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98,000 patient deaths and over $19.5 billion of added healthcare costs 
are caused by preventable medical error 3. 

The average U.S. mortality rate for a punch cystostomy procedure is 4.4% 
resulting in added cost of $8,756.00 per procedure performed (Table 2).

A single patient death to a hospital results in approximately 
$198,979.00 in added healthcare costs.
Most of these costs are absorbed directly by the healthcare facility. 

Patient Safety: Opportunities for Value-based Procurement

In the past decade, much emphasis has been placed on the quality of medical care, and great efforts have been put forward 
to identify patient safety improvement opportunities. These efforts have generated many different indicators of safety events and 
low quality of care, including PSIs, HACs, and readmission penalty programs. Additionally, as consumerism has grown, ranking 
systems and marketing therein have exploded throughout all domains of health care. The COVID-19 pandemic caught us by 
surprise and turned our world upside down. We all learn how to do our job more efficiently and, most of all, safely - safely for 
our patients but also for their families, for our staff, for those we teach and train, and for ourselves.

Federally Facilitated Quality and Patient Programs

The Centers for Medicare and Medicaid Services (CMS) aimed at promoting high-value and high-quality care using a program that 
is targeted at a specific set of preventable infection events (surgical site, bloodstream and catheter-associated urinary tract 
infection), and conditions that occur in the inpatient setting, referred to as hospital-acquired conditions (HAC). Similar to 
CMS value-based purchasing and readmissions reduction programs, this HAC reduction program has significant implications 
particularly for major teaching hospitals performing complex surgery, who are 2.9 times more likely to be penalized in this 
program than non-teaching hospitals 1, 56% of which are subject to payment reductions 2. Indeed, it was shown that patients with 
at least one HAC have a 54% higher likelihood of dying during an inpatient hospital stay than patients without a HAC. Additionally, 
the odds of patients with at least one HAC having a prolonged hospital stay and excessive charges are 1.64 and 1.85 times that of 
patients without, respectively (Table 1). There is no doubt, therefore, that HACs provide challenges for hospitals and payers, all 
magnified by the resource pressures associated with an ongoing COVID-19 pandemic.

1

Table 2. Cost of preventable Medical Error
Source: National and Regional Estimates on Hospital use from the HCUP Nationwide 
Inpatient Sample (NIS) 2000-2010.  www.Hcupnet.ahrq.gov

Urethrotech is in a strong position to offer a urethral catheter solution for healthcare providers focused on 
patient safety and workflow efficiency.
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Urethrotech UCD  -  Coding Guidance Facility Fees - Inpatient Hospital

Iatrogenic urethral catheterization injury is reported to occur in 0.7 per 
1,000 adult male hospital admissions 4 which amounts to about 
11,988 cases across all U.S. Community Hospitals, calculated on a 
presumed equal distribution between gender admissions  (Table 3).  
National U.S. Audit Data on the true incidence of Catheterization-
associated Urethral Injury (CAUI) are not available. 
Avoiding catheterization related complications is an obvious and 
significant service improvement opportunity, particularly as difficult 
catheterization is mostly encountered unexpectedly. Healthcare Services 
who will identify the Urethrotech innovation as a win-win opportunity 
include high-cost elective surgical services, such as, but not limited to, 
Cardiothoracic, Orthopaedic and General surgery where pre-operative 
urethral catheterization is an essential part of safe peri-operative 
care and Emergency Departments where front-line healthcare professionals 
are called upon to do the catheterization procedure.

CMS/Medicare:
As a general rule, catheterization procedures with the Urethrotech Urethral Catheterisation Device (UCD) currently are absorbed 
into DRG reimbursement and do not give rise to additional reimbursement. There are two exceptions: increased complexity of 
DRG and special supplies. Increased complexity in DRG is justified because catheter placement for difficult urinary complications 
(DUC) is not contemplated in the DRG regimen and thus may justify additional reimbursement to the existing primary or 
secondary DRG(s) for which the patient was admitted. Alternatively and if increased complexity of DRG is not appropriate, special 
supplies such as the Urethrotech UCD may be justified as special supplies. 
In addition, the Urethrotech UCD is expected to avoid and/or reduce the number of complex procedures (also not reimbursable in 
most cases) for catheter placement, such as filiforms/followers, rigid cystoscopy in the OR, or suprapubic placement. Avoiding or 
reducing these expensive procedures is expected to improve operating margins.
Private Payors: Reimbursement is carrier and content specific. Generally, reimbursement is a percentage of charges.

Incidence of Iatrogenic Urethral Catheterization Injury

Table 3. 2020 Hospital Statistics in U.S.
Source: https://www.aha.org/statistics/fast-factsus-hospitals
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Urethrotech UCD  -  Coding Guidance Facility Fees - ER

The ER is considered a hospital outpatient setting. The hospital outpatient setting utilizes APCs for reporting and reimbursing 
facility fees. For services provided in the ER, the hospital will report and be reimbursed for the space, personnel, equipment and 
supplies associated with the APC code that maps to the corresponding CPT code that is reported by the physician. The APC codes 
are applicable for the hospital/ED to bill when the catheterization procedure with the Urethrotech Urethral Catheterisation Device 
(UCD) is performed by nurses or staff on the order of a physician, or by a physician. 
Payment rates for APC Codes: Most supplies are “packaged” into the APC for a procedure. However, hospitals are encouraged 
to list all supplies used so that they can be accounted for and eventually bundled into the APC if appropriate. 

