterior	
  vaginal	
  wall	
  vertically	
  and	
  the	
  rectovaginal	
  space	
  was	
  developed	
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TENSION-­‐FREE	
  VAGINAL	
  TAPING	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  
ASSISTANT:	
  
PREOPERATIVE	
  DIAGNOSIS:	
  Stress	
  urinary	
  incontinence	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Stress	
  urinary	
  incontinence	
  
PROCEDURE	
  PERFORMED:	
  Tension-­‐free	
  vaginal	
  taping	
  

	
  
ANESTHESIA:	
  IV	
  sedation/GETA	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
   Appearance	
   of	
   external	
   genitalia,	
   appearance	
   of	
   vagina	
   (including	
   presence	
   of	
  
rectocele	
   and	
   presence	
   of	
   cystocele),	
   appearance	
   of	
   cervix,	
   uterus	
   size,	
   anteverted/mid	
  
position/retroverted,	
  mobile/fixed,	
  adnexal	
  masses	
  
SPECIMENS:	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
   Ms.	
   ___________	
   is	
   a	
   (age)	
   year	
   old	
   GxPxxxx	
   with	
   complaints	
   of	
   stress	
   urinary	
  
incontinence.	
   (The	
   patient	
   had	
   a	
   full	
   bladder	
   stress	
   test	
   and	
   demonstrated	
   urethral	
  
hypermobility.)	
  (The	
  patient	
  had	
  urodynamic	
  testing	
  which	
  showed	
  ________________.)	
  
SURGICAL	
   RISKS:	
   The	
   patient	
   was	
   informed	
   of	
   the	
   risks	
   and	
   benefits	
   of	
   a	
   tension-­‐free	
  
transvaginal	
  taping.	
  Risks	
  included	
  but	
  were	
  not	
  limited	
  to	
  bleeding,	
  infection,	
  injury	
  to	
  the	
  
vagina,	
   urethra,	
   bladder	
   or	
   internal	
   organs,	
   mesh	
   erosion,	
   urinary	
   retention	
   requiring	
  
intermittent	
  self-­‐catheterization,	
  new	
  onset	
  urge	
  incontinence,	
  and	
  incomplete	
  resolution	
  of	
  
symptoms.	
   The	
   patient	
   expressed	
   understanding	
   of	
   the	
   risks	
   involved,	
   all	
   questions	
   were	
  
answered,	
  and	
  the	
  patient	
  consented	
  to	
  the	
  procedure.	
  
	
  
DESCRIPTION	
  OF	
  THE	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
   patient	
   and	
   correct	
   procedure.	
   The	
   patient	
   was	
   given	
   preoperative	
   prophylactic	
  
intravenous	
  antibiotics.	
  The	
  patient	
  was	
  then	
  placed	
  under	
  general	
  anesthesia	
  and	
  placed	
  on	
  
the	
  operating	
  table	
  in	
  the	
  dorsal	
  lithotomy	
  position	
  with	
  the	
  legs	
  supported	
  using	
  stirrups.	
  All	
  
pressure	
  points	
  were	
  padded	
  and	
  a	
  Bair	
  hugger	
  was	
  placed	
  to	
  maintain	
  control	
  of	
  core	
  body	
  
temperature.	
   The	
  patient	
  was	
  prepped	
  and	
  draped	
   in	
   the	
  usual	
   sterile	
   fashion.	
   The	
  bladder	
  
was	
   emptied	
   using	
   a	
   straight	
   catheter	
   and	
   approximately	
   X	
   mL	
   of	
   urine	
   was	
   obtained.	
   A	
  
bimanual	
   exam	
   was	
   then	
   performed	
   and	
   the	
   uterus	
   was	
   found	
   to	
   be	
   small/X	
   cm	
   size,	
  
anteverted/midline/retroverted.	
   (Comment	
   on	
   presence	
   of	
   cystocele,	
   rectocele,	
   or	
  
enterocele.)	
  A	
  weighted	
  speculum	
  was	
  then	
  inserted	
  into	
  the	
  vagina.	
  (Describe	
  cervix	
  and	
  any	
  
uterine	
  prolapse.)	
  	
  
	
  
OPERATIVE	
   TECHNIQUE:	
   Attention	
   was	
   then	
   turned	
   to	
   the	
   anterior	
   portion	
   of	
   the	
   vagina,	
  
which	
  was	
  infiltrated	
  with	
  X	
  mL	
  of	
  X%	
  vasopressin.	
  A	
  vertical	
  incision	
  was	
  made	
  in	
  the	
  vaginal	
  
mucosa	
  under	
   the	
  mid-­‐urethra	
   starting	
  approximately	
  1.5	
   cm	
   from	
   the	
  urethral	
  meatus	
  and	
  
continuing	
  proximally	
  toward	
  the	
  cervix.	
  The	
  Metzenbaum	
  scissors	
  were	
  then	
  used	
  to	
  dissect	
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TRANSOBTURATOR	
  TAPING	
  (TOT)	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  
ASSISTANT:	
  
PREOPERATIVE	
  DIAGNOSIS:	
  Stress	
  urinary	
  incontinence	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Stress	
  urinary	
  incontinence	
  
PROCEDURE	
  PERFORMED:	
  Transobturator	
  taping	
  

ANESTHESIA:	
  IV	
  sedation/GETA	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
   Appearance	
   of	
   external	
   genitalia,	
   appearance	
   of	
   vagina	
   (including	
   presence	
   of	
  
rectocele	
   and	
   presence	
   of	
   cystocele),	
   appearance	
   of	
   cervix,	
   uterus	
   size,	
   anteverted/mid	
  
position/retroverted,	
  mobile/fixed,	
  adnexal	
  masses	
  
SPECIMENS:	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
   Ms.	
   ___________	
   is	
   a	
   (age)	
   year	
   old	
   GxPxxxx	
   with	
   complaints	
   of	
   stress	
   urinary	
  
incontinence.	
  The	
  patient	
  had	
  urodynamic	
  testing	
  which	
  showed	
  ________________.	
  	
  
SURGICAL	
   RISKS:	
   The	
   patient	
   was	
   informed	
   of	
   the	
   risks	
   and	
   benefits	
   of	
   a	
   transobturator	
  
taping.	
   Risks	
   included	
   but	
   were	
   not	
   limited	
   to	
   bleeding,	
   infection,	
   injury	
   to	
   the	
   vagina,	
  
urethra,	
  bladder	
  or	
   internal	
  organs,	
  mesh	
  erosion,	
  urinary	
   retention	
   requiring	
   intermittent	
  
self-­‐catheterization,	
   and	
   incomplete	
   resolution	
   of	
   symptoms.	
   The	
   patient	
   expressed	
  
understanding	
  of	
  the	
  risks	
   involved,	
  all	
  questions	
  were	
  answered,	
  and	
  the	
  patient	
  consented	
  
to	
  the	
  procedure.	
  
	
  
DESCRIPTION	
  OF	
  THE	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
   patient	
   and	
   correct	
   procedure.	
   The	
   patient	
   was	
   given	
   preoperative	
   prophylactic	
  
intravenous	
   antibiotics.	
   The	
  patient	
  was	
   then	
  placed	
  under	
   general	
   anesthesia.	
   The	
  patient	
  
was	
   then	
   positioned	
   on	
   the	
   operating	
   table	
   in	
   the	
   dorsal	
   lithotomy	
   position	
   with	
   the	
   legs	
  
supported	
  using	
  (type)	
  stirrups.	
  All	
  pressure	
  points	
  were	
  padded	
  and	
  a	
  Bair	
  hugger	
  was	
  placed	
  
to	
  maintain	
   control	
   of	
   core	
   body	
   temperature.	
   The	
   patient	
  was	
   prepped	
   and	
   draped	
   in	
   the	
  
usual	
  sterile	
  fashion.	
  The	
  bladder	
  was	
  emptied	
  using	
  a	
  straight	
  catheter	
  and	
  approximately	
  X	
  
mL	
  of	
  urine	
  was	
  obtained.	
  A	
  bimanual	
  exam	
  was	
  then	
  performed	
  and	
  the	
  uterus	
  was	
  found	
  to	
  
be	
   small/X	
   cm	
   size,	
   anteverted/midline/retroverted.	
   (Comment	
   on	
   presence	
   of	
   cystocele,	
  
rectocele,	
  or	
  enterocele.)	
  A	
  weighted	
  speculum	
  was	
   then	
   inserted	
   into	
   the	
  vagina.	
   (Describe	
  
cervix	
  and	
  any	
  uterine	
  prolapse.)	
  	
  
	
  
OPERATIVE	
   TECHNIQUE:	
   A	
   2	
   cm	
   midline	
   vertical	
   incision	
   was	
   made	
   1.5	
   cm	
   inferior	
   to	
   the	
  
urethral	
   meatus.	
   Metzenbaum	
   scissors	
   were	
   used	
   to	
   dissect	
   the	
   vaginal	
   mucosa	
   from	
   the	
  
pubocervical	
  fascia	
  bilaterally.	
  5	
  mm	
  vertical	
  incisions	
  were	
  then	
  made	
  bilaterally	
  at	
  the	
  level	
  
of	
  the	
  clitoris	
  approximately	
  2	
  cm	
  lateral	
  to	
  lateral	
  edge	
  of	
  the	
  labia	
  majora	
  using	
  a	
  scalpel.	
  The	
  
helical	
   device	
   was	
   then	
   passed	
   through	
   the	
   skin	
   and	
   subcutaneous	
   tissue	
   and	
   through	
   the	
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TRANSVAGINAL	
  TAPING	
  (TVT	
  SECURE)	
  
	
  
DATE	
  OF	
  SURGERY:	
  
PREOPERATIVE	
  DIAGNOSIS:	
  Stress	
  urinary	
  incontinence	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Stress	
  urinary	
  incontinence	
  
PROCEDURE	
  PERFORMED:	
  Transvaginal	
  taping	
  (TVT	
  Secure)	
  

ANESTHESIA:	
  IV	
  sedation/GETA	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
   Appearance	
   of	
   external	
   genitalia,	
   appearance	
   of	
   vagina	
   (including	
   presence	
   of	
  
rectocele	
   and	
   presence	
   of	
   cystocele),	
   appearance	
   of	
   cervix,	
   uterus	
   size,	
   anteverted/mid	
  
position/retroverted,	
  mobile/fixed,	
  adnexal	
  masses	
  
SPECIMENS:	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
   Ms.	
   ___________	
   is	
   a	
   (age)	
   year	
   old	
   GxPxxxx	
   with	
   complaints	
   of	
   stress	
   urinary	
  
incontinence.	
   The	
   patient	
   had	
   urodynamic	
   testing	
   which	
   showed	
   _____________.	
   Urine	
  
culture	
  was	
  negative	
  for	
  bacteriuria.	
  	
  
SURGICAL	
  RISKS:	
  The	
  patient	
  was	
  informed	
  of	
  the	
  risks	
  and	
  benefits	
  of	
  a	
  TVT	
  Secure.	
  Risks	
  
included	
  but	
  were	
  not	
  limited	
  to	
  bleeding,	
  infection,	
  injury	
  to	
  the	
  vagina,	
  urethra,	
  bladder	
  or	
  
internal	
   organs,	
  mesh	
   erosion,	
   urinary	
   retention	
   resulting	
   in	
   a	
   need	
   for	
   intermittent	
   self-­‐	
  
catheterization,	
   and	
   incomplete	
   resolution	
   of	
   symptoms.	
   The	
   patient	
   expressed	
  
understanding	
  of	
  the	
  risks	
   involved,	
  all	
  questions	
  were	
  answered,	
  and	
  the	
  patient	
  consented	
  
to	
  the	
  procedure.	
  
	
  
DESCRIPTION	
  OF	
  THE	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
   patient	
   and	
   correct	
   procedure.	
   The	
   patient	
   was	
   given	
   preoperative	
   prophylactic	
  
intravenous	
   antibiotics.	
   The	
   patient	
  was	
   then	
   placed	
   under	
   general	
   anesthesia/IV	
   sedation.	
  
The	
  patient	
  was	
  then	
  positioned	
  on	
  the	
  operating	
  table	
  in	
  the	
  dorsal	
   lithotomy	
  position	
  with	
  
the	
   legs	
   supported	
   using	
   stirrups.	
   All	
   pressure	
   points	
   were	
   padded	
   and	
   a	
   Bair	
   hugger	
   was	
  
placed	
  to	
  maintain	
  control	
  of	
  core	
  body	
  temperature.	
  The	
  patient	
  was	
  prepped	
  and	
  draped	
  in	
  
the	
  usual	
  sterile	
  fashion.	
  The	
  bladder	
  was	
  emptied	
  using	
  a	
  straight	
  catheter	
  and	
  approximately	
  
X	
  mL	
  of	
  urine	
  was	
  obtained.	
  A	
  bimanual	
  exam	
  was	
  then	
  performed	
  and	
  the	
  uterus	
  was	
  found	
  
to	
  be	
   small/X	
   cm	
   size,	
   anteverted/midline/retroverted.	
   (Comment	
  on	
  presence	
  of	
   cystocele,	
  
rectocele	
  or	
   enterocele.)	
  A	
  weighted	
   speculum	
  was	
   then	
   inserted	
   into	
   the	
   vagina.	
   (Describe	
  
cervix	
  and	
  any	
  uterine	
  prolapse.)	
  	
