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dvocates of the liberal use
Aof episiotomy have hypoth-
esized that the procedure has
many benefits, including:
o expediting delivery when warrant-
ed in the second stage
« protecting the maternal perineum
from lacerations
e reducing pelvic relaxation and
incontinence
« protecting the fetal head
o facilitating the performance of op-
erative delivery
o reducing therisk of shoulder dystocia.
Most studies do not provide strong
support for these claims.
Utilization has declined. Over
the past decades, the liberal use of
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Faced with a difficult vaginal
delivery (fetal macrosomia,
forceps delivery), would you
use a median or mediolateral

episiotomy incision? Why?

Tell us—at
robert.barbieri@ghc.com.
Please include your name
and city and state.

Stop performing
median episiotomy!

© Start using a mediolateral incision when
episiotomy is indicated

episiotomy has given way to a pattern
of practice that emphasizes restrict-
ed use.'** In the 1980s, in the United
States, episiotomy incisions were
performed in approximately 40% of
vaginal deliveries® in 2010, the rate
at most obstetric facilities was <10%.
When the episiotomy rate was
40%, a median incision made sense:
A very limited incision was sufficient
to provide extra room for the passage
of an average-sized fetus through an
average-sized birth outlet. With the
rate below 10% today, however, the
likelihood is greater that episiotomy
is being reserved for cases in which a
significant clinical problem exists—
most often, mismatch between the
birth outlet and fetal size—and the
appropriateness of median episioto-
my comes into question. By restrict-
ing episiotomy incisions to the most
complex clinical situations, the risk
is greater that the episiotomy will
be associated with a severe perineal
laceration, such as a laceration of
the anal sphincter (third-degree) or
the rectal mucosa (fourth-degree)—
or both.
A spotlight on severe lacerations.
Over the past decade, practitioners
of obstetrics have refocused atten-
tion on reducing the risk of third- and
fourth-degree perineal lacerations—
severe injuries that are associated
with significant maternal morbidity.
Clinical variables that increase the
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risk of a third- or fourth-degree peri-
neal laceration include:
 nulliparity
« forceps delivery
« median episiotomy
e macrosomia
e persistent occiput posterior position.
Many studies have reported
that a median episiotomy is associ-
ated with a higher rate of third- and
fourth-degree lacerations than either
1) deliveries without an episiotomy
or 2) deliveries with a mediolateral
episiotomy.”® With the modern
practice of reserving episiotomy for
the most complex vaginal deliveries
and renewed attention to reducing
the rate of third- and fourth-degree
lacerations, the time has come for us
to stop using the median episiotomy
and switch to using a mediolateral
episiotomy incision.

using the median
episiotomy

Numerous studies have reported that
the median episiotomy is associated
with an increased risk of laceration of
the anal sphincter (third-degree) and
rectal mucosa (fourth-degree), com-
pared with mediolateral episiotomy.
Randomized study of incisions.
In a clinical trial, 407 nulliparous
women were randomized to median
or mediolateral episiotomy inci-
sion.' The incisions were made at a
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Use a mediolateral incision
for episiotomy

Make the incision at a 45°-angle;
incisions made at >35° angle are
associated with less of a risk of severe
perineal laceration. Avoid using chromic
sutures; rapid-absorption polyglactin 910
suture might offer better healing.
|

time during the second stage of labor
that was judged by the clinician to
be most appropriate—typically im-
mediately before delivery of the fetal
head.

To perform mediolateral episi-
otomy, clinicians in this study used
a pair of straight scissors to make an
incision that began in the midline
and was carried to the right side of
the anal sphincter for 3 to 4 cm, at an
angle >45°. Median episiotomy was
performed by incision of the peri-
neal tissues for 2 to 3 cm, directly in
the midline.

The clinical protocol resulted in
more women assigned to mediolat-
eral episiotomy (n = 244) than to the
midline episiotomy (n = 159), but the
two groups were well matched on
such major clinical characteristics as
age, gestational age at delivery, dura-
tion of the second stage, rate of oper-
ative delivery, and anesthesia used.

Compared to what was found

with mediolateral episiotomy, the
median episiotomy incision was
associated with a statistically sig-
nificant increase in the frequency
of complete third-degree tears (me-
dian, 6.1%; mediolateral, 1.6%) and
fourth-degree tears (median, 5.5%;
mediolateral, 0.4%).

