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As an OB hospitalist and Medical Director of our program for the past seven
years, I’ve had many opportunities to talk with people about the hospitalist
model in Ob/Gyn. Almost without fail, the initial response by anyone first
learning about our practice model is skepticism that an OB hospitalist model
would ever be acceptable to patients. A commonly held belief is that it won’t
“fly” if patients are delivered by a physician they’ve never met. Given the
frequency with which I have heard this, I’m guessing many of you can relate.
While we definitely need more studies on patient preferences, I’m happy to say
that in our own experience patient satisfaction can be high in this model. I’d like
to share what I think are some keys to our success.
I practice in a community-based, suburban hospital where the total delivery
volume is approximately 1500 per year. The Ob/Gyn department consists of
private practice groups, solo private physicians, and the hospital employed Ob/
Gyn practice of which I am part. Our employed Ob/Gyn practice utilizes the
hospitalist model. Our 5 hospitalists, with occasional help from moonlighters,
provide 24/7 coverage of the hospital. The 5 physicians who make up the outpatient arm of our practice provide all the office-based Ob/Gyn care and cover
Gyn call. The hospitalists deliver all patients in our practice, currently averaging
about 20 deliveries per month and rapidly rising. The hospitalists also deliver
patients for a few other practices (a federally funded community health center,
a Family Medicine residency clinic, an MFM practice, and all the unassigned
OB patients who present to our hospital), bringing our total delivery volume
to 35-40 per month, about 1/3 of the deliveries in our department. The private
practices in our Ob/Gyn department all have a traditional coverage scheme.
While surveys such as HCAPS and Press Ganey may not be perfect tools, they do
provide information about patient satisfaction and an opportunity to compare
the experiences of patients cared for in different coverage models. I’m proud
to report that likelihood to recommend scores by patients delivered by our OB
hospitalist group are generally as good if not better than those reported by
patients delivered by the traditional Ob/Gyn practices. Current year to date
HCAPS Likelihood to Recommend scores for patients of the hospitalist group
= 90.0 (N=30) compared to patients of non-hospitalist groups = 86.7 (N=167).
Obviously many factors influence these scores, not the least of which are the
personalities of physicians, but there are other keys to our success. Here are
some of our strategies:
First, patients have a clear understanding of the model and the roles of the
various doctors in it from the outset. All of our patients are given this information
at the first prenatal visit, both verbally and in written form. Office physicians
discuss the benefits of the model and also provide written information about
the hospitalists, including their names and pictures. Second, we hold a monthly
care conference with all of our referring practices to discuss patients with high
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risk medical or social issues and prepare for their deliveries. The hospitalists
personally review these charts and run this important conference. This
infrastructure is invaluable to the physicians, but also pays dividends in patient
satisfaction scores, as it demonstrates our commitment to collaborative, teambased care. Finally, our practice offers a quarterly evening program called “Meet
the Hospitalists.” This 90 minute program is facilitated by the employed OB
hospitalists who introduce themselves personally, review again their roles and
responsibilities, and discuss topics related to labor and delivery. This program
provides an opportunity for hospitalists to meet face-to-face with patients and
address their questions or concerns and again highlights our group’s interconnectedness for our patients. The patients are often surprised by how much
the hospitalists already know about them from the chart reviews and care
conference. Finally, we work constantly to maintain our integration through
thoughtful and frequent ad hoc communication within the group. Our outpatient
providers make every effort to visit patients in the hospital. Our hospitalists alert
the office to triage visits, new issues, and deliveries in real time with our shared
EMR.
I’m aware of one study on this issue which was published in March 2013. Srinivas,
et al, assessed patient satisfaction after implementation of a laborist model
using a postpartum survey and found that patient satisfaction was not adversely
affected. (Srinivas SK, Jesus AO, Turzo E., Marchiano DA, Sehdev HM., Ludmir
J. Patient satisfaction with the laborist model of care in a large urban hospital.
Patient Prefer Adherence 2013 Mar 7:217-222).
Certainly we need more data to better understand patient preferences
with modern obstetrics delivery models. But until then, I’m proud to share
our program’s success story and the results of the study by Srinivas with
the skeptics. I hope your program is having similar success. I’d love to hear
about your strategies and experiences. Please email me at SOGHPresident@
societyofobgynhospitalists.org.