  
	
  
OPERATIVE	
  TECHNIQUE:	
  The	
  LoneStar	
  retractor	
  was	
  used	
  to	
  retract	
  the	
  external	
  genitalia.	
  The	
  
anterior	
  vagina	
  was	
  incised	
  using	
  a	
  scalpel	
  at	
  midline	
  approximately	
  1.5	
  cm	
  from	
  the	
  introitus.	
  
The	
  incision	
  was	
  1	
  cm	
  in	
  length.	
  The	
  vaginal	
  mucosa	
  was	
  dissected	
  off	
  the	
  pubocervical	
  fascia	
  
using	
  the	
  Metzenbaum	
  scissors.	
  The	
  transvaginal	
  tape	
  (TVT	
  Secure)	
  insert	
  was	
  placed,	
  securing	
  
the	
  sides	
  behind	
  the	
  pubic	
  rami,	
  with	
  care	
  being	
  taken	
  to	
  provide	
  the	
  appropriate	
  amount	
  of	
  
tension	
   as	
   recommended	
   by	
   the	
   company.	
   The	
   inserting	
   devices	
   were	
   then	
   removed.	
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ANTERIOR	
  COLPORRHAPHY	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  
ASSISTANT:	
  
PREOPERATIVE	
  DIAGNOSIS:	
  Stage	
  X	
  cystocele	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Stage	
  X	
  cystocele	
  
PROCEDURE	
  PERFORMED:	
  Anterior	
  colporrhaphy	
  

	
  
ANESTHESIA:	
  IV	
  sedation/spinal	
  anesthesia/GETA	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
   Appearance	
   of	
   external	
   genitalia,	
   appearance	
   of	
   vagina	
   (including	
   presence	
   of	
  
rectocele	
   and	
   presence	
   of	
   cystocele),	
   appearance	
   of	
   cervix,	
   descent	
   of	
   cervix,	
   uterus	
   size,	
  
anteverted/mid	
  position/retroverted,	
  mobile/fixed,	
  adnexal	
  masses	
  
SPECIMENS:	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
   Ms.	
   _____________	
   is	
   a	
   (age)	
   year	
   old	
   GxPxxxx	
   with	
   complaints	
   of	
   a	
   vaginal	
  
protrusion/difficulty	
  urinating.	
  On	
  physical	
  exam	
  in	
  the	
  office,	
  the	
  patient	
  was	
  noted	
  to	
  have	
  a	
  
midline/lateral	
  anterior	
  vaginal	
  defect.	
  	
  
SURGICAL	
   RISKS:	
   The	
   patient	
   was	
   informed	
   of	
   the	
   risks	
   and	
   benefits	
   of	
   an	
   anterior	
  
colporrhaphy.	
  Risks	
   included	
  but	
  were	
  not	
   limited	
   to	
  bleeding,	
   infection,	
  and	
   injury	
   to	
   the	
  
vagina,	
  bladder,	
  or	
  urethra,	
  and	
  incomplete	
  resolution	
  of	
  symptoms.	
  The	
  patient	
  expressed	
  
understanding	
  of	
  the	
  risks	
   involved,	
  all	
  questions	
  were	
  answered,	
  and	
  the	
  patient	
  consented	
  
to	
  the	
  procedure.	
  
	
  
DESCRIPTION	
  OF	
  THE	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
   patient	
   and	
   correct	
   procedure.	
   The	
   patient	
   was	
   given	
   preoperative	
   prophylactic	
  
intravenous	
   antibiotics.	
   The	
   patient	
   was	
   then	
   placed	
   under	
   IV	
   sedation/spinal	
  
anesthesia/general	
  anesthesia.	
  The	
  patient	
  was	
  then	
  positioned	
  on	
  the	
  operating	
  table	
  in	
  the	
  
dorsal	
   lithotomy	
   position	
   with	
   the	
   legs	
   supported	
   using	
   stirrups.	
   All	
   pressure	
   points	
   were	
  
padded	
   and	
   a	
   Bair	
   hugger	
   was	
   placed	
   to	
   maintain	
   control	
   of	
   core	
   body	
   temperature.	
   The	
  
patient	
  was	
  prepped	
  and	
  draped	
  in	
  the	
  usual	
  sterile	
  fashion.	
  A	
  Foley	
  catheter	
  was	
  inserted.	
  A	
  
bimanual	
   exam	
   was	
   performed	
   and	
   the	
   uterus	
   was	
   found	
   to	
   be	
   X	
   cm	
   size,	
  
anteverted/midposition/retroverted.	
   (Describe	
   uterine	
   prolapse,	
   presence	
   of	
   cystocele,	
  
presence	
  of	
   rectocele,	
   presence	
  of	
   enterocele,	
   etc.).	
  With	
   traction,	
   the	
   anterior	
   vaginal	
  wall	
  
was	
  noted	
  to	
  be	
  X	
  cm	
  beyond	
  the	
  hymen.	
  
	
  
OPERATIVE	
  TECHNIQUE:	
  A	
  weighted	
  speculum	
  was	
  then	
  inserted	
  into	
  the	
  vagina	
  and	
  a	
  surgical	
  
marking	
  pen	
  was	
   then	
  used	
   to	
  mark	
  a	
  midline	
  vertical	
   line	
  on	
   the	
  anterior	
  vagina	
  extending	
  
from	
  1	
  cm	
  below	
  the	
  posterior	
  margin	
  of	
  the	
  urethral	
  meatus	
  toward	
  the	
  vaginal	
  apex.	
  (Xml	
  of	
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ABDOMINAL	
  SACRAL	
  COLPOPEXY	
  
	
  
(This	
   procedure	
   is	
   typically	
   performed	
   in	
   conjunction	
  with	
   other	
   procedures.	
   Use	
  
appropriate	
  template	
  as	
  indicated.)	
  

INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
  Ms.	
  ______________	
   is	
  a	
   (age)	
  year	
  old	
  GxPxxxx	
  with	
  a	
  history	
  of	
  Grade	
  X	
  uterine	
  
prolapse.	
  (The	
  patient	
  attempted	
  management	
  with	
  a	
  pessary	
  without	
  satisfactory	
  resolution	
  
of	
  symptoms.)	
  	
  
SURGICAL	
   RISKS:	
   The	
   patient	
   was	
   informed	
   of	
   the	
   risks	
   and	
   benefits	
   of	
   a	
   sacral	
  
colpopexy.	
  Risks	
  included	
  but	
  were	
  not	
  limited	
  to	
  bleeding,	
  infection,	
  injury	
  to	
  surrounding	
  
organs	
   or	
   tissues	
   including	
   the	
   bowel	
   or	
   bladder,	
   bowel	
   obstruction,	
   mesh	
   erosion,	
   or	
  
dysparenuria.	
  The	
  patient	
  expressed	
  understanding	
  of	
   the	
   risks	
   involved,	
   all	
   questions	
  were	
  
answered,	
  and	
  the	
  patient	
  consented	
  to	
  the	
  procedure.	
  
	
  
OPERATIVE	
   TECHNIQUE:	
   End-­‐to-­‐end	
   anastomosis	
   sizers	
   were	
   placed	
   into	
   the	
   vagina	
   and	
  
rectum	
  for	
  manipulation	
  of	
  the	
  vaginal	
  apex.	
  While	
  the	
  vagina	
  was	
  elevated	
  cephalad	
  with	
  the	
  
EEA	
   sizer,	
   the	
   bladder	
   was	
   dissected	
   away	
   from	
   the	
   anterior	
   wall	
   of	
   the	
   vagina.	
   The	
  
peritoneum	
  over	
  the	
  posterior	
  vaginal	
  wall	
   into	
  the	
  cul-­‐de-­‐sac	
  was	
   incised	
   longitudinally	
  and	
  
dissected	
   bilaterally	
   for	
   several	
   centimeters.	
   The	
   vaginal	
   apex	
   was	
   elevated	
   bilaterally	
   with	
  
Allis	
  clamps.	
  Polypropylene	
  Y-­‐shaped	
  mesh	
  was	
  soaked	
  in	
  bacitracin.	
  The	
  mesh	
  was	
  anchored	
  
to	
  the	
  anterior	
  vaginal	
  wall	
  using	
  three	
  rows	
  of	
  interrupted	
  2-­‐0	
  Gortex/PDS	
  with	
  three	
  stitches	
  
per	
   row.	
  The	
  posterior	
  vaginal	
  arm	
  of	
   the	
  mesh	
  was	
   then	
  placed	
  along	
  the	
  posterior	
  vaginal	
  
wall	
  and	
  excess	
  mesh	
  was	
  trimmed.	
  The	
  mesh	
  was	
  then	
  secured	
  to	
  the	
  posterior	
  wall	
  of	
  the	
  
vagina	
  using	
  two	
  rows	
  of	
  2-­‐0	
  Gortex/PDS	
  suture	
  in	
  interrupted	
  stitches	
  with	
  three	
  stitches	
  per	
  
row.	
   The	
   sutures	
  were	
   placed	
   through	
   the	
   full	
   fibromuscular	
   thickness	
   of	
   the	
   vagina	
   taking	
  
care	
  not	
  to	
  enter	
  the	
  vaginal	
  epithelium.	
  	
  
	
  

The	
   Halban	
   procedure	
   was	
   then	
   performed	
   to	
   obliterate	
   the	
   cul-­‐de-­‐sac.	
   0-­‐
polygalactin	
  synthetic	
  absorbable	
  suture	
  (Vicryl)	
  was	
  placed	
  sagitally	
  between	
  the	
  
uterosacral	
   ligaments	
   in	
   a	
   running	
   non-­‐locking	
   fashion	
   incorporating	
   the	
   deep	
  
peritoneum	
  of	
  the	
  cul-­‐de-­‐sac	
  and	
  the	
  posterior	
  vaginal	
  wall.	
  
	
  
The	
  Moschcowitz	
  procedure	
  was	
  then	
  performed	
  to	
  obliterate	
  the	
  cul-­‐de-­‐sac	
  by	
  
placing	
   2-­‐0	
   polypropylene	
   suture	
   in	
   a	
   purse-­‐string	
   suture	
   that	
   incorporated	
   the	
  
posterior	
  vaginal	
  wall,	
  the	
  right	
  pelvic	
  sidewall,	
  the	
  serosa	
  of	
  the	
  sigmoid,	
  and	
  the	
  
left	
  pelvic	
  sidewall	
  to	
  obliterate	
  the	
  posterior	
  cul-­‐de-­‐sac.	
  

	
  
A	
  vertical	
  incision	
  approximately	
  4	
  cm	
  long	
  was	
  then	
  made	
  in	
  the	
  peritoneum	
  over	
  the	
  sacral	
  
promontory	
  taking	
  care	
  to	
  avoid	
  the	
  aortic	
  bifurcation,	
  the	
  common	
  and	
  internal	
  iliac	
  vessels,	
  
and	
  taking	
  care	
  to	
  identify	
  and	
  avoid	
  the	
  right	
  ureter.	
  The	
  bony	
  sacral	
  promontory	
  and	
  anterior	
  
longitudinal	
  ligament	
  were	
  directly	
  visualized	
  and	
  two	
  2-­‐0	
  Gortex	
  sutures	
  were	
  placed	
  through	
  
the	
  anterior	
  longitudinal	
  ligament	
  over	
  the	
  sacral	
  promontory.	
  The	
  vagina	
  was	
  then	
  elevated	
  in	
  
a	
  tension-­‐free	
  manner	
  and	
  the	
  sutures	
  from	
  the	
  anterior	
   longitudinal	
   ligament	
  were	
  brought	
  
through	
   the	
  mesh	
   and	
   tied	
   down	
   firmly	
   to	
   the	
   sacrum.	
   The	
  mesh	
  was	
   then	
   trimmed	
   to	
   an	
  
appropriate	
   length.	
   The	
   peritoneum	
   over	
   the	
   presacral	
   area	
   was	
   reapproximated	
   using	
   0-­‐

CPT	
  CODING	
  
57280	
  Colpopexy,	
  abdominal	
  approach	
  
57425	
  Laparoscopy,	
  surgical,	
  colpopexy	
  (suspension	
  of	
  vaginal	
  apex)	
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BURCH	
  COLPOSUSPENSION	
  
	
  
(This	
   procedure	
   is	
   typically	
   performed	
   in	
   conjunction	
  with	
   other	
   procedures.	
   Use	
  
appropriate	
  template	
  as	
  indicated.)	
  

	
  
OPERATIVE	
   TECHNIQUE:	
   The	
   retropubic	
   space	
   was	
   entered	
   and	
   the	
   urethra	
   and	
   anterior	
  
vaginal	
  wall	
  were	
  depressed.	
  The	
  surgeon’s	
  nondominant	
  hand	
  was	
   inserted	
   into	
   the	
  vagina	
  
and	
   the	
   overlying	
   fat	
   lateral	
   to	
   the	
   urethra	
  was	
   dissected	
   away	
  making	
   visualization	
   of	
   the	
  
periurethral	
   fascia	
   and	
   vaginal	
  wall	
   possible.	
   2-­‐0	
  Gortex/PDS	
   suture	
  was	
  placed	
   through	
   the	
  
anterior	
  vaginal	
  wall	
  taking	
  full	
  thickness	
  of	
  the	
  vaginal	
  wall	
  excluding	
  the	
  vaginal	
  epithelium.	
  