Suggested APC Code: APC 0126 – Level I Urinary and Anal procedures (maps to CPT code 51703) 
SI – T 
RW – 1.1497 
Payment Rate - $81.99 
National Unadjusted copayment - none listed 
Minimal unadjusted copayment – $16.40

Urethrotech UCD  -  Coding Guidance Facility Fees – ACS / Outpatient Surgery

The outpatient and ASC settings utilize APCs for reporting and reimbursing facility fees. For services provided in the outpatient or 
ASC setting, the facility will report and be reimbursed for the space, personnel, equipment and supplies associated with the APC 
code that maps to the corresponding CPT code reported by the physician. These codes are applicable for the hospital/ED to bill 
when the catheterization procedure with the Urethrotech Urethral Catheterisation Device (UCD) is performed by nurses or staff on 
the order of a physician, or by a physician.

Suggested APC Code: APC 0126 – Level I Urinary and Anal procedures (maps to CPT code 51703) 
SI – T 
RW – 1.111 
Payment Rate - $75.52
National Unadjusted copayment – $16.21
Minimal unadjusted copayment – $15.31hysician, or by a physicia
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For services furnished in the physician’s office, payment for the space, equipment, and personnel is valued into the CPT code. For 
services performed in the office, the payment will be made at the total Non-Facility fee rate. This payment amount will cover the 
physician work as well as the costs for the space, personnel, equipment and supplies associated with the procedure.
Suggested CPT Code: 51703 Insertion of temporary indwelling bladder catheter; complicated (eg, altered anatomy, fractured 
catheter/balloon)
Total Non-Facility Fee - $139.64

Urethrotech UCD  -  Coding Guidance Facility Fees – Office

Cost saving analysis demonstrates obvious advantages using the Urethrotech UCD compared to established alternative procedures to 
manage difficult or failed urethral catheterization such as percutaneous trochar punch suprapubic catheterization or cystoscopy (Table 4
+5). The Urethrotech UCD provides a ready to use second line catheterization solution when needed to save time and avoid 
complications. Minimizing HACs has long-term impacts on mortality, morbidity, return to hospitals, long-term care, quality of life, 
return to work and family. These are clinical, social and economic benefits that go beyond safety and have tangible value.

Table 4:  Complication costs associated with traditional procedure approach to manage failed urethral catheterization.

 Urethrotech UCD   -  Cost Saving Analysis
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Urethrotech UCD  -  Coding Guidance Physician / Provider – Inpatient Hospital, ER, ACS/Outpatient, Office

Suggested CPT Code: 51703 Insertion of temporary indwelling bladder catheter; complicated (eg, altered anatomy, fractured 
catheter/balloon).

Considerations for code selection

Report code 51703 utilizing one of the following options to capture additional work involved in the procedure: 
1. Report the appropriate catheterization or procedure code (51703) along with the unlisted code 53899 – Unlisted procedure, urinary 
system. The Unlisted code value recommendation should be based on the extra physician work and practice expense of using the 
Urethrotech UCD.
2. Report the appropriate catheterization (51703) or other procedure code (if catheterization is bundled) along with a -22 (increased 
services) modifier. Documentation must support that the procedure is around 20% - 30% more work than the base procedure. Work 
includes increased time, complexity, intensity, and risk to the patient and the physician. 

Diagnosis Coding:
A list of current diagnosis codes that may be used if appropriate to support a complicated catheterization based on altered anatomy 
include the following:
598 – 598.9 Urethral Stricture 
599.4   Other Disorders Of Urethra And Urinary Tract > Urethral False Passage 
600.01 – 600.02  Hyperplasia Of Prostate 
996.31   Complications Peculiar To Certain Specified Procedures > Mechanical Complication Of Genitourinary

Device, Implant, And Graft > Due To Urethral [indwelling] Catheter 
996.64  Complications Peculiar To Certain Specified Procedures > Infection And Inflammatory Reaction Due To

Internal Prosthetic Device, Implant, And Graft > Due To Indwelling Urinary Catheter

Additional Considerations and information for recommended code
51703 Insertion of temporary indwelling bladder catheter; complicated (eg, altered anatomy, fractured catheter/balloon) 
MUEs - 2 (Maximum number of procedure code 51703 allowed per day)

Medicare RBRVS Relative Values
Work Relative Value Unit (RVU) 1.47
Facility Practice Expense 0.74
Malpractice 0.14
Facility Total 2.35
Medicare Fees
Facility Fee $79.95
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Disclaimers
Information for business partners of Urethrotech. This document has been issued by Urethrotech on the basis of publicly available information, internally developed data and other sources 
believed to be reliable, but  we have not independently verified such information and we do not give any warranty as to its accuracy. This document does not purport to be a complete description of 
the markets or developments referred to in the material. All expressions of opinion are subject to change without notice. Our institutional sales team may provide further information and product 
demonstration can be found on the website www.urethrotech.com. Urethrotech is a trading name of Urethrotech Ltd., a limited liability company registered in England and Wales No. 06432593. 
Registered office: 24 Garth Road, Kingston upon Thames KT2 5NY, UK. The Information within this publication is for information only and is not intended to be used by any person in the United 
States unless approved by Urethrotech Inc. Registered office: 111 N Chestnut Street, Suite 104, Winston-Salem, NC-27101, U.S.
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When Donald Berwick, KBE, former Administrator of the Centers for Medicare and Medicaid Services (CMS) and President and 
Chief Executive Officer of the Institute for Healthcare Improvement, was asked by the British prime minister to review the state of 
the NHS, he reiterated, 

“Hospitals, not individuals, must be held accountable for poor outcomes. 
Measurement is best used for learning rather than for selection, reward or punishment. 

Real improvement comes from changing systems not change within systems. 
Concentrate on meeting the needs of patients rather than the needs of organizations. 

Lastly, effective leaders challenge the status quo by offering clear ideas about superior alternatives."
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Table 5:  Time, cost and practice expense data of procedure costs associated with traditional procedure approach to manage failed urethral catheterization.




