
DATA COLLECTION INSTRUMENT: 
 

Study: Prospective randomized comparison of early laparoscopic enterolysis versus trial of non-operative management 
for high grade small bowel obstruction. 
Principal Investigators: Kevin Pei, MD, Kimberly A. Davis, MD, MBA 
 
STUDY SITE: 
 

Inclusion Criteria Exclusion Criteria 

 Age>18,  

 CT A/P showing high grade obstruction (all patients will 
obtain cross sectional imaging as recommended by 2012 
EAST PMG). 

 High grade obstruction defined as:  
1. transition point 
2. distal small bowel collapse with proximal dilation 
3. 50% caliber change between proximal dilated bowel 

and distal decompressed bowel 

 HD instability SBP<90 

 frank peritonitis 

 enterocutaneous fistula 

 Cirrhosis 

 more than 1 previous 
enterolysis 

 absolute contraindication to 
laparoscopic surgery 

 

Randomized to:  Early Laparoscopic Enterolysis (within 24 hours from CT diagnosis) 
    

 Trial of nonoperative management 
 
 

DEMOGRAPHICS 

 

DOB:   GENDER:  MALE FEMALE OTHER  
 

RACE: African American Asian Hispanic White Other  
 

Insurance:   Medicare  Medicaid Private   Uninsured 
 

Admission Physiology 

 
Vital Signs:   BP              HR             Temp              RR            O2 Sat  Height  Weight 
Chemistry: 
CBC: 
Prealbumin 
Lactate 
 
Surgical history: 
If previous surgery, type of incision and approach (open/lap) 
 
Comorbidities: 

DM Ascites Disseminated cancer 

Smoker CHF Weight loss>10% 

Dyspnea Hypertension on meds Bleeding disorder 

Functional status Acute renal failure Pre-op transfusion 

COPD ESRD Sepsis or septic shock 

 
 



 
Operative Details: 

NSQIP Preop risk stratification per ACS calculator  

Days from admission to operation (if early group, number 
of hours) 

 

Operative time  

Operative team resident level  

Operative team attending years in practice  

Wound class  

Blood loss  

ASA class  

Conversion to open  

Reason for conversion  

Unable to complete surgery and reason  

Peritoneal adhesion index (PAI)  

  

 
 
Complications: 

Superficial SSI  ARF  

Deep SSI  UTI  

Organ space SSI  Stroke  

Wound disruption   Cardiac arrest  

Pneumonia   MI  

Pulmonary embolism   Sepsis  

Ventilator days (number)  DVT  

AKI     

 
Outcomes: 

Reoperation  

Death  

Length of stay  

Reoccurrence within 6 months  

  

 
 
Comments 



DATA DICTIONARY: 
 

Study: Prospective randomized comparison of early laparoscopic enterolysis versus trial of non-operative management 
for high grade small bowel obstruction. 
Principal Investigators: Kevin Pei, MD, Kimberly A. Davis, MD, MBA 
 
STUDY SITE: 
 

Inclusion Criteria Exclusion Criteria 

 Age>18,  

 CT A/P showing high grade obstruction (all patients will 
obtain cross sectional imaging as recommended by 2012 
EAST PMG). 

 High grade obstruction defined as:  
1. transition point 
2. distal small bowel collapse with proximal dilation 
3. 50% caliber change between proximal dilated bowel 

and distal decompressed bowel 

 HD instability SBP<90 

 frank peritonitis 

 enterocutaneous fistula 

 Cirrhosis 

 more than 1 previous 
enterolysis 

 absolute contraindication to 
laparoscopic surgery 

 

Randomized to:  Early Laparoscopic Enterolysis (within 24 hours from CT diagnosis) 
    

 Trial of nonoperative management 
 
 

DEMOGRAPHICS 

 

DOB:   GENDER:  MALE FEMALE OTHER  
 

RACE: African American Asian Hispanic White Other  
 

Insurance:   Medicare  Medicaid Private   Uninsured 
 

Admission Physiology 

 
Vital Signs:   BP              HR             Temp              RR            O2 Sat  Height INCHES)  Weight (Pounds) 
Chemistry (FREE TEXT, First set of labs for admission): 
CBC (FREE TEXT, First set of labs for admission): 
Prealbumin (FREE TEXT, First set of labs for admission): 
Lactate (FREE TEXT, First set of labs for admission): 
 
Surgical history (FREE TEXT, if unable to obtain from patient or medical record, enter NR for not recorded): 
If previous surgery, type of incision and approach (open/lap) 
 
Comorbidities (YES/NO): 

DM Ascites Disseminated cancer 

Smoker CHF Weight loss>10% 

Dyspnea Hypertension on meds Bleeding disorder 

Functional status Acute renal failure Pre-op transfusion 

COPD ESRD Sepsis or septic shock 

 
 



 
Operative Details: 

NSQIP Preop risk stratification per ACS calculator PERCENTAGE 

Days from admission to operation (if early group, number 
of hours) 

 

Operative time INCISION TO CLOSURE TIME (MINUTES) 

Operative team resident level CLINICAL PGY LEVEL 

Operative team attending years in practice  

Wound class 1: CLEAN 2: CLEAN-CONTAMINATED 3: CONTAMINATED 
4:DIRTY 

Blood loss mL 

ASA class 1-5, +/- E 

Conversion to open YES/NO 

Reason for conversion FREE TEXT 

Unable to complete surgery and reason FREE TEXT 

Peritoneal adhesion index (PAI) PER CHART BELOW 

  

  

 



 
Complications: 

Superficial SSI (see below) Yes/No ARF (same as AKI) Yes/No 

Deep SSI Yes/No UTI (see below) Yes/No 

Organ space SSI Yes/No Stroke Yes/No 

Wound disruption  Yes/No Cardiac arrest Yes/No 

Pneumonia (see below) Yes/No MI Yes/No 

Pulmonary embolism  Yes/No Sepsis (see below) Yes/No 

Ventilator days (number) Yes/No DVT Yes/No 

AKI Yes/No   

 
Attached please find the NSQIP definitions for these variables. 
 
Outcomes: 

Reoperation  



Death  

Length of stay  

Reoccurrence within 6 months  

  

 
 
Comments 



EAST Multicenter Study Proposal 

 

Study Title: 

 

Prospective randomized comparison of early laparoscopic enterolysis versus trial of non-operative 

management for high grade small bowel obstruction. 

 

Primary Investigator: 

Kevin Pei / Kimberly Davis 

Background and Significance: 

Post-surgical adhesive disease is the leading cause of small bowel obstruction (SBO) in the United States 

(1).  Contemporary management of SBO frequently includes a trial of non-operative management 

(TNOM) reportedly with resolution in upwards of 70% of patients (2).  Operative management of high 

grade bowel obstructions is associated with lower reoccurrence and longer disease-free interval when 

compared to non-operative management (3).  Recently, laparoscopic enterolysis is shown to be effective 

and safe for management of SBO (4-6).  Additionally, retrospective studies using NSQIP data 

demonstrate that laparoscopic enterolysis may decrease post-operative complications and length of 

stay when compared to open technique (7).   

Analysis of early surgical intervention (less than 24 hours from admission) versus traditional 

management shows conflicting results for complications and mortality (8, 9).  To our knowledge, no 

prospective randomized trials have compared laparoscopic early intervention versus TNOM.  Our 

hypothesis is that early laparoscopic enterolysis will result in decreased overall complications and 

shorter length of stay. 