Sincerely,
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SOGH President
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IN THE NEWS
SOGH ANNUAL CLINICAL MEETING 2018

The Hilton Cleveland Downtown & Global Center | Cleveland, Ohio
September 27-30, 2018
Vanessa Torbenson, MD

REGISTRATION IS NOW OPEN!
Cleveland is finally sunny and gorgeous on the shores of Lake Erie. Join us
for the 2018 SOGH Annual Clinical Meeting, which is just four months away!
We are happy to announce our keynote speaker, ACOG’s President, Dr. Lisa
Hollier. Dr. Hollier will speak on an issue close to her heart - preventing
maternal mortality. Take advantage of this excellent opportunity to hear and
engage a leader in women’s health on this crucial topic.

Kim Puterbaugh, MD

This year’s ACM will highlight the role of Ob/Gyn Hospitalists in championing
patient safety in the hospital setting. We will be discussing the process of
streamlining practices to prevent human error, ways translate your quality
improvement projects into research, and how to care for ourselves in the
process. We will also have many hands-on courses to continue to improve
our practice, such as ultrasound and laparoscopy for the OB Hospitalist.
As always, our conference will provide plenty of opportunity to network with
other Ob/Gyn Hospitalists through lunches, cocktail receptions and a
networking dinner. We are also excited about the launch of a brand new
event, Sim Wars. We can’t wait to see you there.
Kim Puterbaugh, MD
Vanessa Torbenson, MD
Co-Chairs, SOGH ACM 2018
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IN THE NEWS
FACING THE MATERNAL MORTALITY CRISIS IN THE US
With the help of ProPublica’s Lost Mothers series, maternal mortality rates in the
US, and in particular the rates for women of color, have gained national attention
recently. Recent publications in the New York Times and Houston Chronicle also
serve as reminders of our industry’s pitfalls and opportunities for improvement in
our delivery of care for our obstetric patients.
The maternal mortality rate in Texas in 2012 was recalculated from 38.4 deaths
per 100,000 live births to 14.6 deaths. Definitely, an improvement, but not good
enough says Rakhi Dimino, MD, a practicing OB Hospitalist and Medical Director
of Operations for Ob Hospitalists Group (OBHG). Dr Dimino enumerates three
very important steps to help combat this epidemic. This includes ensuring that all
hospitals adopt a culture of fetal and maternal safety on labor and delivery units.
This can be done by using safety protocols, like those developed by the Alliance
for Innovation on Maternal Health and by considering the use of Ob Hospitalist
programs. Physicians must also engage in honest and candid self-reflection that
reveals any unconscious bias that drive clinical decision making. By prioritizing
these factors, lawmakers and health care professionals can truly expect to
influence the healthcare problem of maternal mortality in Texas and all over the
US.
The New York Times has recently published an article, similarly highlighting the
maternal mortality crises in the US and in particular, the grim statistics as it
relates to the African American gravida. You can read more on that story here.
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IN THE NEWS
PHYSICIAN AND FATIGUE

Partnering with Ob/Gyn Hospitalists Decrease Burnout and Malpractice
claims among Obstetricians
How do you see your role as an Ob/Gyn hospitalists? Are we there as an added
measure for patient safety? Is it to ease the burden on the overloaded, and
near burnt-out obstetrician? Perhaps, our role is to elevate the standard of care
in our academic and community hospitals. Most Ob/Gyn hospitalists would
respond with a resounding yes, yes and yes. Our presence serves to address all
these issues in varying degrees of importance.
Truthfully, these topics are fluid and inter-related. An impact on one seamlessly
feeds into the prevention of another. ACOG recently published a Committee
Opinion on the role of physician fatigue and its impact on patient safety. In
addition, according to an article by Healthcare Finance, both physician burnout
and medical malpractice claims are reduced by the presence of an Ob/Gyn
hospitalists. According to this article, Ob/Gyn hospitalists allows for constant
supervision of obstetrical patients, thus decreasing adverse events and
subsequently increasing patient satisfaction. Private physicians also experience
less burnout by knowing that, even in their absence, their patients are being
managed by qualified and competent physicians. If your hospital has benefited
from the implementation of a hospitalist program, feel free to send us an email
at newsletter@societyofobgynhospitalists.org.