There	
  were	
  two	
  sutures	
  placed	
  on	
  each	
  side	
  with	
  the	
  distal	
  suture	
  approximately	
  2	
  cm	
  lateral	
  
to	
  the	
  proximal	
  third	
  of	
  the	
  urethra	
  and	
  the	
  proximal	
  suture	
  approximately	
  2	
  cm	
  lateral	
  to	
  the	
  
bladder	
  at	
  the	
  level	
  of	
  the	
  urethrovesical	
  junction.	
  The	
  Gortex/PDS	
  sutures	
  were	
  then	
  placed	
  
through	
   the	
   pectineal	
   ligament.	
   The	
   distal	
   sutures	
  were	
   then	
   tied	
   followed	
   by	
   the	
   proximal	
  
sutures	
  while	
  the	
  vagina	
  was	
  elevated	
  by	
  the	
  vaginally	
  placed	
  fingers	
  with	
  care	
  taken	
  to	
  avoid	
  
placing	
  excessive	
  tension	
  on	
  the	
  vaginal	
  wall.	
  

CPT	
  CODING	
  
51841	
  Anterior	
  vesicourethropexy,	
  or	
  urethropexy	
  (e.g.,	
  Marshall-­‐Marchetti-­‐
Krantz,	
  Burch);	
  complicated	
  (e.g.,	
  secondary	
  repair)	
  
51840	
  Anterior	
  vesicourethropexy,	
  or	
  urethropexy	
  (e.g.,	
  Marshall-­‐Marchetti-­‐
Krantz,	
  Burch);	
  simple	
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CYSTOURETHROSCOPY	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  
ASSISTANT:	
  
PREOPERATIVE	
  DIAGNOSIS:	
  Suspected	
  interstitial	
  cystitis/suspected	
  fistula/etc.	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Suspected	
  interstitial	
  cystitis/suspected	
  fistula/etc.	
  
PROCEDURE	
  PERFORMED:	
  Diagnostic	
  cystourethroscopy	
  

ANESTHESIA:	
  IV	
  sedation/GETA	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
   Appearance	
   of	
   external	
   genitalia,	
   appearance	
   of	
   vagina,	
   appearance	
   of	
   urethral	
  
meatus,	
  appearance	
  of	
  bladder	
  
SPECIMENS:	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
   Ms.	
   ___________	
   is	
   a	
   (age)	
   year	
   old	
   GxPxxxx	
   with	
   chronic	
   pelvic	
   pain/urinary	
  
incontinence/etc.	
   The	
   patient	
   had	
   urodynamic	
   testing	
   that	
   showed	
   ______________.	
  
Consequently,	
  the	
  decision	
  was	
  made	
  to	
  proceed	
  to	
  cystourethroscopy	
  in	
  order	
  to	
  assess	
  for	
  
________________	
  (reason	
  why	
  cysto	
  indicated).	
  
SURGICAL	
   RISKS:	
   The	
   patient	
   was	
   informed	
   of	
   the	
   risks	
   and	
   benefits	
   of	
   a	
   diagnostic	
  
cystourethroscopy.	
  Risks	
  included	
  but	
  were	
  not	
  limited	
  to	
  bleeding,	
  infection,	
  and	
  injury	
  to	
  
the	
   urethra,	
   bladder,	
   vulva,	
   vagina,	
   or	
   surrounding	
   tissues.	
   The	
   patient	
   expressed	
  
understanding	
  of	
  the	
  risks	
   involved,	
  all	
  questions	
  were	
  answered,	
  and	
  the	
  patient	
  consented	
  
to	
  the	
  procedure.	
  
	
  
DESCRIPTION	
  OF	
  THE	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
  patient	
  and	
  correct	
  procedure.	
  General	
  anesthesia/IV	
  sedation	
  was	
  administered.	
  The	
  
patient	
  was	
  then	
  positioned	
  on	
  the	
  operating	
  table	
  in	
  the	
  dorsal	
   lithotomy	
  position	
  with	
  the	
  
legs	
  supported	
  using	
  stirrups.	
  All	
  pressure	
  points	
  were	
  padded	
  and	
  a	
  Bair	
  hugger	
  was	
  placed	
  to	
  
maintain	
   control	
   of	
   core	
   body	
   temperature.	
   After	
   exam	
   under	
   anesthesia,	
   with	
   findings	
   as	
  
noted	
  above,	
  the	
  perineum	
  and	
  vagina	
  were	
  prepped	
  and	
  draped	
  in	
  the	
  usual	
  sterile	
  fashion.	
  A	
  
bimanual	
   exam	
   was	
   performed	
   and	
   the	
   uterus	
   was	
   noted	
   to	
   be	
   X	
   week	
   size,	
  
anteverted/midposition/	
   retroverted.	
   (Comment	
  on	
   the	
  presence	
  of	
  cystocele,	
  enterocele	
  or	
  
rectocele.)	
  	
  
	
  
OPERATIVE	
  TECHNIQUE:	
   The	
   cystoscope	
  was	
   then	
   introduced,	
   the	
   sheath	
   removed,	
   and	
   the	
  
bladder	
   drained.	
   Then,	
   under	
   direct	
   visualization	
   using	
   normal	
   saline	
   solution	
   distending	
  

CPT	
  CODING	
  
52000	
  Cystourethroscopy	
  (separate	
  procedure)	
  
52204	
  Cystourethroscopy,	
  with	
  biopsy(s)	
  
52260	
  Cystourethroscopy,	
  with	
  dilation	
  of	
  bladder	
  for	
  interstitial	
  cystitis;	
  
general	
  or	
  conduction	
  (spinal)	
  anesthesia	
  
52265	
  Cystourethroscopy,	
  with	
  dilation	
  of	
  bladder	
  for	
  interstitial	
  cystitis;	
  local	
  
anesthesia	
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HYSTEROSCOPY	
  AND	
  DILATION	
  AND	
  CURETTAGE	
  	
  
	
  

I. Hysteroscopy	
  

a. Hysteroscopy	
  D&C	
  

b. Endometrial	
  Ablation	
  

i. Hydrothermal	
  Ablation	
  

ii. Novasure	
  Ablation	
  

c. Hysteroscopic	
  Myomectomy	
  

II. Dilation	
  and	
  Curettage	
  

a. Dilation	
  and	
  Curettage	
  

b. Suction	
  Dilation	
  and	
  Curettage	
  

c. Dilation	
  and	
  Evacuation	
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HYSTEROSCOPY	
  DILATION	
  AND	
  CURETTAGE	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  
ASSISTANT:	
  
PREOPERATIVE	
   DIAGNOSIS:	
   Post	
   menopausal	
   bleeding/dysfunctional	
   uterine	
   bleeding	
  
/abnormal	
  endometrial	
  lining	
  on	
  US	
  
POSTOPERATIVE	
   DIAGNOSIS:	
   Post	
   menopausal	
   bleeding/dysfunctional	
   uterine	
   bleeding	
  
/abnormal	
  endometrial	
  lining	
  on	
  US	
  
PROCEDURE	
  PERFORMED:	
  Hysteroscopy	
  dilation	
  and	
  curettage	
  

	
  
ANESTHESIA:	
  IV	
  sedation/GETA	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
   Appearance	
   of	
   external	
   genitalia,	
   appearance	
   of	
   vagina,	
   appearance	
   of	
   cervix,	
  
uterus	
  size,	
  anteverted/mid	
  position/retroverted,	
  mobile/fixed,	
  adnexal	
  masses	
  
Specimen:	
  Endometrial	
  curettings,	
  endocervical	
  curettings	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
   Ms.	
   __________	
   is	
   a	
   (age)	
   year	
   old	
   GxPxxxx	
   with	
   postmenopausal	
  
bleeding/dysfunctional	
  uterine	
  bleeding	
  for	
  Xmonths.	
  The	
  patient	
  had	
  an	
  endometrial	
  biopsy	
  
that	
  showed	
  ___________.	
  The	
  patient	
  had	
  an	
  ultrasound	
  that	
  showed	
  __________.	
  	
  
SURGICAL	
  RISKS:	
  The	
  patient	
  was	
  informed	
  of	
  the	
  risks	
  and	
  benefits	
  of	
  a	
  hysteroscopy	
  with	
  
dilation	
  and	
  curettage.	
  Risks	
   included	
  but	
  were	
  not	
   limited	
  to	
  bleeding,	
   infection,	
   injury	
  to	
  
the	
  vulva,	
  vagina,	
  or	
  cervix,	
  and	
  uterine	
  perforation.	
  The	
  patient	
  expressed	
  understanding	
  of	
  
the	
  risks	
  involved,	
  all	
  questions	
  were	
  answered,	
  and	
  the	
  patient	
  consented	
  to	
  the	
  procedure.	
  
	
  
DESCRIPTION	
  OF	
  THE	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
   patient	
   and	
   correct	
   procedure.	
   The	
   patient	
   was	
   given	
   preoperative	
   prophylactic	
  
intravenous	
   antibiotics.	
   The	
   patient	
   was	
   given	
   IV	
   sedation/general	
   anesthesia	
   was	
  
established.	
   The	
  patient	
  was	
   then	
  positioned	
  on	
   the	
  operating	
   table	
   in	
   the	
  dorsal	
   lithotomy	
  
position	
  with	
   the	
   legs	
   supported	
   using	
   stirrups.	
   All	
   pressure	
   points	
  were	
   padded	
   and	
   a	
  Bair	
  
hugger	
   was	
   placed	
   to	
   maintain	
   control	
   of	
   core	
   body	
   temperature.	
   The	
   patient	
   was	
   then	
  
prepped	
   and	
   draped	
   in	
   the	
   usual	
   sterile	
   fashion.	
   A	
   bimanual	
   exam	
  was	
   performed	
   and	
   the	
  
uterus	
   was	
   found	
   to	
   be	
   approximately	
   X	
   cm	
   size,	
   anteverted/midposition/retroverted.	
  
(Describe	
  any	
  palpable	
  adnexal	
  masses.)	
  A	
  straight	
  catheter	
  was	
  inserted	
  into	
  the	
  bladder	
  and	
  
X	
  mL	
  of	
  urine	
  was	
  obtained.	
  
	
  
OPERATIVE	
   TECHNIQUE:	
   The	
   weighted/bivalve/lateral	
   speculum	
   was	
   then	
   inserted	
   into	
   the	
  
vagina.	
   The	
   anterior	
   lip	
   of	
   the	
   cervix	
   was	
   visualized	
   and	
   grasped	
   using	
   a	
   single-­‐tooth	
  
tenaculum.	
   The	
   cervix	
   was	
   adequately	
   dilated	
   using	
   Pratt/Hegar/Hank	
   dilators	
   for	
   the	
  

CPT	
  CODING	
  
58558	
  Hysteroscopy,	
  surgical;	
  with	
  sampling	
  (biopsy)	
  of	
  endometrium	
  and/or	
  
polypectomy,	
  with	
  or	
  without	
  dilation	
  and	
  curretage	
  
58555	
  Hysteroscopy,	
  diagnostic	
  (separate	
  procedure)	
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HYDROTHERMAL	
  ABLATION	
  
GLOBAL	
   ENDOMETRIAL	
   ABLATION	
   BY	
   HYDROTHERMAL	
   ENDOMETRIAL	
  
ABLATION	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  
ASSISTANT:	
  
PREOPERATIVE	
  DIAGNOSIS:	
  Menorrhagia	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Menorrhagia	
  
PROCEDURE	
  PERFORMED:	
  Hydrothermal	
  endometrial	
  ablation	
  

ANESTHESIA:	
  IV	
  sedation/GETA	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
   Appearance	
   of	
   external	
   genitalia,	
   appearance	
   of	
   vagina,	
   appearance	
   of	
   cervix,	
  
uterus	
  size,	
  anteverted/mid	
  position/retroverted,	
  mobile/fixed,	
  adnexal	
  masses.	
  
Specimen:	
  None	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
   Ms.	
   ___________	
   is	
   a	
   (age)	
   year	
   old	
   GxPxxxx	
   with	
   ovulatory	
   menorrhagia	
   for	
   X	
  
months.	
   Medical	
   management	
   for	
   menorrhagia	
   was	
   attempted	
   with	
   ___________	
   with	
  
inadequate	
   resolution	
   of	
   symptoms.	
   (The	
   patient	
   had	
   an	
   endometrial	
   biopsy	
   that	
   showed	
  
_______.	
  The	
  patient	
  had	
  an	
  ultrasound	
  that	
  showed	
  __________.)	
  The	
  patient	
  was	
  counseled	
  
that	
  global	
  endometrial	
  ablation	
  is	
  not	
  indicated	
  if	
  she	
  desires	
  continued	
  fertility.	
  The	
  patient	
  
expressed	
   understanding	
   of	
   this	
   and	
   stated	
   that	
   her	
   family	
   planning	
   is	
   complete	
   and	
   her	
  
current	
  form	
  of	
  contraception	
  is	
  ___________.	
  	
