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SAMPLE DICTATION

Precise operative reporting Is
Important to patient care, accuracy
In billing, and trainee education

Operative reports are primarily a
method of conveying information,
but are prone to Inaccurate
transcription, incomplete
Information, and delayed
completion

These factors hamper the quality of
the medical record, billing, and
teaching

Prior studies have demonstrated
that dictation templates decrease
rates of Inaccuracies, insufficient
documentation, and delayed
completion of reports

STUDY OBJECTIVE

* Determine common surgical

procedures in Urogynecology

* |dentify universal template and

dictation phrases to improve
understanding and readability

« Compile “Dictation Manual” for

Urogynecology Division

* Distribute information to division and

residents for use In dot-phrases

8. Retropubic Midurethral Sling

DATE OF PROCEDURE: _

PREOPERATIVE DIAGNOSIS:
1.  urmnary incontmence

POSTOPERATIVE DIAGNOSIS:
1.  urmnary incontmence

PROCEDURE PERFORMED:
1. Exam under anesthesia
2. Retropubic midurethral slmg placement

3. Cystoscopy

ATTENDING SURGEON:

ASSISTANTS:

OPERATIVE FINDINGS:
360-degree survey of the bladder was performed revezling no trocar 1n the bladder, mesh or injunes.

ANESTHESIA:

ESTIMATED BLOOD LOSS:
mL

URINE OUTPUT:
_mL

INTRAVENOQUS FLUIDS:
mL

TIMEOUT:

Timeout procedure was performed zt the beginning of the operation, debnefed at the end of the operation and

all present were In agresment.

COUNTS:
Sponge and needle counts were accurate

SPECIMENS:
None

IMPLANTS:
Boston Scientific Advantage Fit  Caldera Desara Blue Lot #

METHODS

12 month review of all
Urogynecologic surgeries
completed

23 common procedures identified

Standardized blank template
created

Detailed dictation of each
procedure completed

Attending affirmation included to
avoid deficiencies in billing

An index of procedural add-ons
created to add additional procedures
as needed

Dictation manual distributed to entire
division and on-service resident
physicians

MEDICATIONS:
Ancef,

COMPLICATIONS:
None

DRAINS/PACKING:
Foley catheter to gravity

INDICATIONS FOR PROCEDURE:

Patient 1z 2 _ year-old with urimary mcontinence who has failed conservative management. Decision was
made to procesd with mesh midurethral sling. Specific nsks of mesh were discussed and meluded that the mesh
15 permanent, difficult to remove 1f needed and may cause pam, erode mto the vagina or swrrounding structures
or cause recurrent UTIs. After our discussion, the patient agreed to proceed with surgery.

PROCEDURE IN DETAIL:

The patient was taken to the operating room and generzl anesthesia was mduced without difficulty. She was
prepped and draped in the usual sterile fashion i high dorsal lithotomy position in the Allen stirmups. Care was
taken to ensure she was appropnately positioned and that her jomts were not hyperflexed or overextended.
Penoperative antibiotics were given and pneumatic compression boots were placed and activated. A surgical
time—out was performed with the entire operative staff per protocol.

A Foley catheter was inserted and the bladder was drained. With the aszistance of the Foley bulb, the
urethrovesical junction was 1dentified. Allis clamps were placed to frame the mid wrethra. A dilute solution of
vasopressin was injected between the 2 Allis clamps and along the vagmal formces with a total of  ml nsed.
A scalpel was used to mcize between these 1 Alliz clamps. Metzenbaum scissors were then uzed to create
tunnels separating the overlying vaginal epithelium from the underlying vesicovaginal septum. Tracing towards
the retropubic space on both sides, takang care to not viclate the eprthelium. The exit sites for the trocars were
marked suprapubically 2 cm lateral to the midline bilaterally behind the pubic bone. 10 mL of local anesthesia
was then injected on each side. The bladder was confirmed to be drammed. Starting on the patient’s right side, the
trocar was placed through the vaginal incision, aimmg toward the ipsilateral shoulder, passed behind the pubic
bone through the retropubic space and exited out the previously marked suprapubic incision. Then the left sided
trocar was placed through the vaginal tunnel, passing behind the pubic bone amming toward the ipsilateral
shoulder.

The Foley catheter was removed and a 70 degree cystoscope was mserted. A careful 360-degree survey of the
bladder was performed after distention, revealng no trocar in the bladder, mesh or injuries. Normal appeanng
bladder mucosa, urethra was noted and no trabeculations, cellules, diverticula, stones or masses wers
appreciated. There was bilateral ureteral efflux. The cystoscope was removed, carefully checking the ursthra
The Foley catheter was reinserted and the bladder was drammed. A Heaney clamp was placed behind the mesh
and the mesh was positioned, taking care to ensure that 1t was lying flat at the mid ursthra in a tension-free
fashion and removing the plastic sheaths. At this point the mesh sling was tnmmed below the suprapubic
mcizions. These were closed with 4-0 Monocryl. The vaginal incizion and meszh were mspected and noted fo
have good hemostazis. The vaginal meision was then reapproximated with 2-0 Vieryl in a contimuous fashion.
Excellent hemostasis was assured.

The patient retumed to the dorzal supine position and awakened from zeneral anesthesia. She tolerated the
procedure well and was taken to the PACU in stable condition. Sponge, lap and needle counts were correct x2
and wanding was negative. The attending physician, Dr. | was present and scrubbed for the entire procedurs.
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Errors in transcription and
iIncomplete dictations commonly
affect operative reports at UNM

Standard, structured dictation
templates can improve accuracy
In reporting, billing and conveying
knowledge to trainees

Templates are easily copied Into
PowerChart and can be
customized to a surgeon’s usual
practice

The Urogynecology dictation
manual Is now available for use

CONCLUSION

Standardization of universal
components of operative reports
may Improve:

Compliance with billing

Accuracy of reporting

Provider efficiency

Time to completion of dictated

reports

Trainee learning experience
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