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Date Section Seq# Field Name Question  Response 
Nov 09 
 

  General We are starting up the STS Thoracic Database.  I am 
confused about which procedures are entered in that 
database.  I have a cardiac patient who returned to the 
hospital one week post op with sternal wound infection.  
He went to surgery at this time for sternal debridement 
and VAC closure.  Does this surgery get put into the 
thoracic database.  My doctor does not see a procedure 
that applies on the Thoracic Database Form? 

Post-op complications of cardiac procedures should be 
entered in the Adult Cardiac Database. 

Apr 10   General-
Staging 
Guidelines 

In terms of the staging section, are we supposed to stage 
according to the new guidelines or the old ones, and if 
new, what date should the new staging be used for 
putting in retroactive data? 

Use the new guidelines on staging procedures effective 
1/1/09 coinciding with the new v2.081 General Thoracic 
Surgery Data Specs. 

Apr 10 NA NA Case 
Inclusion 

We are just starting up the thoracic database and I need 
clarification on inclusion criteria.  Should a thoracic dcf be 
initiated for a postop cabg who had a bronch? I thought I 
should initiate a form if the procedure was performed in 
endoscopy, not at the bedside, but the first question on 
the FAQ document states that post op complications of 
cardiac procedures would not be entered in the thoracic 
database. 

No General Thoracic DCF should be started. 
Post op complications of CABG should just be entered in 
the Adult Cardiac Surgery Database. 

May 10    I have been asked by a CV surgeon which STS data 
group (CV vs. Thoracic)collects data for the following: 1. 
Descending thoracic stents 2. Traumatic transections. I 
currently collect data for thoracic STS and don't see 
anything clearly coded for these procedures.  These 
procedures are done in our cath lab. Should I be 
capturing these and if so, what procedural code/s do you 
suggest I use? 

This belongs in the Adult Cardiac Surgery Database if it 
is done by a surgeon who is a participant. Procedures 
done by interventionalists are not captured. 
 

Nov 09 Database 
Administration 

90 PatID In the Intent/Clarification section it reads "A record should 
be initiated for inpatient and outpatient thoracic 
procedures on every visit to the operating room whether 
planned or unplanned. Does this assume a separate 
admission or visit?  How is this different from a patient 
who is taken back to the OR for a complication of the 
original admitting surgery ( i.e. seq #2010)? 

Another form needs to be initiated; a separate form is 
used for every surgery. 
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Nov 09 Demographics 160 STS Trial 

Link Number 
The data definition for the STS trail link number says, "it 
is a unique number assigned by STS".  One software 
support person told me I should check the medical record 
to see if such a number exists, of which I have never 
found.  Our software vendor said STS would populate 
that field and I can leave blank.  Would you please advise 
if the data mangers ever adds the STS trial link number 
and if so where is it located?   

The unique identification number assigned by the STS 
indicating the clinical trial in which this patient is 
participating. This field should be left blank if the patient 
is not participating in a clinical trial associated with the 
STS. 

Nov 09 Admission 310 Payor-Govt. 
Health 
Insurance 

How do I code for insurance for a patient that is federally 
incarcerated and listed as FCI (Federal Correctional 
Institution)? 

Yes, Government Health Plan; State-Specific Plan. 

Dec 09    If a pt is status post bilateral lung transplant, do you still 
check COPD, Pulmonary Hypertension, etc?  Not sure if 
it applies, as they have new lungs 

No, those no longer apply 

Mar 11 Admission 430 Surgeon 
Name 

 I have a case where two STS participating surgeons 
completed a case.  Dx was for an esophageal pleura 
fistula.  One surgeon completed the esophageal portion 
and the other surgeon completed the lung portion.  Do I 
count this case under the main physician? Or do I split it 
based on their op reports and what they completed?  If I 
split it, who owns all the post op events?  Both?  

Pick one surgeon, one who did the majority of the case. 

Jan 11 Weight 540 Weight in 
Kilograms 

Patient weight is 778 lb.  The software will not accept this 
weight at all.  

Check with your vendor, they should be able to adjust 
this. 

Nov 09 Pre-Operative 
Risk Factors 

560 Weight Loss 
in Past 3 
months 

If MD writes patient has lost 38 lbs over 8 mos., can we 
prorate this over a 3 mos period?  This seems more 
accurate than leaving it blank or showing "0" loss. 

Leave it blank unless it specifically says 3 months.  
Weight might not have been lost evenly. 

Nov 09    If the patient’s medical record states the patient has lost 
weight but does not state how much what should be 
entered here?  The database specifically asks for amount 
in kg. 

Leave it blank.  
 

Nov 09    How to code a weight loss present within the last 3 
months, but unknown as to how much?  Nothing to 
document as to how much. 

Leave blank. 

Nov 09 Pre-Operative 
Risk Factors 

590 Steroids Patient was admitted and treated for pneumonia. On Day 
6 she worsened and was started on steroids but only 
received one dose of Solu Medrol prior to surgery.  Do I 
put yes for steroids? 

Code "no."  Please review data specs on p.19. 
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Nov 09    Patient diagnosed with ARDS and Pneumonia prior to 

surgery. Also has prior diagnosis of hepatic sarcoidosis.  
Admitted for pneumonia but worsened and steroids 
begun.  She only received one dose prior to thoracic 
open lung biopsy.  Should I put yes or no under steroids? 

Code "no."  Please review data specs on p.19. 

Dec09 Pre-Operative 
Risk Factors 

670 PreopChem
o-current 
Malignancy 

Patient is on Methotrexate (as well as Prednisone and 
Plaquenil) due to Dermatomyositis, Rheumatoid arthritis 
and also has Crohn's Disease.  Do I put yes for 
Preoperative chemotherapy? 

No, this only applies to Chemotherapy for the current 
malignancy. 

Jan 11    Patient diagnosed with breast cancer in 1998. She was 
diagnosed with metastatic disease to the sternum and 
mediastinum in 2004. She has been getting 
chemotherapy since then. She has had persistent pleural 
effusion and had video assisted thorascopy and possible 
decortication. 
 
Do I put yes for preoperative chemotherapy? 

No, only chemotherapy for current thoracic malignancy 
should be coded as yes. 

Mar 11 Pre-Operative 
Risk Factors 

690 PreOpXRT The patient had breast cancer in 2000 with recurrence in 
2004 and Radiation Therapy. She now has mediastinal 
lymph adenopathy which is seen to be metastatic breast 
cancer.  Is the radiation therapy she had previously 
considered thoracic and if so is it for the same disease or 
unrelated disease? 

It is stated in the data specifications that no other cancers 
would be included. It is not considered thoracic, as it is 
not the entire chest. 

Apr 11 Pre-Operative 
Risk Factors 

710 Preop 
Thoracic 
Radiation 

If a patient has had radiation to the thoracic cavity, but 
not chemo, do we select the category for "same disease" 
to denote that they had radiation only for a past or current 
thoracic malignancy?  

The thoracic radiation is unrelated in this case. 

Jan 11 Pre-Operative 
Risk Factors 

720  CerebroHx In risk factors, Cerebrovascular, how is a carotid stenosis 
or CEA captured, as a reversible or non-reversible event, 
or is it even captured at all? 

Carotid stenosis (>79%) or prior CEA are captured under 
The CerebroHX.  If the patient has no residual neurologic 
deficits the stenosis is considered reversible.  Likewise if 
they had a CEA and now have no residual deficits that 
are considered reversible.  A patient who has had a CEA 
and has residual deficits from a stroke either prior to, 
during, or after the CEA is considered to have a non 
reversible defect. 
 
Cerebrovascular History 
CerebroHx 
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Valid Data: No CVD history; Any reversible event; Any 
irreversible event 
Usual Range: 
Definition: Indicate whether the patient has a history of 
cerebrovascular disease, documented by any one of the 
following: Unresponsive coma > 24 hrs; CVA (symptoms 
> 72 hrs after onset); RIND (recovery within 72 hrs); TIA 
(recovery within 24 hrs); Non-invasive carotid test with > 
79% occlusion; or prior carotid surgery. Does not include 
neurological disease processes such as metabolic and/or 
anoxic ischemic encephalopathy. 
Short Name: 
Field Name: 
Harvest: Yes 
Harvest Coding: 1 = No CVD history 
2 = Any reversible event 
3 = Any irreversible event 
Core: Yes 
Parent Field: 
SeqNo: 720 
Format: Text (categorical values ParentShortName: 
Definition: Indicate whether the patient experienced any 
of the following neurological events in the postoperative 
period that was not present preoperatively: 
1. A central neurologic deficit persisting postoperatively 
for > 72 hours. 
2. A postoperatively transient neurologic deficit (TIA 
recovery within 24 hours; RIND recovery within 72 
hours). 
3. New postoperative coma that persists for at least 24 
hours secondary to anoxic/ischemic and/or metabolic 
encephalopathy, thromboembolic event or cerebral bleed. 
Harvest Coding: 1 = Yes 
2 = No 

Feb 09 Pre-Operative 
Risk Factors 

790 Currently on 
Dialysis 

 Correction to Training Manual:  This DOES include 
peritoneal dialysis. 

Nov 09 Pre-Operative 
Risk Factors 

830 Interstitial 
Fibrosis 

How do you capture someone who is intubated prior to 
procedure or who has a diagnosis of ARDS prior to 

Code as secondary category of disease. 
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procedure or who has a diagnosis of pneumonia prior to 
procedure? 

May 10 Pre-Operative 
Risk Factors 

910 Pack-Years of 
Cigarette Use 

63yo female "long history of smoking, quit in '95 started 
back in '08 currently smokes 3-10cigarettes a day" that’s 
all I have to go on ? Pack Year amount 

Code as a current smoker, leave pack years blank if you 
do not have the information. 
 

Nov 09 Procedures 1050 Zubrod Score The only information I have regarding this patient’s level 
of function is: gait normal, bed rest, wheelchair and 
knows his own limits.  This information is vague.  How 
should this be coded? 

This is a subjective call but it sounds like he is "2." 

Jan 11    In the nurses notes it states that the patient was up 
ambulatory without assistance and the activity level 
tolerated was 75%.  Would this be a Zubrod score of 2 or 
1?  And is this enough information to even determine a 
Zubrod score? 

Score the activity within the 2 weeks prior to surgery; look 
at admission history and physical exam. 

Feb 09 Procedures 1070 Category of 
Disease 

 

NOTE:  For thoracic procedures for which there is no 
Category of Disease that may be the best fit, code under 
Miscellaneous as “Abnormal Radiologic Finding 793.1” if 
you wish to track all surgeries. 

Jan 09    Patient admitted with GSW to Lt. upper abd/chest with Lt. 
hemopneumothorax and diaphragm injury. Repair of 
hemidiaphragm performed by trauma surgeons. Later 
developed empyema and taken to OR for total 
decortication by thoracic surgeon.  Would primary 
category of disease be? 862.0 diaphragm injury and 
secondary be 860.4 traumatic hemopneumothorax? Or 
would it be 511.1 pleural effusion infected? 