  
SURGICAL	
  RISKS:	
  The	
  patient	
  was	
  informed	
  of	
  the	
  risks	
  and	
  benefits	
  of	
  the	
  procedure.	
  Risks	
  
included	
  but	
  were	
  not	
   limited	
   to	
  bleeding,	
   infection,	
   injury	
   to	
   the	
  vulva,	
  vagina,	
  or	
   cervix,	
  
and	
   uterine	
   perforation.	
   The	
   patient	
  was	
   also	
   informed	
  of	
   the	
   risk	
   that	
   the	
   hydrothermal	
  
endometrial	
  ablation	
  may	
  not	
   result	
   in	
   full	
   resolution	
  of	
   symptoms.	
   The	
  patient	
  expressed	
  
understanding	
  of	
  the	
  risks	
   involved,	
  all	
  questions	
  were	
  answered,	
  and	
  the	
  patient	
  consented	
  
to	
  the	
  procedure.	
  
	
  
DESCRIPTION	
  OF	
  THE	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
   patient	
   and	
   correct	
   procedure.	
   The	
   patient	
   was	
   given	
   preoperative	
   prophylactic	
  
intravenous	
  antibiotics.	
  General	
  anesthesia/IV	
  sedation	
  was	
  established.	
  The	
  patient	
  was	
  then	
  
positioned	
   on	
   the	
   operating	
   table	
   in	
   the	
   dorsal	
   lithotomy	
   position	
   with	
   the	
   legs	
   supported	
  
using	
   stirrups.	
   All	
   pressure	
   points	
   were	
   padded	
   and	
   a	
   Bair	
   hugger	
   was	
   placed	
   to	
   maintain	
  
control	
   of	
   core	
   body	
   temperature.	
   The	
   patient	
   was	
   then	
   prepped	
   and	
   draped	
   in	
   the	
   usual	
  
sterile	
  fashion.	
  A	
  bimanual	
  exam	
  was	
  performed	
  and	
  the	
  uterus	
  was	
  found	
  to	
  be	
  small/X	
  cm	
  
size,	
   anteverted/midline/retroverted,	
   and	
   mobile/immobile.	
   The	
   adnexa	
   were	
   palpated	
  
bilaterally	
   and	
   there	
   were	
   no	
   palpable	
   adnexal	
   masses	
   (if	
   mass	
   is	
   palpable	
   describe	
  

CPT	
  CODING	
  
58563	
  Hysteroscopy,	
  surgical;	
  with	
  endometrial	
  ablation	
  (e.g.,	
  endometrial	
  
resection,	
  electrosurgical	
  ablation,	
  thermoablation)	
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GLOBAL	
   ENDOMETRIAL	
   ABLATION	
   BY	
   BIPOLAR	
   RADIOFREQUENCY	
  
ABLATION	
  	
  
(NOVASURE	
  ENDOMETRIAL	
  ABLATION)	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  
ASSISTANT:	
  
PREOPERATIVE	
  DIAGNOSIS:	
  Menorrhagia	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Menorrhagia	
  
PROCEDURE	
  PERFORMED:	
  NovaSure	
  endometrial	
  ablation	
  

ANESTHESIA:	
  IV	
  sedation/GETA	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
   Appearance	
   of	
   external	
   genitalia,	
   appearance	
   of	
   vagina,	
   appearance	
   of	
   cervix,	
  
uterus	
  size,	
  anteverted/mid	
  position/retroverted,	
  mobile/fixed,	
  adnexal	
  masses.	
  Cavity	
  depth	
  
and	
  width.	
  
Specimen:	
  None	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
  Ms.	
  _________	
  is	
  a	
  (age)	
  year	
  old	
  GxPxxxx	
  with	
  ovulatory	
  menorrhagia	
  for	
  Xmonths.	
  
Medical	
  management	
  for	
  menorrhagia	
  was	
  attempted	
  with	
  ___________	
  but	
  was	
  inadequate	
  
to	
   resolve	
   symptoms.	
   (The	
   patient	
   had	
   an	
   endometrial	
   biopsy	
   that	
   showed	
   _______.	
   The	
  
patient	
  had	
  an	
  ultrasound	
   that	
   showed	
  __________.)	
  The	
  patient	
  was	
  counseled	
   that	
  global	
  
endometrial	
  ablation	
   is	
  not	
   indicated	
   if	
  she	
  desires	
  continued	
  fertility.	
  The	
  patient	
  expressed	
  
understanding	
  of	
  this	
  and	
  stated	
  that	
  her	
  family	
  planning	
  is	
  complete	
  and	
  her	
  current	
  form	
  of	
  
birth	
  control	
  is	
  ___________.	
  	
  
SURGICAL	
  RISKS:	
  The	
  patient	
  was	
  informed	
  of	
  the	
  risks	
  and	
  benefits	
  of	
  the	
  procedure.	
  Risks	
  
included	
  but	
  were	
  not	
   limited	
   to	
  bleeding,	
   infection,	
   injury	
   to	
   the	
  vulva,	
  vagina,	
  or	
   cervix,	
  
and	
   uterine	
   perforation.	
   The	
   patient	
   was	
   also	
   informed	
   of	
   the	
   risk	
   that	
   the	
   NovaSure	
  
ablation	
  may	
  not	
  result	
  in	
  full	
  resolution	
  of	
  symptoms.	
  The	
  patient	
  expressed	
  understanding	
  
of	
   the	
   risks	
   involved,	
   all	
   questions	
   were	
   answered,	
   and	
   the	
   patient	
   consented	
   to	
   the	
  
procedure.	
  
	
  
DESCRIPTION	
  OF	
  THE	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
   patient	
   and	
   correct	
   procedure.	
   The	
   patient	
   was	
   given	
   preoperative	
   prophylactic	
  
intravenous	
  antibiotics.	
  General	
  anesthesia/IV	
  sedation	
  was	
  established.	
  The	
  patient	
  was	
  then	
  
positioned	
   on	
   the	
   operating	
   table	
   in	
   the	
   dorsal	
   lithotomy	
   position	
   with	
   the	
   legs	
   supported	
  
using	
  stirrups.	
  All	
  pressure	
  points	
  were	
  padded	
  and	
  a	
  Bair	
  hugger/warm	
  blanket	
  was	
  placed	
  to	
  
maintain	
  control	
  of	
  core	
  body	
  temperature.	
  The	
  patient	
  was	
  then	
  prepped	
  and	
  draped	
  in	
  the	
  
usual	
  sterile	
  fashion.	
  A	
  bimanual	
  exam	
  was	
  performed	
  and	
  the	
  uterus	
  was	
  found	
  to	
  be	
  small/X	
  
cm	
   size,	
   anteverted/midline/retroverted,	
   and	
   mobile/immobile.	
   The	
   adnexa	
   were	
   palpated	
  

CPT	
  CODING	
  
58563	
  Hysteroscopy,	
  surgical;	
  with	
  endometrial	
  ablation	
  (e.g.,	
  endometrial	
  
resection,	
  electrosurgical	
  ablation,	
  thermoablation)	
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HYSTEROSCOPIC	
  MYOMECTOMY	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  
ASSISTANT:	
  
PREOPERATIVE	
  DIAGNOSIS:	
  Menorrhagia	
  secondary	
  to	
  a	
  submucous	
  myoma	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Menorrhagia	
  secondary	
  to	
  a	
  submucous	
  myoma	
  
PROCEDURE	
  PERFORMED:	
  Hysteroscopic	
  myomectomy	
  

	
  
ANESTHESIA:	
  IV	
  sedation/GETA	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
   Appearance	
   of	
   external	
   genitalia,	
   appearance	
   of	
   vagina,	
   appearance	
   of	
   cervix,	
  
uterus	
  size,	
  anteverted/mid	
  position/retroverted,	
  mobile/fixed,	
  adnexal	
  masses	
  
Specimen:	
  Myoma	
  tissue	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
  Ms.	
  __________	
  is	
  a	
  (age)	
  year	
  old	
  GxPxxxx	
  with	
  menorrhagia	
  for	
  X	
  months,	
  which	
  is	
  
likely	
   the	
   result	
   of	
   a	
   submucous	
   myoma	
   diagnosed	
   on	
   hysteroscopy/ultrasound/	
  
hysterosalpingogram/saline	
   infusion	
   sonohystogram	
   on	
   (date).	
   (Describe	
   any	
   initial	
   medical	
  
management	
  such	
  as	
  the	
  administration	
  of	
  a	
  gonadotropin-­‐releasing	
  hormone	
  agonist.)	
  	
  
SURGICAL	
   RISKS:	
   The	
   patient	
   was	
   informed	
   of	
   the	
   risks	
   and	
   benefits	
   of	
   a	
   hysteroscopic	
  
myomectomy.	
  Risks	
  included	
  but	
  were	
  not	
  limited	
  to	
  bleeding,	
  infection,	
  injury	
  to	
  the	
  vulva,	
  
vagina,	
  or	
  cervix,	
  and	
  uterine	
  perforation.	
  The	
  patient	
  expressed	
  understanding	
  of	
   the	
  risks	
  
involved,	
  all	
  questions	
  were	
  answered,	
  and	
  the	
  patient	
  consented	
  to	
  the	
  procedure.	
  
	
  
DESCRIPTION	
  OF	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
   patient	
   and	
   correct	
   procedure.	
   The	
   patient	
   was	
   given	
   preoperative	
   prophylactic	
  
intravenous	
  antibiotics.	
  General	
  anesthesia/IV	
  sedation	
  was	
  established.	
  The	
  patient	
  was	
  then	
  
positioned	
   on	
   the	
   operating	
   table	
   in	
   the	
   dorsal	
   lithotomy	
   position	
   with	
   the	
   legs	
   supported	
  
using	
   stirrups.	
   All	
   pressure	
   points	
   were	
   padded	
   and	
   a	
   Bair	
   hugger	
   was	
   placed	
   to	
   maintain	
  
control	
   of	
   core	
   body	
   temperature.	
   The	
   patient	
   was	
   then	
   prepped	
   and	
   draped	
   in	
   the	
   usual	
  
sterile	
  fashion.	
  A	
  bimanual	
  exam	
  was	
  performed	
  and	
  the	
  uterus	
  was	
  found	
  to	
  be	
  small/X	
  cm	
  
size,	
   anteverted/midline/retroverted,	
   and	
   mobile/immobile.	
   The	
   adnexa	
   were	
   palpated	
  
bilaterally	
   and	
   there	
   were	
   no	
   palpable	
   adnexal	
   masses	
   (if	
   mass	
   is	
   palpable	
   describe	
  
approximate	
  size	
  and	
  mobility	
  of	
  mass).	
  The	
  bladder	
  was	
  emptied	
  using	
  a	
  straight	
  catheter	
  and	
  
X	
  mL	
  of	
  clear	
  yellow	
  urine	
  was	
  obtained.	
  
	
  
OPERATIVE	
   TECHNIQUE:	
   The	
   weighted/bivalve/lateral	
   speculum	
   was	
   then	
   inserted	
   into	
   the	
  
vagina.	
   The	
   anterior	
   lip	
   of	
   the	
   cervix	
   was	
   visualized	
   and	
   grasped	
   using	
   a	
   single-­‐tooth	
  

CPT	
  CODING	
  
58561	
  Hysteroscopy,	
  surgical;	
  with	
  removal	
  of	
  leiomyomata	
  
58145	
  Myomectomy,	
  excision	
  of	
  fibroid	
  tumor(s)	
  of	
  uterus,	
  1	
  to	
  4	
  intramural	
  
myoma(s)	
  with	
  total	
  weight	
  of	
  250	
  g	
  or	
  less	
  and/or	
  removal	
  of	
  surface	
  
myomas;	
  vaginal	
  approach	
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DILATION	
  AND	
  CURETTAGE	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  	
  
ASSISTANT:	
  
PREOPERATIVE	
  DIAGNOSIS:	
  Postmenopausal	
  bleeding/abnormal	
  uterine	
  bleeding	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Postmenopausal	
  bleeding/abnormal	
  uterine	
  bleeding	
  
PROCEDURE	
  PERFORMED:	
  Fractional	
  dilation	
  and	
  curettage	
  

ANESTHESIA:	
  IV	
  sedation/local	
  anesthesia	
  with	
  X%	
  lidocaine/marcaine	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
   Appearance	
   of	
   external	
   genitalia,	
   appearance	
   of	
   vagina,	
   appearance	
   of	
   cervix,	
  
uterus	
  size,	
  anteverted/mid	
  position/retroverted,	
  mobile/fixed,	
  adnexal	
  masses	
  
Specimen:	
  Endometrial	
  curetting	
  and	
  endocervical	
  curetting	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
   Ms.	
   __________	
   is	
   a	
   (age)	
   year	
   old	
   GxPxxxx	
   with	
   postmenopausal	
   bleeding/	
  
dysfunctional	
  uterine	
  bleeding	
  for	
  X	
  months.	
  The	
  patient	
  previously	
  had	
  an	
  endometrial	
  biopsy	
  
that	
  showed	
  _______.	
  On	
  ultrasound,	
  the	
  endometrial	
  stripe	
  was	
  noted	
  to	
  be	
  X	
  mm.	
  	