 

Inclusion Criteria: 

1. Age >18 

2. CT A/P showing high grade obstruction (all patients will obtain a CT A/P as per Level 1 

recommendations based on EAST practice guidelines) (3). 

a. High grade bowel obstruction is defined as (10): 

i. Transition point 

ii. Distal small collapse with proximal dilatation 

50% difference in caliber change between proximal dilated bowel and distal 

decompressed bowel 

Exclusion Criteria: 

1. Hemodynamic instability (SBP<90) 

2. Peritonitis 



3. Enterocutaneous fistula 

4. Cirrhosis 

5. previous enterolysis (more than 1) 

6. Contraindication to laparoscopic surgery 

Therapeutic Interventions: 

Laparoscopic enterolysis within 24 hours of admission 

Trial of non-operative management 

 

Patient eligible for the study will be randomized to either early laparoscopic enterolysis or trial of 

nonoperative management: 

 

 

Specific aims of the multicenter study are: 

Primary aim: 

1. Identifying decrease in complications that occur when comparing early laparoscopic enterolysis 

versus trial of non-operative management 

Secondary aim: 

1. Examine length of stay 

2. Examine cost savings for early laparoscopic enterolysis 

Outcomes Measures: 

Patients that meet 
inclusion criteria 

Early laparoscopic 
enterolysis (within 24 
hours of diagnosis by 

CT A/P) 

Trial of Nonoperative 
management 

randomization 



Primary: 

1. Any complications (per National Surgical Quality Improvement Project) 

 

Secondary Outcomes: 

1. Length of stay 

2. Cost 

3. Hospital re-admission 

4. Unplanned return to operating room 

5. 30 day mortality 

 

Variables: 

Demographics: 

1. DOB 

2. Gender 

3. Race 

4. Ethnicity 

 

Admission Physiology 

1. Vital signs 

2. Labs: CHEM, CBC, prealbumin, lactate 

3. Surgical history (previous surgeries) 

4. If previous surgery, type of incision and approach 

5. Comorbidities 

a. Height 

b. Weight 

c. DM 

d. Smoker 

e. Dyspnea 

f. Functional status 

g. COPD 

h. Ascites 

i. CHF 

j. Hypertension with meds 

k. ARF 

l. ESRD 

m. Disseminated cancer 

n. Weight loss>10% 

o. Bleeding disorder 

p. Pre-op transfusion 



q. Sepsis 

r. Septic shock 

 

Operative: 

1. NSQIP Preop risk stratification per ACS calculator 

2. Days from admission to operation 

3. Operative time 

4. Operative team characteristics (resident level, attending experience) 

5. Wound class 

6. Blood loss 

7. ASA class 

8. Conversion to open 

9. Reason for conversion 

10. Unable to complete surgery 

11. Reason for inability to complete surgery (e.g. frozen abdomen, carcinomatosis) 

12. Peritoneal adhesion index (PAI) (11) 

Complications: 

1. Superficial SSI 

2. Deep SSI 

3. Organ space SSI 

4. Wound disruption 

5. Pneumonia 

6. PE 

7. Vent days 

8. AKI 

9. ARF 

10. UTI 

11. Stroke 

12. Cardiac arrest 

13. MI 

14. Sepsis 

15. DVT 

 

Outcomes 

1. Readmission 

2. Reoperation 

3. Death 

4. Length of stay 

5. Reoccurrences within 6 months 



 

Data Collection and Statistical Analysis: 

Data will be collected prospectively via standardized data sheet. 

Differences in continuous variable between laparoscopic enterolysis versus trial of nonoperative 

management will be compared by means of the student’s t-test.  A chi-squared test will be used for 

assessing differences in categorical variables between these groups of patients. Intention to treat 

analysis will be performed.  Multivariate regression analysis for complications adjusting for 

comorbidities 

The null hypothesis is that there is no difference in postoperative complications or outcomes. 

 

Consent Procedure: 

Informed consent will be obtained for all patients meeting inclusion criteria by a member of the 

investigative team.  When necessary, surrogate decision maker will be asked for consent.  Patients may 

withdrawal from the study at any time.  If a patient was randomized to the early laparoscopic arm prior 

and withdrawals prior to surgery, attending surgeon will provide standard management per institution. 

 

Risk/ Benefit Analysis: 

Laparoscopic enterolysis carries risks of enterotomy, nontherapeutic surgery, and conversion to open 

procedure.  These risks will be mitigated by an experienced, laparoscopic surgeon.  Risks of the trial of 

non-operative management arm carry risk of bowel ischemia, perforation, need for surgery, and 

enterotomy. 

Benefit of early Laparoscopic enterolysis may include shorter length of stay, less pain, less surgical 

complications and mortality. 

 

References: 

1. Miller G, Boman J, Shrier I, Gordon PH. Etiology of small bowel obstruction. American journal of 
surgery. 2000 Jul;180(1):33-6. 
2. Tanaka S, Yamamoto T, Kubota D, et al. Predictive factors for surgical indication in adhesive 
small bowel obstruction. American journal of surgery. 2008 Jul;196(1):23-7. 
3. Maung AA, Johnson DC, Piper GL, et al. Evaluation and management of small-bowel obstruction: 
an Eastern Association for the Surgery of Trauma practice management guideline. The journal of trauma 
and acute care surgery. 2012 Nov;73(5 Suppl 4):S362-9. 
4. Zerey M, Sechrist CW, Kercher KW, Sing RF, Matthews BD, Heniford BT. The laparoscopic 
management of small-bowel obstruction. American journal of surgery. 2007 Dec;194(6):882-7; 
discussion 7-8. 
5. Strickland P, Lourie DJ, Suddleson EA, Blitz JB, Stain SC. Is laparoscopy safe and effective for 
treatment of acute small-bowel obstruction? Surgical endoscopy. 1999 Jul;13(7):695-8. 



6. Li MZ, Lian L, Xiao LB, Wu WH, He YL, Song XM. Laparoscopic versus open adhesiolysis in 
patients with adhesive small bowel obstruction: a systematic review and meta-analysis. American 
journal of surgery. 2012 Nov;204(5):779-86. 
7. Saleh F, Ambrosini L, Jackson T, Okrainec A. Laparoscopic versus open surgical management of 
small bowel obstruction: an analysis of short-term outcomes. Surgical endoscopy. 2014 Aug;28(8):2381-
6. 
8. Bauer J, Keeley B, Krieger B, et al. Adhesive Small Bowel Obstruction: Early Operative versus 
Observational Management. The American surgeon. 2015 Jun;81(6):614-20. 
9. Teixeira PG, Karamanos E, Talving P, Inaba K, Lam L, Demetriades D. Early operation is 
associated with a survival benefit for patients with adhesive bowel obstruction. Ann Surg. 2013 
Sep;258(3):459-65. 
10. Silva AC, Pimenta M, Guimaraes LS. Small Bowel Obstruction: What to Look For. RadioGraphics. 
2009;29(2):423-39. 
11. Coccolini F, Ansaloni L, Manfredi R, et al. Peritoneal adhesion index (PAI): proposal of a score for 
the "ignored iceberg" of medicine and surgery. World journal of emergency surgery : WJES. 2013;8(1):6. 

