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 Troubleshooting: 
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 I Manually enter email new/revised addresses –  

 Typo Errors on My end! 

Check Your Junk Folder! 

Firewall Issues – Call I.T. 

 Speak to a real Person! 

 Release blocked Emails 

 



1.  Mrs. Parker is admitted through the emergency room with c/o severe chest 

pain that came on while she was watching TV after supper.  She initially required 
IV Morphine and IV Nitroglycerin to control her discomfort in the ER but since 
admission sublingual NTG  has controlled her complaints the last 2 nights when 
she woke up with chest pain.   
 
She has no prior history of any cardiac disease, and was only taking Norvasc for 
HTN.  Since admission on 10/5/15 she has been on and has received Aspirin 
325mg qd, Lopressor 25mg BID, a Heparin drip and PRN NTG gr. 1/150 SL for PRN 
chest pain.  Her cardiac catheterization leads to the need for a CAB operation on 
10/7/15.  What preop medications do you abstract for the STS database?  Please 
select the best answer from the choices listed below. 



 How are Preop Medications captured for STS ? 

 

 What are the time frames for these 
medications? 
◦ Beta Blockers 

◦ ASA 

◦ Calcium Channel Blockers 

 

 Reference by Time Frames 

 



 Preop: 
◦ Norvasc at Home for HTN 
◦ Admit 10/5: Meds: ASA,  Lopressor & Heparin Drip. 
◦ OR Date: 10/7/15 

 

 2 week prior to OR Meds? 
◦ Yes to Norvasc – Ca Channel blocker 
◦ No to Lopressor – Beta Blocker 
 

 Within 24 hours of OR Meds? 
◦ Yes to Beta Blocker 

 

 ASA Criteria? 
 

 Anticoagulants – within 48 hours? 
 

 





2.  In continuing to abstract STS data for Mrs. Parker, what do you 
abstract for cardiac presentation on admission, cardiac 
presentation to the OR and her anginal classification within 2 
weeks prior to surgery? 



 How is Cardiac Presentation to the OR defined 
for Mrs. Parker? 

 

 How is the Anginal Classification within 2 
weeks defined for Mrs. Parker? 

 





The following is an effort to clarify coding for presentation on admission and at the time of 
surgery: 
1. If the patient presents with STEMI or Non‐STEMI, they should be coded as such in both 

sequence numbers 895 and 900. 
 
2. Unless the patient remains longer than 7 days and in that case presentation at the time 

of admission would be STEMI or Non‐STEMI and at the time of surgery would be coded 
as Unstable Angina. 

 
3.  Unstable angina at the time of admission would be coded Unstable angina at the time of 
surgery.  ( No time frame modifier here) 

# 900 – Cardiac Symptoms/Presentation at the Time 
 on Admission to the Operating Room :  

 
December 2014 – FAQ 



Intent/Clarification: 
Canadian Cardiovascular Angina Class Indicate the patient’s CCA Class: 
• CCS 0. The patient has no angina. 
• CCA I. Ordinary physical activity (for example, walking or climbing stairs) does not 
cause angina; angina occurs with 
strenuous or rapid or prolonged exertion at work or recreation 
• CCA II. Slight limitation of ordinary activity (for example, angina occurs walking or 
stair climbing after meals, in cold, 
in wind, under emotional stress, or only during the few hours after awakening; 
walking more than 2 blocks on the 
level or climbing more than 1 flight of ordinary stairs at a normal pace; and in 
normal conditions) 
• CCA III. Marked limitation of ordinary activity (for example, angina occurs with 
walking 1 or 2 blocks on the level or 
climbing 1 flight of stairs in normal conditions and at a normal pace) 
• CCA IV. Inability to perform any physical activity without discomfort; angina 
syndrome may be present at rest. 
• All other classes of pain go away with rest and/or treatment. 
Notes: 
• If this is a subsequent episode of care (within 2 weeks), code the most recent 
Anginal Classification 
 

