
Society of Thoracic Surgeons

Congenital Heart Surgery Database
Monthly Webinar
June 17, 2025



Agenda

• Welcome and Introduction

• STS Update
• STS Data Manager Education (Chasity Wellnitz and Leslie Wacker,  CHSD Consultants)
• Q&A



STS Updates

• June Training Manual posted

• 2025 Harvest Schedule 
• Spring 2025 data analysis has been completed

• Report released June 2nd

• Official Communication sent to Database Participants

• Fall 2025 Harvest Close is scheduled for September 26, 2025
• Opt out is September 30, 2025



STS Updates

• Calculation Updates Coming to Tables 18 and 19
• Extubated in OR 

• Participant and STS Overall
• Reintubated for Respiratory Failure 

• Participant and STS Overall

• Will be included in the July 12 IQVIA update release



Table 18 – Updated Calculation



Table 19 – Updated Calculation



• CHSD and GTSD Sessions: 
Thursday, September 25th

• ACSD Session: Friday, September 
26th

• Intermacs and Pedimacs Session: 
Tuesday, September 23rd VIRTUAL

• Grand Hyatt San Antonio 
Riverwalk

• Both In Person (ACSD, CHSD, 
GTSD) and Virtual options (all 
databases) will be available

AQO 2025 – NEW DATES!!



AQO Registration Now Open



Education 
Discussion Topics

• Review 
– Analysis changes
– Risk Model

• TM Reminder

• FAQ Clarifications
– COVID fields
– Heart Failure, acute
– Shunt, Reoperation



Review



Analysis Changes Spring 25

Applicable 
analysis period



Analysis Changes Spring 25

Date posted



Analysis Changes Spring 25



Analysis Changes Spring 25



Changes over time

Version Go-Live date

v 3.0 1-Jan-10

v 3.22 1-Jan-14

v 3.3 1-Jan-16

v 3.41 1-Jan-19

v 6.23 1-Jul-23

Analytical Updates First Analysis Surgical Dates included

STAT 2020 (Appendix C) Spring 22 1/1/2018 - 12/31/2021

Overlapping EOC (Page 3) Spring 25 1/1/2021 - 12/31/2024

New Primary Procedure Rules Spring 25 1/1/2021 - 12/31/2024

*DRAFT*



Risk Model



Risk Model



Risk Model



Risk Model

• (220) Preoperative/Preprocedural 
mechanical circulatory support (IABP, VAD, 

ECMO, or CPS)
• (230) Shock, Persistent at time of surgery
• (470) Invasive Mechanical ventilation to 

treat cardiorespiratory failure
• (460) or (450) Renal failure requiring dialysis 

and/or Renal dysfunction
• (400) or (440) Preoperative neurological 

deficit 
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• (400) or (440) Preoperative neurological 

deficit and/or Stroke, CVA, or 
Intracranial hemorrhage > Grade 2 

within 48 hours prior to surgery



Risk Model

• (220) Preoperative/Preprocedural 
mechanical circulatory support (IABP, VAD, 

ECMO, or CPS)
• (230) Shock, Persistent at time of surgery
• (470) Invasive Mechanical ventilation to 

treat cardiorespiratory failure
• (460) or (450) Renal failure requiring dialysis 
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• (400) or (440) Preoperative neurological 

deficit and/or Stroke, CVA, or Intracranial 
hemorrhage > Grade 2 within 48 hours prior 

to surgery
• Any other preoperative factor (except 'Other 

preoperative factors' with code 777)



Risk Model

• Any other preoperative factor (except 'Other preoperative factors' with code 777)



Risk Model

(200) Cardio-pulmonary resuscitation
(210) Preoperative complete AV block 
(240) Shock, Resolved at time of 
surgery 
(250) Diabetes mellitus, Insulin 
dependent 
(260) Diabetes mellitus, Non-insulin 
dependent 
(270) Hypothyroidism 
(280) Currently taking steroids as 
treatment for adrenal insufficiency 
(290) Currently taking steroids for any 
reason other than treatment of 
adrenal insufficiency 
(295) Colostomy present 