Please code primary as Pleural effusion, infected 511.1. 

Jan 09    What Category of Disease should be selected for those 
patients who have a trach secondary to respiratory 
failure?  

If respiratory failure was post surgery or trauma, code as 
Pulmonary insufficiency following surgery/trauma (ARDS) 
518.5.  If not post surgery/trauma, code as Pneumonia 
486. 
 
A diagnosis code for respiratory failure will be added to 
the next specification upgrade. 

Feb 09    Should hiatal hernia now be captured as Esophagus-
GERD? 

Yes. For hiatal hernia, select "Gastroesophageal reflux 
(GERD) 530.81. 

Feb 09    In version 2.07, we captured a spinal exposure category 
of disease as Other.  How should this category of disease 

Code as abnormal radiographic finding (disc disease) 
under miscellaneous. 
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now be captured in version 2.081?  There is no 
“miscellaneous – other”? 

Also, procedure code would be thoracotomy major 
(32100) with exploration. 

Apr 09    Indicate the PRIMARY category of disease for which the 
procedure was performed. What if the procedure was 
performed for suspected malignancies pre-op, but on 
final pathology are benign?  Can the primary disease 
process be changed after the operation?  There is no T0 
for lung cancer. 

Yes, the primary Category of Disease can be changed.  
In this case, it would be Lung Tumor, benign 212.3.  
There would be no path staging completed as there was 
no cancer. 

Jun 09    We have a patient who received a double lung transplant 
for lymphangioleiomyoma.  Would the category of 
disease be lung tumor, benign?  

Code as Lung nodule, benign (not a tumor, e.g., 
granuloma, subpleural lymph node, pulmonary infarct) 
518.89. 

Nov 09    Patient coded for Malignant Neoplasm of Mediastinum # 
164.9.  This is not an option in the database.  How should 
this be coded? 

Code 164.3. 

Nov 09    We normally use the hospital coders to identify the 
primary and secondary diseases.  But the coders do not 
use "abnormal radiological findings -793.1".  As a clinical 
abstractor, may I add this code to 1070 or 1080 if not 
listed by ICD9 code in medical record but is relevent 
physician documented problem as to why the patient had 
surgery.   

It is OK to use 793.1. 

Nov 09    The patient presents with hemoptysis and no history of 
lung disease of any sort. How should hemptysis be coded 
as catgegory of disease? 

Code 793.1. 
 

Nov 09    What would be the appropriate coding of category of 
disease for bronchial stenosis after lung transplantation?  
We have many patients who come back after lung 
transplantation for bronchoscopies due to bronchial 
stenosis. 

Unfortunately, there is no category of disesase for a 
benign bronchial stenosis.   Code 793.1. 
 

Nov 09    Patient presented with complaint of hemoptysis for which 
a bronchoscopy was performed. The bronchoscopy was 
negative.  Patient was found to have a blood filled syringe 
taped to leg. Since there was no evidence of disease how 
should this be coded?  

Don't enter the patient. 
 

Nov09 
 

   We are performing many surgeries for hiatal hernias; 
however, this is not listed as an   option for Category of 
Disease.  What do I select? 

Code GERD, 530.81. 
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Nov 09    A patient with a history of lung cancer returns for 

drainage of a pleural effusion.  The pleural effusion is 
negative for malignant cells and negative for infection.  Is 
the primary category of disease pleural effusion sterile 
with a secondary diagnosis of lung cancer? Or is the 
primary category of disease the lung cancer? 

Primary procedure: plural effusion sterile (511.9); 
secondary not necessary. 

Nov 09    The patient had a left hemi-clamshell incision, en bloc 
resection of mediastinal mass with pericardium, left upper 
lobe, thymus, mediastinal lymph nodes, and attached 
pleura for a mediastinal sarcoma.  Is it appropriate to 
code excision of mediastinal tumor as the primary and left 
upper lobectomy as the secondary? 

Yes, primary procedure is excision of mediastinal tumor.  
Secondary is the lobectomy. 

 
Nov 09    Are we to code Cystic Fibrosis as "abnormal radiologic 

finding" as well?  Or is there another category we should 
fit it into? 

Code Interstitial lung disease/fibrosis-516.3. 

Nov 09    What is the category of disease for a redo-lung transplant 
with h/o lung transplant for COPD coming back now for 
double lung transplant for bronchiolits obliterans 
syndrome? 

Code Interstitial lung disease/fibrosis-516.3. 

Nov 09    What Category of Disease should Histoplasmosis be 
captured in? 

Code "lung abscess" 513.0. 

Nov 09    Patient was admitted with 2 primary neoplasms 
(Adenocarcinoma RUL and Squamous Cell Carcimoma 
of Epiglottis). Surgical procedure = Mediastinoscopy with 
Biopsy and Thoracotomy for RUL Lobectomy.  Category 
of Disease: I chose lung cancer, upper lobe 162.3 as the 
primary.  How should the secondary category of cancer 
of epiglottis be coded? 

The database does not have a category for it. 

Dec09    How should I code primary diagnosis of Postinflammatory 
Pulmonary fibrosis, 515?  Should I use the code 793.1? 
The admitting diagnosis was 518.89.  

516.3- Interstitial Lung disease/fibrosis 

Dec09    On January 9, 2009, I submitted the following question: 
“In version 2.07, we would code surgery for a cystic 
fibrosis patient as category of disease lung - benign.  
Should cystic fibrosis category of disease now be 
captured as Lung - Interstitial lung disease/fibrosis in 

Use Bronchiectasis, as Cystic Fibrosis is a form of 
Bronchiectasis. 
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version 2.081?”  On January 21, 2009, I received the 
following answer:“Cystic fibrosis would be captured under 
Lung, "Bronchiectasis 494.0.”  The November 2009 FAQ 
document page 4 states that cystic fibrosis is to be 
captured as interstitial lung disease/fibrosis.  Please 
clarify. 

Apr 10    Does a malignant pleural effusion refer to an effusion that 
is biopsy or cytology proven malignant, or should it also 
refer to a pleural effusion associated to a documented 
malignancy elsewhere in the body, or even an effusion 
thought to be clinically malignant, but not 
pathologically/cytologically confirmed?   Also can an 
empyema be used as a category of disease if pt is 
treated for such clinically although cultures were 
negative? 

Malignant Effusion can be used when you have 
documented cytology, even if it was from a previous 
procedure or metastasis.   
Empyema can be used as category of disease if cultures 
are negative due to antibiotic use. 

Apr 10    There is not a diagnosis of carcinoid tumor in the 
category of disease section, should we just continue to 
call this lung cancer? 

Yes, stage it the same way you’d stage lung cancer. 

May 10    Is there a way to denote palliative care as a diagnosis?  
Our surgeon who is acting as a physician champion for 
our STS Member General Thoracic Database is sure that 
STS would not intentionally include palliative care 
procedures in Discharge Mortality. 

There is no way to capture this in the current version, this 
should be addressed in the next version of the General 
Thoracic Surgery Database. 
 

May 10    patient is discharged and returns within 30 days of the 
initial surgery with pneumonia and respiratory 
failure/ARDS resulting in tracheostomy placement.  Is the 
category of disease pneumonia or pulmonary 
insufficiency following surgery/trauma (ARDS)?  

You can have both, choose ARDS for the primary and 
pneumonia can be secondary. Be sure to include the 
complications on the initial procedure. 
 

May 10    What code should I give for an endobronchial fibrinous 
cast lesion?  It was first noted post Bronch/Bal by the 
procedural pulmonologist who referred the patient to STS 
surgeon. STS surgeon performed a flex bronch with 
debridement. Pathology was consistent with fibrinous 
cast of right bronchus. 

5163- Fibrosis 
 

May 10    How would I code the following -1).Diagnosis= malunion 
of 7-8th ribs with intercostal hernia?  HX: S/P 
thoracotomy in 2009 
 

21899- unlisted pocedure, neck or thorax. 
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Jan 11    Which code should I use as PRIMARY, the surgeon's 
preop diagnosis (pulmonary infiltrates-793.1) or diagnosis 
from pathology (diffuse aveolar disease and interstitial 
disease-516.3)? The primary intent states "to have a 
clear picture of patient's clinical status upon entering the 
OR". 

516.3 

Jan 11    Which code should be used for a patient with precarinal 
lymph nodes seen on CT (hx of esophageal CA); should I 
code as 793.1 or 785.6?  No biopsies were done for 
definitive pathology only CT, but in the patient's discharge 
summary, the MD noted "locally advanced (esophogeal 
CA) disease with lymphadenopathy".  

785.6 because you do not have pathology 

Jan 11    Patient had VATs lung biopsy of upper, middle, and lower 
lobes. Path report states Granulomatous disease (active 
without caseation and fibrogenic granulomas), cause 
uncertain. Cultures and stains were negative. What would 
be category of disease? 

518.89 Lung nodule, benign 

Jan 11    If a patient had lung transplant and had to be taken back 
to the OR for hemorrhage, how would I classify this under 
category of disease? 

Use the clinical diagnosis from the initial procedure, such 
as interstitial lung disease. 

Jan 11    What code should I give for bronchial stricture (519.19)? 793.1. This will be added to the issues log for the next 
upgrade. 

Jan 11    If the category of disease is not listed for the procedure 
being performed, should the case not be included in the 
database? There are several procedures that are not 
listed under procedures that I would check "other" for, but 
then there is not a category of disease listed to go with 
the procedure.  For example, patient has a 
claviculectomy for a repair of a medial clavical non union. 

Was this the initial surgery or a post op event following 
another procedure? If it was the first surgery and you 
wish to track it (not everyone does), enter it as abnormal 
radiologic finding and other unlisted procedure. 

Jan 11    I have a patient with a GIST-esophageal gastrointestinal 
stromal tumor and don't know whether to classify as 
cancer and stage it. (Patient had a resection performed.) 
It's not really benign, but it's not a squamous carcinoma 
or adenocarcinoma either. 

Capture as benign, do not stage. 

Jan 11    Are we to indicate the postop diagnosis as the PRIMARY 
disease and the preop diagnosis as the Secondary 
disease?  Example: a patient (history of 
Thrombocytopenia and auxiliary lymphadenopathy) has 

Capture this as 516.3, interstitial lung disease/ fibrosis. 
No secondary diagnosis is needed. 
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surgery for pulmonary nodules seen on CT and the 
postop pathology diagnosis is bronchiectesis/fibrosis. Or 
are we only to capture postop diagnosis? 

Jan 11    What codes should be used for the following: (disease) 
Bronchoesophageal fistula?  

It can be coded as Esophageal Injury or Abnormal 
Radiological Finding. 

Jan 11    A patient went into the OR with suspected lung cancer in 
the right upper, middle and lower lobe.  All three nodules 
came out positive with NSCLC.  What category of 
disease would I choose as the primary? 

It can be categorized as Lung Cancer Unspecified or the 
data manager can list all three and include the largest 
tumor as the primary. 