Mrs. Parker’s Symptoms: 
 Chest Pain at Rest – watching TV & on the ER Cart 
 Awoke at night in the Hospital with chest pain 
 Any mention of an MI diagnosis? 
 Unstable Angina: 3 Aspects: 

 Rest Angina 
 New Onset within 2 months of Class III or IV 
 Increase frequency, duration 



2.  In continuing to abstract STS data for Mrs. Parker, what do you 
abstract for cardiac presentation on admission, cardiac 
presentation to the OR and her anginal classification within 2 
weeks prior to surgery? 



3.  Mr. Thomas is recovering from a CAB operation.  On POD #3 he has a 2 hour run 
of atrial fibrillation at a controlled rate of 110-120 beats/min.   He is asymptomatic 
with stable vital signs.  He has no preop. history of any arrhythmia.   
 
Dr. Hart is notified of this rhythm change and states to closely monitor  his rhythm 
and call back if the rate jumps up, or he becomes symptomatic  with any unstable 
vital signs.  Mr. Thomas converts spontaneously back to NSR without any 
medication adjustment and has no further arrhythmia prior to discharge.   
 
Does Mr. Thomas have the postop event of atrial fibrillation for the STS database? 



 What is the definition of the Postop Event of 
Atrial Fibrillation? 

 

 



 If a patient enters the OR in Sinus Rhythm and has PO AFib event  
    ………….It is AFib PO !   (Hx of Afib does not matter ! ) 
 Length of Time does matter! 
 >One Hour of AFib and No Rx – is still AFib Postop Event! 

Postop AFib Event 
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4. As a new STS data manager for your hospital it may be time to "phone a friend" 
for the case you are abstracting.  Mr. Jones is taken to the operating room for a 
CAB operation at 3 am in the morning.  Dr. Hart documents in the progress notes, 
"Mr. Jones requires an emergent salvage revascularization procedure due to his 
critical left main stenosis of 95% and c/o severe chest pain requiring IV Nitroglyerin 
at 75mcg/minute since 0130 am today.   He continues to be hypotensive in the 
90's systolic and his pain is not totally resolved at this time with this large  
Nitroglycerin dose. The OR heart team has been activated and we will proceed with 
this salvage case". 
 
The subsequent anesthesia document note from the OR describes an initial BP of 
95/50 a pulse of 105 and documented sinus tachycardia with "smooth induction" 
of anesthesia.  There is no other information on the chart as to the patient's 
entrance into the OR or any other pre-anesthesia events.   What is the case status 
for Mr. Jones CAB operation for the STS database? 



 What is the definition of “Emergent Salvage”  
for Case Status for the STS database? 

 



Operative Case Status 

CPR en Route to OR CPR Prior to Anesthesia 
 Induction 

ECMO 

3 Possible Scenarios 



Englishsurgeonatlarge 

Does Dr. Hart really know the STS Definitions better than you? 

Difference in Clinical Salvage 
 & STS Case Status of Salvage 



#1975 Case Status - Emergent 

Cardiac compromise not responsive to any form  
of therapy except cardiac surgery 





5. Mrs. Larson is admitted the morning of her AVR operation.  Her H & P documents the following information 

for use in abstraction of data for the STS database:  2 recent  episodes of syncope and shortness of breath that 
prompted medical attention the past month.   History of HTN, Diabetes on Glipizide, Asthma on a Pulmicort 
inhaler, and a demand permanent pacemaker with appropriate pacing and capture.   
 
At 6 am in the preop. preparation area for OR her BP is 180/95, HR of 120 in sinus tachycardia on the 
admitting ECG, and a point of care glucose of 350.  She admits to being very anxious about this operation and 
begins to have audible wheezing and shortness of breath.  Dr. Hart is notified and orders a stat Ventolin 
nebulized mist treatment and states one of his mid-level practitioners will come to evaluate the patient.   
 