SPECIAL INTEREST GROUP AT ACOG ANNUAL CLINICAL
MEETING, 2018
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Congratulations to Drs. Jen Butler, Ngozi Wexler, Cate Stika, and Brigid McCue,
who gave excellent presentations at ACOG’s ACM, 2018. Dr. Butler discussed
“The Educational Future of our Subspecialty: Fellowships & Core
Competencies”, Dr. Wexler the “Nuts and Bolts of Starting and Implementing a
Successful Hospitalist Program in a Community Hospital Setting” and Dr. Stika
who discussed the importance of establishing protocols in the management of
the pregnant patient and the initial management of patients presenting with
mild-moderate trauma and shortness of breath in pregnancy. Dr. Brigid McCue
also discussed the Obstetrical Emergency Department: Improved Safety, Patient
Satisfaction and Reimbursement.
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IN THE NEWS
OB HOSPITALISTS APPEAR ON ACOG TV AT THE ACOG ACM
SOGH Board Member and OBHG Medical Director, Dr. Jane van Dis, presented
important and fascinating data on the role of gender equity in the physician
workplace and its relation to burnout. You can watch her ACOG TV interview
here.
Medical Director for OBHG, Dr. Charles Jaynes discussed warning signs of the
“second victim” when adverse events occur on Labor & Delivery and how the
CARE program helps physicians cope through such events. You can watch his
ACOG TV interview here.

*The publication of third party articles should in no way be construed as an
endorsement of their content by SOGH.
Spot news relevant to our field? Pass it on.
Email us at: newsletter@societyofobgynhospitalists.org
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CODE THIS! CASE OF THE MONTH

CODING GUIDELINES IN THE OUTPATIENT/OBED SETTING FOR OB
HOSPITALISTS: THE IMPORTANCE OF DIAGNOSES SEQUENCING
by Lori-Lynne A. Webb, CPC and Renee Allen, MD, MHSc., FACOG
Lori-Lynne A. Webb
CPC, CCS-P, CCP,
CHDA, COBGC