 



Position # Variable Name Data 
Type

Variable Label Variable Definition Variable Options at Entry Comments

171 HtoODay Num Days from Hospital Admission to Operation Days from Hospital Admission to Operation -99 = Unknown

172 StoODay Num Days from Surgical Admission to Operation Days from Surgical Admission to Operation Historical variable, no longer used

173 TOTSLOS Num Length of total surgical stay Length of total surgical stay Historical variable, no longer used

174 NSUPINFEC Num Number of Wound Occurrences Number of Superficial Wound Occurrences
175 SUPINFEC Char Superficial surgical site infection Superficial incisional SSI is an infection that occurs within 30 days after the 

operation and the infection involves only skin or subcutaneous tissue of the 
incision and at least one of the following: -Purulent drainage, with or without 
laboratory confirmation, from the superficial incision. -Organisms isolated from 
an aseptically obtained culture of fluid or tissue from the superficial incision.  -At 
least one of the following signs or symptoms of infection:  pain or tenderness, 
localized swelling, redness, or heat AND superficial incision is deliberately 
opened by the surgeon, unless incision is culture-negative.  -Diagnosis of 
superficial incisional SSI by the surgeon or attending physician.  Do not report 
the following conditions as SSI: -Stitch abscess (minimal inflammation and 
discharge confined to the points of suture penetration). -Infected burn wound. -
Incisional SSI that extends into the fascial and muscle layers (see deep incisional
SSI). 

No Complication; Superficial Incisional SSI

176 SSSIPATOS Char Superficial Incisional SSI PATOS If a ‘Superficial Incisional SSI’ is noted as a postoperative outcome, and an open 
wound, cellulitis (erythema, tenderness AND swelling), or wound infection was 
noted preoperatively or intraoperatively at the surgical site at the time of surgery; 
select ‘YES’.                                     Guidance: if a Superficial Incisional SSI is 
assigned as a postoperative occurrence -- only Superficial Incisional SSI PATOS 
can be assigned if the patient meets criteria for Superficial Incisional PATOS 
[Cannot assign Deep or Organ/Space PATOS]

Yes; No NULL = No response           
Variable added in 2011

177 DSUPINFEC Num Days from Operation until Superficial 
Incisional SSI Complication

Days from Operation until Superficial Incisional SSI Complication -99 = Patient did not experience 
this complication at or before 30 
days post operation

178 NWNDINFD Num Number of Deep Incisional SSI 
Occurrences

Number of Deep Incisional SSI Occurrences

179 WNDINFD Char Occurrences Deep Incisional SSI Deep Incision SSI is an infection that occurs within 30 days after the operation 
and the infection appears to be related to the operation and infection involved 
deep soft tissues (e.g., fascial and muscle layers) of the incision and at least one 
of the following: -Purulent drainage from the deep incision but not from the 
organ/space component of the surgical site. -A deep incision spontaneously 
dehisces or is deliberately opened by a surgeon when the patient has at least 
one of the following signs or symptoms:  fever (> 38 C), localized pain, or 
tenderness, unless site is culture-negative. -An abscess or other evidence of 
infection involving the deep incision is found on direct examination, during 
reoperation, or by histopathologic or radiologic examination.  -Diagnosis of a 
deep incision SSI by a surgeon or attending physician.  Note: -Infection that 
involves both superficial and deep incision sites is reported as deep incisional 
SSI. -An organ/space SSI that drains through the incision is reported as a deep 
incisional SSI.   

Deep Incisional SSI; No Complication

180 DSSIPATOS Char Deep Incisional SSI PATOS If a ‘Deep Incisional SSI’ is noted as a postoperative outcome, and an open 
wound, cellulitis (erythema, tenderness AND swelling) or infection was noted 
preoperatively or intaoperatively at the surgical site at the time of surgery; select 
‘YES’.                                                                           Guidance: if a Deep 
Incisional SSI is assigned as a postoperative occurrence -- only Deep Incisional 
SSI PATOS can be assigned if the patient meets criteria for Deep Incisional SSI 
PATOS [Cannot assign Superficial or Organ/Space PATOS]

Yes; No NULL = No response           
Variable added in 2011



Position # Variable Name Data 
Type

Variable Label Variable Definition Variable Options at Entry Comments

181 DWNDINFD Num Days from Operation until Deep Incisional 
SSI Complication

Days from Operation until Deep Incisional SSI Complication -99 = Patient did not experience 
this complication at or before 30 
days post operation

182 NORGSPCSSI Num Number of Organ/Space SSI Occurrences Number of Organ/Space SSI Occurrences

183 ORGSPCSSI Char Occurrences Organ Space SSI Organ/Space SSI is an infection that occurs within 30 days after the operation 
and the infection appears to be related to the operation and the infection involves 
any part of the anatomy (e.g., organs or spaces), other than the incision, which 
was opened or manipulated during an operation and at least one of the following:
-Purulent drainage from a drain that is placed through a stab wound into the 
organ/space. -Organisms isolated from an aseptically obtained culture of fluid or 
tissue in the organ/space. -An abscess or other evidence of infection involving 
the organ/space that is found on direct examination, during reoperation, or by 
histopathologic or radiologic examination. -Diagnosis of an organ/space SSI by a 
surgeon or attending physician.  

Organ/Space SSI; No Complication

184 OSSIPATOS Char Organ/Space SSI PATOS If an ‘Organ / Space SSI’ is noted as a postoperative outcome, and an abscess 
or other evidence of infection involving the organ/space was noted 
preoperatively or intraoperatively at the surgical area at the time of surgery; 
select ‘YES’ for this variable.                                                            Guidance: if an
Organ/Space SSI is assigned as a postoperative occurrence—only Organ/Space 
SSI PATOS can be assigned if the patient meets criteria for Organ/Space SSI 
PATOS [Cannot assign Superficial or Deep PATOS]

Yes; No NULL = No response           
Variable added in 2011

185 DORGSPCSSI Num Days from Operation until Organ/Space 
SSI Complication

Days from Operation until Organ/Space SSI Complication -99 = Patient did not experience 
this complication at or before 30 
days post operation

186 NDEHIS Num Number of Wound Disruption Occurrences Number of Wound Disruption Occurrences

187 DEHIS Char Occurrences Wound Disrupt Abdominal site: refers primarily to loss of the integrity of fascial closure (or 
whatever closure was performed in the absence of fascial closure). Other 
Surgical Sites: there must be a total breakdown of the surgical closure 
compromising the integrity of the procedure. Example: tissue flap coverage 
where the surgical incisions, which were closed, have lost the integrity of closure.
An ostomy with a small separation around it would NOT qualify..