Any other preoperative factor (except 'Other preoperative factors' with code 777)

(300) Enterostomy of small intestine 
present 
(305) Esophagostomy present 
(307) Gastrostomy present 
(310) Hepatic dysfunction 
(320) Necrotizing entero-colitis, 
Treated medically 
(330) Necrotizing entero-colitis, 
Treated surgically 
(340) Coagulation disorder, 
Hypercoagulable state 
(350) Coagulation disorder, 
Hypocoagulable state not secondary to 
medication (intrinsic hypocoagulable 
state) 

(360) Coagulation disorder, 
Hypocoagulable state secondary to 
medication 
(370) Endocarditis 
(380) Sepsis 
(390) Sepsis with positive blood 
culture 
(410) Seizure during lifetime 
(420) Seizure within 48 hours prior to 
surgery 
(430) Stroke, CVA, or Intracranial 
hemorrhage > Grade 2 during lifetime
(480) Respiratory Syncytial Virus 
(490) Single lung 
(500) Tracheostomy present



Reminders



Training Manual



Training Manual



Training Manual

TM corresponds 
to surgical event             
date (SurgDt)



FAQ Clarifications



COVID Fields



Heart Failure



Heart Failure



Heart Failure



Scenario 1: Preop Factor Heart Failure

Patient receiving home lasix admitted for a documented acute 
exacerbation of chronic heart failure. The lasix dose is increased, 
and the planned surgery date is moved up by 6-weeks. Does the 

patient meet the criteria for preop factor (670) Heart failure?

☐  Yes
☐  No
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Heart Failure Timing

To code acute heart failure, both must be met:
• a current clinical diagnosis of acute heart failure documented in the 

medical record during this episode of care prior to OR entry 
date/time

and

• is taking at least one medication (other than diuretics alone or digoxin 
alone) specifically to address heart failure that would not have 
otherwise been used in this patient within the 48-hours prior to OR 
entry date/time



Heart Failure Timing

Chronic heart failure develops gradually overtime with symptoms 
of shortness or breath, lower extremity swelling and fatigue 
without an acute exacerbation within the 2 weeks prior to 
admission

As currently defined, 
patient does not meet criteria for acute heart 
failure (also doesn’t meet criteria for "both")



Scenario 2: Preop Factor Heart Failure

Newborn transferred to surgical center on DOL 0. Arrived intubated with 
epinephrine & milrinone infusions with documented diagnoses cardiac 

dysfunction and acute systolic & diastolic heart failure. Following immediate 
bedside balloon atrial septostomy, inotropes discontinued. Diuretic therapy 
initiated and continued. On DOL 9, patient to OR for palliation. What is the 

correct (765) Heart Failure Timing?

☐  Acute
☐  Chronic
☐  Both
☐  None of the above – leave blank
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Heart Failure Timing

To code acute heart failure, both must be met:
• a current clinical diagnosis of acute heart failure documented in the 

medical record during this episode of care prior to OR entry 
date/time

and

• is taking at least one medication (other than diuretics alone or digoxin 
alone) specifically to address heart failure that would not have 
otherwise been used in this patient within the 48-hours prior to OR 
entry date/time



Heart Failure Timing

Chronic heart failure develops gradually overtime with symptoms 
of shortness or breath, lower extremity swelling and fatigue 
without an acute exacerbation within the 2 weeks prior to 
admission

As currently defined, 
patient does not meet criteria for 

acute or chronic heart failure



Shunt, Reoperation



Scenario 3: Shunt Operations

Patient with an existing modified Blalock-Taussig shunt (mBTS) 
admitted with shunt failure. Taken to OR for placement of a new 

mBTS with removal of the existing shunt. What is the correct 
primary procedure?