Subsequently, she receives 100 mg of IV Solu-Medrol, Ativan 0.5mg IV, a dose of 2.5 mg of IV Lopressor, and 
an Insulin drip is initiated.   Her case is delayed for close monitoring and re-assessment of her readiness to 
proceed to the OR.  She improves dramatically over the next hour, and by 9 am her vital signs are stable, BP of 
120/80, HR pacing 1:1, her wheezing has resolved and her glucose is down to 140.  She states she feels much 
better about going to surgery and is ready to get this over!  Dr. Hart decides to proceed with her operation in 
the afternoon OR time slot and she has an uneventful postop course prior to discharge.  Please select the best 
answers to the following STS data points from the choices below. 



 What is Diabetes Control based on for STS? 

 

 What constitutes Immunocompromise for 
STS? 

 

 How is a history & current use of a PPM 
captured? 

 

 How is a Delayed/canceled Case captured? 

 

 



# 365 – Diabetic Control 



 
# 490 Immunocompromise 

Oral Steroids are systemic therapy 



# 1130 Meds - Steroids 

 Mrs. Larson had one dose of IV Steroid.   



 Took Question to National = Evidence of a Pacemaker 
 Permanently Paced does not mean Constantly! 
 Having a Pacemaker in Place is Sufficient 

# 975 Cardiac Arrhythmia - Permanently  Paced Rhythm 
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6.  In continuing to abstract data for Mrs. Larson, please select 
the best answer for the STS database data elements below: 



 What is the STS Syncope definition? 

 

 How is Chronic Lung Disease Captured? 

 

 How do I choose cardiac presentation to OR 
since things changed once she arrived at the 
hospital? 

 

 



# 515 Syncope 



 Mrs. Larson on Pulmicort at home = Mild 
 Reminder: Bedside PFT Results signed by a Pulmonologist –  

 May 2015 Meeting Discussion = Okay to use results 



Training Manual Examples for “Other” 



6.  In continuing to abstract data for Mrs. Larson, please select the 
best answer for the STS database data elements below: 



7.  Mr. Baker is in the OR for a CAB operation.  The anesthesiologist is 
performing a TEE and tells Dr. Hart that there is severe calcification and 
atherosclerosis in the aorta at the takeoff of the Innominate artery.  
 
Dr. Hart views the TEE in this aorta area and tells the OR team he wants to 
do Mr. Baker's CAB operation as an off pump case.  Please select the best 
choice from the answers below for capturing this STS data. 



 What is the definition for Aorta Thoracic 
disease preoperatively? 

 

 Where is calcification/atherosclerosis in the 
Ascending Aorta captured in the STS 
database? 

 

 Did Aorta findings on the TEE for Mr. Baker 
change the intended cannulation Dr. Hart had 
planned for this case? 



massgeneral.org 
iradonline,.org 

Preop Data  



# 2490 Diffuse Aorta Calcification 





Concentric Calcification = Circumferential Calcification 
Frequently Called a Porcelain Aorta 

Diffuse is the Key Word Here! 



Documentation needs to be Specific! 
 Words 
 Grade Equivalents 



Melinda Offer RN, MSN – AQO Dallas TX Meeting 2012 
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8.  Mrs. Carter's preoperative heart catheterization has the following results:  
95% stenosis of the RCA vessel, 90% stenosis of the PDA arising from the 
LAD, 85% stenosis of the proximal LAD, 85% stenosis of the Diagonal 1, and 
a 40% left main blockage.  + Left dominance circulation.   
What is the number of diseased vessels for Mr. Carter? 