Jan 11    I have a patient who has a pericardial effusion that does 
not have pericarditis and the effusion is not malignant. 
How do I code this?  Abnormal radiologic finding?  
(Same question from another data manager) A patient is 
diagnosed with a pericardial effusion (non malignant) and 
goes to surgery for a pericardial window. What would be 
the disease category since it is not a malignant effusion 
and not pericarditis?   

It can be categorized as Abnormal Radiological Finding. 

Jan 11    How should a traumatic pericardial effusion with 
tamponade (s/p pericardiocentesis) be coded? 

It can be coded as Abnormal Radiological Finding. 

Jan 11    The billing code for carcinoid tumor is 209.21 which is not 
a listed disease code in GTS. Are carcinoid tumors 
excluded from this registry? If no, what code should we 
use? 

It can be coded as primary lung. 

Jan 11    A patient is s/p esophagectomy with staging completed, 
returns to surgery (one year later) for a staging 
laparoscopy, evaluation of gastric conduit obstruction and 
excision of peritoneal mass with a final diagnosis of 
Metastatic esophageal CA. I used 150.5 for disease code 
but what additional code should I use to show recurrence 
and metastis?  Patient is also s/p chemo for same CA. 

Cannot use 150.5 and can use 245.79. 

Jan 11    When a patient has had an MIE for esophageal CA and 
returns to surgery at a later date for stricture requiring 
dilation, I code the disease as 530.3.  Should I put a 
secondary code as esophageal CA to capture the history 
of CA? 

No 

Jan 11    We have a couple CT surgeons who perform 
endarterectomy procedures for diagnosis such as carotid 
stenosis and PVD. Do these get entered into the thoracic 

These are not entered in the General Thoracic database. 
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database and if so how do you classify them as far as 
category of disease and procedure? 

Jan 11    What should be entered in the primary category of 
disease section if the correct diagnosis is not an option? 
(ie. dysphagia, hemoptysis, or sleep apnea)  

Select the least incorrect option, in this case dysphagia 
and hemoptysis are symptoms and not considered 
disease categories.. 

Jan 11    How do I categorize “benign mesothelial cyst” in the 
mediastinum? 

It depends on its location and in addition to the pathology 
report you need the operative note or need to speak with 
the surgeon.  Mesothelial cysts in the anterior 
mediastinum are benign thymic cysts.  Mesothelial cysts 
in the middle mediastinum are almost always 
bronchogenic cysts or pericardial cysts; the distinction 
relates to location and input from your surgeon would 
likely help. 

Jan 11    Patient has non-union of zyphoid after OHS 10 months 
ago with pain and clicking.  Surgery was xyphoidectomy.  
What would be the category of disease?  It will not be 
coded as outcome for Adult Cardiac Surgery database 
because that surgery was 10 months ago. 

It can be coded as 793.1, abnormal radiological finding if 
it was performed by a thoracic surgeon and will be "Other 
non-cardiac thoracic". 

Mar 11    What code should be used for a Bronchopleural fistula 
s/p lobectomy? There was just a persistent airleak, 
original CTs were not removed.  There was no enlarging 
pneumo or empyema.  The surgeon returned pt to 
surgery for a VATs to close bronchial fistula with progel 
and a pleural patch.  

The original primary category of disease should be used. 
Should code 32906 for repair. 

Apr 11    A patient with a History of metastatic lung CA with lesion 
to right side of brain s/p craniotomy brain Bx with positive 
TTF markers, undergoes a VATs with biopsy of pleural 
plaque (seen on CT). Path was negative for Pleural CA. I 
put abnormal radiologic finding 793.1 as primary disease 
and lung CA unspecified 162.9 as secondary. Is this the 
correct way to code the disease? In the data collection 
tool, there is no way to capture the prior lung Ca/Brain Bx 
history. Will this show up as inconsistent data in the 
Harvest Report?  

Code as pleural tumor benign 212.4. 

Apr 11    If a patient comes in for a surveillance EGD what 
category of disease do we normally list this under?  Pt 
had an esophagectomy 5 yrs ago for esophageal cancer 
& Dr sees her yearly for surveillance EGD's.  I'm not sure 

Code as V45.79. 
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how to capture this under the category of disease. 

Jun 11    How do I code a gunshot wound to the spleen, 
diaphragm and right ventricle of the heart?  We looked at 
all categories and nothing fits this scenario and there is 
no broad miscellaneous category.   

Diaphragm injury, 862.0 and the procedure is other. 

Jun 11    How do I code Category of Disease on a patient who had 
Primary Coccidiomycosis and required a lobectomy?  

Lung abscess 513.0 and abnormal radiological finding. 

Jan 11 Procedures 1070 
and 
1080 

CategoryPrim 
CategorySec

ond 

I always struggle with the Category of Disease.  Is the 
primary preoperatively and the secondary 
postoperatively?  For instance if we have a lung mass 
without a confirmed cancer diagnosis would the primary 
be abnormal radiologic findings 793.1 and secondary be 
lung cancer 162.X? 

Indicate the PRIMARY category of disease for which the 
procedure was performed. For the majority of cases, 
there will be only one condition treated (i.e., lung cancer 
treated by lobectomy and lymph node dissection). Rarely, 
there will be cases where two unrelated conditions are 
treated at one time (i.e., a thymoma and a lung cancer). 
In these rare cases, indicate the primary or most 
important diagnosis in this "Category of Disease - 
Primary" field, followed by the secondary or lesser 
diagnosis treated in the "Category of Disease - 
Secondary". For example, in the case of lung cancer with 
incidental thymoma, the primary category of disease = 
lung cancer, and the secondary category of disease = 
thymoma. This is not indicated by preop or post operative 
diagnosis. 

Mar 11 Procedures 1070 
and 
1270 

CategoryPrim
; Procedures 

Esophageal cutaneous fistula from cerv. laminectomy. 
Had neck expl. with resection of fistula and insertion of 
salivary bypass tube. What is disease and procedures? 

Esophageal injury 862.22 and unlisted procedure-esoph 
43499 

Jun 11    Stage IV Breast CA with mets to lungs, bone, brain. Had 
open chest wound due to Rad. therapy. Developed 
necrotic sternum with massive hemorrhage from internal 
mammary artery in the radiated wound. Had partial 
resection of manubrium and ligation of internal mammary 
artery.  What would I select for the category of disease 
and what would I select for the procedures? 

This would be an unlisted procedure, an abnormal 
radiological finding 39499. 

Jan 11 Procedures; 
Post Operative 

Events 

1070; 
1270; 
1610; 
1850 

CategoryPrim
; Proc; 

POEvents; 
PostopPRBC 

If the patient has multiple procedures during a stay, 
including many OR visits for debridements of a 
longstanding wound, are complications assigned to the 
most recent operation or are all complications assigned 
to each preceding surgery, or all to the initial procedure, 
likewise RBC transfusion?  And how should wound 

Each trip to the OR generates a new entry as the 
database is a procedural database.  Assuming the 
complication remains the same, say emphyema, it would 
be assigned to each of the procedures.  Should a new 
complication arise following one of the debridements, say 
a new air leak, it would be assigned to the procedure 
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debridements be coded for 1070 CategoryPrim, and 1270 
Proc? 

immediately prior to its occurrence. 

Nov 09 Procedures 1100 Date of 
Surgery 

If the patient has multiple thoracic surgery procedures 
during one stay, is each procedure entered as a new 
case with new date of surgery or do they all fall under the 
primary/first surgery?   

Enter new dates for each surgery. 

Jan 11 Procedures 1130 Anesthesia 
Start time 

How do we document the anesthesia start time if the 
patient was intubated prior to being admitted to the 
hospital or prior to entering the OR? 

Look at the anesthesia record or use OR entry time, 
when the anesthesiologist assumes care for the patient. 

Nov 09 Procedures 1140 Anesthesia 
End Time 

When is anesthesia stop time? Is this when the 
anesthesiologist signs offs on patient or when the 
anesthetic is d/cd? 

When the anesthesiologist signs off and it is documented. 
 

Dec09    In the Training Manual you state that the anesthesia end 
time is the time of extubation or conclusion of anesthesia. 
In the November FAQ's, you state that the end of 
anesthesia is when the anesthesiologist signs off on the 
patient. Our anesthesiologist signs off when the patient is 
exits OR and is transferred to the PACU. So according to 
the FAQ's anesthesia end time and OR exit time would 
be the same time? 

The end of the anesthesia is the time the anesthesia 
ends, typically when they are extubated. It is not when 
they get dropped off in the PACU or ICU when the 
anesthesiologist leaves them.  

Mar 11 Procedures 1170 Procedure 
Start Time 

When our surgeon is called in to perform a procedure 
while a patient is undergoing another surgery how should 
the times be recorded?  The times recorded will not be 
accurate because they are for the primary surgery, not 
the procedure performed during the surgery. 

Standard times and the entire surgery time should still be 
used. 

Dec09 Procedures 1200 Status Is it correct to make a lung transplant status as elective?  Yes, unless it is booked otherwise in OR schedule. 

Feb 09 Procedures 1270 Procedures  NOTE:  If there is no best fit (please read the definitions 
in the Training Manual and do not simply try to match to 
the CPT code listed), code under Miscellaneous as 
“Other xxxx”. 

Jan 09    How would you code a vertebrectomy and diskectomy? These types of procedures are typically done by a 
neurosurgeon with a thoracic surgeon assisting.  If such 
is the case, it would not be captured in the Database.  If a 
thoracic surgeon performs this procedure for a chest wall 
tumor, for example, it would be coded as Unlisted 
procedure, neck or thorax (21899). 
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Jan 09    How do we code I&D of sternal wounds? Code as Unlisted procedure, neck or thorax (21899) if 
this was a complication of a previous thoracic surgery or 
a new procedure. 
 
If an I&D sternal wound was performed as a result of 
post-op cardiac surgery, this re-op and complication 
should be coded in the Adult Cardiac Surgery Database 
and not entered into the General Thoracic Surgery 
Database. 
 
In either case, the surgeon would have to be participating 
in that Database (having signed the Schedule A of the 
STS Agreement.) 

Jan 09    Is a thyroidectomy and carotid endarterectomy to be 
coded as Other mediastinum, neck? Also, in anticipation 
of general surgeons, how do we capture other GI 
procedures such as cholecystectomy and colon 
resections? 

Only a thyroidectomy would be considered a thoracic 
surgery to be entered into the Database.   
 
General surgeons participating in the General Thoracic 
Surgery Database will have ONLY their THORACIC 
surgeries entered in the Database.  

Jan 09    What do I choose for a chest tube for drainage of a 
pleural effusion? 

If VATS, it would be coded as Thoracoscopy, diagnostic 
lungs and pleural space, without biopsy (32601).  If 
closed only, code as Insertion indwelling tunneled pleural 
catheter (32550). 