  
SURGICAL	
  RISKS:	
  The	
  patient	
  was	
  informed	
  of	
  the	
  risks	
  and	
  benefits	
  of	
  the	
  procedure.	
  Risks	
  
included	
  but	
  were	
  not	
   limited	
   to	
  bleeding,	
   infection,	
   injury	
   to	
   the	
  vulva,	
  vagina,	
  or	
   cervix,	
  
and	
   uterine	
   perforation.	
   The	
   patient	
   expressed	
   understanding	
   of	
   the	
   risks	
   involved,	
   all	
  
questions	
  were	
  answered,	
  and	
  the	
  patient	
  consented	
  to	
  the	
  procedure.	
  
	
  
DESCRIPTION	
  OF	
  THE	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
  patient	
  and	
  correct	
  procedure.	
  The	
  patient	
  was	
  given	
  IV	
  sedation.	
  When	
  the	
  sedation	
  
was	
   found	
   to	
   be	
   adequate	
   sthe	
   patient	
   was	
   then	
   positioned	
   on	
   the	
   operating	
   table	
   in	
   the	
  
dorsal	
   lithotomy	
   position	
   with	
   the	
   legs	
   supported	
   using	
   stirrups.	
   All	
   pressure	
   points	
   were	
  
padded	
   and	
   a	
   Bair	
   hugger	
   was	
   placed	
   to	
   maintain	
   control	
   of	
   core	
   body	
   temperature.	
   The	
  
patient	
   was	
   then	
   prepped	
   and	
   draped	
   in	
   the	
   usual	
   sterile	
   fashion.	
   A	
   bimanual	
   exam	
   was	
  
performed	
   and	
   the	
   uterus	
   was	
   found	
   to	
   be	
   approximately	
   X	
   cm	
   size,	
  
anteverted/midposition/retroverted.	
  A	
  straight	
  catheter	
  was	
   inserted	
   into	
   the	
  bladder	
  and	
  X	
  
mL	
  of	
  clear	
  yellow	
  urine	
  was	
  obtained.	
  
	
  
OPERATIVE	
  TECHNIQUE:	
  A	
  bivalve/lateral/weighted	
  speculum	
  was	
  inserted	
  into	
  the	
  vagina	
  and	
  
the	
  cervix	
  was	
  visualized	
  and	
  grasped	
  using	
  the	
  single	
  tooth	
  tenaculum.	
  (Local	
  anesthesia	
  with	
  
x%	
   lidocaine/marcaine	
   was	
   injected	
   X	
   mL	
   at	
   the	
   X	
   o’clock	
   positions.)	
   Gentle	
   traction	
   was	
  
applied	
  to	
  the	
  single	
  tooth	
  tenaculum	
  and	
  the	
  endocervical	
  canal	
  was	
  curetted.	
  Endocervical	
  
curettings	
  were	
  placed	
  on	
  a	
  telfa	
  and	
  sent	
  to	
  pathology.	
  The	
  uterus	
  was	
  sounded	
  and	
  found	
  to	
  
be	
  X	
  cm.	
  The	
  cervix	
  was	
  then	
  dilated	
  adequately	
  using	
  the	
  Pratt/Hank/Hegar	
  dilators	
   for	
  the	
  
introduction	
   of	
   the	
   sharp	
   curette.	
   The	
   curette	
  was	
   advanced	
   to	
   the	
   fundus	
   and	
   the	
   uterine	
  
cavity	
  was	
  curetted	
  in	
  a	
  systematic	
  manner	
  with	
  care	
  taken	
  to	
  cover	
  all	
  surfaces.	
  Endometrial	
  
curettings	
  were	
  placed	
  on	
  a	
  telfa	
  and	
  sent	
  to	
  pathology.	
  The	
  curette	
  was	
  then	
  withdrawn	
  and	
  

CPT	
  CODING	
  
58120	
  Dilation	
  and	
  curettage,	
  diagnostic	
  and/or	
  therapeutic	
  (nonobstetrical)	
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SUCTION	
  DILATION	
  AND	
  CURETTAGE	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  	
  
ASSISTANT:	
  
PREOPERATIVE	
  DIAGNOSIS:	
  Intrauterine	
  pregnancy/Incomplete	
  abortion/Retained	
  products	
  of	
  
conception	
  at	
  X	
  weeks	
  gestational	
  age	
  
POSTOPERATIVE	
   DIAGNOSIS:	
   Intrauterine	
   pregnancy/incomplete	
   abortion/retained	
   products	
  
of	
  conception	
  at	
  X	
  weeks	
  gestational	
  age	
  
PROCEDURE	
  PERFORMED:	
  Suction	
  dilation	
  and	
  curettage	
  

	
  
ANESTHESIA:	
  IV	
  sedation/cervical	
  block	
  with	
  (marcaine/lidocaine)	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
   Appearance	
   of	
   external	
   genitalia,	
   appearance	
   of	
   vagina,	
   appearance	
   of	
   cervix,	
  
dilation	
   of	
   cervix,	
   uterus	
   size,	
   anteverted/mid	
   position/retroverted,	
   mobile/fixed,	
   adnexal	
  
masses	
  
Specimen:	
  Products	
  of	
  conception,	
  endometrial	
  curettings	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
   Ms.	
   _____________	
   is	
   a	
   (age)	
   year	
   old	
   GxPxxxx	
   with	
   a	
   X	
   week	
   gestational	
   age	
  
intrauterine	
   pregnancy	
   with	
   a	
   missed	
   abortion/incomplete	
   abortion/retained	
   products	
   of	
  
conception/for	
  voluntary	
  termination	
  of	
  pregnancy.	
  	
  
SURGICAL	
  RISKS:	
  The	
  patient	
  was	
  informed	
  of	
  the	
  risks	
  and	
  benefits	
  of	
  the	
  procedure.	
  Risks	
  
included	
  but	
  were	
  not	
   limited	
   to	
  bleeding,	
   infection,	
   injury	
   to	
   the	
  vulva,	
  vagina,	
  or	
   cervix,	
  
and	
   uterine	
   perforation.	
   The	
   patient	
   expressed	
   understanding	
   of	
   the	
   risks	
   involved,	
   all	
  
questions	
  were	
  answered,	
  and	
  the	
  patient	
  consented	
  to	
  the	
  procedure.	
  
	
  
DESCRIPTION	
  OF	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
   patient	
   and	
   correct	
   procedure.	
   The	
   patient	
   was	
   given	
   preoperative	
   prophylactic	
  
intravenous	
  antibiotics.	
  The	
  patient	
  was	
  given	
  IV	
  sedation.	
  When	
  the	
  sedation	
  was	
  found	
  to	
  
be	
  adequate,	
  the	
  patient	
  was	
  then	
  positioned	
  on	
  the	
  operating	
  table	
   in	
  the	
  dorsal	
   lithotomy	
  
position	
  with	
   the	
   legs	
   supported	
   using	
   stirrups.	
   All	
   pressure	
   points	
  were	
   padded	
   and	
   a	
   Bair	
  
hugger	
   was	
   placed	
   to	
   maintain	
   control	
   of	
   core	
   body	
   temperature.	
   The	
   patient	
   was	
   then	
  
prepped	
   and	
   draped	
   in	
   the	
   usual	
   sterile	
   fashion.	
   A	
   bimanual	
   exam	
  was	
   performed	
   and	
   the	
  
uterus	
  was	
  found	
  to	
  be	
  approximately	
  X	
  week	
  size,	
  anteverted/midposition/retroverted.	
  The	
  
cervix	
   was	
   noted	
   to	
   be	
   X	
   cm	
   dilated.	
   (Describe	
   any	
   palpable	
   adnexal	
   masses.)	
   A	
   straight	
  
catheter	
  was	
  inserted	
  into	
  the	
  bladder	
  and	
  X	
  mL	
  of	
  clear	
  yellow	
  urine	
  was	
  obtained.	
  

CPT	
  CODING	
  
59840	
  Induced	
  abortion,	
  by	
  dilation	
  and	
  curettage	
  
59812	
  Treatment	
  of	
  incomplete	
  abortion,	
  any	
  trimester,	
  completed	
  surgically	
  
59820	
  Treatment	
  of	
  missed	
  abortion,	
  completed	
  surgically;	
  first	
  trimester	
  
59821	
  Treatment	
  of	
  missed	
  abortion,	
  completed	
  surgically;	
  second	
  trimester	
  
59830	
  Treatment	
  of	
  septic	
  abortion,	
  completed	
  surgically	
  
59870	
  Uterine	
  evacuation	
  and	
  curettage	
  for	
  hydatidiform	
  mole	
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DILATION	
  AND	
  EVACUATION	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  	
  
ASSISTANT:	
  
PREOPERATIVE	
  DIAGNOSIS:	
  Intrauterine	
  pregnancy/PPROM/IUFD	
  at	
  X	
  weeks	
  gestational	
  age	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Intrauterine	
  pregnancy/PPROM/IUFD	
  at	
  X	
  weeks	
  gestational	
  age	
  
PROCEDURE	
  PERFORMED:	
  Dilation	
  and	
  evacuation	
  

	
  
ANESTHESIA:	
  IV	
  sedation/cervical	
  block	
  with	
  (marcaine/lidocaine)	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
   Appearance	
   of	
   external	
   genitalia,	
   appearance	
   of	
   vagina,	
   appearance	
   of	
   cervix,	
  
dilation	
   of	
   cervix,	
   uterus	
   size,	
   anteverted/mid	
   position/retroverted,	
   mobile/fixed,	
   adnexal	
  
masses	
  
Specimen:	
  Fetus	
  and	
  placenta	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
   Ms.	
   _____________	
   is	
   a	
   (age)	
   year	
   old	
   GxPxxxx	
   with	
   a	
   X	
   week	
   gestational	
   age	
  
intrauterine	
   pregnancy	
   with	
   a	
   known	
   fetal	
   anomaly	
   inconsistent	
   with	
   survival/previable	
  
PPROM/a	
  desire	
  for	
  voluntary	
  termination	
  of	
  pregnancy.	
  (Approximately	
  24	
  hours	
  prior	
  to	
  the	
  
procedure	
  the	
  patient	
  had	
  X	
  laminary	
  osmotic	
  dilators	
  placed	
  in	
  the	
  cervix.)	
  
SURGICAL	
  RISKS:	
  The	
  patient	
  was	
  informed	
  of	
  the	
  risks	
  and	
  benefits	
  of	
  the	
  procedure.	
  Risks	
  
included	
  but	
  were	
  not	
   limited	
   to	
  bleeding,	
   infection,	
   injury	
   to	
   the	
  vulva,	
  vagina,	
  or	
   cervix,	
  
and	
  uterine	
  perforation.	
  The	
  patient	
  was	
  counseled	
  on	
  the	
  potential	
  need	
  for	
  laparoscopy	
  or	
  
laparotomy	
  if	
  uterine	
  perforation	
  were	
  to	
  occur.	
  The	
  patient	
  expressed	
  understanding	
  of	
  the	
  
risks	
  involved,	
  all	
  questions	
  were	
  answered,	
  and	
  the	
  patient	
  consented	
  to	
  the	
  procedure.	
  
	
  
DESCRIPTION	
  OF	
  THE	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
   patient	
   and	
   correct	
   procedure.	
   The	
   patient	
   was	
   given	
   preoperative	
   prophylactic	
  
intravenous	
  antibiotics.	
  The	
  patient	
  was	
  given	
  IV	
  sedation.	
  When	
  the	
  sedation	
  was	
  found	
  to	
  
be	
  adequate	
   the	
  patient	
  was	
   then	
  positioned	
  on	
   the	
  operating	
   table	
   in	
   the	
  dorsal	
   lithotomy	
  
position	
  with	
   the	
   legs	
   supported	
   using	
   stirrups.	
   All	
   pressure	
   points	
  were	
   padded	
   and	
   a	
   Bair	
  
hugger/warm	
  blanket	
  was	
  placed	
  to	
  maintain	
  control	
  of	
  core	
  body	
  temperature.	
  The	
  patient	
  
was	
   then	
  prepped	
  and	
  draped	
   in	
   the	
  usual	
   sterile	
   fashion.	
  A	
  bimanual	
  exam	
  was	
  performed	
  
and	
   the	
   uterus	
   was	
   found	
   to	
   be	
   approximately	
   X	
   week	
   size,	
   anteverted/midposition/	
  
retroverted.	
   The	
   cervix	
   was	
   noted	
   to	
   be	
   X	
   cm	
   dilated/contain	
   laminary	
   osmotic	
   dilators.	
   A	
  
straight	
  catheter	
  was	
  inserted	
  into	
  the	
  bladder	
  and	
  X	
  mL	
  of	
  clear	
  yellow	
  urine	
  was	
  obtained.	
  