Wound Disruption; No complication Definition revised or clarified from 
2011

188 DDEHIS Num Days from Operation until Wound 
Disruption Complication

Days from Operation until Wound Disruption Complication -99 = Patient did not experience 
this complication at or before 30 
days post operation

189 NOUPNEUMO Num Number of Pneumonia Occurrences Number of Pneumonia Occurrences



Position # Variable Name Data 
Type

Variable Label Variable Definition Variable Options at Entry Comments

190 OUPNEUMO Char Occurrences Pneumonia Enter "Yes" if the patient has pneumonia meeting the definition below. Patients with pneumonia 
must meet criteria from both Radiology  and Signs/Symptoms/Laboratory  sections listed as 
follows:
Radiology:
One definitive chest radiological exam (x-ray or CT)* with at least one of the following:
•New or progressive and persistent infiltrate
•Consolidation or opacity
•Cavitation                                                                                                                                       
Note: In patients with underlying pulmonary or cardiac disease (e.g. respiratory distress syndrome, 
bronchopulmonary dysplasia, pulmonary edema, or chronic obstructive pulmonary disease), two or 
more serial chest radiological exams (x-ray or CT) are required. (Serial radiological exams should 
be taken no less than 12 hours apart, but not more than 7 days apart. The occurrence should be 
assigned on the date the patient first met all of the criteria of the definition (i.e, if the patient meets 
all PNA criteria on the day of the first xray, assign this date to the occurrence. Do not assign the 
date of the occurrence to when the second serial xray was performed).
                                                                                                 Signs/Symptoms/Laboratory:
FOR ANY PATIENT, at least one of the following:
•Fever (>38 C or >100.4 F) with no other recognized cause
•Leukopenia (<4000 WBC/mm3) or leukocytosis(≥12,000 WBC/mm3)
•For adults ≥ 70 years old, altered mental status with no other recognized cause
And
At least one of the following:
•5% Bronchoalveolar lavage (BAL) -obtained cells contain intracellular bacteria on direct 
microscopic exam (e.g., Gram stain)
•Positive growth in blood culture not related to another source of infection
•Positive growth in culture of pleural fluid
•Positive quantitative culture from minimally contaminated lower respiratory tract (LRT) specimen 
(e.g. BAL or protected specimen brushing)
OR
At least two of the following:
•New onset of purulent sputum, or change in character of sputum, or increased respiratory 
secretions, or increased suctioning requirements
•New onset or worsening cough, or dyspnea, or tachypnea
•Rales or rhonchi
•Worsening gas exchange (e.g. O2 desaturations (e.g., PaO2/FiO2 ≤ 240), increased oxygen 
requirements, or increased ventilator demand)

Pneumonia; No complication Definition revised or clarified from 
2010

191 PNAPATOS Char Pneumonia PATOS If pneumonia is noted as a postoperative outcome, and documented as a 
preoperative risk factor; select ‘YES’ for this variable. Also, select ‘YES (for 
PATOS only) if preoperative data are highly suggestive or suspicious of 
pneumonia.

Yes; No NULL = No response           
Variable added in 2011

192 DOUPNEUMO Num Days from Operation until Pneumonia 
Complication

Days from Operation until Pneumonia Complication -99 = Patient did not experience 
this complication at or before 30 
days post operation (One case 
with a pneumonia complication 
had an unknown date within 30 
days and thus the duration was set
to -99)

193 NREINTUB Num Number of Unplanned Intubation 
Occurrences

Number of Unplanned Intubation Occurrences



Position # Variable Name Data 
Type

Variable Label Variable Definition Variable Options at Entry Comments

194 REINTUB Char Occurrences Unplanned Intubation Patient required placement of an endotracheal tube or other similar breathing 
tube [Laryngeal Mask Airway (LMA), nasotracheal tube, etc] and ventilator 
support intraoperatively or within 30 days following surgery which was not 
intended or planned.
•The variable intent is to capture all cause unplanned intubations, including but 
not limited to unplanned intubations for refractory hypotension, cardiac arrest, 
inability to protect airway.
•Accidental self extubations requiring reintubation would be assigned.
•Emergency tracheostomy would be assigned. Patients with a chronic/long-term 
tracheostomy who are on and off the ventilator would not be assigned, unless the
tracheostomy tube itself is removed and the patient requires reintubation 
(endotracheal or a new tracheostomy tube) or an emergency tracheostomy.
•Patients undergoing time off the ventilator during weaning trials and who fail the 
trail and are placed back on the ventilator would not be assigned.
•Intubations for an unplanned return to the OR would not be assigned, as the 
intubation is planned, it is the return to the OR which is unplanned.
•In patients who were intubated for a return to the OR for a surgical procedure 
unplanned intubation occurs after they have been extubated after surgery. In 
patients who were not intubated for a return to the OR, intubation at any time 
after their surgery is complete is considered unplanned.                                         
•Intraoperative conversion from local or MAC anesthesia to general anesthesia, 
during the Principal Operative Procedure, with placement of a breathing tube 
and ventilator support, secondary to the patient not tolerating local or MAC 
anesthesia, in the absence of an emergency, would not be assigned.

Unplanned Intubation; No Complication Definition revised or clarified from 
2011

195 DREINTUB Num Days from Operation until Unplanned 
Intubation Complication

Days from Operation until Unplanned Intubation Complication -99 = Patient did not experience 
this complication at or before 30 
days post operation

196 NPULEMBOL Num Number of Pulmonary Embolism 
Occurrences

Number of Pulmonary Embolism Occurrences

197 PULEMBOL Char Occurrences Pulmonary Embolism Lodging of a blood clot in a pulmonary artery with subsequent obstruction of 
blood supply to the lung parenchyma.  The blood clots usually originate from the 
deep leg veins or the pelvic venous system. "Yes" is entered if the patient has a 
V-Q scan interpreted as high probability of pulmonary embolism or a positive CT 
exam, TEE, pulmonary arteriogram, CT angiogram, or any other definitive 
modality.  Treatment usually consists of: -Initiation of anticoagulation therapy -
Placement of mechanical interruption (e.g. Greenfield Filter), for patients whom 
anticoagulation is contraindicated or already instituted. 

Pulmonary Embolism; No Complication Definition revised or clarified from 
2011

198 DPULEMBOL Num Days from Operation until Pulmonary 
Embolism Complication

Days from Operation until Pulmonary Embolism Complication -99 = Patient did not experience 
this complication at or before 30 
days post operation

199 NFAILWEAN Num Number of On Ventilator > 48 Hours 
Occurrences

Number of On Ventilator > 48 Hours Occurrences

200 FAILWEAN Char Occurrences Ventilator > 48Hours Total duration of ventilator-assisted respirations during postoperative 
hospitalization was greater than 48 hours.  This can occur at any time during the 
30-day period postoperatively.  This time assessment is CUMULATIVE, not 
necessarily consecutive. Ventilator-assisted respirations can be via endotracheal 
tube, nasotracheal tube, or tracheostomy tube. 

On Ventilator greater than 48 Hours; No Complication

201 VENTPATOS Char On Ventilator > 48 Hours PATOS If ‘On Ventilator > 48 hours’ is selected as a postoperative outcome, and patient 
is intubated prior to arrival to the OR; select ‘YES’.

Yes; No NULL = No response           
Variable added in 2011

202 DFAILWEAN Num Days from Operation until On Ventilator > 
48 Hours Complication

Days from Operation until On Ventilator > 48 Hours Complication -99 = Patient did not experience 
this complication at or before 30 
days post operation (One case 
with a fail to wean complication 
had an unknown date within 30 
days and thus the duration was set
to -99)

203 NRENAINSF Num Number of Progressive Renal Insufficiency 
Occurrences

Number of Progressive Renal Insufficiency Occurrences



Position # Variable Name Data 
Type

Variable Label Variable Definition Variable Options at Entry Comments

204 RENAINSF Char Occurrences Progressive Renal 
Insufficiency

The reduced capacity of the kidney to perform its function as evidenced by a rise 
in creatinine of >2 mg/dl from preoperative value, but with no requirement for 
dialysis within 30 days of the operation. 