Right Dominant System Left Dominant System 

www.developinganesthesia.org coronary circulation 

PDA from RCA PDA from LAD 

http://www.developinganesthesia.org/


 

 

 

 

 

 

 

 

Left Dominant: 
PDA from LAD 
& PLA on Left 

 So What ?? 
 Influences Number of  Diseased Vessels 

 PDA from the LAD = One Vessel Disease  

 2 Studies on CA Dominance Significance 
• Left Coronary Dominance =  
• Increased MI & Mortality in CAD Patients with Significant Disease  

http://www.cardiologysite.com/html/lca_dom.html 



 95% RCA 

 90% PDA – from LAD = Left Dominance 

 85% Diagonal 1 

 40% Left Main 

 

 How Many Systems: 

 + RCA System 

 + LAD System (due to left dominance) 
 (Diag is LAD System too) 

 Left Main does not count (<50%) 

 Two Vessel Disease! 
 

 



8.  Mrs. Carter's preoperative heart catheterization has the following results:  
95% stenosis of the RCA vessel, 90% stenosis of the PDA arising from the 
LAD, 85% stenosis of the proximal LAD, 85% stenosis of the Diagonal 1, and 
a 40% left main blockage.  + Left dominance circulation.  What is the number 
of diseased vessels for Mr. Carter? 



9.  Mr. Fletcher, a 60 year old male, is admitted through the ER with c/o severe chest pain 
on 09/09/15.  He was just discharged 3 days earlier following a PCI with placement of a 
drug eluting stent to his LAD.  He had suffered a NSTEMI 6 weeks earlier and has a 
significant history of cardiac disease and HTN.  He has been on beta blocker and ASA 
therapy prior to and following his PCI.   
His repeat heart catheterization reveals increased stenosis to 80% in the stent to the LAD, 
and several other blockages that have worsened exponentially since his last admission.  He 
requires cardiac surgery for revascularization on this admission by Dr. Hart.    
His admitting medications were Lopressor 25mg BID, ASA 81 mg daily and Plavix 75 mg 
daily.  His Plavix is discontinued on admission but he is kept on his other home meds after 
admission.  He has an uncomplicated CAB operation 6 days following admission and is 
discharged on POD # 5. His discharge medications include Lopressor 12.5mg BID, ASA 81 
mg qd, Zocor 20mg q HS and Plavix 75 mg daily.  Please select the best answer from the 
choices below for the preop and discharge medications for this patient for the STS 
database. 



 Preop Meds & Discharge meds 

 

 Plavix – How is it captured in the Preop and 
the Discharge Section ? 

 

 Mr. Fletcher’s preop Meds: 
◦ Lopressor, ASA,  (Plavix stopped 6 days prior to OR) 

 

 Mr. Fletcher’s Discharge Meds: 
◦ Lopressor, ASA, Zocor & Plavix 



#1025 ADP Inhibitors (Plavix Preop = ADP Med) 

 Data Specifications 



#5065 Discharge Med – P2Y12 





10.  Mr. Gallagher is recovering from a Mitral Valve repair operation.  
He has a history of renal insufficiency with a preop. creatinine of 4.2.  
He has not required dialysis for his kidney function in the past years.  
Postoperatively, his creatinine peaks at 5.9 but he continues to make 
adequate urine volume and does not require any form of dialysis 
postoperatively. Given this information does Mr. Gallagher have the PO 
event of acute renal failure? 



 What is the definition of Postop Renal Failure? 

 

 If a patient has severe renal insufficiency 
preop with an elevated creatinine how is this 
accounted for in the STS database? 



#4870 PO Renal Failure 



***Patty Excluding All Patients from MSTCVS QC Data Reports Like DCRI 
 Don’t Exclude Patients Yourself 
 Follow STS Guidelines for Michigan Until Revisions or Changes from STS 