Jan 09    I had a patient present with a 4 cm lung cancer, involving 
ribs 1-3. Coded 32480 for removal of the lobe and 38746 
for the mediastinal lymph node dissection.  How do I 
code for the removal of the first-third ribs?  It was not a 
Pancoast tumor by the truest definition, but it was 
involving the ribs; pathology demonstrated no bone 
involvement, although surgically it was “adherent” to the 
ribs which were resected in continuity with the tumor. 

Code under Pleural Space and Lung section, as a 
Resection of apical lung tumor (e.g., Pancoast tumor), 
including chest wall resection, without chest wall 
reconstruction (32503). 
If, a chest wall reconstruction was done, it would be 
coded to (32504). 
If, for example a lobe and ribs 3-5 were taken, then it 
would be coded a lobectomy first (to the appropriate 
lobectomy code), AND a chest wall resection as the 
second procedure. 

Feb 09    Our surgeons place fiducial markers for later Cyberknife 
Radiotherapy during a bronchoscopy or during a wedge 
resection, if they are not placed by radiation therapy 
department. The closest procedure I see is under 
Bronchoscopy # 31643 and this isn't correct. What should 

If placing marker in the lung, code as Unlisted procedure, 
lung (32999). 
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it be? Would it be Other (XXXX)? 

Feb 09    We had a patient who had "sternoclavicular joint infection 
w/ resection".  It involves the chest wall but not sure what 
to put for primary category of disease.  Patient had joint 
excision, chest cage ostectomy, chest cage bone lesion 
excision and chest wall lesion destruction so also not 
sure what is best choice for procedure(s). 

There is no Category of Disease related to infection, 
therefore if the lesions were benign, code as Sternal 
tumor, benign 213.3 and the procedure as Excision 
tumor, soft tissue of neck or thorax; deep, subfascial, 
intramuscular (21556).  
 If this was a malignant tumor, code as Sternal tumor, 
malignant 170.3 and the procedure as Radical resection 
of tumor (e.g., malignant neoplasm), soft tissue of neck or 
thorax (21557). 

Feb 09    Thoracic surgeon attempts a lobectomy through 
thoracoscopy but has to convert to open thoracotomy to 
complete the lobectomy. How do you code the 
procedure? Removal of lung, single lobe (lobectomy) 
32480?  
Do you also include the VATS procedure 32663 VATS 
with lobectomy? Also is lymph node dissection the same 
as 38746 thoracic lymphadenectomy, regional? 

A total of 3 (three) procedures should be coded:  
Removal of lung, single lobe (lobectomy) 32480, Thoracic 
lymphadenectomy, regional, including mediastinal and 
peritracheal nodes (38746), and Thoracoscopy, 
diagnostic lungs and pleural space, without biopsy 
(32601). 

Feb 09    Anterior thymus tumor (164.0) Had bronch (31622), 
thymectomy transthoracic approach, with RMD (60522), 
bilobectomy (32482) and pericardial reconstruction with 
Gore-Tex patch. What procedure would be selected for 
the pericardial reconstruction? Other (XXXX) or is it 
included in the primary procedure (60522)? 

Code under Miscellaneous as Other (xxxx). 

Feb 09    Patient had bronch (31622), Lt Thoracotomy with 
lobectomy (32480) and enbloc resection of pericardium 
and Lt. phrenic nerve, and MLND (38746) for lung ca 
(162.3). What procedure would you select for enbloc 
resection of pericardium and phrenic nerve? 

Code under Miscellaneous as Other (xxxx). 

Apr 09    How would you code a paraesophageal hernia repair with 
a laparoscopy approach?  In the context of the STS 
definition there is mention of transabdominal approach as 
well as laparoscopic and the CPT definition refers only to 
transabdominal.  Could you please help clarify coding of 
a paraesophageal hernia repair performed laparoscopic? 

Code as Laparoscopy, surgical, esophagogastric 
fundoplasty (e.g., Nissen, Toupet procedures) (43280). 
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Apr 09    Patient admitted with pleural effusion and had 
thoracotomy with drainage of pleural effusion and 
chemical pleurodesis. What procedure would you select?  
Pleural scarification (32215) is only for mechanical 
pleurodesis. 

Although Pleural scarification (32215) is only for 
mechanical pleurodesis, this is the closest descriptor and 
would be the one to code. 

Apr 09    Re: Video-assisted minimally invasive lobectomy.  The 
surgeon made an 8cm incision, used a small retractor to 
spread the interspace about 2 inches, next made an 
incision for a 20mm port for insertion of 10mm scope 
which was used for visualization during the procedure. 
What procedure codes are used to capture: RUL wedge 
resection, excision of right tracheobronchial lymph nodes 
and right upper lobectomy? 

If a rib spreader is used, it becomes an open lobectomy 
and is no longer considered a VATS. 
Code as Removal of lung, wedge resection, single or 
multiple (32500), Removal of lung, single lobe 
(lobectomy) (32480), and Thoracic lymphadenectomy, 
regional, including mediastinal and peritracheal nodes 
(38746).   

 
Apr 09    Patient admitted with pneumothorax due to bullae and 

had thoracotomy with excision of bullae (32141) and 
mechanical pleurodesis. Do you select (32215) for 
mechanical pleurodesis/pleural scarification or is it 
included in the primary procedure? 

It is included in the primary procedure.  Just code 
Thoracotomy, major; with excision-plication of bullae, with 
or without any pleural procedure (32141). 

May 09    Diagnosis: Achalasia (530.0).  Procedures: 
Endoscopy(43235), Robotic Assisted Laproscopic 
Esophageal Myotomy(432XX), Laproscopic repair of 
small hiatal hernia, No fundoplication done. Even after 
reading FAQ, I am not sure what to select for the lap. 
repair of hiatal hernia?  

Code as Laparoscopic esophageal myotomy (432xx). 

May 09    Patient is post-esophagectomy. Return to OR procedure 
was Right Thoracotomy with Primary Repair of Tracheo-
Gastric Fistula with intercostal muscle interposition 
between the trachea and stomach. I am unsure how to 
code this procedure.   

Assuming that you are referring to a return to the OR 
within the same admission --Capture the return to OR on 
the 1st data collection form (DCF) as a Postoperative 
Event, SeqNo 1610 and further as an Anastomis leak req 
surgical intervention (i.e., reoperation) SeqNo 1810.   
Remember that the second surgery requires a 2nd DCF. 

Nov 09    The procedure was for a resection of a posterior 
neurogenic tumor.  The description of tumor location was 
posterior to thoracic descending aorta & over 4 ribs.  The 
sympathetic nerve was cut also.  How should I code? No 
ribs were removed & this was done via VATS. 

Code excision of mediastinal tumor, 32662. 

Nov 09    How should a Bronchoscopy with lavage and removal of 
airway stent be coded for procedures? 

Bronchial with BAL; no stent removed. 
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Nov 09    How would you code a VATS lung volume reduction? Code 32655, excision-plication of bullae. 
Nov 09    Should I code 31629 for a Wang needle biopsy even if 

the biopsy if not outside of the bronchial tree? Otherwise I 
can only use 31625 which is for a forceps biopsy. 

Yes, code 31629. 

Nov 09    If a mediastinal lymphnode sampling was done and not a 
disection, where do I include this in the procedure 
section?  Or, does it get counted as a thoracic 
lymphadenectomy? 

Code it as a thoracic lymphadenectomy. 

Nov 09    Would the removal of a pleurex catheter (chest tube) 
even if done in the OR be considered a procedure for 
which a DCF should be completed? 

No 

Apr 10    Can you have more than one primary procedure?  
Example: a patient with diagnosis of Achalasia of 
esophogus underwent a laparoscopic Heller myotomy 
and laparoscopic Dor fundoplication.    

No, there can only be one primary procedure.  Choose 
the procedure most closely correlated for the category of 
disease to use as the primary procedure. 

Apr 10    The physician was attempting a thoracoscopy but was 
unable to gain access to the pleural space secondary to 
adhesions.  Would this procedure be counted in the 
registry since it was a failed attempt? 

No, do not include. 

May 10    We have a patient who underwent a mini 3cm 
anterolateral thoracotomy with placement of a left 
ventricular epicardial lead.  How would others count this 
for the Thoracic Database? The reason for the 
thoracotomy was unsuccessful lead placement 
percutanously. 

Would not include this in the General Thoracic Surgery 
Database. It could be entered in the Adult Cardiac 
Surgery Database if the Surgeon participates in that 
Database. 
 

May 10    Procedure= thoracoscopy;ORIF with plates and screws; 
and reduction of intercostal space #7 via anterior right 
thoracotomy?  

21899 and thoracoscopy. 
 

May 10    How should I code: Staging laparoscopy with biopsy of 
intra-abdominal lymph nodes and gastric condition 
procedure.(An EGD with stent placement also done).The 
patient's preop Hx= adenoCA distal esophagus 

43499- unlisted procedure, distal esophagus. 
 

May 10    What procedural code should be used for a Laparoscopic 
Pyloroplasty?  The patient's  Dx: esophageal 
CA,dysphagia, Pyloric stenosis S/P Staging 
Laparoscopy; gastric conditioning with esophageal stent 
placement. 

Pyloroplasty does not go in the General Thoracic Surgery 
Database. You can capture 43499- unlisted procedure, 
distal esophagus and 43219 for the stent. 
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May 10    What is the recommended code for EGD with removal of 
esophageal stent? 

43215- removal of foreign body. 

May 10    Often are forms are coded (by surgeons/fellows/PAs) as 
"thoracoscopy, diagnostic lungs and pleural space, with 
biopsy", and when I review the Op Note, the surgeon has 
called it a "Thorascopic Wedge Resection with Biopsy".  
Should these be coded as wedge resections, not 
biopsies?  That is my inclination.  What makes it a biopsy 
vs a wedge resection?  Since the forms are being filled 
out at time of surgery, referring to how the surgeon 
dictates it will not be an option.  

The operative report is the official case record so code 
the case according to that. 
 

Jan 11    I'm having a difficult time deciding which procedures to 
choose for this case on esophageal cancer-lower third-
150.5. Performed was a right VATS assisted IVOR-
LEWIS esophagectomy (coded as a partial 
esophagectomy), placement of jejunostomy tube. 
Periesophageal and perigastric lymph nodes were taken 
for biopsy. (Enterostomy was also performed but I know 
that's not included in this registry.) Pyloroplasty also 
performed. I have chosen 43117 for primary procedure. 
Also 32606, 44015 and 43360(?)Also, should I choose 
38746 even though there were no peritracheal nodes 
taken?  

43117 is correct and covers the operation, 32606 as long 
as something was biopsied in the mediastinum and 
44015 but not 43360. 

Jan 11    Under what procedure category do we enter: Placement 
of Port-o-Cath? 

These are not typically entered. 

Jan 11    What code should be used for creation of a gastric 
conduit that is done concurrently with an Ivor-Lewis and 
lap pyloroplasty? 

Ivor Lewis captures it all. 