	
  

CPT	
  CODING	
  
59841	
  Induced	
  abortion,	
  by	
  dilation	
  and	
  evacuation	
  
59821	
  Treatment	
  of	
  missed	
  abortion,	
  completed	
  surgically;	
  second	
  trimester	
  
59830	
  Treatment	
  of	
  septic	
  abortion,	
  completed	
  surgically	
  
59870	
  Uterine	
  evacuation	
  and	
  curettage	
  for	
  hydatidiform	
  mole	
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DIAGNOSTIC	
  AND	
  OPERATIVE	
  LAPAROSCOPY	
  
	
  

1. Laparoscopy	
  

a. Diagnostic	
  Laparoscopy	
  

b. Laparoscopic	
  Ovarian	
  Cystectomy	
  

c. Laser	
  Ablation	
  of	
  Endometriosis	
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OPERATIVE	
  DICTATION:	
  OBSTETRICS	
  &	
  GYNECOLOGY	
  
Diagnostic	
  and	
  Operative	
  Laparoscopy	
  

LAPAROSCOPY	
  FOR	
  SUSPECTED	
  ECTOPIC	
  PREGNANCY	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  
ASSISTANT:	
  
PREOPERATIVE	
  DIAGNOSIS:	
  Suspected	
  left/right	
  ectopic	
  pregnancy	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Confirmed	
  left/right	
  ectopic	
  pregnancy	
  
PROCEDURE	
  PERFORMED:	
  (Dilation	
  and	
  curettage)	
  and	
  diagnostic	
   laparoscopy	
  with	
   left/right	
  
salpingectomy/salpingostomy	
  

ANESTHESIA:	
  GETA	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
   Appearance	
   of	
   external	
   genitalia,	
   appearance	
   of	
   vagina,	
   appearance	
   of	
   cervix,	
  
uterus	
   size,	
   anteverted/mid	
   position/retroverted,	
   mobile/fixed,	
   adnexal	
   masses.	
   Describe	
  
appearance	
  of	
  uterus,	
  ovaries,	
  and	
  fallopian	
  tubes.	
  Describe	
  adhesions	
  (location,	
  appearance).	
  
Describe	
  presence	
  or	
  absence	
  of	
  hemoperitoneum.	
  
SPECIMEN:	
   Endometrial	
   curettings.	
   Left/right	
   fallopian	
   tube	
   with	
   suspected	
   products	
   of	
  
conception.	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  PROCEDURE	
  
HISTORY:	
   Ms.	
   _______	
   is	
   a	
   (age)	
   year	
   old	
   GxPxxxx	
   who	
   presented	
   to	
   the	
   emergency	
  
department	
   with	
   complaints	
   of	
   abdominal	
   pain	
   accompanied	
   by	
   scant	
   vaginal	
   bleeding.	
  
Quantitative	
  beta	
  HCG	
  was	
  performed	
  and	
  noted	
  to	
  be	
  X.	
  On	
  ultrasound	
  the	
  following	
  findings	
  
were	
   noted:	
   (intrauterine	
   findings,	
   adnexal	
   findings,	
   presence	
   of	
   fetal	
   heart	
   tones	
   in	
   the	
  
adnexal,	
  findings	
  of	
  free	
  fluid	
  in	
  the	
  cul	
  de	
  sac).	
  The	
  patient	
  was	
  noted	
  to	
  be	
  hemodynamically	
  
stable/unstable	
   (BP,	
   heart	
   rate,	
   hemoglobin).	
   The	
  patient	
  was	
   found	
   to	
  be	
   an	
   inappropriate	
  
candidate	
   for	
  medical	
  management	
   due	
   to	
   hemodynamic	
   instability/presence	
   of	
   fetal	
   heart	
  
tones/the	
  patient’s	
  inability	
  to	
  comply	
  with	
  strict	
  follow	
  up/failed	
  medical	
  therapy/etc.	
  	
  
SURGICAL	
   RISKS:	
   The	
   patient	
   was	
   informed	
   of	
   the	
   risks	
   and	
   benefits	
   of	
   a	
   diagnostic	
  
laparoscopy.	
   The	
   risks	
   included,	
   but	
   were	
   not	
   limited	
   to,	
   bleeding,	
   infection,	
   injury	
   to	
  
internal	
   organs,	
   possible	
   blood	
   transfusion,	
   possible	
   hysterectomy,	
   and	
   possible	
  
oophorectomy.	
   The	
   patient	
   was	
   counseled	
   on	
   the	
   potential	
   loss	
   of	
   fertility	
   following	
  
unilateral	
   salpingectomy.	
  The	
  patient	
  was	
   counseled	
  on	
  possible	
   laparotomy	
  and	
  all	
  other	
  
indicated	
  procedures.	
  The	
  patient	
  expressed	
  understanding	
  of	
  the	
  risks	
  involved,	
  all	
  questions	
  
were	
  answered,	
  and	
  the	
  patient	
  consented	
  to	
  the	
  procedure.	
  
	
  
	
  
	
  
	
  

CPT	
  CODING	
  
59151	
  Laparoscopic	
  treatment	
  of	
  ectopic	
  pregnancy;	
  with	
  salpingectomy	
  
and/or	
  oophorectomy	
  
59150	
  Laparoscopic	
  treatment	
  of	
  ectopic	
  pregnancy;	
  without	
  salpingectomy	
  
and/or	
  oophorectomy	
  
58673	
  Laparoscopy,	
  surgical;	
  with	
  salpingostomy	
  (salpingoneostomy)	
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LAPAROSCOPIC	
  OVARIAN	
  CYSTECTOMY	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  	
  
ASSISTANT:	
  
PREOPERATIVE	
  DIAGNOSIS:	
  Left/right	
  ovarian	
  cyst	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Left/right	
  ovarian	
  cyst	
  
PROCEDURE	
  PERFORMED:	
  Laparoscopic	
  ovarian	
  cystectomy	
  

ANESTHESIA:	
  GETA	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
   Appearance	
   of	
   external	
   genitalia,	
   appearance	
   of	
   vagina,	
   appearance	
   of	
   cervix,	
  
uterus	
   size,	
   anteverted/mid	
   position/retroverted,	
   mobile/fixed,	
   adnexal	
   masses.	
   Describe	
  
appearance	
   of	
   uterus,	
   ovaries	
   and	
   fallopian	
   tubes.	
   Describe	
   adhesions	
   and	
   evidence	
   of	
  
endometriosis	
  (location,	
  appearance).	
  Describe	
  appearance	
  of	
  ovarian	
  cyst.	
  
Specimen:	
  Ovarian	
  cyst	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  PROCEDURE	
  
HISTORY:	
   Ms.	
   _______	
   is	
   a	
   (age)	
   year	
   old	
   GxPxxxx	
   who	
   presented	
   with	
   complaints	
   of	
  
abdominal	
   pain/increasing	
   abdominal	
   girth/incidental	
   finding	
   of	
   an	
   ovarian	
   cyst.	
   (Describe	
  
ultrasound	
   findings	
   regarding	
   cyst	
   including	
   location,	
   size,	
   simple/complex,	
   presence	
   of	
  
septations,	
  presence	
  of	
  thick/thin	
  walls,	
  etc.).	
  (Describe	
  any	
  presurgical	
  management	
  including	
  
cyst	
   changes	
   during	
   observation,	
  medical	
  management	
   attempted	
   [i.e.	
  OCP]	
   and	
   any	
   tumor	
  
marker	
  levels	
  that	
  were	
  assessed.)	
  	
  
SURGICAL	
   RISKS:	
   The	
   patient	
   was	
   informed	
   of	
   the	
   risks	
   and	
   benefits	
   of	
   a	
   laparoscopic	
  
ovarian	
  cystectomy.	
  The	
  risks	
  included	
  but	
  were	
  not	
  limited	
  to	
  bleeding,	
  infection,	
  injury	
  to	
  
internal	
  organs,	
  and	
  possible	
  oophorectomy.	
  Patient	
  was	
  counseled	
  on	
  the	
  potential	
  loss	
  of	
  
fertility	
   following	
   unilateral	
   oophorectomy.	
   The	
   patient	
   was	
   counseled	
   on	
   a	
   possible	
  
laparotomy	
  and	
  on	
  the	
  potential	
  need	
  for	
  hysterectomy	
  and	
  bilateral	
  salpingooophorectomy	
  
with	
   staging	
   if	
   malignancy	
   was	
   found.	
   The	
   patient	
   expressed	
   understanding	
   of	
   the	
   risks	
  
involved,	
  all	
  questions	
  were	
  answered,	
  and	
  the	
  patient	
  consented	
  to	
  the	
  procedure.	
  
	
  
DESCRIPTION	
  OF	
  THE	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
   patient	
   and	
   correct	
   procedure.	
   The	
   patient	
   was	
   given	
   preoperative	
   prophylactic	
  
intravenous	
  antibiotics.	
  General	
  anesthesia	
  was	
  established.	
  The	
  patient	
  was	
  then	
  positioned	
  
on	
  the	
  operating	
  table	
  in	
  the	
  dorsal	
  lithotomy	
  position	
  with	
  the	
  legs	
  supported	
  using	
  stirrups.	
  
All	
   pressure	
   points	
  were	
   padded	
   and	
   a	
   Bair	
   hugger	
  was	
   placed	
   to	
  maintain	
   control	
   of	
   core	
  
body	
   temperature.	
  The	
  patient	
  was	
   then	
  prepped	
  and	
  draped	
   in	
   the	
  usual	
   sterile	
   fashion.	
  A	
  
bimanual	
   exam	
   was	
   performed	
   and	
   the	
   uterus	
   was	
   found	
   to	
   be	
   small/X	
   cm	
   size,	
  

CPT	
  CODING	
  
49322	
  Laparoscopy,	
  surgical;	
  with	
  aspiration	
  of	
  cavity	
  or	
  cyst	
  (e.g.,	
  ovarian	
  
cyst)	
  (single	
  or	
  multiple)	
  
58661	
  Laparoscopy,	
  surgical;	
  with	
  removal	
  of	
  adnexal	
  structures	
  (partial	
  or	
  
total	
  oophorectomy	
  and/or	
  salpingectomy)	
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LASER	
  ABLATION	
  OF	
  ENDOMETRIOSIS	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  	
  
ASSISTANT:	
  
PREOPERATIVE	
  DIAGNOSIS:	
  Cyclic	
  chronic	
  pelvic	
  pain	
  with	
  suspected	
  endometriosis	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Endometriosis	
  
PROCEDURE	
  PERFORMED:	
  Diagnostic	
  laparoscopy	
  and	
  laser	
  ablation	
  of	
  endometriosis	
  

ANESTHESIA:	
  GETA	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
   Appearance	
   of	
   external	
   genitalia,	
   appearance	
   of	
   vagina,	
   appearance	
   of	
   cervix,	
  
uterus	
   size,	
   anteverted/mid	
   position/retroverted,	
   mobile/fixed,	
   adnexal	
   masses.	
   Describe	
  
appearance	
  of	
  uterus,	
  ovaries,	
  and	
  fallopian	
  tubes.	
  Describe	
  adhesions	
  (location,	
  appearance).	
  
Describe	
  ovarian	
  cysts	
  if	
  present.	
  Describe	
  appearance	
  and	
  locations	
  of	
  lesions	
  consistent	
  with	
  
endometriosis	
  including	
  any	
  ovarian	
  endometriomas.	
  
SPECIMEN:	
  Biopsies	
  if	
  applicable.	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  PROCEDURE	
  
HISTORY:	
  Ms.	
  _______	
   is	
  a	
   (age)	
  year	
  old	
  GxPxxxx	
  who	
  gave	
  a	
  history	
  of	
  chronic	
  pelvic	
  pain,	
  
cyclic	
   in	
   nature.	
   The	
   patient	
   attempted	
  medical	
  management	
  with	
   (OCP,	
   depoleupron,	
   etc.)	
  
with	
   resolution/improvement/no	
   change	
   in	
   the	
   symptoms.	
   (Diagnostic	
   studies	
   including	
  
ultrasound	
  results	
  and	
  laboratory	
  results.)	
  
SURGICAL	
   RISKS:	
   The	
   patient	
   was	
   informed	
   of	
   the	
   risks	
   and	
   benefits	
   of	
   a	
   diagnostic	
  
laparoscopy	
   and	
   laser	
   ablation.	
   The	
   risks	
   included	
   but	
   were	
   not	
   limited	
   to	
   bleeding,	
  
infection,	
  and	
  injury	
  to	
  internal	
  organs.	
  The	
  patient	
  was	
  counseled	
  on	
  the	
  high	
  likelihood	
  of	
  
recurrence	
  if	
  endometriosis	
  was	
  identified	
  and	
  ablated.	
  The	
  patient	
  expressed	
  understanding	
  
of	
   the	
   risks	
   involved,	
   all	
   questions	
   were	
   answered,	
   and	
   the	
   patient	
   consented	
   to	
   the	
  
procedure.	
  