Patients with Preop Creatinine of >4.0-Excluded from PO Renal Failure by STS 
(Not on Dialysis Preop, but meets Preop Renal Failure Criteria) 
AQO Meeting Caused Confusion on This! 
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11.As a fairly new STS data manager I have a question about how to abstract the dates for this 
case.  My patient, a 45 yr. old male, comes in to the hospital through the ER on September 10th 
with new chest pain "aching".  His pain is gone after one dose of IV Morphine and a sublingual 
Nitroglycerin tablet, but is sent to the chest pain observation center for overnight telemetry 
monitoring due to his age and the intent to do a stress test in the am to r/o coronary artery 
ischemia.   
He has an uneventful night and next day, but during the Exercise Test the following evening, (the 
lab is severely delayed in running exercise tests during the day time hours due to technical 
issues) he has recurrence of his chest pain, hypotension and a long, significant run of ventricular 
tachycardia.  He is taken to the cath. lab emergently, and severe three vessel coronary artery 
disease is present along with a 99% left main lesion.    
He is taken emergently to the OR by Dr. Hart due to his unstable status at 11:59 pm on 9/11/15. 
His face sheet lists his admitting date as 09/12/15 when he arrives in the SICU.  STS indicates 
the OR date is the time of entry into the OR, which would be 09/11/15.What operative date 
should I use the for STS database given this information? 



 When my site says the admission date is after 
the Operative date how do I resolve this issue 
for data abstraction? 

 
Your Clinical Hat Needed 
 STS things are not Black & White 
 Important part of the DM role 
 Or Chimpanzees can do it! 
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12.  Mrs. Robertson is recovering from her CAB operation with Dr. Hart.  On 
POD #3 she begins to c/o chest discomfort going down her left arm.  "This is 
odd, the pain feels a lot like my heart attack last year."  Oral analgesics are not 
controlling the chest pain and she requires a dose of IV Morphine.   
Dr. Hart is notified and orders an urgent cardiology consult. Following their 
assessment, the initiation of an IV Nitroglycerin drip, and further doses of IV 
Morphine she feels somewhat better.  Her ECG is suspicious for ischemic 
changes and she is taken urgently to the cardiac cath. laboratory.  
An 85% occlusion of her SVG to the OM1 is found and she requires an 
angioplasty of the graft for treatment.  With the addition of antianginal 
medications to her current program, she has no further discomfort and is 
discharged on POD #7.  
How do you best capture these events for the STS database? 



 How do you capture data for a patient that 
returns to the cardiac catheterization 
laboratory? 

 

 How are postoperative ECG changes captured 
in the database? 



#4770 Postop Reintervention Graft Occlusion 

Reminder! 
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13.  Mr. Jenkins has a MV Repair and CAB X 2 operation performed.  The op note also 
states an AFib operation was completed by the MAZE procedure with bilateral 
pulmonary vein isolation, LAA ligation via an Atriclip device, a box lesion, and 
posterior mitral annular line with cryoablation.   

Please select the best answer in using this information for the STS database. 



Not in the Training Manual …..Yet! 
 Any Intracardiac Lesion Trumps all the Epicardial Lesions! 
 Posterior Mitral Annular Lesion Line = Intracardiac Lesion 
 Case becomes an Other Cardiac Case – Not Isolated 

Important 
to Decide! 



MSTCVS DM Reference 
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14.  Mrs. Cooper is being admitted for an AVR operation.  She has a history 
of a percutaneous atrial septal defect repair completed in 2005 and a 
permanent pacemaker implant in 2010.  How is this information abstracted 
for the STS database? 



 How are previous cardiac interventions 
captured for the STS database? 

 

 When do previous cardiac operations 
influence the Incidence of STS cardiac 
operations? 



Percutaneous Devices 



Reoperation through the Chest  
increases chance of Complications! 



14.  Mrs. Cooper is being admitted for an AVR operation.  She has a 
history of a percutaneous atrial septal defect repair completed in 2005 
and a permanent pacemaker implant in 2010.  How is this information 
abstracted for the STS database? 