Jan 11    The data specifications for v2.081 states that "The 
General Thoracic Surgery Database requires a separate 
data collection form for every general thoracic procedure" 
so does this mean that 2 forms are needed if 2 
procedures are performed during the same visit to the 
operating room?  For example patient goes into the 
operating room and has a bronchoscopy and 
thoracotomy.   

Each OR trip can have several procedures, choose all 
that apply. You only need one form. A new form is 
needed for every trip to the OR, however. 
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Jan 11    How do you code VATS with dissection and primary 
ligation of bronchoesphageal fistula? 

It can be coded as 43499, Unlisted Procedure 
Esophogus or 43415, 43410, Suture of Esophageal 
wound. 

Jan 11    Patient was admitted with left lung hernia with large 
defect from a fracture of his subcostal margin and tear of 
his chest wall at the intercostal muscles.  Pt had a left 
thoracotomy repair of the lung hernia completed.  No 
biopsies were completed.  Under what procedure would 
this be captured?   

It can be captured as 32999, Unlisted Procedure Lung. 

Jan 11    How should I code the procedure: emergent pericardial 
window using subxiphoid approach (a blake drain was 
inserted)? 

It can be coded as 33025, Pericardial Window. 

Jan 11    Pt. had a procedure for a spontaneous pneumothorax.  
The surgeon completed a wedge resection via 
thorascopy.  Because she felt there was possible scarring 
from old blems, she also completed a "pleural stripping" 
before going on to do the mechanical pleurodesis.  Would 
a pleural stripping be considered a partial pulmonary 
decortication (32651)? Or would it be a partial 
pleurectomy (32656)? 

It can be coded as 32665, Thoracoscopy. 

Jan 11    Patient consented for Lap-Nissen for giant 
paraesophageal hernia.  Due to the patient's shortened 
esophagus and comorbidities, a gastropexy (suturing of 
fundus to anterior abdominal wall) and PEG tube 
insertion were performed instead of Nissen.  What codes 
should be used for the Gastropexy and PEG tube 
insertion? 

It is typically considered an abdominal case. If the data 
manager wants to code it, it can be miscellaneous. 

Jan 11    When reviewing the Esophagoscopy procedures through 
the vendors drop down box of my internal data, I realized 
that all procedures identified in the data specifications are 
not listed in the drop down box. Did the STS elect to 
exclude some of the fields? 

It should all be there. The data manager should discuss 
this issue with the vendor. 

Jan 11    If an EBUS was performed to obtain a biopsy of the 
lymph nodes, would I only pick 31620 for the EBUS?  Or 
would I also include Mediasinoscopy 39400? 

Only include mediasinoscopy if it is done, but only if it is 
done. Only include EBUS. 

Jan 11    When you do a major thoracotomy for any purpose, 
lobectomy, wedge, decortication; how do you capture 
that? The selections under "Thoracotomy, major" are so 
limited. Do you just code the lobectomy, wedge, 

The CPT codes are confusing.  “Removal of Lung Single 
lobe (lobectomy) 32482” means a lobectomy by a major 
thoracotomy.  Likewise for wedge and segment.  The 
confusion here is that Thoracotomy, major: with 
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decortication, alone? exploration and biopsy (32100) means you opened the 
chest and just put a needle in the mass, cut out a small 
piece for biopsy and left the remaining portions of the 
tumor behind.  It is unlikely you would need to use this 
code ((32100) frequently if at all.   

Jan 11    What Procedural code should be used to capture TIFs 
(transoral incisionless fundplasties)? 

It should be coded as 43499. 

Mar 11    When interlobar and peribronchial nodes are removed 
during lobectomy procedure, how do we code that?  
Thoracic lymphadenectomy (38746) is listed under 
mediastinal. 

This is not captured. 

Mar 11    This patient (with advanced lung cancer) was admitted 
with large pericardial effusion, early signs of tamponade 
and large left pleural effusion. The surgery included: 
subxiphoid pericardial window with drainage of pericardial 
effusion and pericardial biopsy, placement of left 
thoracostomy tube, drainage of pleural effusion and talc 
pleurodesis.  On path: the pericardial biopsy and effusion 
fluid were negative for malignancy. I have coded the 
primary dx as 793.1 Abnormal Radiologic Finding to 
cover the pericardial window and 511.9 Pleural Effusion 
as the secondary dx. I need to know if you agree with the 
above.  Regarding Procedures:  Is it correct to choose 
33025 Pericardial Window as the Primary (How is the 
pericardial biopsy captured?).  I chose 32550 Insertion 
Indwelling Tunneled Pleural Catheter to capture insertion 
of thoracostomy tube.  How should the talc pleurodesis 
be coded since it was not done with a thoracoscope? 

Should code pericardial benign as 42090. Pleurodesis 
cannot be captured. Coding the primary dx as 793.1 
Abnormal Radiologic Finding to cover the pericardial 
window and 511.9 Pleural Effusion as the secondary dx 
is acceptable. 

Mar 11    I would like to know how to code most accurately for lung 
biopsies in patients with Interstitial lung disease.  Would 
code 32602-diagnostic lungs and pleural space, with 
biopsy for VATS lung biopsy be used or would 32657 for 
wedge resection of the lung,single or multiple be used? It 
is not really a wedge resection of the lung, but biopsy of 
pleural space doesn't seem to be accurate either. 
Sometimes it is listed as a "wedge" biopsy.  

Should code diagnostic lungs and pleural space, with 
biopsy for VATS lung biopsy as 32602. 
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Mar 11    Pt admit 1/3 with MRSA septic empyema with fistula, 
intubated on admit. Stabilized and went to surgery on 
1/10 for decortication (32220)drainiage of lung abscess 
(32200) and planned tracheostomy (31600). I have seen 
in other FAQ's that we should code the trach, but I don't 
see the code for it (or for the abscess drainage). How 
should I code these? 

The tracheostomy is not included as a procedure and will 
have to be included in the database upgrade. The 
drainage of the lung abscess should be in the category of 
disease. In this case, code 32220 should be submitted. 

Apr 11    Frequently my surgeons end up doing a pericardial 
window by thoracotomy approach...None of the codes for 
Thoracotomy seem to fit for this.  How do I code the 
Thoracotomy? 

Code as 33025, pericardial window thoracotomy 
approach. 

Apr 11    When you code patients with Interstitial Lung Disease 
that have a lung biopsy, is it more appropriate to use 
32602-diagnostic lungs and pleural space, with biopsy, 
for a VATS lung biopsy or should I use 32657 for wedge 
resection of the lung, single or multiple? It is not really a 
wedge resection of the lung, but sometimes worded as 
wedge biopsy of the lung. "Biopsy of pleural space" 
doesn't seem accurate either. Please advise.  

Code as 32602. 

Jun 11    Does it make a difference if a bronchoscopy is done only 
postoperatively with respect to a lobectomy in terms of 
procedure identification?  In other words, does the STS 
distinguish between preop bronchs vs postop bronchs? 
My physician does not do a preop bronch.  She only does 
postop bronchs.  Should I be capturing this as a bronch?  

It doesn't make a difference, a bronch is a bronch. 
Capture as a bronch, fill out another DCF and capture as 
another procedure. 

Jun 11    Patient's dx is recurrent right chest wall hernia. Op note 
lists procedure performed as right thoracotomy with 
repair of chest wall hernia with 2mm Dualmesh patch 
onlay reinforcement.  Under what procedure is this 
captured?    

It is captured as unlisted procedure, neck or thorax 
21899. 

Jan 11 Procedure 1280 Primary 
Procedure 

How should I code the following: Staging laparoscopy_? 
laparoscopic hiatal mobilization_?, laparoscopic gastric 
conduit creation_?,laparoscopic pyloroplasty_?,VATS for 
esophageal mobilization_?  (procedure was then 
converted to open thoracotomy-Ivor-Lewis (43117) 

The Ivor Lewis code, 43117, covers it all. 

Jan 11    How would I code the following procedure done under 
LOCAL anesthesia-'Right supraclavicular open lymph 
node biopsy'? 

Unlisted procedure, neck/thorax 
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Nov 09 Procedures 1400 Lung 
Resection 
Performed 

For Lung Resection Performed:  Is this only for complete 
resections, or do we include wedge resections?  Also, 
would we code "yes" for lung transplants, as they are 
resecting the original lung, before implanting the new 
lung? 

Code yes for the wedge resection; code no for lung 
transplant. 

Apr 10    I am confused as to when to say yes to this question. Is 
there a certain "size" that the section should be?  There 
are some wedge resections that are performed, but I'm 
not sure when to say if it was a "major" resection or not. 
For example, is a 6 cm x1cm x1cm wedge resection large 
enough to be counted here (and lung cancer is 
documented)? Please clarify for me. Thank you. 

If the surgeon dictates "wedge resection" it is major, 
"biopsy" is not. The size is not the determining factor. 

Jan 11 Patient 
Disposition 

1420 Patient 
Disposition 

A lot of my patients go to the Cardiovascular Recovery 
Unit following surgery for a few hours before going to the 
Progressive Care Unit for the remainder of their stay. 
Would the CVRU be an Intermediate Care Unit?  

Yes 

Apr 11    If a patient goes to PACU after surgery for 3-4 hours and 
then Telemetry Stepdown, do you code as ICU for the 
PACU time?  
We have a Telemetry stepdown that most of the patients 
go to after surgery. But a few stable patients will go to 
Med-Surg with optional telemetry. The nurse ratio on 
Telemetry is 1:3-4 patients, but the Med-Surg is 1:6-8. If 
the patient goes to Med-Surg w/telemetry is that 
considered Intermediate Care or Regular floor? 

Only PACU would be included in the PACU time.  
This is based on the charges, the patient acuity, and 
based on the hospital policy. Ask the surgeon for this 
question, as it is up to the institution. 

May 10 Procedures 1430 Total Number 
of ICU Days 

If a patient within the same hospitalization has several 
procedures thus several forms, should each form have 
the same # of ICU days or should you calculate the days 
from the date of the procedure to the date of the next 
procedure and/ or to the date of discharge? For example 
patient has a total 0f 20 days in the ICU and has three 
procedures during that admission, should 20 days in ICU 
be on all three forms or should it be broken down to total 
20 days for the stay? 

This can be done either way. Capture all ICU days on the 
first form or break them up as appropriate for each case, 
just be certain the total is accurate. 
 

Mar 11 Procedures 1440 ClinStage I have a patient that underwent a successful double lung 
transplant.  Upon receiving the path report from the 
native lungs, it showed a small cancerous nodule in one 
of the lobes. This cancer did not show up on any of the 
transplant work-up or ongoing surveillance while on the 

Put disease process as primary and cancer as secondary 
category of disease. Stage the cancer: pathological 
staging postoperative and no clinical staging should be 
done. 



The Society of Thoracic Surgeons 
Frequently Asked Questions (FAQ): General Thoracic Surgery Database Data Specifications v2.081 

January 2009 – June 2011 
 

 
 
NOTE:  The 2.081 FAQ document includes only those data specifications that have a question and associated responses.  The FAQ document will be cumulative and updated 
monthly.  Please check the v2.081 Training Manual for additional information prior to submitting a clinical question.   
 