Progressive Renal Insufficiency; No Complication

205 DRENAINSF Num Days from Operation until Progressive 
Renal Insufficiency Complication

Days from Operation until Progressive Renal Insufficiency Complication -99 = Patient did not experience 
this complication at or before 30 
days post operation

206 NOPRENAFL Num Number of Acute Renal Failure 
Occurrences

Number of Acute Renal Failure Occurrences

207 OPRENAFL Char  Occurrences Acute Renal Fail A patient who did not require dialysis preoperatively, worsening of renal 
dysfunction postoperatively requiring hemodialysis, peritoneal dialysis, 
hemofiltration, hemodiafiltration, or ultrafiltration.
- If the patient refuses a recommendation for dialysis, you would answer ‘Yes’ to 
this variable because the patient required dialysis                               - 
Hemodialysis, peritoneal dialysis, hemofiltration, hemodiafiltration, or 
ultrafiltration all qualify                                                                                         - 
Placement of a dialysis catheter is indicative of the need for dialysis, if used 
within 48 hours of placement

Acute Renal Failure; No Complication Definition revised or clarified from 
2011

208 DOPRENAFL Num Days from Operation until Acute Renal 
Failure Complication

Days from Operation until Acute Renal Failure Complication -99 = Patient did not experience 
this complication at or before 30 
days post operation

209 NURNINFEC Num Number of Urinary Tract infection 
Occurrences

Number of Urinary Tract infection Occurrences

210 URNINFEC Char Occurrences Urinary Tract Infection Postoperative symptomatic urinary tract infection must meet one of the following 
TWO criteria within 30 days of the operation: 1. One of the following: . fever (>38 
degrees C) . urgency . frequency . dysuria . suprapubic tenderness AND a urine 
culture of > 105 colonies/ml urine with no more than two species of  organisms 
OR 2. Two of the following: . fever (>38 degrees C) . urgency . frequency . 
dysuria . suprapubic tenderness AND any of the following: -Dipstick test positive 
for leukocyte esterase and/or nitrate -Pyuria (>10 WBCs/cc or > 3 WBC/hpf of 
unspun urine) -Organisms seen on Gram stain of unspun urine -Two urine 
cultures with repeated isolation of the same uropathogen with >102 colonies/ml 
urine in non-voided specimen -Urine culture with < 105 colonies/ml urine of single 
uropathogen in patient being treated with appropriate antimicrobial therapy -
Physician's diagnosis -Physician institutes appropriate antimicrobial therapy. 
Note: To assign a postoperative UTI, sign and symptoms should be reported 
within 72 hours prior to a urine culture being sent or 24 hours after the culture 
was sent.

Urinary Tract Infection; No Complication Definition revised or clarified from 
2011

211 UTIPATOS Char UTI PATOS If a UTI is noted as a postoperative outcome, and there was any preoperative 
evidence of a symptomatic UTI (that had not started treatment or is currently 
undergoing treatment) or preoperative evidence was highly suggestive or 
suspicious of a UTI at the time of surgery; select ‘YES’.

Yes; No NULL = No Response          
Variable added in 2011

212 DURNINFEC Num Days from Operation until Urinary Tract 
Infection Complication

Days from Operation until Urinary Tract Infection Complication -99 = Patient did not experience 
this complication at or before 30 
days post operation (One case 
with a UTI complication had an 
unknown date within 30 days and 
thus the duration was set to -99)

213 NCNSCVA Num Number of Stroke/CVA Occurrences Number of Stroke/CVA Occurrences
214 CNSCVA Char CVA/Stroke with neurological deficit Patient develops an embolic, thrombotic, or hemorrhagic vascular accident or 

stroke with motor, sensory, or cognitive dysfunction (e.g., hemiplegia, 
hemiparesis, aphasia, sensory deficit, impaired memory) that persists for 24 or 
more hours. If a specific time frame for the dysfunction is not documented in the 
medical record, but there is a diagnosis of a stroke, assign the occurrence, 
unless documentation specifically states that the motor, sensory, or cognitive 
dysfunction resolved.

Stroke/CVA; No Complication Definition revised or clarified from 
2010



Position # Variable Name Data 
Type

Variable Label Variable Definition Variable Options at Entry Comments

215 DCNSCVA Num Days from Operation until Stroke/CVA 
Complication

Days from Operation until Stroke/CVA Complication -99 = Patient did not experience 
this complication at or before 30 
days post operation

216 NCNSCOMA Num Number of Coma > 24 Hours Occurrences Number of Coma > 24 Hours Occurrences

217 CNSCOMA Char Coma >24 hours Patient is unconscious, or postures to painful stimuli, or is unresponsive to all 
stimuli (exclude transient disorientation or psychosis) for greater than 24 hours.  
Drug-induced coma (e.g. Propofol drips) are not entered within 30 days of the 
operation.

Coma greater than 24 hours; No Complication

218 DCNSCOMA Num Days from Operation until Coma > 24 
Hours Complication

Days from Operation until Coma > 24 Hours Complication -99 = Patient did not experience 
this complication at or before 30 
days post operation

219 NNEURODEF Num Number of Peripheral Nerve Injury 
Occurrences

Number of Peripheral Nerve Injury Occurrences

220 NEURODEF Char Peripheral Nerve Injury Peripheral nerve damage may result from damage to the nerve fibers, cell body, 
or myelin sheath during surgery.  Peripheral nerve injuries which result in motor 
deficits to the cervical plexus, brachial plexus, ulnar plexus, lumbar-sacral plexus 
(sciatic nerve), peroneal nerve, and/or the femoral nerve should be included. 

Peripheral nerve injury ; No Complication

221 DNEURODEF Num Days from Operation until Peripheral Nerve 
Injury Complication

Days from Operation until Peripheral Nerve Injury Complication -99 = Patient did not experience 
this complication at or before 30 
days post operation

222 NCDARREST Num Number of Cardiac Arrest Requiring CPR 
Occurrences

Number of Cardiac Arrest Requiring CPR Occurrences

223 CDARREST Char Occurrences Cardiac Arrest Requiring 
CPR

The absence of cardiac rhythm or presence of chaotic cardiac rhythm, 
intraoperatively or within 30 days following surgery, which results in a cardiac 
arrest requiring the initiation of CPR, which includes chest compressions. 
Patients are included who are in a pulseless VT or Vfib in which defibrillation is 
performed and PEA arrests requiring chest compressions. Patients with 
automatic implantable cardioverter defibrillator (AICD) that fire but the patient 
has no loss of consciousness should be excluded.