15.  Mrs. Lowell, a 55 yr. old female is admitted through the ER at 7 pm with a sudden onset of severe SOB, chest 
pressure, nausea, vomiting and diaphoresis. Her BP in ER triage is 80/50 with a pulse of 130.  She is unable to lie 
on the ER cart due to SOB and her oxygen saturation is 80%.  She is quickly taken to the cardiac trauma room, 
where IV's, oxygen, inotropic agents, and small doses of Morphine are administered.   
Her ECG is read as an acute STEMI and she is quickly taken to the cath. lab for an emergent cardiac 
catheterization and probable PCI to the culprit lesion.  Her cardiac cath. reveals a 98% left main lesion and an 90% 
occlusion of her LAD.  She has a PCI of her LAD lesion and an IABP inserted.  She is becoming more stable 
following the catheterization and admitted to the coronary care ICU unit.   
She continues to have intermittent chest discomfort throughout the evening requiring increasing doses of IV 
Nitroglycerin, IV Morphine,  the addition of Milrinone, and a Swan Ganz catheter insertion.  Her IABP remains at 
1:1 but by the following am her cardiac output remains marginal and her overall picture is not that much 
improved.  Dr. Hart is consulted urgently, and prior to taking her to the OR for an emergent CAB operation the 
IABP is exchanged for an Impella device inserted for additional cardiac support.   
She is taken to the OR for a CAB operation at 11am the day following admission.  Please select the best answer 
for abstraction for the STS database given this scenario. 



 How is an IABP abstracted for the STS 
database? 

 

 How is an Impella device abstracted for the 
STS database? 





#3745 Catheter Base Assist Device = Impella 
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16.  Mrs. Sawyer, a 80 yr. old female has a stormy and prolonged postoperative course following 
her Mitral valve replacement and CAB operation.  Her early postop course is complicated by an 
embolic postop CVA most likely secondary to PO AFib.  She also develops acute renal failure 
requiring dialysis, prolonged ventilation, postop pneumonia, receives a trach on POD # 20, and 
has metabolic encephalopathy with agitation and restlessness her entire postop course.   
On POD # 25 her family has a long discussion with Dr. Hart and realizes her prognosis is grim for 
any type of full recovery.  Mr. Sawyer states his wife would not want to go on living this way and 
requests that medical support be withdrawn and she be made comfort care and a DNR.  Dr. Hart 
agrees with this plan and she is transferred to the hospital medicine service under the Palliative 
Care team for management.  Mrs. Sawyer expires on POD #40 from multiple PO events.   
This case is presented at your monthly M & M meeting as a death for Dr. Hart and he disagrees 
with your STS abstraction of this case. "Support was withdrawn and we followed the family wishes 
for her care.  Her death was not a result of the cardiac surgery and she died well after the 30 day 
window for STS deaths.  "How do you respond to Dr Hart and what is the final coding of this case 
for STS mortality? 



 How is operative Mortality defined by the STS 
database? 

 

 When the Surgeon complies with the family 
wishes to withdraw medical support in a 
complicated postop course, how does this 
influence the STS definition of Operative 
Mortality? 

 

 

 



 Operative Mortality – Withdrawing Support does not change the STS Mortality 
 Operative Mortality - >30 days in the Hospital does not change the STS Mortality 
 

www.guardian.co.uk 

www.blog.beaumontenterprise.com 
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agrees with this plan and she is transferred to the hospital medicine service under the Palliative 
Care team for management.  Mrs. Sawyer expires on POD # 40 from multiple PO events.   
This case is presented at your monthly M & M meeting as a death for Dr. Hart and he disagrees 
with your STS abstraction of this case. "Support was withdrawn and we followed the family wishes 
for her care.  Her death was not a result of the cardiac surgery and she died well after the 30 day 
window for STS deaths.  "How do you respond to Dr Hart and what is the final coding of this case 
for STS mortality? 



17.  Mr. Davis is in the hospital now awaiting his CAB operation following a 
heart catheterization.  He has received both Lovenox doses and a Heparin 
drip within 48 hours of his operation.  How do you code these preop 
anticoagulants for the STS database? 