Page 23 of 36 

transplant list.  Do I collect this cancer? 

Jan 11 Procedures 1490 Lung Cancer If a patient has a hx of lung cancer, is 1490 always 
checked yes, or yes only if it’s same side, type, decade? 

1490 is referring to the target of the procedure being 
performed not to the patient’s past surgical history. 
 
Field Name: lung cancer 
Harvest: Yes 
Core: Yes 
SeqNo: 1490 
TableName: Operations RequiredForRecordInclusion: 
Yes 
DCFSection: 4. Procedures 
 
Definition: Indicate whether the patient has lung cancer 
documented with one of the following Categories of 
Disease: 
150 = Lung cancer, main bronchus, carina-162.2 
160 = Lung cancer, upper lobe-162.3, 
170 = Lung cancer, middle lobe-162.4 
180 = Lung cancer, lower lobe-162.5 
190 = Lung cancer, location unspecified-162.9 
AND, 
was treated with one of the following Procedures: 
2450 = Removal of lung, total pneumonectomy; (32440) 
2480 = Removal of lung, single lobe (lobectomy) (32480) 
2490 = Removal of lung, two lobes (bilobectomy) (32482) 
2500 = Removal of lung, single segment 
(segmentectomy) (32484) 
2510 = Removal of lung, sleeve lobectomy (32486) 
2520 = Removal of lung, completion pneumonectomy 
(32488) 
2540 = Removal of lung, wedge resection, single or 
multiple (32500) 
2560 = Resection of apical lung tumor (e.g., Pancoast 
tumor), including chest wall resection, without chest wall 
reconstruction(s) (32503) 
2570 = Resection of apical lung tumor (e.g., Pancoast 
tumor), including chest wall resection, with chest wall 
reconstruction (32504) 



The Society of Thoracic Surgeons 
Frequently Asked Questions (FAQ): General Thoracic Surgery Database Data Specifications v2.081 

January 2009 – June 2011 
 

 
 
NOTE:  The 2.081 FAQ document includes only those data specifications that have a question and associated responses.  The FAQ document will be cumulative and updated 
monthly.  Please check the v2.081 Training Manual for additional information prior to submitting a clinical question.   
 

Page 24 of 36 

2720 = Thoracoscopy, surgical; with wedge resection of 
lung, single or multiple (32657) 

Jan 11    If the bx shows cancer in a lung nodule not thought preop 
to be cancer, there would be no clinical staging, but 
without clinical staging, I cannot complete the path 
staging section.  Do I falsely indicate there WAS clinical 
staging? 

Clinical staging is based on the preoperative CT scan, 
PET scan, MRI of the brain.  It is not dependant on 
having preoperative biopsy.  You should not falsely 
indicate there was a biopsy but hopefully if a nodule does 
turn out to be a malignancy on intraoperative evaluation 
your surgeon completed the preoperative staging to 
assure that surgery, even without a preoperative 
diagnosis is reasonable. 

Mar 11    If pt. is having regular serveillance bronch's do we 
answer "yes" or "no" to this field?  Also, what would put 
as the diagnosis if result is negative for cancer?  
Abnormal radiologic finding? 

This would be lung benign. The data manager should call 
category of disease after all the information is obtained. 

Apr 11    If a patient presents with stage IV lung Ca and the 
procedure does not completely resect the tumor do need 
to document lung cancer staging? (TNM pathologic 
staging was not done).  

If this was not staged, then it is a biopsy. 

Nov 09 Procedures 1500 Esophageal 
Cancer 

Is esophageal resection for Barrett's esophagus 
considered esophageal cancer with resection preformed? 

Yes, code TIS.  Category of disease is 530.85. 
 

Jan 11 Procedures 1510 Clinical 
Staging - 
Lung Cancer 
- T 

I'm just starting this database- am I qualified to determine 
the clinical staging based on test, dictation, etc.? What if I 
do not feel I have enough information to stage a 
category?  

Yes, you need to use the documented information, and if 
you are still unsure check with the surgeon. 

Jan 11    We took a young woman to the O.R. to do a wedge 
resection for a presumed granuloma.  Frozen Section 
revealed Adenocarcinoma.  The surgeon then did a 
lobectomy. I want to leave the clinical staging sections 
blank since we did not know this patient had a cancer 
and didn't do a clinical staging workup.  

Lung massed should be clinically staged 

Jan 11    A patient is admitted with a lung nodule.  CT was 
performed and showed an upper lobe speculated nodule 
with no other areas of adenopathy.  PET scan was 
indeterminate.  Measurements of the tumor are 
documented.  How do we determine clinical staging if 
there is no documentation other than what is mentioned 
above?   

Without the size of the nodule which is needed for clinical 
staging, you will not be able to stage this. Check with the 
surgeon. 

Jan 11    How do we stage synchronous primaries? It cannot be done. Pick the worst that could be captured. 
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Jan 11    How are metastatic carcinomas dealt with? Say a patient 
comes in with suspected T3 lung cancer, but after the 
surgery, the path comes back metastatic melanoma. Do 
you even do path staging? Also in the section for pre-op 
chemo and radiation, if it is metastatic, do you choose 
current malignancy? 

Metastatic melanoma is not staged using the lung cancer 
staging system.  Patients with metastatic melanoma are 
staged according to the TNM guidelines for melanoma 
and in this case the patient is stage IV. 

Jun 11    If patient had radiation and chemo before coming for 
resection, do I use the original clinical staging or do I 
need to use clinical staging done after treatment but 
before surgery? 

Original staging is used. Clinical staging is always pre-
treatment. 

Jan 11 Procedures 1510, 
2170 

Clinical 
Staging - 
Lung Cancer 
- T  
Pathologic 
Staging - 
Lung Cancer 
- T 

The physicians I work with are questioning why there is 
no longer an opportunity to submit "X" on any of the 
tumor staging entries. They have come up with scenarios 
in which X is appropriate and would like to have this 
option. 

That will be corrected in the next update. 

Apr 09 Procedures 1530 Clinical 
Staging 

Options in these fields do not include MX designation 
(unable to determine if distant metastases) or any 
reasonable alternative, yet MD's are still using.  In this 
case would we say "no data" for this field?   

Code as "MO" for both clinical and path staging. 

May 10    A patient with a history of Sertoli-Leydig tumors was 
admitted for VATS and wedge resection of pulmonary 
nodules.  The path report came back showing metastatic 
tumor consistent with malignant Sertoli-Leydig tumor.  
Would this be considered lung cancer?  The staging for 
this tumor is not the same as for lung cancer.  Or should 
this patient be captured as lung tumor, metastatic but 
"no" to lung cancer documented AND resection 
performed. 

Metastatic tumors do not get staged in the General 
Thoracic Surgery Database. 
 

Nov 09 Post-Operative 
Events 

1590 Unexpected 
Return to the 
OR 

My patient had 2 surgical procedures during the same 
admission.  Regarding Seq#1590: which case should be 
coded as Unexpected Return to the OR....the first case to 
indicate that a redo was  required or the second case 
which was the redo?  

Check "unexpected return" on the first form's post-op 
events section; the second is a redo. 
 

Jan 11    A patient comes in for a thoracotomy for biopsy of 
pericardial mass. After the biopsy comes back cardiac 
sarcoma, the patient is scheduled, in the same 

Put the case in both databases.  Remember that the 
patient would have two entries.  The first for the 
thoracotomy and the second for the sternotomy with 
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hospitalization, for a median sternotomy for tumor 
excision, and winds up on CPB. The perfusion people 
want this case in the Adult Cardiac database for reporting 
purposes. What do I do as to the General Thoracic 
database? 

resection. 

Nov 09 Post Operative 
Events 

1610 Postoperative 
Events 
Occurred 

According to the Intent/Clarification for postoperative 
events, it states to capture only complications that are 
due to the operation. Patient admitted with chest pain and 
found to have mediastinal lymphadenopathy. Surgeon 
performed a bronch and mediastinoscopy. Several days 
later develops leg weakness is found to have thoracic 
epidural abcess, with decomp. Laminectomy by 
neurosurgeon. One week later is found to have a  
perforated viscus and has colon resection. Later 
develops multi-organ failure and expires. None of these 
events were related to the first surgery. So according to 
the definition, I would not capture these events??? 

Correct, but enter date of death. 
 

Nov 09    If there are multiple different thoracic events in one 
patient stay, how do we handle post op complications 
and d/c information? 

You can put multiple complications on the form; data 
collection information is the same on all forms.  Most 
events will be put on the first form, all have d/c date. 

Nov 09    If a DCF was filled out for a patient who had a lobectomy, 
and then the patient was readmitted within 24hrs of going 
home, and was taken to the OR stat for an evacuation of 
a hematoma, would another DCF be filled out for that 
procedure, or does that fall under complications on the 
first DCF?   In other words, does a DCF get filled out for 
every procedure regardless of whether or not it is a 
procedure done in response to a complication from a 
previous procedure? 

Yes, a new DCF is completed. 
Yes, it is a post-op event.  You need to do both. 

Dec09    Patient had 2 primary CA: Renal CA and Esophageal 
CA(150.4). In OR had Lt. Nephrectomy done by Uro. MD, 
then the Thoracic MD had planned to do a 
esophagectomy. Started with exp lap with gastric 
mobilization and pyloromyotomy. When performed 
thoracotomy, upon entry into chest, noted pleural 
effusion(197.2) and multiple implants in pleura and 
diaphragm. Esophagectomy aborted. Performed Plaural 
biopsy(32100)and pleurodesis(32215). What procedure 
would you select for the gastric mobiliaztion and 

434.99 - Unlisted procedure, Esophagus is the best 
available option for this 
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pyloromyotomy(xxxx)? 

Dec 09    Not sure where exactly to place this procedure.  -Right 
Thoracotomy with Repair of Pleurobrachial fistula, 
modified Eloesser Procedure (Open-Window 
Thoracostomy). 

 32815  Lung, other  Open Closure of Major Bronchial 
Fistula 

May 10    If patient requires a dilatation of the esophagus postop, I 
understand you check this but do you also need to fill out 
another form for the procedure? 

Yes, fill out a new form for each procedure. 
 

May 10    Is C Diff coded as an infection or a GI complication? It is coded as a GI events. 

May 10    I have an outpatient with HX of lung CA who underwent 
PDT(x3) for right upper lobe endobronchial lesion.  The 
patient was admitted as an inpatient within 30 days of 
these treatments for obstructive pneumonia and required 
general anesthesia for a Flexible bronch/BAL/with 
mechanical debridement of necrotic tumor. Would I code 
any of these events as postop events for the outpatient 
procedures? 

Yes, these are post operative events. 
 