	
  
DESCRIPTION	
  OF	
  THE	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
   patient	
   and	
   correct	
   procedure.	
   The	
   patient	
   was	
   given	
   preoperative	
   prophylactic	
  
intravenous	
   antibiotics.	
   The	
   patient	
   was	
   given	
   IV	
   sedation/general	
   anesthesia	
   was	
  
established.	
   The	
  patient	
  was	
   then	
  positioned	
  on	
   the	
  operating	
   table	
   in	
   the	
  dorsal	
   lithotomy	
  
position	
  with	
   the	
   legs	
   supported	
   using	
   stirrups.	
  All	
   pressure	
   points	
  were	
   padded	
   and	
   a	
  Bair	
  
hugger	
   was	
   placed	
   to	
   maintain	
   control	
   of	
   core	
   body	
   temperature.	
   The	
   patient	
   was	
   then	
  
prepped	
   and	
   draped	
   in	
   the	
   usual	
   sterile	
   fashion.	
   A	
   bimanual	
   exam	
  was	
   performed	
   and	
   the	
  

CPT	
  CODING	
  
49320	
  Laparoscopy,	
  abdomen,	
  peritoneum,	
  and	
  omentum,	
  diagnostic,	
  with	
  or	
  
without	
  collection	
  of	
  specimen(s)	
  by	
  brushing	
  or	
  washing	
  (separate	
  
procedure)	
  
49321	
  Laparoscopy,	
  surgical;	
  with	
  biopsy	
  (single	
  or	
  multiple)	
  
58662	
  Laparoscopy,	
  surgical;	
  with	
  fulguration	
  or	
  excision	
  of	
  lesions	
  of	
  the	
  
ovary,	
  pelvic	
  viscera,	
  or	
  peritoneal	
  surface	
  by	
  any	
  method	
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OTHER	
  GYNECOLOGY	
  
	
  

1. Cervical	
  Conization	
  

a. (LEEP)	
  Loop	
  Electrosurgical	
  Excision	
  

Procedure	
  

b. Cold	
  Knife	
  

2. Marsupilization	
  of	
  Barbolin	
  Cyst	
  	
  

3. Perineorrhaphy	
  

4. Colpocleisis	
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   OPERATIVE	
  DICTATION:	
  OBSTETRICS	
  &	
  GYNECOLOGY	
  
Other	
  Gynecology	
  

CERVICAL	
  CONIZATION	
  
LOOP	
  ELECTROSURGICAL	
  EXCISION	
  PROCEDURE	
  (LEEP)/FISCHER	
  
CONIZATION	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  	
  
ASSISTANT:	
  	
  
PREOPERATIVE	
  DIAGNOSIS:	
  Cervical	
  dysplasia	
  (CIN	
  X)	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Cervical	
  dysplasia	
  (CIN	
  X)	
  
PROCEDURE	
  PERFORMED:	
  Loop	
  electrosurgical	
  excision	
  procedure/Fischer	
  conization	
  

	
  
ANESTHESIA:	
  IV	
  sedation/cervical	
  block	
  with	
  (marcaine/lidocaine)	
  
INTRAVENOUS	
  FLUIDS:	
  	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  	
  
URINE	
  OUTPUT:	
  	
  
FINDINGS:	
   Appearance	
   of	
   external	
   genitalia,	
   appearance	
   of	
   vagina,	
   appearance	
   of	
   cervix,	
  
uterus	
  size,	
  anteverted/mid	
  position/retroverted,	
  mobile/fixed,	
  adnexal	
  masses	
  
Specimen:	
  Cervical	
  cone	
  biopsy	
  and	
  endocervical	
  curetting	
  
COMPLICATIONS:	
  	
  
DISPOSITION:	
  	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
   Ms.	
   ________	
   is	
   a	
   (age)	
   year	
   old	
   GxPxxxx	
   with	
   mild/severe	
   cervical	
   dysplasia	
  
diagnosed	
  on	
  Papanicolaou	
  smear	
  on	
  (date)	
  with	
  CIN	
  X	
  diagnosed	
  in	
  colposcopy	
  on	
  (date).	
  	
  
SURGICAL	
   RISKS:	
   The	
   patient	
   was	
   informed	
   of	
   all	
   of	
   the	
   risks	
   and	
   benefits	
   of	
   the	
   Loop	
  
electrosurgical	
  excision	
  procedure/Fischer	
  conization.	
  Risks	
  included	
  but	
  were	
  not	
  limited	
  to	
  
bleeding,	
   infection,	
   injury	
   to	
   the	
   vulva,	
   vagina,	
   or	
   cervix,	
   uterine	
   perforation,	
   or	
   negative	
  
effects	
   on	
   future	
   pregnancy	
   outcomes.	
   The	
   patient	
   expressed	
   understanding	
   of	
   the	
   risks	
  
involved,	
  all	
  questions	
  were	
  answered,	
  and	
  the	
  patient	
  consented	
  to	
  the	
  procedure.	
  
	
  
DESCRIPTION	
  OF	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
   patient	
   and	
   correct	
   procedure.	
   IV	
   sedation	
   was	
   administered	
   and	
   found	
   to	
   be	
  
adequate.	
   The	
   patient	
   was	
   then	
   positioned	
   on	
   the	
   operating	
   table	
   in	
   the	
   dorsal	
   lithotomy	
  
position	
  with	
   the	
   legs	
   supported	
   using	
   stirrups.	
   All	
   pressure	
   points	
  were	
   padded	
   and	
   a	
   Bair	
  
hugger/warm	
  blanket	
  was	
  placed	
  to	
  maintain	
  control	
  of	
  core	
  body	
  temperature.	
  The	
  patient	
  
was	
   then	
  prepped	
  and	
  draped	
   in	
   the	
  usual	
   sterile	
   fashion.	
  A	
  bimanual	
  exam	
  was	
  performed	
  
and	
   the	
   uterus	
   was	
   found	
   to	
   be	
   small/X	
   cm	
   size,	
   anteverted/midline/retroverted,	
   and	
  
mobile/immobile.	
  The	
  adnexa	
  were	
  palpated	
  bilaterally	
  and	
   there	
  were	
  no	
  palpable	
  adnexal	
  
masses	
  (if	
  mass	
  is	
  palpable	
  describe	
  approximate	
  size	
  and	
  mobility	
  of	
  mass).	
  The	
  bladder	
  was	
  
emptied	
  with	
  a	
  straight	
  catheter	
  and	
  X	
  mL	
  of	
  clear	
  yellow	
  urine	
  was	
  obtained.	
  

CPT	
  CODING	
  
57522	
  Conization	
  of	
  cervix,	
  with	
  or	
  without	
  fulguration,	
  with	
  or	
  without	
  
dilation	
  and	
  curettage,	
  with	
  or	
  without	
  repair;	
  loop	
  electrode	
  excision	
  
57460	
  Colposcopy	
  of	
  the	
  cervix	
  including	
  upper/adjacent	
  vagina;	
  with	
  loop	
  
electrode	
  biopsy(s)	
  of	
  the	
  cervix	
  
57461	
  Colposcopy	
  of	
  the	
  cervix	
  including	
  upper/adjacent	
  vagina;	
  with	
  loop	
  
electrode	
  conization	
  of	
  the	
  cervix	
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COLD	
  KNIFE	
  CONIZATION	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  	
  
ASSISTANT:	
  	
  
PREOPERATIVE	
  DIAGNOSIS:	
  Cervical	
  dysplasia	
  (CIN	
  X)	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Cervical	
  dysplasia	
  (CIN	
  X)	
  
PROCEDURE	
  PERFORMED:	
  Cold	
  knife	
  cone	
  

	
  
ANESTHESIA:	
  IV	
  sedation/cervical	
  block	
  with	
  (marcaine/lidocaine)	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
   Appearance	
   of	
   external	
   genitalia,	
   appearance	
   of	
   vagina,	
   appearance	
   of	
   cervix,	
  
uterus	
  size,	
  anteverted/mid	
  position/retroverted,	
  mobile/fixed,	
  adnexal	
  masses	
  
Specimen:	
   Cervical	
   cone	
   biopsy	
   tagged	
   with	
   suture	
   at	
   12	
   o’clock	
   position,	
   endocervical	
  
curetting	
  
COMPLICATIONS:	
  	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
   Ms.	
   __________	
   is	
   a	
   (age)	
   year	
   old	
   GxPxxxx	
   with	
   mild/severe	
   cervical	
   dysplasia	
  
diagnosed	
  on	
  Papanicolaou	
  smear	
  on	
  (date)	
  with	
  CIN	
  X	
  diagnosed	
  in	
  colposcopy	
  on	
  (date).	
  	
  
SURGICAL	
  RISKS:	
  The	
  patient	
  was	
  informed	
  of	
  the	
  risks	
  and	
  benefits	
  of	
  the	
  procedure.	
  Risks	
  
included	
  but	
  were	
  not	
  limited	
  to	
  bleeding,	
  infection,	
  injury	
  to	
  the	
  vulva,	
  vagina,	
  bladder	
  or	
  
cervix,	
  uterine	
  perforation,	
  or	
  negative	
  effects	
  on	
   future	
  pregnancy	
  outcomes.	
  The	
  patient	
  
expressed	
  understanding	
  of	
   the	
  risks	
   involved,	
  all	
  questions	
  were	
  answered,	
  and	
  the	
  patient	
  
consented	
  to	
  the	
  procedure.	
  
	
  
DESCRIPTION	
  OF	
  THE	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
  patient	
  and	
  correct	
  procedure.	
  IV	
  sedation	
  was	
  established	
  and	
  found	
  to	
  be	
  adequate.	
  
The	
  patient	
  was	
  then	
  positioned	
  on	
  the	
  operating	
  table	
  in	
  the	
  dorsal	
   lithotomy	
  position	
  with	
  
the	
   legs	
   supported	
  using	
   stirrups.	
  All	
   pressure	
  points	
  were	
  padded	
  and	
  a	
  Bair	
   hugger/warm	
  
blanket	
   was	
   placed	
   to	
   maintain	
   control	
   of	
   core	
   body	
   temperature.	
   The	
   patient	
   was	
   then	
  
prepped	
   and	
   draped	
   in	
   the	
   usual	
   sterile	
   fashion.	
   A	
   bimanual	
   exam	
  was	
   performed	
   and	
   the	
  
uterus	
   was	
   found	
   to	
   be	
   small/X	
   cm	
   size,	
   anteverted/midline/retroverted,	
   and	
  
mobile/immobile.	
  The	
  adnexa	
  were	
  palpated	
  bilaterally	
  and	
   there	
  were	
  no	
  palpable	
  adnexal	
  
masses	
   (if	
   mass	
   is	
   palpable	
   describe	
   approximate	
   size	
   and	
   mobility	
   of	
   mass).	
   A	
   straight	
  
catheter	
  was	
  used	
  to	
  empty	
  the	
  bladder	
  and	
  X	
  mL	
  of	
  clear	
  yellow	
  urine	
  was	
  obtained.	
  
	
  
OPERATIVE	
  TECHNIQUE:	
  A	
  bivalve/lateral/weighted	
  speculum	
  was	
  inserted	
  into	
  the	
  vagina	
  and	
  
the	
  cervix	
  was	
  visualized.	
   (Local	
  anesthesia	
  with	
  x%	
  lidocaine/marcaine	
  was	
   injected	
  X	
  mL	
  at	
  
the	
  x	
  o’clock	
  positions.)	
  Lugol’s	
   iodine	
  was	
  applied	
  to	
  the	
  cervix	
  and	
  non-­‐staining	
  areas	
  were	
  
noted	
   at	
   (location).	
   X	
   mL	
   of	
   vasopressin/phenylephine/epinephrine	
   (concentration)	
   was	
  
injected	
   in	
   the	
   cervix	
   at	
   (locations)	
   in	
   order	
   to	
   induce	
   vasoconstriction	
   and	
   improved	
  

CPT	
  CODING	
  
57520	
  Conization	
  of	
  cervix,	
  with	
  or	
  without	
  fulguration,	
  with	
  or	
  without	
  
dilation	
  and	
  curettage,	
  with	
  or	
  without	
  repair;	
  cold	
  knife	
  or	
  laser	
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MARSUPIALIZATION	
  OF	
  BARTHOLIN	
  CYST	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  	
  
ASSISTANT:	
  	
  
PREOPERATIVE	
  DIAGNOSIS:	
  Left/Right	
  Bartholin’s	
  gland	
  cyst	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Left/Right	
  Bartholin’s	
  gland	
  cyst	
  
PROCEDURE	
  PERFORMED:	
  Marsupialization	
  of	
  Bartholin’s	
  gland	
  cyst	
  

ANESTHESIA:	
  IV	
  sedation/GETA	
  
INTRAVENOUS	
  FLUIDS:	
  	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  	
  
URINE	
  OUTPUT:	
  	
  
FINDINGS:	
   Appearance	
   of	
   external	
   genitalia,	
   appearance	
   of	
   vagina,	
   location	
   and	
   size	
   of	
  
bartholin	
  cyst	
  
SPECIMEN:	
  Cyst	
  wall	
  from	
  the	
  Bartholin’s	
  gland	
  cyst	
  
COMPLICATIONS:	
  	
  
DISPOSITION:	
  	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
   Ms.	
   ____________	
   is	
   a	
   (age)	
   year	
   old	
   GxPxxxx	
   with	
   a	
   history	
   of	
   a	
   left/right	
  
bartholin’s	
  gland	
  cyst	
  previously	
  treated	
  with	
  placement	
  of	
  a	
  Word	
  catheter	
  with	
  subsequent	
  
recurrence	
  of	
  the	
  cyst.	
  	
