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Learning Objectives:

Upon completion of this session, participant will be
able to:

 Understand the Procedure ID and the Risk Variable
Chart

 |dentify resources within the National Harvest
Report

sts.org




Procedure ID Chart

* Isolated Coronary Artery Bypass (CAB)
* Isolated Aortic Valve Replacement (AV Replace)

* Isolated Mitral Valve Replacement (MV Replace)

* Aortic Valve Replacement + CAB (AV Replace + CAB)
e Mitral Valve Replacement + CAB (MV Replace + CAB)
e Aortic Valve Replacement + Mitral Valve Replacement (AV Replace + MV Replace)
* Isolated Mitral Valve Repair (MV Repair)
Mitral Valve Repair + CAB (MV Repair + CAB)

Need to have DCF with Seq Numbers to read this chart



=TS Adult Cardiac Surgery Database V2.9

Procedure Identification Table

Current as of: 6/20/2019

Note, fields in green are new 1n v2. 9%, fields in vellow are added or changed from the v2_.E1 defimition

PART 1 (PROCID 1 through 4)

Variable Short Isolated CAB Isolated AVR Isolated MVR** AVR + CAB
Name/Seq # (ProcID=1) (ProcID=2) (ProcID=3) (ProcID=4)
OpCAB/2120 * Yes, planned s No * No * Yes, planned

s Yez unplanned due to unsuspected
dizeasze or anatomy

o Wesz unplanned due to surgical
complication

& Yes unplanned due to surgical
complication

s Yez unplanned due to uasuspected
diseaze or anatomy

o Miszing * Miszing .

OpCAB OpCAB in(3,5) OpCab in (NULL, 2.4) OpCab in (NULL, 2.4) OpCAB in(3.5)
OpValve/2125 <MNotused in this calculation> * Ves * Yes * Yes
OpValve Opvalve eg 1 Opvalve eq 1 Opvalve eg 1
WVEAV/3300 s o e Yes planned * No o Yes, planned

¢ ez unplanned due to surgical o Ves unplanned due to unsuspected | » Yes, uaplanned due to surgical o Yes unplanned due to unsuspected

complication dizeaze or anatomy complication diseaze or anatomy
» Missing » Missing

WVEAW VSAVin (NULL_ 2 4) VSAV in (3,5) VSAV in (NULL, 2 4) VEAV in (3.3)
VEAVPL3305 <Mot uzed in thiz caleulation™ s Replacement <Mot uzad i thig caleunlation™ s Feplacement
VEAVPr VSAVPreql VEAVPreql

WEMWV/3493

s No
¢ ¥ ez unplanned due to surgical
complication

# MMizsing

» No

o Wes unplanned due to surgical
complication

o Miszing

& Yes planned
* Yes unplanned due to uhsuspected
dizease or anatomy

» MNo

» ¥ ez unplanned due to surgical
complication

o Missing

VSN VEMV in (NULL 2 4) VMV in (NULL 2 4) VSMV in (3,3) VEMV in (NULL 2 4)
VEMVEL 3500 = Mot uzed in thiz calculation™ < Mot uzed in thiz caleulation™= s Feplacement <ot uzed in thiz caleulation=
VSMVPr VEMVPreq2