May 10    I need help to determine when to mark post op events.  
The patient senario is as follows:  Inpatient: Dx 
obstructive left upper lobe CA; Procedure 2/09/10: bronch 
with debridement and stent placement. P/O event 2/11/10 
atelectasis req bronch.  Discharged 2/13/10.  Seen as 
outpatient 2/22/10 for bronch PDT-discharged home.  
Outpatient again 2/24/10 for bronch PDT developed resp 
failure and was admitted to ICU.  Post op events 
following this admission- afib,atelectasis req 
bronc,pleurex cath and death. I know to code the post op 
events to the 2/24/10 admission, but do I also code to the 
original surgery (2/9/10) with these same post op events 
because they happened within 30 days?  Or should I just 
code them to follow the 2/24/10 admission?   

Death would be coded on both, and the complications 
would be placed on the case they are attributed to. 
 

Jan 11    If a patient has some of the issues that are listed under 
POEvents BEFORE the surgery and then they carry-on 
after the surgery, do we include them in the POEvents 
section? Not sure what to include since they were 

Do not code preop conditions such as afib or trach as 
post op events. Code new events or conditions. 
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present previous to the surgery, but surgery did not 
actually cause them.  

Jan 11    Are we to only document these fields specific for the 
original diagnostic surgery (eg: lung wedge resection)or 
are we to continue documenting for all subsequent 
events that are follow-up surgeries (eg: PDT 2 months 
later)? 

Capture all events in the post op period which is 
considered 30 days. 

Jan 11    If a patient was treated with antibiotic for MRSA of an 
epidural cath postop, would this be coded as a postop 
event for this encounter? (I interpret this as an event that 
should be coded for the anesthesiologist not the surgeon) 

Yes, since surgery caused the epidural to be placed, 
capture it as another infection requiring IV antibiotics- 
1920. 

Jan 11    A patient with endstage achalasia underwent an Ivor-
Lewis which required another surgery for an anastomosis 
leak and many OR visits for bronch, BAL, & stent 
manipulations. The patient had many postop events 
during her 7 month hospitalization. Should I code the 
postop events to the original surgery as most where d/t 
the anastomotic leak. Pt also had many comorbidities 
going into the first surgery- Colorectal CA with chemo, 
thrombocytopenia, anemia. The preop risk tool cannot 
capture the complete picture of this patient's risks. 

Capture all complications for the first surgery unless they 
are clearly tied to a subsequent procedure, such as 
bleeding. The goal is to capture everything once. 

Jan 11    If a patient has a VATS wedge resection, is discharged, 
and one day later comes back thru the ER and is 
admitted and has to be intubated, is the reintubation 
considered a post op event?  The definition states "...the 
patient was reintubated DURING THE INITIAL 
HOSPITAL STAY after the initial extubation."  All the 
other post op events can occur within 30 days if 
discharged. 

Yes, post op period is considered 30 days 

Jan 11    If a patient receives a tracheostomy in the OR post-
operatively, does the patient receive both a tracheostomy 
postoperative event and a "yes" to unexpected return to 
the OR? 

Yes to both. 

Mar 11    When a patient has a diagnostic procedure 
(mediastinoscopy or Ebus) to verify CA and a 'planned' 
readmission for surgery is scheduled, do we have to 
identify as readmission or other event requiring OR w/ 
GETA? This is not a surgery based on a post op event 

In the data specifications, "unplanned admission" would 
be the only required submissions for returns to the OR.  
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but rather a continuation of care based on pathology and 
the patient's 'choice' to have surgery.  

Mar 11    I know this has been approached before, but I'm not clear 
on how to attribute post-op events when the patient has a 
lengthy stay and more than one procedure. Since the 
instructions say "indicate all adverse events that occurred 
within 1 month of surgery" do you include events that 
occurred after the second procedure also for the first 
procedure since it is within 30 days? Then it is being 
"counted twice". For example, sepsis occurs after 
procedure on 1/6/11, but it is still within 30 days of the 
12/15/10 procedure, so do you place it under both 
procedures? 

Either one would be appropriate as long as they are not 
duplicated. List each complication just once. 

Mar 11    If a patient is sent home with a foley catheter because of 
urinary retention, where does that fall under post op 
complications?   

This is not captured, not a postoperative complication. 

Jun 11    A patient with Dx: NSCLC, under goes a right VATs for 
drainage of pleural effusion & Pleurodesis returns to 
surgery within 30 days (outpatient with MAC anesthesia) 
for a left pleurx catheter insertion. Should I code as a 
postop event? If so, what code do you recommend?  
#2010 requires General Anesthesia; #1720 the original 
surgery did not cause this; the patient has Hx recurrent 
effusions d/t lung CA. 

Do not code as postop event, but check readmission 
within 30 days. It is a separate procedure. 

Nov 09 Post Operative 
Events 

1620 Air Leak 
Greater than 
5 days 

Patient is intubated two days before surgery for ARDS.  
Should I still indicate initial ventilator support >48 hours, 
even though it was due to ARDS not surgery?  Had 
persistent tiny air leak for five days - chest tubes were left 
in for duration of post op period due to intubation required 
for ARDS.  Should I put yes for air leak >5 days? 

Yes, include air leak.  No, do not include vent.  Don't 
include intubation. 

Feb 09 Post Operative 
Events 

1650 Adult 
Respiratory 
Distress 
Syndrome 
(ARDS) 

Please clarify the requirement for Arterial Hypoxemia with 
Pa02/Fi02 lower than 200 (regardless of peep).  The 
patient has hypoxia with a Pa02 less than 200. I can 
locate the vent settings FI02 and the Pa02 from the 
ABG's. Are you requesting the RATIO?  If not what is the 
determining factor? 

Yes.   It is the ratio of the PaO2 divided by the % FiO2. 
For example, if the pO2 was 100 on 100% FiO2 
(100%=1; 50%=0.5; etc.), the ratio would be (100 / 1) = 
100, thus meeting the criteria for ARDS if all other criteria 
are present. 
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Nov 09 Post Operative 
Events 

1690 Initial Vent 
Support>48 
Hours 

Patient is intubated two days before surgery for ARDS.  
Should I still indicate initial ventilator support >48 hours, 
even though it was due to ARDS not surgery?  Had 
persistent tiny air leak for five days - chest tubes were left 
in for duration of post op period due to intubation required 
for ARDS.  Should I put yes for air leak >5 days? 

Yes, include air leak. 
No, do not include vent. 
Don't include intubation. 

Jan 11 Post Operative 
Events 

 1700  Reintubate When a patient is reintubated in recovery room shortly 
after transfer from O.R., is this considered initial ventilator 
support (the patient remained on vent overnight-preop 
FEV1=34% and DLCO 49%), or is this considered 
reintubation? 

It is reintubation. 

Jan 11 Post Operative 
Events 

1710 Tracheostom
y 

A patient had a traumatic hemothorax that was 
completed by our STS surgeon.  Since he was unable to 
be extubated, the patient then had a tracheostomy placed 
by a different surgeon in the OR.  Do I mark both 
tracheostomy (1710) and other events requiring OR 
w/general anesthesia (2010) or just tracheostomy? 

Just capture the tracheostomy. 

Dec09 Post Operative 
Events 

1720 Other pulm 
event 

Am I correct to code a thoracentesis done post-op 
thoracic case as other pulmonary event?  

Yes 

Jan 11 Post Operative 
Events 

1800 Anastomosis 
Requiring 
Medical 
Treatment 
Only 

A patient experienced a small esophageal anastomosis 
leak on 5th day post op.  No treatment was given. The 
doctors just kept a close eye on it and it ended up 
resolving on its own. Does that need to be included as a 
"Yes" for sequence number 1800? 

Yes 

Jan 11    A patient with an esophageal rupture repair develops a 
leak post-op and is taken to the Endo Suite initially for 
clips, and subsequently for a coated stent insertion by a 
gastroenterologist. Is this medical or surgical treatment? 

Endoscopic therapy such as clip and stent placement is 
considered Medical treatment. 

Jan 11 Post Operative 
Events 

1850 Post Op 
RBCs 

For post-operative events, the intent is to capture 
complications attributed to that surgery so, would post-op 
PRBC's given days out on a pt with CA or a trauma 
whose thoracic surgery was not the primary reason for 
admission, count as a post-operative event? 

Yes 

Mar 11    Pt. has a history of anemia and cancer (NHL). In the 
Surgeon's dictation pre-op, they state that they plan to 
give platelets prior to surgery and PRBCS post op.  Pts. 
Hgb pre-operatively was 6.6.  Pt. was given 1 unit of 
platelets and 1 unit of PRBCs pre-op.  Post-op the patient 
was given 4 units of PRBCs.  Since there is a history of 

You would put the blood down, as the blood still counts. 
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anemia and it was dictated as a plan, can I treat this as a 
preop condition and do not mark PRBCs as a post op 
event?  

Jan 11 Post Operative 
Events 

2010 Other events 
requiring OR 
with general 
anesthesia 

Patient underwent bronchoscopy. Preop comorbities 
included ventricular arrest/afib/LBBB. Patient returned to 
OR for AICD insertion POD#3.  Do we capture as a 
postop event requiring OR with GETA even though it is 
not a cause of the initial procedure? If no, can we apply 
this scenario to other similar situations that require 
another surgery not related to the initial procedure? 

No. See the FAQ from 11/9 

Jan 11    If a gastric conditioning procedure is done as a first 
treatment in preparing a patient for an Ivor-Lewis,  should 
we count this second surgery as  a new event or capture 
it on the first procedure as 'another event requiring OR in 
the postop events'?  It truly is not a postop event but 
rather a series of treatments. 

Use 2 separate forms, and the second surgery is not 
considered a post op event. 

Nov 09 Discharge 2040 Discharge 
Status 

How do we code pt with multiple procedures during same 
admission with discharge status of dead? Do you only 
use lst procedure in harvest so pt is only dead once or   
please advise? We don't want to have pt appear to die 
multiple times. 

A patient dies once, assign it to the first procedure. 
 

Jan 11 Discharge 2060 Readm30 If a patient has surgery that diagnoses a carcinoma and 
is re-admitted within 30 days for surgical port placement 
for chemotherapy, should this be coded as a related 
readmission? 

No, we do not capture port placements in our database 
and the readmission is due to the need for a port, it is not 
a complication related to his initial surgery. 

Nov 09 Discharge 2080 Date of Death Patient was alive at discharge but died within 30 day 
post-op time frame, but date of death was not 
documented and unknown.  How do I code this situation? 

Code as dead.  Check the SSDI for documentation. 

Nov 09 Discharge 2090 Chest tube 
Use 

If a patient goes home with a tunneled indwelling PleurX 
catheter,is this still considered a CHEST TUBE? 

Yes 

Jan 11    Does chest tube use include a JP drain tunneled in the 
pleural space for drainage of chylothorax? 

No 

Jan 11    Does an invasive pleural or lung surgery need to be 
performed in order to capture chest tube use?  For 
example, an EGD was performed and a chest tube was 
placed for chylothorax.  Would that chest tube be 
captured when the primary procedure was EGD? 