Renee Allen, MD
MHSc., FACOG

► CC: IUP at 14 weeks with heavy vaginal bleeding for two days. Patient
reports taking herbs black cohosh, dong quai, and high doses of ASA to “force
miscarriage.”
► HPI: The patient is a 32yo G5P3013 at an estimated 14 weeks gestation with
history of irregular menses and unknown date of last menstrual period. The
patient reports taking a home pregnancy test 4 weeks ago which was positive.
She has not yet established prenatal care as this is an undesired pregnancy. The
patient presents to the ED with complaints of heavy vaginal bleeding over the
last two days after she attempted self abortion of her pregnancy. She took an
overdose of aspirin. The patient’s vaginal bleeding began 2 days ago where
she experienced episodic vaginal hemorrhage with passage of many large
blood clots. Today, the patient’s vaginal bleeding increased. She began to feel
weak, cold and clammy, so she decided to come to the hospital for evaluation.
The patient denies any attempts at mechanical vaginal instrumentation. She
only admits to overdosing on ASA and herbs. The patient denies any other
complaints. Beside ultrasound demonstrates no intrauterine gestational sac. A
thickened hyperechoic endometrium with mobile debris extending toward the
endocervical canal, suspicious for blood products and abortion in progress in the
setting of positive pregnancy test.
► ASSESSMENT:
1. Incomplete abortion
2. Uterine hemorrhage
3. Anemia due to acute blood loss
► PLAN:
Proceed with dilation and curettage
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As the OB hospitalist, how would your services be coded?
ANSWER:
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CODE THIS! CASE OF THE MONTH continued
ICD 10 Diagnosis Coding considerations include:
ICD10-CM
1. O07.1 Delayed or excessive hemorrhage following failed
attempted termination of pregnancy
2. O04.8 Vaginal Hemorrhage
3. O20.0 Incomplete Induced Abortion
4. T39.012A Poisoning from ASA
5. F55.1 Abuse of Herbal/Folk Remedies
6. D62 Acute blood loss anemia
7. Z31.14 14 weeks gestation of pregnancy
Evaluation and Management Codes (E&M)
99214 – 25 Outpatient or 99284 – 25 OBED
CPT Codes
76815-26 Quick Peek interpretation only Bedside U/S in the ED
59812 Dilation and Curettage (Sharp or Suction) Surgical Procedure for
Incomplete AB any trimester.
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The role of the OB hospitalist in patient billing and coding varies across practices.
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CODING BRIEF:
In some practices, the physician is responsible for documentation and submission
of billing. In other practices, the physicians merely provides a census report of
patients seen on their shift, along with basic patient information. The biller then
reviews the chart and submits the bill for each encounter. Irrespective of our
billing model, it is important to have knowledge of the billing process so the
work we do can be appropriately compensated.
Outpatient or observation encounters (i.e L&D triage, OBED etc) are billed
differently than inpatient encounters. Not only is reimbursement based on the
diagnoses and procedures performed, but also on the sequence or ranking of
the multiple diagnoses that are submitted. However, for both inpatient and
outpatient encounters, our clinical documentation must support our billing.
Billing for outpatient encounters have the same degree of scrutiny as they do for
inpatient encounters. The usage of templates and macros within the electronic
medical record software can be very helpful to substantiate the medical necessity
for the patient’s diagnosis, condition, and even for the documentation of time
spent in counseling and coordination of care during the encounter. These
quick-templates can help give the physician the opportunity to document more
thoroughly and completely, which, may in turn, result in quicker coding and
turnaround of claims for reimbursement from insurance payers.
In the outpatient encounters, diagnoses may be based on patient’s primary
presenting signs and symptom, such as abdominal pain, vomiting, or in this case,
vaginal hemorrhage. Most of the signs and symptom codes that are pregnancyrelated are referred to as “O” codes (as in the letter “O”). These “O” codes
take precedence over any other signs/symptoms codes and should be ranked
first. Additional signs and symptoms code should be reported secondary to the
primary “O” code(s).

INSIDE THIS EDITION
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In contrast, in an inpatient setting, the patient’s diagnosis codes are usually based
on an established diagnosis, rather than symptomatology. So, for instance, a
diagnosis of abdominal pain in an outpatient encounter, may become a diagnosis
of pyelonephritis in an inpatient encounter. Multiple OBED/triage visits may be
required before a diagnosis can be established. ICD-10cm guidelines allow us to
continue to report signs and symptoms over the course of the OB outpatient/ED
workup.
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CODING BRIEF:
It is also important to ensure that the gestational age code, (the “Z3A” codes) is
always included in your list of diagnoses. Insurers may deny a claim based on the
omission of this gestational age diagnosis. This may be ranked last.
In summary, it is important to provide documentation to support your billing.
Maximize use of your EMR templates to ensure proper documentation. Rank
your billing codes in order of importance to maximize reimbursement. In the
outpatient setting, “O” codes are given priority in ranking. Don’t forget your
gestational age or “Z3A” code, as omission of this may lead to a denial of claim.
Happy billing!

LORI-LYNNE A. WEBB, CPC, CCS-P, CCP, CHDA, COBGC and ICD10 CM/PCS Ambassador/
Trainer is an E&M, and Procedure based Coding, Compliance, Data Charge entry and HIPAA
Privacy specialist. E-mail: webbservices.lori@gmail.com; blog: http://lori-lynnescodingcoachblog.
blogspot.com/.