Cardiac Arrest Requiring CPR; No Complication Definition revised or clarified from 
2011

224 DCDARREST Num Days from Operation until Cardiac Arrest 
Requiring CPR Complication

Days from Operation until Cardiac Arrest Requiring CPR Complication -99 = Patient did not experience 
this complication at or before 30 
days post operation

225 NCDMI Num Number of Myocardial Infarction 
Occurrences

Number of Myocardial Infarction Occurrences

226 CDMI Char Occurrences Myocardial Infarction An acute myocardial infarction which occurred intraoperatively or within 30 days 
following surgery as manifested by one of the following:                     * 
Documentation of ECG changes indicative of acute MI (one or more of the 
following):                                                                                                                 
- ST elevation > 1 mm in two or more contiguous leads                                          
- New left bundle branch                                                                                          
- New q-wave in two of more contiguous leads                                                        
* New elevation in troponin greater than 3 times upper level of the reference 
range in the setting of suspected myocardial ischemia �              * Physician 
diagnosis of myocardial infarction

Myocardial Infarction; No Complication Definition revised or clarified from 
2011

227 DCDMI Num Days from Operation until Myocardial 
Infarction Complication

Days from Operation until Myocardial Infarction Complication -99 = Patient did not experience 
this complication at or before 30 
days post operation

228 NOTHBLEED Num Number of Bleeding Transfusions 
Occurrences

Number of Bleeding Transfusions Occurrences



Position # Variable Name Data 
Type

Variable Label Variable Definition Variable Options at Entry Comments

229 OTHBLEED Char Occurrences Bleeding Transfusions At least 1 unit of packed or whole red blood cells given from the surgical start 
time up to and including 72 hours postoperatively. If the patient receives shed 
blood, autologous blood, cell saver blood or pleurovac postoperatively, count this 
blood in terms of equivalent units. For a cell saver, every 500 ml's of fluid will 
equal 1 unit of packed cells. If there are less than 250 ml of cell saver, round 
down and report as 0 units. If there are 250 cc, or more of cell saver, round up to 
1 unit. The blood may be given for any reason. If greater than 200 units, enter 
200 units. Record the number of units given. Record the date the blood was 
initially started (intra-operatively or postoperatively).
Note: Intra-operative blood to prime the by-pass pump for CABG is not shed 
blood and should not be included as cell-saver blood.

Transfusions/Intraop/Postop; No Complication Definition change from 2009

230 DOTHBLEED Num Days from Operation until Bleeding 
Transfusions Complication

Days from Operation until Bleeding Transfusions Complication -99 = Patient did not experience 
this complication at or before 30 
days post operation (One case 
which had a Bleeding Transfusion 
complication had an unknown 
date and thus the duration was set 
to -99)

231 NOTHGRAFL Num Number of Graft/Prosthesis/Flap Failure 
Occurrences

Number of Graft/Prosthesis/Flap Failure Occurrences

232 OTHGRAFL Char Occurrences Graft/Prosthesis/FF Mechanical failure of an extracardiac graft or prosthesis including myocutaneous 
flaps and skin grafts requiring return to the operating room, interventional 
radiology, or a balloon angioplasty within 30 days of the operation. 

Graft/Prosthesis/Flap Failure; No Complication

233 DOTHGRAFL Num Days from Operation until 
Graft/Prosthesis/Flap Failure Complication

Days from Operation until Graft/Prosthesis/Flap Failure Complication -99 = Patient did not experience 
this complication at or before 30 
days post operation

234 NOTHDVT Num Number of DVT/Thrombophlebitis 
Occurrences

Number of DVT/Thrombophlebitis Occurrences

235 OTHDVT Char Occurrences DVT/Thrombophlebitis The identification of a new blood clot or thrombus within the venous system 
which may be coupled with inflammation. The clot can be described in studies as 
present in the superficial or deep venous systems but requires therapy. This 
diagnosis is confirmed by a duplex, venogram or CT scan, AND the patient must 
be treated with anticoagulation therapy and/or placement of a vena cava filter or 
clipping of the vena cava.
Example of clots that should be considered for this variable include internal 
jugular (IJ) line clots, PICC line clots and those found in the abdomen (portal 
vein).
Clarification: the vein must be thrombosed to assign this occurrence. If only the 
catheter is thombosed and the vein is not, the occurrence of Vein Thrombosis 
Requiring Therapy would not be assigned.

DVT Requiring Therapy; No Complication Definition revised or clarified from 
2011

236 DOTHDVT Num Days from Operation until 
DVT/Thrombophlebitis Complication

Days from Operation until DVT/Thrombophlebitis Complication -99 = Patient did not experience 
this complication at or before 30 
days post operation

237 NOTHSYSEP Num Number of Sepsis Occurrences Number of Sepsis Occurrences



Position # Variable Name Data 
Type

Variable Label Variable Definition Variable Options at Entry Comments

238 OTHSYSEP Char Occurrences Sepsis Sepsis is a vast clinical entity that takes a variety of forms. The spectrum of disorders spans from 
relatively mild physiologic abnormalities to septic shock. The intent is to capture the patient whose 
physiology is compromised by an ongoing infectious process after surgery. Present at the time of 
surgery (PATOS) modifiers prevent patients from being counted as having complications if there is 
significant evidence that the sepsis or septic shock outcome was under way prior to the surgery 
performed. Please report the most significant level using the criteria below.
1.Sepsis: Sepsis is the systemic response to infection. Report this variable if the patient has two of 
the following clinical signs and symptoms of SIRS:
*Temp >38o C (100.4 o F) or < 36 o C (96.8 o F)
*HR >90 bpm
*RR >20 breaths/min or PaCO2 <32 mmHg(<4.3 kPa)
*WBC >12,000 cell/mm3, <4000 cells/mm3, or >10% immature (band) forms
*Anion gap acidosis: this is defined by either: [Na + K] – [Cl + HCO3 (or serum CO2)]. If this numbe
is greater than 16, then an anion gap acidosis is present. Na – [Cl + HCO3 (or serum CO2)]. If this 
number is greater than 12, then an anion gap acidosis is present. *If anion gap lab values are 
performed at your facilities lab, ascertain which formula is utilized and follow guideline criteria.         
And either A or B below:                                                                                                                      
A. One of the following:
*positive blood culture
*clinical documentation of purulence or positive culture from any site for which there is 
documentation noting the site as the acute cause of sepsis
B. One of the following findings during the Principal Operative Procedure:
*Confirmed infarcted bowel requiring resection
*Purulence in the operative site
*Enteric contents in the operative site, or
*Positive intra-operative cultures                                                                                          Guidance:
if the patient meets criteria to assign preop sepsis, assign the risk factor; if the patient meets the 
criteria to assign postop sepsis, assign the occurrence and then assess for PATOS and assign if 
appropriate.
2. Septic Shock: Sepsis is considered severe when it is associated with organ and/or circulatory 
dysfunction. Report this variable if the patient has sepsis AND documented organ and/or circulatory 
dysfunction. Examples of organ dysfunction include: oliguria, acute alteration in mental status, acute 
respiratory distress. Examples of circulatory dysfunction include: hypotension, requirement of 
inotropic or vasopressor agents. Septic Shock is assigned when it appears to be related to Sepsis 
and not a Cardiogenic or Hypovolemic etiology.
Guidance: if the patient meets criteria to assign preop septic shock assign the risk factor; if the 
patient meets the criteria to assign postop septic shock assign the occurrence and then assess for 
PATOS and assign if appropriate.

Sepsis; No Complication Definition revised or clarified from 
2011

239 SEPSISPATOS Char Sepsis PATOS If sepsis is noted as a postoperative outcome; select YES (for PATOS) if 
preoperative data are highly suggestive or suspicious of Sepsis being present at 
the time of surgery. If the record indicates that sepsis was present at some point 
preoperatively but fully and definitively resolved prior to the time of surgery, then 
PATOS should not be chosen.
Guidance: if postoperative “Sepsis” is assigned--only “PATOS Sepsis” can be 
assigned (provided that the patient meets criteria for PATOS Sepsis). Cannot 
assign “PATOS Septic shock” unless septic shock occurs postoperatively.