  
SURGICAL	
  RISKS:	
  The	
  patient	
  was	
  informed	
  of	
  the	
  risks	
  and	
  benefits	
  of	
  marsupialization	
  of	
  a	
  
Bartholin	
  cyst.	
  Risks	
  included	
  but	
  were	
  not	
  limited	
  to	
  bleeding,	
  infection,	
  injury	
  to	
  the	
  vulva,	
  
vagina,	
   or	
   surrounding	
   tissues	
   and/or	
   recurrence	
   of	
   the	
   cyst.	
   The	
   patient	
   expressed	
  
understanding	
  of	
  the	
  risks	
   involved,	
  all	
  questions	
  were	
  answered,	
  and	
  the	
  patient	
  consented	
  
to	
  the	
  procedure.	
  
	
  
DESCRIPTION	
  OF	
  THE	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
  patient	
  and	
  correct	
  procedure.	
  IV	
  sedation	
  was	
  established	
  and	
  found	
  to	
  be	
  adequate.	
  
The	
  patient	
  was	
  then	
  positioned	
  on	
  the	
  operating	
  table	
  in	
  the	
  dorsal	
   lithotomy	
  position	
  with	
  
the	
   legs	
   supported	
  using	
   stirrups.	
  All	
   pressure	
  points	
  were	
  padded	
  and	
  a	
  Bair	
   hugger/warm	
  
blankets	
  was/were	
  placed	
  to	
  maintain	
  control	
  of	
  core	
  body	
  temperature.	
  The	
  patient	
  was	
  then	
  
prepped	
   and	
   draped	
   in	
   the	
   usual	
   sterile	
   fashion.	
   A	
   bimanual	
   exam	
  was	
   performed	
   and	
   the	
  
uterus	
   was	
   found	
   to	
   be	
   small/X	
   cm	
   size,	
   anteverted/midline/retroverted,	
   and	
  
mobile/immobile.	
  The	
  adnexa	
  were	
  palpated	
  bilaterally	
  and	
   there	
  were	
  no	
  palpable	
  adnexal	
  
masses	
   (if	
  mass	
   is	
  palpable	
  describe	
  approximate	
  size	
  and	
  mobility	
  of	
  mass).	
  The	
   labia	
  were	
  
palpated	
   bilaterally	
   (describe	
   location	
   and	
   size	
   of	
   Bartholin	
   cyst,	
   describe	
   any	
   erythema	
   or	
  
induration).	
  	
  
	
  
OPERATIVE	
  TECHNIQUE:	
  A	
  X	
  cm	
  vertical	
   incision	
  was	
  made	
  at	
   the	
   junction	
  between	
  the	
  skin	
  
and	
   the	
   mucosa	
   and	
   the	
   cyst	
   was	
   partially	
   dissected	
   off	
   the	
   mucosa.	
   A	
   crescent-­‐shaped	
  
portion	
   of	
   the	
   cyst	
  wall	
  was	
   then	
   excised	
   and	
   sent	
   to	
   pathology.	
   On	
   opening,	
   the	
   cyst	
  was	
  
noted	
   to	
   contain	
  mucinous,	
   nonpurulent,	
   non-­‐malodorous	
  material.	
   The	
   cyst	
  wall	
   was	
   then	
  
sutured	
  to	
  the	
  surrounding	
  mucosa	
  using	
  2-­‐0-­‐polygalactin	
  synthetic	
  absorbable	
  suture	
  (Vicryl)	
  

CPT	
  CODING	
  
56440	
  Marsupialization	
  of	
  Bartholin's	
  gland	
  cyst	
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PERINEORRHAPHY	
  
	
  
DATE	
  OF	
  SURGERY:	
  
SURGEON:	
  
ASSISTANT:	
  
PREOPERATIVE	
  DIAGNOSIS:	
  Dyspareunia	
  secondary	
  to	
  scar	
  formation	
  (from	
  lichen	
  sclerosus/	
  
chemical	
  burn/laser/electrosurgery/trauma/etc.)/excessively	
  tight	
  episiotomy	
  repair/	
  
atrophy/etc.	
  
POSTOPERATIVE	
  DIAGNOSIS:	
  Same	
  
PROCEDURE	
  PERFORMED:	
  Perineorrhaphy	
  

	
  
ANESTHESIA:	
  IV	
  sedation/GETA	
  
INTRAVENOUS	
  FLUIDS:	
  
ESTIMATED	
  BLOOD	
  LOSS:	
  
URINE	
  OUTPUT:	
  
FINDINGS:	
   Appearance	
   of	
   external	
   genitalia,	
   appearance	
   of	
   vagina,	
   appearance	
   of	
   cervix,	
  
uterus	
  size,	
  anteverted/mid	
  position/retroverted,	
  mobile/fixed,	
  adnexal	
  masses	
  
SPECIMEN:	
  Perineal	
  tissue	
  
COMPLICATIONS:	
  
DISPOSITION:	
  
	
  
INDICATIONS	
  FOR	
  THE	
  PROCEDURE	
  
HISTORY:	
   Ms.	
   _________	
   is	
   a	
   (age)	
   year	
   old	
   GxPxxxx	
   with	
   dyspareunia	
   secondary	
   to	
  
___________.	
   (Describe	
  any	
   initial	
  medical	
  management	
   that	
  was	
  attempted	
  such	
  as	
   topical	
  
estrogen	
  for	
  atrophy	
  and	
  describe	
  the	
  patient’s	
  response.)	
  
SURGICAL	
  RISKS:	
  The	
  patient	
  was	
  informed	
  of	
  the	
  risks	
  and	
  benefits	
  of	
  the	
  perineorrhaphy.	
  
Risks	
   included	
   but	
  were	
   not	
   limited	
   to	
   bleeding,	
   infection,	
   injury	
   to	
   the	
   vulva,	
   vagina,	
   or	
  
rectum.	
  The	
  patient	
  was	
  counseled	
  that	
  perineorrhaphy	
  may	
  not	
  fully	
  relieve	
  dyspareunia.	
  
The	
  patient	
  expressed	
  understanding	
  of	
  the	
  risks	
   involved,	
  all	
  questions	
  were	
  answered,	
  and	
  
the	
  patient	
  consented	
  to	
  the	
  procedure.	
  
	
  
DESCRIPTION	
  OF	
  THE	
  PROCEDURE	
  
The	
   patient	
  was	
   taken	
   to	
   the	
   operating	
   room	
  where	
   a	
   time	
  out	
  was	
   performed	
   to	
   confirm	
  
correct	
   patient	
   and	
   correct	
   procedure.	
   The	
   patient	
   was	
   given	
   preoperative	
   prophylactic	
  
intravenous	
  antibiotics.	
  General	
  anesthesia/IV	
  sedation	
  was	
  established.	
  The	
  patient	
  was	
  then	
  
positioned	
   on	
   the	
   operating	
   table	
   in	
   the	
   dorsal	
   lithotomy	
   position	
   with	
   the	
   legs	
   supported	
  
using	
  stirrups.	
  All	
  pressure	
  points	
  were	
  padded	
  and	
  a	
  Bair	
  hugger/warm	
  blanket	
  was	
  placed	
  to	
  
maintain	
  control	
  of	
  core	
  body	
  temperature.	
  The	
  patient	
  was	
  then	
  prepped	
  and	
  draped	
  in	
  the	
  
usual	
   sterile	
   fashion.	
   (Describe	
   any	
   scarring	
   of	
   the	
   perineum	
   or	
   narrowing	
   of	
   the	
   introitus	
  
noted	
  on	
  inspection.)	
  A	
  bimanual	
  exam	
  was	
  performed	
  and	
  it	
  was	
  noted	
  that	
  one/two	
  fingers	
  
could	
   be	
   inserted	
   easily	
   into	
   the	
   vagina.	
   The	
   uterus	
   was	
   found	
   to	
   be	
   small/X	
   cm	
   size,	
  
anteverted/midline/retroverted,	
  and	
  mobile/immobile.	
  The	
  adnexa	
  were	
  palpated	
  bilaterally	
  
and	
  there	
  were	
  no	
  palpable	
  adnexal	
  masses	
  (if	
  mass	
  is	
  palpable	
  describe	
  approximate	
  size	
  and	
  
mobility	
  of	
  mass).	
  A	
  straight	
  catheter	
  was	
  used	
  to	
  empty	
  the	
  bladder	
  and	
  X	
  mL	
  of	
  clear	
  yellow	
  
urine	
  was	
  obtained.	
  

CPT	
  CODING	
  
57210	
  Colpoperineorrhaphy,	
  suture	
  of	
  injury	
  of	
  vagina	
  and/or	
  perineum	
  
(nonobstetrical)	
  
56810	
  Perineoplasty,	
  repair	
  of	
  perineum,	
  nonobstetrical	
  (separate	
  procedure)	
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ABBREVIATIONS	
  
	
  
APGAR	
  –	
  The	
  APGAR	
  is	
  a	
  scoring	
  system	
  used	
  to	
  assess	
  newborn	
  wellbeing	
  immediately	
  
following	
  delivery.	
  The	
  scoring	
  system	
  was	
  developed	
  by	
  Dr.	
  Virginia	
  Apgar,	
  and	
  is	
  a	
  ten	
  point	
  
scoring	
  system	
  based	
  on	
  five	
  criteria	
  (Appearance,	
  Pulse,	
  Grimace,	
  Activity,	
  Respirations).	
  The	
  
APGAR	
  score	
  is	
  typically	
  assessed	
  at	
  one	
  and	
  five	
  minutes	
  with	
  continued	
  assessment	
  every	
  
five	
  minutes	
  if	
  the	
  five	
  minute	
  score	
  is	
  less	
  than	
  7.	
  
	
  
CIN	
  –	
  Cervical	
  Intraepithelial	
  Neoplasia	
  
	
  
Cysto	
  –	
  Cystoscopy	
  
	
  
D&C	
  –	
  Dilation	
  and	
  Curettage	
  
	
  
EBL	
  –	
  Estimated	
  Blood	
  Loss	
  
	
  
Fetal	
  Positions:	
  
LOA/LOP/OP/ROA/ROP/OA/LOT/ROT	
  –	
  Terms	
  used	
  to	
  refer	
  to	
  the	
  position	
  of	
  the	
  fetal	
  vertex	
  
relative	
  to	
  the	
  maternal	
  pelvis:	
  

LOA	
  –	
  Left	
  Occiput	
  Anterior	
  
LOP	
  –	
  Left	
  Occiput	
  Posterior	
  
OP	
  –	
  Occiput	
  Posterior	
  
ROA	
  –	
  Right	
  Occiput	
  Anterior	
  
ROP	
  –	
  Right	
  Occiput	
  Posterior	
  
OA	
  –	
  Occiput	
  Anterior	
  
LOT	
  –	
  Left	
  Occiput	
  Transverse	
  
ROT	
  –	
  Right	
  Occiput	
  Transverse	
  

	
  
GxPxxxx	
  –	
  Gravida/Para	
  

Gravida	
  –	
  Number	
  of	
  pregnancies	
  a	
  woman	
  has	
  had	
  including	
  the	
  current	
  
pregnancy	
  if	
  the	
  woman	
  is	
  pregnant	
  
Para	
  –	
  The	
  outcome	
  of	
  a	
  woman’s	
  pregnancy	
  is	
  classified	
  in	
  four	
  categories	
  

1. Number	
  of	
  term	
  deliveries	
  (≥	
  37	
  weeks	
  gestational	
  age)	
  
2. Number	
  of	
  preterm	
  deliveries	
  (20	
  weeks	
  gestational	
  age	
  to	
  36	
  

6/7	
  weeks	
  gestational	
  age)	
  
3. Number	
  of	
  terminations	
  and	
  miscarriages	
  (<	
  20	
  weeks	
  

gestational	
  age)	
  
4. Number	
  of	
  living	
  children	
  

	
  
GETA	
  –	
  General	
  Endotracheal	
  Anesthesia	
  
	
  
HTA/HTEA	
  –	
  Hydrothermal	
  Endometrial	
  Ablation	
  
	
  
IM	
  –	
  Intramuscular	
  
	
  
IUFD	
  –	
  Intrauterine	
  Fetal	
  Demise	
  
	
  
IUP	
  –	
  Intrauterine	
  Pregnancy	
  
	
  
IV	
  –	
  Intravenous	
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LEEP	
  –	
  Loop	
  Electrosurgical	
  Excision	
  Procedure	
  
	
  
OCP	
  –	
  Oral	
  Contraceptive	
  Pills	
  
	
  
PDS	
  –	
  Polydioxanone	
  Suture	
  
	
  
PPROM	
  –	
  Premature	
  Preterm	
  Rupture	
  of	
  Membranes	
  
	
  
PROM	
  –	
  Premature	
  Rupture	
  of	
  Membranes	
  
	
  
TOT	
  –	
  Transobturator	
  Taping	
  
	
  
TVT	
  –	
  Tension-­‐free	
  Vaginal	
  Taping	
  
	
  
TVT	
  Secure	
  –	
  Transvaginal	
  Taping	
  Secure	
  
	
  
US	
  –	
  Ultrasound	
  

TVUS	
  –	
  Transvaginal	
  Ultrasound	
  
TAUS	
  –	
  Transabdominal	
  Ultrasound	
  

	
  
VTP/VIP	
  –	
  Voluntary	
  Termination	
  of	
  Pregnancy/Voluntary	
  Interruption	
  of	
  Pregnancy	
  