DR. RENÉE ALLEN served co-author of this column. She is the SOGH Liaison to the ACOG
Committee on Health Economics and Coding and Co-Chair of the Development Committee. She
currently works as an Ob/Gyn Hospitalist with Mednax/Obstetrix at Eastside Medical Center in
Snellville, Georgia.
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email us

coding@societyofobgynhospitalists.org
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SIM CORNER
PREVENTION AND MANAGEMENT OF OPERATING ROOM FIRES | May 2018
by Stacy Norton, MD
Stacy Norton, MD

► CODE RED, LABOR AND DELIVERY, OR 1!
Recently, my unit was preparing for our upcoming Joint Commission Survey.
This preparation is understandably a time of heightened awareness and focus
on all things patient safety related. Items that can be overlooked in daily
operations of labor and delivery are brought out, dusted off, and scrutinized.
The Joint Commission has an interest in prevention of surgical fires. It requires
organizations to manage fire risk, hold fire drills, and assess fire emergency plans
at least annually (1).
Our high-volume delivery unit is diligent in simulating common obstetric
emergencies; however, we had overlooked training and education in the
prevention of surgical fires. Our hospital’s main OR has regular in-service
exercises to address this emergency. We, on the other hand, had not. After
impromptu quizzing of several of our staff, it became apparent this was an issue
we needed to address.
The American Society of Anesthesiologists (ASA) publishes and updates a
practice advisory for the prevention and management of operating room fires
(2) . The Association of Perioperative Nurses (AORN) has a fire safety “toolkit”
for use by its members and others. This kit includes fire risk assessment tools,
a planning guide for simulations, and educational resources (3). Finally, the
National Fire Protection Association (NFPA) sets codes that affect all hospitals
and health care workers to standards of safety (4).
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SIM CORNER continued

With this information, I’d like to focus the third Simulation Corner of 2018 on
prevention and management of operating room fires on the labor unit. Most OR
fires are preventable with good communication and teamwork, appropriate staff
education, and management of procedure risks.
► CAUSES: THE FIRE TRIAD
• Oxidizer- The most common oxidizers in an OR are oxygen and nitrous oxide;
both are typically under the control of the anesthesia providers.
• Fuel- alcohol based prep solutions. This is the most likely fuel source in an
obstetric OR. Typical brands are ChloraPrep or DuraPrep. These are 70-75%
isopropyl alcohol and serve as excellent fuels especially if not allowed to fully
dry for three minutes or pool in a drape or sponges.
• Ignition Source- The electrosurgery unit is the most commonly used ignition
source and is under the control of the surgeon. When the three elements are
combined in a close environment, a small spark can erupt into flames.

► PREVENTATIVE MEASURES:
Preventive measures should always be followed to reduce fire risk.
• If an open oxygen source is used, limit oxygen concentration to <30%.
• Allow prep solutions to dry for at least three minutes or according to package
insert.
• Configure surgical drapes to minimize accumulation of fluid or oxygen under
drapes.
• Protect heat sources - keep active electrode tip in holster and deployment
button away from external sources of pressure.
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SIM CORNER continued
► FIRE MANAGEMENT

At the earliest sign of fire, the procedure should stop. All effort should be made
to extinguish fire and establish patient safety.
• Extinguish small fires by smothering with small towels or sponges, preferably
wet.
• Stop the flow of all airway gasses.
• Remove all drapes and burning material.
• Pour water or saline on any hot spots during first attempt to extinguish fire.
• Remove drapes and inspect for smoldering elements beneath surface.
• Use a CO2 fire extinguisher if fire not immediately extinguished after first
attempt.
• Initiate RACE fire protocol if fire persists despite efforts listed above
o Rescue - remove patient from burning source.
o Alarm - activate the fire alarm system.
o Confine - close the OR doors and turn off medical gas and electric supply
lines.
o Extinguish - use fire extinguisher as you retreat from area.
► SIMULATION
Length: 10-30 minutes depending on end point chosen by user.
Physical Space: Operating Room.
Primary Issue being assessed: Staff knowledge of prevention and management
of intraoperative fire. Keep in mind user may modify drill to assess effective
communication in emergencies, patient flow in a physical space, unit’s
preparedness with necessary tools and materials to meet staff’s needs in an
emergency etc. This drill may also be used as a tool for demonstration of how the
nursing and support staff should handle, in real time, providers who fail to adhere
to hospital protocol.
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SIM CORNER continued

