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DVAC CODING GUIDELINE:

Postoperative Urinary Retention

It is not unusual for a patient to experience some urinary retention

(inability to void) following pelvic or perineal surgery. All patients

require care and observation following surgery. When the patient has

experienced significant symptoms that require more than routine care or

extends the length of stay, the coding of postoperative urinary retention

may be appropriate. The physician¹s documentation should link the diagnosis

to the procedure before a complication code is assigned. The physician's

documentation should demonstrate that urinary retention is present and more

than anticipated in the post surgical period. Documentation of failed

voiding trials may not be indicative of postoperative urinary retention.

Signs and symptoms

    €    Inability to void

    €    Decreased urine output with adequate intake

    €    Abdominal pressure and/or pain

    €    Dull sound over bladder

    €    Bladder/abdominal distention

    €    Residual urine (specific amount as determined by


 facility policy or attending physician directive)

    €    With all of these symptoms the age and size of the


 patient need to be taken into consideration

Treatment/Increased Length of Stay

    €    Reinsertion of foley catheter due to inability to


 void

    €    Urology/Internal Medicine consult due to


 inability to void

    €    Extended length of stay

    €    Straight cath. (# of times and significance as determined by


 facility policy or attending physician directive)

Physician Documentation

    €    Signs and symptoms

    €    Treatment

    €    Response to treatment

    €    Unable to discharge patient

         due to urine retention

    €    May order I&O

    €    Clinical findings on examination

These guidelines are for coding assistance only and are not to be used in

determinations for appropriate level of care. They are not meant to replace

the official coding guidelines contained in Coding Clinic but are to be used

as a tool for determining if documentation supports coding a condition. The

use of physician queries is suggested to clarify ambiguous documentation.
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