Further comparisons. Many clini-
cians avoid mediolateral episiotomy.
Why? Because, compared with me-
dian episiotomy, a mediolateral inci-
sion is believed to be associated with
greater postpartum pain, increased
severity and incidence of dyspareu-
nia, and more disfiguring scars.!

But subjects in the randomized
trial that I just described, in which
mediolateral and median episioto-
my were compared,' reported post-
partum pain, postpartum use of pain
medicine, and impaired bowel func-
tion at similar rates regardless of the
type of incision.

Investigators determined that,
in the first month after delivery,
more women who had a median
episiotomy resumed vaginal inter-
course (18.1%, compared to 6.3%
who had a mediolateral incision).
In the second month after delivery,
however, women in both the median
and mediolateral episiotomy groups
reported similar resumption of sexu-
al intercourse (median, 82.8%; me-
diolateral, 80.8%).

Three months after delivery,
physical examination determined
that a higher percentage of subjects
in the median incision group (43%)
had what was judged to be a “good”
appearance to the scar (compared to
27% in the mediolateral group). Last,
subjects in the median group had
a higher rate of perineal laxity (7%)
than did women in the mediolateral
group (1.6%).

using a mediolateral

incision when episiotomy

is necessary

Reducing the risk of severe perineal

laceration is an important clinical

goal because severe lacerations are

associated with significant morbid-

ity. In a study of 390 women who had

a fourth-degree perineal laceration,

5% had significant complications

that, in most cases, required addi-

tional surgery.'? Furthermore, in that

study:

e 1.8% of women had a breakdown
of the repair

e 2.8% had infection plus breakdown
of the repair

¢ 0.8% had infection only.

In another study, 31% of women
who sustained a fourth-degree lac-
eration reported poor bowel control
postpartum.”

Given the focus on reducing the

New assignment for a long-time advisor

The Editors of OBG MANAGEMENT congratulate Barbara Susan Levy, MD, a
member of the publication’s Board of Editors since 1997, on her appointment,
recently announced, as Vice President for the newly created Division of Advocacy
at ACOG. Dr. Levy’s responsibilities will include outpatient safety, quality, and
global women'’s health, as well as advocacy. She joins ACOG full-time on July 1.
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rate of severe perineal laceration, |
recommend that, in most cases, you
reduce the use of median episiotomy
and increase the use of mediolateral
episiotomy.

Mediolateral episiotomy:
Technique
Begin the mediolateral episiotomy
in the midline or slightly lateral to
the midline (see the FIGURE, page 8).
Insert two fingers into the vagina to
distend the tissue of the birth outlet;
using a pair of sharp, straight scis-
sors, cut an incision 4 or 5 cm long
at a 45° angle, directing it toward the
ipsilateral ischial tuberosity. In most
women, this incision cuts a portion
of the bulbospongiosus muscle and,
occasionally, reaches the ischioanal
fossa.
Proper angle is key. The angle of
the mediolateral episiotomy, in rela-
tion to the midline, is an important
variable that influences the possibil-
ity that the patient will have a severe
perineal laceration. Most experts
recommend that the angle of the in-
cision be at least 45° from the mid-
line. If you use a shallow angle (<35°)
from the midline to perform medio-
lateral episiotomy, you increase the
risk of a severe perineal laceration,
compared with incisions made at an
angle >35° degrees from the midline
(again, the FIGURE). In one report,
the risk of a third-degree tear was
about 10% with a 25°-angle medio-
lateral episiotomy, but less than 1%
when the angle was >35°.
Repairing the incision. After de-
livery, begin repair of a mediolateral
incision by assessing the extent of
vaginal, anal sphincter, rectal, and
periurethral lacerations. Then, use
two fingers, with or without a retrac-
tor, to spread the edges of the incision
so that you can fully determine the
length and depth of the episiotomy.
Place a 2-0 or 3-0 suture just
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above the apex of the incision. Use
a running suture to close the vaginal
mucosa and submucosal tissue. As
you approach the introitus, suspend
the running mucosal-submucosal
suture and turn your attention to ap-
proximating the deeper submucosal
space.