Scenario:
• Mrs. Ima Repeat is a 37 year-old G3P2 at 39 1/7 weeks who had a first baby by
primary cesarean section for breech presentation. Her second was an elective
repeat and is now presenting for her third and final baby and bilateral tubal
ligation. She has had no complications with this pregnancy.
• Her preoperative visit and labs were completed yesterday and it is now 13:15
PM. Her surgery was scheduled for 12:30.
• Vital signs: blood pressure 128/68, pulse 85, temp 98.8, respiratory rate 16.
• Dr. Ina Hurry rushes in and quickly identifies the patient.
• In the OR, Dr. Hurry skips the surgical time out and refuses to wait the 3
minutes for the DuraPrep to dry. Dr. Hurry states there are patients waiting in
the office and there is a patient pushing, almost ready to deliver.
• Scene opens with Dr. Hurry about to make the skin incision with the Bovie
Cautery.
Additional Patient Information:
• Weight: 175 lb.
• PMH: Asthma-under good control
• PSH: Cesarean section times 2
• Allergies: NKDA
• Medications: Albuterol inhaler PRN
• SH: Denies all toxic habits
• FH: All healthy per patient
• Labs
----------• Blood type: A+
• CBC: WBC 10.9 H/H 11.7/33.1 Plts 245
She is typed and screened, no cross matched blood
Participants:
1. Primary Obstetrician
2. Surgical Assist
3. Scrub Tech
4. Circulating Nurse
5. Anesthesiologist
6. Patient’s Partner
7. Simulation observer assessing whether objectives and goals are met.
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SIM CORNER continued

Objectives:
Participants should go through steps of:
1. Recognize and announce fire.
2. Activate fire alarm system.
3. Smother fire.
4. Stop flow of airway gasses and power to electrocautery.
5. Remove drapes.
6. Use fire extinguisher if fire not extinguished by above.
7. Initiate RACE protocol if fire persists.
8. Clear communication amongst staff and between staff and patient and
patient’s partner.
9. Demonstrate team work.
10. Debrief event.
Goals of the simulation include:
1. Participants promptly recognize risk of or occurrence of fire in the OR.
2. Participants take prevention measures to avoid fire.
3. If fire occurs, fire alarm system is activated.
4. Participants stop the flow of all gasses and ignition sources.
5. Smothering of fire occurs.
6. CO2 fire extinguisher is located and deployed.
7. Patient is removed from burning source.
8. Team is assembled, roles assigned and performed with clear communication
and task assignment.
Simulation end options: Simulation drill ends with:
a) Fire risk is noted and fire is avoided.
b) Fire is quickly recognized and extinguished.
c) RACE protocol is used if fire persists.
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SIM CORNER continued
Debrief:
1. What went well?
2. What were some obstacles?
3. What are areas for improvement?

May we all gain an increased awareness of this rare but potentially catastrophic
event. With proper communication, teamwork, appropriate education, and
management of risks, we can continue to change the culture of the facilities in
which we work. As OB Hospitalists we can make a difference in the lives of the
mothers and babies we serve every day!
P.S. You will also be well on you way to being ready for you next Joint
Commission Survey!

REFERENCES AND RESOURCES:
1. The Joint Commission, 2012: Standard EC.02.03.01-03
2. American Society of Anesthesiologists Task Force on Operating Room Fires, Caplan RA, Barker
SJ, et al. Practice advisory for the prevention and management of operating room fires. Anesthesiology 2008; 108:786.
3. Association of Perioperative Registered Nurses (AORN)
4. National Fire Protection Association (NFPA)
NFPA 99 Health Care Facilities Code. 15.13.3.4
NFPA 99.4.1 Risk Categories. NFPA 99 Health Care Facilities Code, 2018 Edition.
STACY NORTON, M.D. F.A.C.O.G. | SOGH Simulation Co-Chair
Dr. Norton is the Team Lead physician at Memorial Herman The Woodlands Medical Center.
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