Yes; No NULL = No Response          
Variable added in 2012

240 DOTHSYSEP Num Days from Operation until Sepsis 
Complication

Days from Operation until Sepsis Complication -99 = Patient did not experience 
this complication at or before 30 
days post operation

241 NOTHSESHOCK Num Number of Septic Shock Occurrences Number of Septic Shock Occurrences

242 OTHSESHOCK Char Occurrences Septic Shock For Sepsis and Septic Shock within 30 days of the operation, please report the 
most significant level using the criteria that follow.  Severe Sepsis/Septic Shock: 
Sepsis is considered severe when it is associated with organ and/or circulatory 
dysfunction.  Report this variable if the patient has the clinical signs and 
symptoms of SIRS or sepsis AND documented organ and/or circulatory 
dysfunction.  Examples of organ dysfunction include: oliguria, acute alteration in 
mental status, acute respiratory distress.  Examples of circulatory dysfunction 
include:  hypotension, requirement of inotropic or vasopressor agents.  For the 
patient that had sepsis preoperatively, worsening of any of the above signs 
postoperatively would be reported as a postoperative sepsis.   

Septic Shock; No Complication



Position # Variable Name Data 
Type

Variable Label Variable Definition Variable Options at Entry Comments

243 SEPSHOCKPATOS Char Septic Shock PATOS If septic shock is noted as a postoperative occurrence; select YES (for PATOS) if 
preoperative data are highly suggestive or suspicious of Septic Shock being 
present at the time of surgery. If the record indicates that septic shock was 
present at some point preoperatively but fully and definitively resolved prior to 
the time of surgery, then PATOS should not be chosen.
Guidance: if postoperative “Septic shock” is assigned--only “PATOS septic 
shock” can be assigned (provided the patient meets criteria for PATOS septic 
shock). Cannot assign “PATOS sepsis” because septic shock

Yes; No NULL = No Response          
Variable added in 2012

244 DOTHSESHOCK Num Days from Operation until Septic Shock 
Complication

Days from Operation until Septic Shock Complication -99 = Patient did not experience 
this complication at or before 30 
days post operation

245 PODIAG Char Post-op diagnosis (ICD 9) The appropriate ICD-9-CM code corresponding to the condition noted as the 
postoperative diagnosis in the brief operative note, operative report, and/or after 
the return of the pathology reports are entered.   

246 PODIAGTX Char Post-op Diagnosis Text Post-op Diagnosis text

247 RETURNOR Char Return to OR Returns to the operating room within 30 days include all major surgical 
procedures that required the patient to be taken to the surgical operating room 
for intervention of any kind.  “Major surgical procedures” are defined as those 
cases in any and all surgical subspecialties that meet Program criteria for 
inclusion. 

Yes; No

248 DSDtoHD Num Days from Surgical Discharge (Acute Care 
Discharge) to Hospital Discharge

Days from Surgical Discharge to Hospital Discharge Historical variable, no longer used

249 DOpertoD Num Days from Operation to Death Days from Operation to Death -99 = Patient did not die at or 
before 30 days post operation

250 DOptoDis Num Days from Operation to Discharge Days from Operation to Discharge -99 = Unknown
251 STILLINHOSP Char Still in Hospital > 30 Days "Yes" is entered if patient has a continuous stay in the acute care setting > 30 

days after the surgery. However, if the patient was discharged from the acute 
care setting, but remained in the hospital (rehab or hospice unit), then "NO" is 
entered, since the stay in the acute care setting was no longer continuous.

Yes; No NULL = No Response          
Variable added in 2011

252 READMISSION Char Readmssion "Yes" is entered for any readmission (to the same or another hospital), for any 
reason, within 30 days of the principal surgical procedure. The readmission has 
to be classified as an “inpatient” stay by the readmitting hospital, or reported by 
the patient/family as such.

Yes; No Historical variable, no longer used

253 UNPLANREADMISSION Char Unplanned Readmission "Yes" is entered for any unplanned readmission (to the same or another hospital) 
for a post operative occurrence likely related to the principal surgical procedure 
within 30 days of the procedure.

Yes; No Historical variable, no longer used

254 REOPERATION Char Unplanned Reoperation "Yes" is entered if the patient had an unplanned return to the operating room for 
a surgical procedure related to either the index or concurrent procedure 
performed. This return must be within the 30 day postoperative period. The 
return to the OR may occur at any hospital or surgical facility (i.e. your hospital or 
at an outside hospital). Note: This definition is not meant to capture patients who 
go back to the operating room within 30 days for a follow-up procedure based on 
the pathology results from the index or concurrent procedure. Examples: Exclude
breast biopsies which return for re-excisions; insertion of port-a-caths for 
chemotherapy.

Yes; No Historical variable, no longer used

255 REOPERATION1 Char Unplanned Reoperation 1 "Yes" is entered if the patient had an unplanned return to the operating room for 
a surgical procedure, for any reason, within 30 days of the principal operative 
procedure. The return to the OR may occur at any hospital or surgical facility (i.e. 
your hospital or at an outside hospital).

Yes; No Variable added in 2012

256 RETORPODAYS Num Days from principal operative procedure to 
Unplanned Reoperation 1

Days from principal operative procedure to Unplanned Reoperation 1 -99 = Patient did not experience 
Unplanned Reoperation 1               
Variable added in 2012 

257 REOPORCPT1 Char Unplanned Reoperation 1 CPT The CPT code for Unplanned Reoperation 1  NULL = No Response         
Variable added in 2012

Yes
No
Unknown

NULL = No Response         
Variable added in 2012

258 Was the return to the OR for Unplanned Reoperation 1 a post-operative 
occurrence possibly related to the principal operative procedure or concurrent 
procedure performed under the same anesthesia as the principal procedure?

Unplanned Reoperation 1 related to 
principal operative procedure

CharRETORRELATED



Position # Variable Name Data 
Type

Variable Label Variable Definition Variable Options at Entry Comments

259 REOPORICD91 Char Unplanned Reoperation 1 ICD-9 The ICD-9 code for Unplanned Reoperation 1 NULL = No Response         
Variable added in 2012

260 REOPERATION2 Char Unplanned Reoperation 2 "Yes" is entered if the patient had an unplanned return to the operating room for 
a surgical procedure, for any reason, within 30 days of the principal operative 
procedure. The return to the OR may occur at any hospital or surgical facility (i.e. 
your hospital or at an outside hospital).

Yes; No Variable added in 2012

261 RETOR2PODAYS Num Days from principal operative procedure to 
Unplanned Reoperation 2

Days from principal operative procedure to Unplanned Reoperation 2 -99 = Patient did not experience 
Unplanned Reoperation 2               
Variable added in 2012 

262 REOPOR2CPT1 Char Unplanned Reoperation 2 CPT The CPT code for Unplanned Reoperation 2  NULL = No Response         
Variable added in 2012

Yes
No

264 REOPOR2ICD91 Char Unplanned Reoperation 2 ICD-9 The ICD-9 code for Unplanned Reoperation 2 NULL = No Response         
Variable added in 2012

265 REOPERATION3 Char More than 2 unplanned reoperations "Yes" is entered if there were more than two unplanned re-operations for a post 
operative occurrence likely related to the principal surgery within 30 days.

Yes; No Variable added in 2012

266 READMISSION1 Char Any Readmission 1 "Yes" is entered if the patient had any readmission (to the same or another 
hospital), for any reason, within 30 days of the principal surgical procedure. The 
readmission has to be classified as an “inpatient” stay by the readmitting 
hospital, or reported by the patient/family as such.