In mediolateral episiotomy, the

upper-lateral edge of the incision
contains more tissue than the lower-
medial edge. To improve healing of
the incision, use diagonal, rather than
horizontal, sutures to provide better
approximation of the submucosa.
The fascia of the bulbocavernosus
and superficial transveralis muscles
might need to be reapproximated

Reimbursement for your episiotomy-related work

For many OBs, episiotomy is one of the most common operative procedures
that they will perform during their career. Precisely because the procedure is
common, and because it is considered minor surgery, coding for the creation
of the incision and subsequent repair is, under Current Procedural Ter-
minology (CPT) rules, considered integral to the services provided during

delivery.

Repair of an intentional episiotomy closely compares to the repair required
for a first- or second-degree laceration. For that reason, payers will not reim-
burse separately for this level of repair—even when made necessary by lacera-
tion of tissues and not by intentional episiotomy.

On the other hand, most payers do reimburse for repair of third- and fourth-
degree lacerations and, at times, for a more complex repair of an extension to an

intentional episiotomy.

Details explained

Coding options for more extensive intentional episiotomies and for third- and
fourth-degree lacerations vary by payer. The simplest coding option is to add
modifier -22 (increased procedural services) to the delivery or the global OB
care code (for example, 59400-22 or 59409-22). To support use of this modifier,

your documentation must include:

¢ the reason for the additional work (increased intensity, time, technical diffi-
culty of procedure, severity of patient’s condition, physical and mental effort

required)

e description of the significant additional work.
Some payers allow you to bill separately for the repair; do this by reporting
the integumentary repair codes by type of repair:

e 12001-12007, for simple repair

e 12041-12047, for intermediate repair

* 13131-13132, for complex repair.

Select a code based on the total length of the repair, which must be document-

ed as part of the description of the repair.

When repair is performed at the same time as the delivery, add modifier -51
to the separate repair code because this is considered a multiple procedure.
When repair is made after delivery with a return to the operating room, ap-

pend a modifier -78 to the repair code.

Note that the CPT code 59300, Episiotomy or vaginal repair, by other than
the attending physician, can never be reported by the attending OB or a physi-
cian who is covering for this physician; doing so will always result in a denial of

the service.

>> MELANIE WITT, RN, CPC, COBGC, MA
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with individual sutures. Then, resume
closing the skin and submucosa of
the introitus and perineum. Periop-
erative antibiotic prophylaxis might
be warranted—before you repair a
complex perineal laceration."
Concern about suture material.
Using chromic suture to repair an
episiotomy incision is associated
with increased postdelivery pain,
compared with the use of rapid-
absorption polyglactin 910 suture
(Vicryl Rapide).!® In fact, most OBs
have stopped using chromic suture
to repair episiotomy incisions. Rap-
id-absorption polyglactin 910 suture
(average time to absorption, 42 days)
might be associated with less of a
need to remove suture that migrates
through the incision than what is
seen with standard-absorption poly-
glactin 910 sutures (average time to
absorption, 63 days).!5"

When an episiotomy

is indicated

There is renewed emphasis on re-

ducing the rate of third- and fourth-

degree perineal lacerations at

delivery, because these adverse out-

comes are associated with:

« an increased risk of wound break-
down that requires surgical repair

e incontinence of flatus or stool, or
both.

At a time when the use of episiotomy

has become limited, continuing to

use a median incision will get you

more third- and fourth-degree lacer-

ations than if you use a mediolateral

episiotomy.
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A mediolateral episiotomy

might cause more perineal pain im-
mediately postpartum but, within a
few months after delivery, patients
mostly have recovered from either
type of episiotomy.

To recap: If an episiotomy is in-

dicated, use a mediolateral incision.
I urge you to stop performing medi-
an episiotomy incisions. @
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ROBERT.BARBIERI@QHC.COM
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Correction
Reimbursement Adviser,
January 2012

Diagnostic codes are incorrectly stat-
ed on page 50 for a combination ser-
vice that includes removal of Norplant
capsules and insertion of contracep-
tive rod. The sentence should read:

“Note: You will have to report two di-
agnostic codes for this combination
service; V25.5 (Insertion of implantable
subdermal contraceptive) and V25.43
(Surveillance of previously prescribed
contraceptive methods; implantable
subdermal contraceptive).”

A corrected version of this article
appears at: http://www.obgmanage
ment.com/article_pages.asp?aid
=10149

—The Editors
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