Not if it was done on the floor. If it was the result of a prior 
surgery you can capture it as a post op event. 
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Jan 11    If a patient has a pericardial window, is the pericardial 
drain considered a chest tube? 

A pericardial widow would be coded under section, 
Miscellaneous - Pericardial window (33025).  A 
pericardial drain is not a chest tube.  That being said, the 
date the tube was removed should be recorded under 
CTubeUse (2090). 

Jan 11 Discharge 2090, 
2100 

Chest tube 
use, 
Discharged 
with Chest 
Tube 

Should I mark "Discharged with Chest Tube" for a patient 
discharged with an indwelling pleural catheter?  *Note: no 
chest tube was used for the original surgery; the pleurex 
pleural cathether was placed postoperatively at a later 
date. 

Yes, this should be indicated as "Discharged with Chest 
Tube". If there is a tube coming out of the patient's chest, 
it is always considered as "Discharged with Chest Tube". 
It should be marked as other pulmonary event 
postoperatively. 

Jan 11 Discharge 2100 Discharged 
with Chest 
tube 

If a patient has a CT removed, and the pneumothorax 
returns, a pigtail is put in by radiology, do I code dc'd with 
CT? 

It can be coded as home with the chest tube. 

Jan 11 Discharge 2110 CTubeOutDat
e 

If a patient has multiple surgeries, and say a chest tube is 
inserted in the initial operation and left in until the patient 
returns to the OR for a subsequent surgery, where it is 
removed and replaced; how do you code the tube 
removal date for the initial surgery? 

It is recorded as the date when the tube is removed and 
not reinserted.   

Nov 09 Discharge 2170 Pathological 
Staging 

Our pathologist would like to understand why STS is 
requiring TNM staging with the breakout of "a" and "b" of 
cancer (example T2b).  He said that AJCC and CAP do 
not require this addition size or invasion area and that 
research has not shown this information to be helpful in 
patient care. Can you please help us understand as it 
would be a practice change for our institution?   

The new TNM staging systems do not go into effect until 
Jan. 1, 2010.  We anticipated the change & included it in 
this version.  The new book is scheduled to be published 
this Fall 2009. 
 

Nov 09    With tracheostomy DCF's, on patients admitted for CABG 
or other surgeries who end up with trach--and did have a 
chest tube placed during initial OR--is it necessary to find 
the CT removal date? Or is this data field only applicable 
to current procedure which is trach only? 

Just code the tracheostomy. 

Nov 09    The patient had a pneumonectomy due to squamous cell 
carcinoma in situ, involving the right upper lobe and the 
right main stem bronchus.  Staging on the path report is 
pTis pNO pMX.  How should the pathological staging be 
recorded in the database? 

Code T1a. 

May 10    Patient's Chest CT shows 4.4 X 3.3 cm. non-calcified, 
spiculated R. apical mass. PET + 8 SUV's. Combined 
modality chemo/rad reduces tumor bulk. Clinical path  T3 
N1 M0.  S/P Thoracotomy for RUL, LND, Apical CW 

The best available option is T1a N0 M0 and enter 
preoperative chemo and radiation. Do not change clinical 
staging. 
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Biopsy.Path states  no residual neoplasm, LN's 
benign,CW Bx reactive changes c/w therapy,no 
neoplasm. What would the Pathologic Staging T/N/M be? 
?change Clinical Stage 

Jan 11    A patient had a wedge resection, after which he was 
staged as T1a N0 M0.  Two months later he had a 
lobectomy and no cancer was found in the lobe or nodes.  
Is the pathological staging at this point NOT collected, 
since it was not in the latest path report, or should we 
collect the pathological staging data from after the 
wedge? Should the question of whether or not Lung 
Cancer was documented (1490) be answered NO at this 
point, since it was not found on this latest surgery? Also 
should we collect the original clinical staging data (1510) 
from before the wedge? 

The patient did have documented lung cancer so answer 
yes. Staging has to be T1a N0M0 since Tx is not an 
option. Capture the initial clinical staging. 

Jan 11    How do we stage patients who have two synchronous 
primaries?  
 
FAQ Follow-up: Can you give me more information? You 
only stage if CA is present AND resection performed. Are 
there 2 primaries with resections?  
 
It is rare, but on occasion a patient may have two 
masses/nodules that are two separate lung cancers 
pathologically.  For example, we had a patient that had a 
RLL lobectomy for two enlarging lung masses, one was 
adenocarcinoma, mixed acinar-papillary and the other 
was adenocarcinoma papillary.  One was a T1aN0 and 
the other a T1bN0. 

Yes, stage the biggest tumor or the worst staging. In this 
case, it would be T1bN0. 

Mar 11    How do you stage a lung cancer patient who had a 
lobectomy and lymphadenectomy and has had a 
complete pathological response to neoadjuvant chemo? 
Example: Pt. with suspicious right upper lobe lung mass 
had mediastinoscopy for staging purposes which 
demonstrated stage III-A disease.  Pt had 3 cycles of 
chemo and then presented for operative resection. Perm. 
path showed right upper lobe with "fibrosis/chronic 
inflammation" but negative for malignancy. All lymph 
nodes also negative for malignancy. There is no T 

The patient would be staged as T1A, as it is the lowest 
one available. 
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category in lung cancer for "no evidence of tumor" as 
there is in esophageal cancer. How would this patient be 
pathologically staged? 

Jun 11    Pt with h/o Stage IB T2N0 SCCA in LULobe, received 
LULobectomy, and 5 years later found to have enlarged 
bilateral hilar nodes that were hot on PET scan. Patient 
underwent EBUS for tissue diagnosis of mediastinal 
adenopathy; EBUS is the procedure being entered into 
database. Path on right Station 10 node is positive for 
SCCA, which is likely a late metastasis from old LUL 
primary. Would re-staging be: T0 N3 Mx, and if so, since 
there is no option for T0, what pathologic stage do I enter 
into the database? 

EBUS does not need a pathological stage. If a resection 
took place, then it would be staged. No T0. 

Apr 09 Discharge 2190 Pathological 
Staging 

Options in these fields do not include MX designation 
(unable to determine if distant metastases) or any 
reasonable alternative, yet MD's are still using.  In this 
case would we say "no data" for this field?   

Code as "MO" for both clinical and path staging. 

May 09    If you have a pt that has documented lung CA and they 
have a mediastinoscopy where pathology comes back 
negative for malignancy, do I change lung cancer 
documented to no? I am confused because I do have 
clinical staging.  
I am referring to Path Staging.  If a pt has clinical stating 
prior to having mediastinoscopy wih bx, and they have 
documented lung cancer, but the path is negative from 
the mediastinoscopy, what do I mark? 

Clinical and Pathological Staging should only be 
completed for those patients with lung or esophageal 
cancer AND are having a major lung or esophageal 
resection.   
Please refer to the data specifications and/or Training 
Manual for additional information. 

May 09    Patient's path report from previous bronch was NSCLC-
squamous cell carcinoma, Clinical staging T1a, N0, M0. 
During this admission patient had Rt.VATS 
lobectomy,bronch, and MLND. Path Staging TX, N0, M0 
or occult NSCLC arising from the Rt. upper lobe 
according to the surgeon. There is no TX in the new path 
staging for lung cancer. What should I select for path 
staging?  

Code as T1a -- this is the best choice in this setting. 

May 09    How should we indicate a patient has had a complete 
response to neoadjuvant therapy in the pathologic 
staging fields? 

Code as T1a for Lung - although this is not ideal, there is 
no other option for v2.081.   
Code as T0, N0 for Esophageal. 
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May 09    Patient with NSCLC (T3,N0,M1b)had preop chemo tx and 
rad. tx to brain for solitary met. lesion. Had resection of 
tumor. Path. report (T2a, N0, MX)a residual 4 cm mass 
without viable tumor. According to surgeon path. stage is 
yp T0, N0, M0. What would I select as path stage? T2a, 
N0, M0? 

Code as T1a, N0, M0. 

June 09    Category of disease: Pleural tumor (212.4), Procedure: 
Bronch (31622) and VATS with excision of pleural tumor, 
not attached to lung, coming down from chest wall but did 
not grow into the muscles or surrounding structures. 
What procedure would I select? (32602)? 

Yes, code as Thoracoscopy, diagnostic lungs and pleural 
space, with biopsy (32602). 

Jan 11 Quality 
Measures 

2250, 
2270 

 

IV Antibiotics 
Ordered 
Within One 
Hour 
Cephalospori
n Antibiotic 
Ordered 

2250 and 2270 are looking for the order, not whether the 
abx was actually given. Our pre-op Abx are given prior to 
skin incision in the OR by the anesthesiologist, thus there 
are no orders. According to the specs I must answer 
these 2 questions as "no". Is this correct? This appears 
inconsistent w/ the Adult database where I can capture 
either the order or if it's given. 

The parent child relationship for this question should be 
changed in the next upgrade. The order is implied if the 
physician actually gives the medication. 

Nov 09 Quality 
Measures 

2260 IV Antibiotics 
Given within 
1 hour 

We have a new surgeon who routinely does a bronch or 
EGD prior to incision in surgery.  The OR staff records 
the time for bronch and then the incision start time.  He 
starts with the bronchoscopy before the preop antibiotic is 
infused, but the infusion is complete prior to the time the 
incision is made.  Am I really ok to say the antibiotic is 
given prior to incision time??  If only a bronchoscopy was 
performed would an antibiotic be required?  

Yes, it is not required; it's up to the surgeon. 
 

May 10    A patient is admitted to the hospital and placed on RTC 
(Round The Clock) I.V. ABX for a pneumonia or an 
empyema. Patient scheduled for the O.R. as a 0900 case 
and received their scheduled dose of Zosyn at 0500. How 
do we account for antibiotic coverage so credit is 
received for Quality Measures when both Sequence # 
2250 & 2260 would have "No" as the entries? 

You would not get credit for meeting the measure since a 
cephalosporin was not ordered or given in the 
perioperative period. 
 

Jan 11 Quality 
Measures 

2280 AntibioticDis
cOrdered 

When no antibiotic was indicated/given, the 
AntibioticDiscOrdered field is not a child field of a bx 
received?  So you still want that field completed, when 
one was never started to discontinue? 

If no antibiotic is indicated or given the Antibiotic 
DiscOrder should be No.  The field must be completed. 
 
Prophylactic Antibiotics Discontinuation Ordered 
AntibioticDiscOrdered 
Valid Data: Yes; No; No, due to documented infection 
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Usual Range: 
Definition: Indicate whether an order to discontinue 
prophylactic antibiotics within 24 hours of the procedure 
was given. 
Short Name: 
Field Name: 
Harvest: Yes 
Harvest Coding: 1 = Yes 
2 = No 
3 = No, due to documented infection 
Core: Yes 
Data Source: User 
Parent Field: Admission Status 
ParentValue: Inpatient 
SeqNo: 2280 
Format: Text (categorical values ParentShortName: 
AdmissionStat specified by STS) 
TableName: Operations RequiredForRecordInclusion: No 
DCFSection: 7. 

 