Yes; No Variable added in 2012

267 READMPODAYS1 Num Days from principal operative procedure to 
Any Readmission 1

Days from principal operative procedure to Any Readmission 1 -99 = Patient did not experience 
Any Readmission 1             
Variable added in 2012

268 UNPLANNEDREADMISSION1 Char Unplanned Readmission 1 "Yes" is entered if Any Readmission 1 was unplanned at the time of the principal 
procedure.

Yes; No NULL = No Response         
Variable added in 2012

269 READMRELATED1 Char Unplanned Readmission 1 likely related to 
the principal procedure 

"Yes” is entered if Unplanned Readmission 1 (to the same or another hospital) 
was for a postoperative occurrence likely related to the principal surgical 
procedure within 30 days of the procedure.

Yes; No NULL = No Response         
Variable added in 2012

Superficial SSI

Deep Incisional SSI
Organ/Space SSI
Wound Disruption
Pneumonia
Unplanned Intubation
Pulmonary Embolism
On Ventilator > 48 hours
Progressive Renal Insufficiency
Acute Renal Failure
Urinary Tract Infection
CVA
Cardiac Arrest Requiring CPR
Myocardial Infarction
Bleeding Requiring Transfusion (72h of surgery start time)

DVT Requiring Therapy
Sepsis
Septic Shock
Coma > 24 hours
Peripheral Nerve Injury
Graft/Prosthesis/Flap Failure
Other (list ICD 9 code)

271 READMRELICD91 Char ICD9 code for "Other" primary suspected 
reason for Unplanned Readmission 1.

If the primary suspected reason for Unplanned Readmission 1 was recorded as 
"Other", the ICD9 code is entered.

NULL = No Response         
Variable added in 2012

272 READMISSION2 Char Any Readmission 2 See "Any Readmission 1" Yes; No Variable added in 2012
273 READMPODAYS2 Num Days from principal operative procedure to 

Any Readmission 2
See "Days from principal operative procedure to Any Readmission 1" -99 = Patient did not experience 

Any Readmission 2             
Variable added in 2012

270 READMSUSPREASON1 Char Primary suspected reason for Unplanned 
Readmission 1.

The primary suspected reason (post operative occurrence) for Unplanned 
Readmission 1.

NULL = No Response         
Variable added in 2012

Unknown

NULL = No Response         
Variable added in 2012

263 RETOR2RELATED Char Unplanned Reoperation 2 related to 
principal operative procedure

Was the return to the OR for Unplanned Reoperation 2 a post-operative 
occurrence possibly related to the principal operative procedure or concurrent 
procedure performed under the same anesthesia as the principal procedure?



Position # Variable Name Data 
Type

Variable Label Variable Definition Variable Options at Entry Comments

274 UNPLANNEDREADMISSION2 Char Unplanned Readmission 2 See "Unplanned Readmission 1" Yes; No NULL = No Response         
Variable added in 2012

275 READMRELATED2 Char Unplanned Readmission 2 likely related to 
the principal procedure 

See "Unplanned Readmission 1 likely related to the principal procedure" Yes; No NULL = No Response         
Variable added in 2012

276 READMSUSPREASON2 Char Primary suspected reason for Unplanned 
Readmission 2.

See "Primary suspected reason for Unplanned Readmission 1" See "Primary suspected reason for Unplanned 
Readmission 1"

NULL = No Response         
Variable added in 2012

277 READMRELICD92 Char ICD9 code for "Other" primary suspected 
reason for Unplanned Readmission 2.

See "ICD9 code for "Other" primary suspected reason for Unplanned 
Readmission 1"

NULL = No Response         
Variable added in 2012

278 READMISSION3 Char Any Readmission 3 See "Any Readmission 1" Yes; No Variable added in 2012
279 READMPODAYS3 Num Days from principal operative procedure to 

Any Readmission 3
See "Days from principal operative procedure to Any Readmission 1" -99 = Patient did not experience 

Any Readmission 3             
Variable added in 2012

280 UNPLANNEDREADMISSION3 Char Unplanned Readmission 3 See "Unplanned Readmission 1" Yes; No NULL = No Response         
Variable added in 2012

281 READMRELATED3 Char Unplanned Readmission 3 likely related to 
the principal procedure 

See "Unplanned Readmission 1 likely related to the principal procedure" Yes; No NULL = No Response         
Variable added in 2012

282 READMSUSPREASON3 Char Primary suspected reason for Unplanned 
Readmission 3.

See "Primary suspected reason for Unplanned Readmission 1" See "Primary suspected reason for Unplanned 
Readmission 1"

NULL = No Response         
Variable added in 2012

283 READMRELICD93 Char ICD9 code for "Other" primary suspected 
reason for Unplanned Readmission 3.

See "ICD9 code for "Other" primary suspected reason for Unplanned 
Readmission 1"

NULL = No Response         
Variable added in 2012

284 READMISSION4 Char Any Readmission 4 See "Any Readmission 1" Yes; No Variable added in 2012
285 READMPODAYS4 Num Days from principal operative procedure to 

Any Readmission 4
See "Days from principal operative procedure to Any Readmission 1" -99 = Patient did not experience 

Any Readmission 4             
Variable added in 2012

286 UNPLANNEDREADMISSION4 Char Unplanned Readmission 4 See "Unplanned Readmission 1" Yes; No NULL = No Response         
Variable added in 2012

287 READMRELATED4 Char Unplanned Readmission 4 likely related to 
the principal procedure 

See "Unplanned Readmission 1 likely related to the principal procedure" Yes; No NULL = No Response         
Variable added in 2012

288 READMSUSPREASON4 Char Primary suspected reason for Unplanned 
Readmission 4.

See "Primary suspected reason for Unplanned Readmission 1" See "Primary suspected reason for Unplanned 
Readmission 1"

NULL = No Response         
Variable added in 2012

289 READMRELICD94 Char ICD9 code for "Other" primary suspected 
reason for Unplanned Readmission 4.

See "ICD9 code for "Other" primary suspected reason for Unplanned 
Readmission 1"

NULL = No Response         
Variable added in 2012

290 READMISSION5 Char Any Readmission 5 See "Any Readmission 1" Yes; No Variable added in 2012
291 READMPODAYS5 Num Days from principal operative procedure to 

Any Readmission 5
See "Days from principal operative procedure to Any Readmission 1" -99 = Patient did not experience 

Any Readmission 5             
Variable added in 2012

292 UNPLANNEDREADMISSION5 Char Unplanned Readmission 5 See "Unplanned Readmission 1" Yes; No NULL = No Response         
Variable added in 2012

293 READMRELATED5 Char Unplanned Readmission 5 likely related to 
the principal procedure 

See "Unplanned Readmission 1 likely related to the principal procedure" Yes; No NULL = No Response         
Variable added in 2012

294 READMSUSPREASON5 Char Primary suspected reason for Unplanned 
Readmission 5.

See "Primary suspected reason for Unplanned Readmission 1" See "Primary suspected reason for Unplanned 
Readmission 1"

NULL = No Response         
Variable added in 2012

295 READMRELICD95 Char ICD9 code for "Other" primary suspected 
reason for Unplanned Readmission 5.

See "ICD9 code for "Other" primary suspected reason for Unplanned 
Readmission 1"

NULL = No Response         
Variable added in 2012

VARIABLE ADDED IN 2011

VARIABLE ADDED IN 2012
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