 How do you abstract these preoperative 
medications when the patient received 2 
different anticoagulants for the same STS 
database field? 

 

 AQO 2015 Question – Patty’s Section 



Rationale:  Look at the Half Life of Each 

Half-Life for IV is 45 min 

Half–Life for Lovenox is 4-5 hours 

Choose Lovenox – More risk to Operation  
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18.  In abstracting data for Mr. Smith who is scheduled for a PFO closure, you 
note he did not have a preoperative echocardiogram performed.  He also did 
not have an intraoperative TEE performed.   
 
How do you abstract data for the elements #1590 & #1680 which ask about 
aortic and mitral insufficiency and for the presence of aortic and mitral valve 
disease ? 



 How do you answer the STS database fields 
on preoperative valve insufficiency when you 
do not have any echocardiographic 
information? 

 

 AQO Question – Patty’s Section 



#1590 AI & #1680 MI  



 Best answer is Not Documented: 
 

 None means you looked and there was NO 
Insufficiency. 

 
 
 
 
 Not Documented means the procedure was 

either not done, or the results are not 
recorded. 
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19.  Mr. Collins is admitted for c/o weakness and SOB through the 
emergency room.  His workup leads to a heart catheterization which 
subsequently leads to a CAB operation for three vessel coronary artery 
disease 5 days after admission.   
His preop creatinine at 5am on the day of his operation is 1.26.  His 
peak postop creatinine is 3.46.  How do you abstract this data for the 
STS database? 



 AQO Question:  
◦ Use STS Data Specifications as a Reference. 

 Specification Manual: 
◦ Preop Cr. shows 2 places after the decimal point. 

 Do Not Round Up with Preop Values 

◦ Postop Cr.  Is only 1 decimal point. 

 Rounding up is best here.  

 Going on the Upgrade list for consistency! 
◦ Influences PO ARF as well.  

◦ 1.3 X 3 = 3.9 

◦ 1.35 X 3 =4.05 
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20.  I am new to the STS database registry and have a question. My patient had a 
Pericardial Window operation performed 2 years ago and is now being admitted for 
an AVR operation.  When I am completing the STS database form, how do I capture 
this data?   
Please help this new data manager by choosing the best answer from the selections 
listed below: 



 Can a previous “Cardiac Operation” be 
captured preoperatively, but not be entered 
as a case in the STS database? 

 Confusing! 
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21.  Mrs. Dudley comes in through the ER with severe substernal chest pain and new 
ECG changes.  She is diagnosed with a NSTEMI and begins the routine acute coronary 
syndrome protocol treatment.  She continues to have chest pain uncontrolled with IV 
Nitroglycerin and IV Morphine.   
The cardiologist on call sees Mrs. Dudley and recommends she go to the cardiac cath 
lab urgently for a possible PCI to the culprit lesion.  During the catheterization, she 
has a attempted PCI to her 95% LAD stenosis, but the artery is dissected and she 
requires an emergent CAB operation for this issue.  How are these events captured 
for the STS database? 



 Is an attempted PCI captured for the STS 
database? 

 

 Does this scenario qualify for a Hybrid 
procedure? 

 

 How is a combined PCI & Surgery Status 
determined for STS? 

 

 

 

 



#775 Previous PCI 



DCF #2595 

 Concurrent – Emergent Intervention 
 Staged – Planned Intervention 
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22. My patient has the diagnosis of large coronary artery aneurysms on both the LAD 
& LCX arteries.  The cardiac cath states there are no stenoses in these vessels.  He 
had complaints of chest burning which led to a workup where these were found. 
   
His workup subsequently led to a CAB X 2 operation with grafts to the LAD and LCX. 
How do I capture this information for the STS database when there are not any 
coronary artery stenoses to capture? 



 How is a coronary artery aneurysm captured 
in the STS database? 

 

 Can a patient have a CABG Operation and not 
have any coronary artery stenoses? 

