WCH Policy on In-office Endometrial Ablation


Endometrial Ablation (CPT codes 58563 and 58353) is a procedure indicated for the treatment of abnormal uterine bleeding (diagnosis codes 626.2 and 626.8).  This procedure is performed as a minimally invasive alternative to hysterectomy and carries a 70% effectiveness rate at 5 years.  The chance of major complications is quoted as 0.31/1000 (1/3000) by the manufacturer and is supported by literature.  Although, the procedure was initiated in the hospital setting, recent protocols have shown that 90% of patients are able to successfully complete the procedure in the office setting.  Their mean pain scores are reported as 3.3/10.  Their need for analgesia is 2.6 days and they are fully recovered by 3.3 days.  The mean time from home is 2.6 hours.

Process:  Following the patient’s presenting complaint of abnormal uterine bleeding, the physician will conduct an evaluation that includes but is not limited to endometrial biopsy and sonography.  Provided that there are no contraindications to Endometrial ablation the physician will discuss the procedure, indications, risks, benefits, alternatives, untoward outcomes and expected recovery time with the patient.  The physician will determine if the patient is acceptable candidate for an office procedure considering their insurance, pain tolerance, and anxiety levels related to procedures.

The patient meets with the billing department to determine available insurance benefits and out of pocket cost to the patient.

Following insurance verification, the patient meets with nursing staff to review the procedure and receive nursing education.

The patient is then scheduled for the procedure.

The patient receives an information packet that includes an information sheet, consent form, prescriptions, and pre/post op instructions.

The day of the procedure, the patient will be given minimally sedating drugs that will not impair normal functions but may impair their ability to operate motor vehicles or other equipment; therefore, the patient will have a driver come with them.  Informed consent will be obtained and signed and witnessed.  Their bladder will be emptied and proof of negative pregnancy will be obtained.  Preop meds will be given. Local anesthesia will be given and the procedure performed in the treatment room.  Nursing staff will monitor vital signs prior to and following the procedure.  Post op instructions will be reviewed with the patient and she will be discharged from the office.

The patient will be contacted the following day to assess her pain status.  

A follow-up appointment in two weeks will conclude the procedure.

Proper documentation will be performed throughout the process.