☐  (2095) Shunt, Reoperation

☐  (1630) Shunt, Ligation and takedown

☐  (1590) Shunt, Systemic to pulmonary, Modified Blalock- Taussig 
Shunt (MBTS) 
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Scenario 4: Shunt Operations

A few days following placement of a Sano shunt, the patient 
requires banding of the shunt due to excess pulmonary blood 

flow. What is the correct primary procedure?

☐  (2095) Shunt, Reoperation

☐  (3680) RV to PA Shunt (e.g., Sano Shunt – valved or non-valved or 
palliative RV- PA non-valved conduit to augment pulmonary 
blood flow) 

☐  (2010) Cardiac procedure, Other
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Shunt Operations



Scenario 5: Shunt Operations

Following placement of a Sano shunt, the postop TEE in the OR 
revealed excess pulmonary blood flow. The patient went back on 
bypass and the Sano shunt was banded. What is the correct way 

to code the banding of the shunt?

☐  (2095) Shunt, Reoperation

☐  (3680) RV to PA Shunt (e.g., Sano Shunt – valved or non-valved or 
palliative RV- PA non-valved conduit to augment pulmonary 
blood flow) 

☐  (2010) Cardiac procedure, Other
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Shunt Operations



Scenario 6: Reoperations

Patient decompensated in OR following arterial switch operation 
(ASO). Transferred to cath lab where imaging revealed a kinked 
coronary artery. Transferred back to the OR for coronary artery 

repair. How is this event best captured?

☐  Enter the coronary artery repair as part of the ASO as the patient did 
not return to the CVICU yet

☐  Enter the coronary artery repair as a second/separate operation

☐  Include the cath lab imaging as an Unplanned interventional cardiac 
catheterization procedure
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Scenario 6: Reoperations Explained

☐  Enter the coronary artery repair as part of the ASO as the patient did 
not return to the CVICU yet – No, the case ends when the patient 
leaves the OR

☐  Include the cath lab imaging as an Unplanned interventional cardiac 
catheterization procedure – No, the cath was diagnostic only; no 
procedures performed



Reoperations Explained Cont.

TM Clarification:

The time the patient physically leaves the OR (or surgical location) is 
the end of the case/procedure (update Jun-25) 



Scenario 6: Reoperations

Patient decompensated in OR following arterial switch operation 
(ASO). Transferred to cath lab where imaging revealed a kinked 
coronary artery. Transferred back to the OR for coronary artery 

repair. Is this an unplanned cardiac reoperation?

☐  Yes
☐  No



Scenario 6: Reoperations

Patient decompensated in OR following arterial switch operation 
(ASO). Transferred to cath lab where imaging revealed a kinked 
coronary artery. Transferred back to the OR for coronary artery 

repair. Is this an unplanned cardiac reoperation?

☐  Yes – the initial case ended, the kinked coronary 
artery was not known in the OR, and the repair was 
not planned during the initial surgical planning

☐  No



Summary

In summary:

• have the training manual open at all times

• pay attention to monthly updates

• submit a clinical question when in doubt 



Open Discussion

Please use the 
Q&A Function. 

We will answer as 
many questions as 

possible.

We encourage 
your feedback and 
want to hear from 

you!



Upcoming 
CHSD 

Webinars

Monthly Webinars
•    7/15/25 @ 12pmCT

•IQVIA Report Review
• 8/19/25 @ 12pmCT



Contact Information

Leigh Ann Jones, STS 
National Database Manager, 

Congenital and General 
Thoracic

• Ljones@sts.org

Tech Support 
Analysis Report/Data 
Submission Questions

• STSDB_helpdesk@sts.org

Database Operational 
Questions

• STSDB@sts.org

Congenital STS Database Consultants
• Leslie Wacker        lwacker@sts.org
• Chasity Wellnitz   cwellnitz@sts.org

mailto:CKrohn@sts.org
mailto:CKrohn@sts.org
mailto:STSDB@sts.org
mailto:STSDB@sts.org
mailto:lwacker@sts.org
mailto:cwellnitz@sts.org


THANK YOU FOR JOINING!
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