 



 1/3 are associated with obstructive CA 
disease 
◦ Can lead to MI, arrhythmias, sudden cardiac death, 

thrombus formation & embolization. 

 Usual Cause is Atherosclerosis 

 Rare Incidence: 1.5 – 5% of adults (Male>Females) 

 Most are Asymptomatic.  If Symptomatic, treatment 
should be sought. 



#1170 Number of Diseased Vessels 
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23. Mr. Thomas has a CAB operation and lengthy intraoperative course.  He 
required to go back on pump for a bleeding issue in the OR and has difficulty 
coming off the CPB machine at the end of the case.  An intraaortic balloon 
pump is inserted following the second time coming off CPB and Mr. Thomas 
is eventually transferred to the CV ICU.  
He continues to have marginal cardiac output, unstable vital signs and very 
poor oxygenation. He is requiring 100% FIO2 on the ventilator and multiple 
inotropic drips. Dr. Hart decides Mr. Thomas needs more cardiac support 
than can be offered at your institution and after consulting with his surgeon 
colleague at the city Metropolitan trauma hospital, he is transferred the next 
am for insertion of an LVAD and or possible ECMO treatment.  How is this 
information for Mr. Thomas case captured for the STS database? 



 How is a patient transferred to another 
hospital for additional treatment captured for 
the STS database? 

 

 



#5140 Readmission 
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24.  Mrs. Quinton, an 82 yr. old female is recovering from an AVR operation.  On POD 
#4 the RN's report to the heart team that she is having periods of confusion and 
disorientation.  She requires a bed alarm and posey belt most of the day because she is 
trying to get out of bed by herself and quite restless.  
A neurological consult is ordered along with a head CT to r/o any acute event.  The 
head CT is negative for a bleed or intracranial hemorrhage, focal, or soft tissue 
deficits, however it does reveal an old lacunar infarct near the basilar artery. They 
attribute her symptoms to metabolic encephalopathy and advise they will clear given 
more postoperative time.  
How is this information for Mrs. Quinton captured for the STS database? 



 If an old Lacunar CVA is discovered on a head 
CT postoperatively, can I take this as a preop 
risk factor for the STS database? 

 

 Back to Google University for Lacunar Infarct 
Information! 

 

 



 CVA in blood supply to deep brain arteries. 
 Very Common  CVA Type: 11 million per year in US alone. 
 Silent Lacunar Infarcts are common in elderly. 

 No symptoms, No Residual deficits 
 HTN, advanced age, smoking, diabetes = known risk factors 
 www.wikipedia.com 

www.lacunarinfarct.net 

Lacunar Infarcts 
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25.  Mr. Hutchinson is admitted electively for a CAB operation.  He has a history of 
renal insufficiency with a baseline creatinine of 4.1.  Dr. Hart is concerned that he 
will develop renal failure postop and has the surgical team insert a Quinton catheter 
prophylactically in case it is needed in the postop period.  
On POD #4 Mr. Hutchinson's creatinine rises to 6.0 with very  poor urine output, his  
potassium is 5.9 and he is up 4.5 liters in fluid since OR without much response to 
several trials of diuretics.  The Nephrology team is consulted and orders 
hemodialysis to start immediately.   
After 3 days of hemodialysis, his course is finally improving and he is able to stop 
dialysis prior to his discharge 10 days later. How is this information capture in the 
STS database? 



Seq. #: 4870 
Long Name: Post‐Op‐Renal‐Renal Failure 
Short Name: CRenFail 
Definition: Indicate whether the patient had acute renal failure or 
worsening renal function resulting in ONE OR BOTH of 
the following: 
 
1. Increase in serum creatinine level 3.0 x greater than baseline, or 
serum creatinine level ≥4 mg/dL , Acute rise must be at least 0.5 mg/dl  
(Last SM Question Illustration) 
2. A NEW requirement for dialysis postoperatively 

Mr. Hutchinson:  ? New Dialysis Postoperatively  
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