OCarCongProcl. o Mizzing o Mizzing ® Mizsing o Mizzing

6513

¢ PFO_ Primary closure

* Ancmalous origin of coronary
artery from pulmonary artery
repair

e Anomalous aortic origin of

coronary artery from aorta
(AAOQCA) repair

& PFO, Primary clozure

# PFO, Primary closure
» ASD repair, Primary closure
» ASD repair, Patch

& PFO, Primary clozure

* Anomalous origin of coronary
artery from pulmonary artery
repair

* Anomalous acrtic origin of
coronary artery from aorta
(AAOQCA) repair




OCarCongProcl Ccarcongprocl in Ocarcongprocl in (INULL 107) Ocarcongprocl in (NULL _10.20_30) Ocarcongprocl in
(MULL,10,1221.1305) (TULL,10,1291,1305)
OCarCongProc/ » MNizsing o hlizzing & MMiszing & MMizsing
6520 s Mo other congenital procedures » MNo other congenital procedures s No other congenital procedures s Mo other congenital procedures
= PEFO, Primary closure o PFQO, Primary clozure « PFO, Primary closure « PEFO, Primary closure
= Ancmalows origin of coronary * ASDY repair, Primary closure * Anomalous origin of coronary
artery from pulmonary artery « ASD repair, Patch artery from pulmonary artery
repair repair
= Ancmalovus aortic origin of * Anomalous acrtic origin of
coronary artery from aorta coronary artery from aorta
OCarCongProc Ocarcongproc? in Cicarcongproc? in (INULL 1107 Ocarcongproc? i (NULL,1.10.20_307 Ocarcongproc? in
(MULL,1,10.1291_1303) (NULL,1,10,1201_ 1305)
—
COCarCongProc3/ o hizzing o hlizzing & MMiszing * Missing
63525 & Mo other congenital procedures s Mo other congenital procedures & Mo other congenital procedures & Mo other congenital procedures
= PEFO, Primary closure o PFQO, Primary clozure « PFO, Primary closure « PEFO, Primary closure
= Anomalous origin of coronary * ASD repair. Primary closure « Anomalous origin of coronary
artery from pulmonary artery » ASD repair, Patch artery from pulmonary artery
repair repair
= Ancmalovus aortic origin of * Anomalous aortic origin of
coronary artery from acrta coronary artery from aorta
OCarCongProc3 Ocarcongproc3 in Ocarcongproc3 in (INULL 1_10Y% Oecarcongproc3 ia (NULL,1.10.20_307 Ocarcongproc3 n
(MULL,1,10.1291_1305) (ULL,1,10,1201 1305)
Tricuspid Unplanned Surgical Complications Unplanned Surgical Complications All tricuspid repairs are allowed. TUnplanmed Surgical Complications
Procedures: OWNLY ONLY Tricuszpid replacements and ONLY
VETW valvecotomies are only allowed if the
WaTrReplace WaTW 1s one of : WETW iz one of : tricuspid procedure was uvnplanned WETV iz one of -
WVETrvalvec = Nao s Mo due to surgical complications. MMust « Mo
3640 3630, 3633 #» Yesz unplanned due to surgical * Yesz unplanned due to surgical satizfy at least one of (1) or (2): * Yes, unplanned due to surgical
complication complication 1. complication
= Miz=ing o Miz=ing WETrFeplace: * Nissing
= Mo
& Mlizzing
AND
VETrWValvec:
« Mo
& MWliszing
2.
VETWV
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#* ¥ es, vnplanned due to surgical
complication™]

Tricuspid WETV in (NULL_ 2 4) WETV in (WULL, 2 47 [VETrFeplace in (NULL, 2) and WETV in (WULL, 2 43
Procedures: WVETrValvec in (NULL 2]
VSTV OR
WETrEeplace WVETW eq 4
WaTrValvec
WVEPV/3685 » Mo
s Y¥es uaplanned due to surgical complication

#» Miszing
VPV WEPV in (NTTLL, 2 4)
PrevWVADExp/ « W es, not during this procedure
3823 s Do

» Mliszing

PrevVADExp

PrevVADExp in (NULL, 1.3)

VADImpTms, » Pre-Operative (during same hospitalization but not same OF trip as CW surgical procedure)
3845 s In conjunction with CV surgical procedure (same trip to the OF)- unplanned
& Post-Operative (after surgical procedure during reoperation)
# Mis=ing
WVADImpTmge VADImpTmg in (NULL, 1, 4, 5)

VADImpTmg2/
3900

¢ Pre-Operative (during same hospitalization but not same O trip as CV surgical procedure)
¢ It conjunction with CV surgical procedure (zame trip to the OF)- vaplanned
# Post-Operative (after surgical procedure during reoperation)
s hiszing

VADImpTmg2

VADImpTmg2 in (NULL_ 1, 4_5)

WVADImpTmg3/ ¢ Pre-Operative (during same hospitalization but not same OR trip as CV surgical procedure)
3935 ¢ In conjunction with CW surgical procedure (zame trip to the OR)- vaplanned
# Post-Operative (after surgical procedure during reoperation)

» Miszing
VADImpTmg3 VADImpTmg3 in (NULL, 1. 4, 5)
VExp/3875 « W es, not during this procedure

s Mo

& hiizzing

WVEzxp VE=xp in (NULL, 3, 2)

WVExpl/ 3930

W es not during this procedure
s Mo
» Miszing

VExp2

VExp2 in (NULL_ 3, 2)
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WVExp3/30835

o Tes not doring this procedure

s Mo

s hizsing
VExp3 VE=xp3 in (NULL, 3, 2)
OCarL.VAMOTS s Mo

o Niszing
OCarl. VA DCarlL VA mn (NULL, 2)
OCaryvED /4130 e MNa

#» Mizzing
OCaryvED OCarVED in (NULL, 2}
AoriProc/2125 e« Mo

« Wes unplanned due to surgical complication

o Mhiszing
AortProc Acortproe mn (WULL 2 4)
EndovaszProc/3066 s Mo

& Mhiiszing
EndovasProc EndovasProc in (WULL | 2)
OCarAFibIntral.ez’ | » Mo s Mo =Mot nzed in this calculation> s Mo
4040 o Mizsing o Miszing o Missing
OCarAFibIntral es COcarAFibIntral es in (INULL, 2) OcarAFibIntral es in (INULL, 2} OcarAFibIntral es in (INULL, 2}
OCarAFiblesLoc/ » Primarily epicardial ® Primarily epicardial <Mot vsed in this calculation™ # Primarily epicardial
4191 o Missing o Missing o Missing
OCarAFiblezloc OCarAFibhLezloc ne 2 OCarAFiblezl.oc ne 2 OCarAFibl ezl.oc ne 2
OCarASDSec e« Mo s Mo =< Mot nzsed in this calculation> = Mo
4035 e Mizsing o Missing Missing
OCarASDEec OCarAEDSec in (NULL, 2) OCarASDSec in (NULL, 2) OCarASDSec in (NUILL, 2)
OCarACDHY =Moot uzed in this calculation= Mot nzed in this calculation= = MNo Mot used in this calculation=
4033 & Mizzing

& Permanent Pacemaler

OCarACD OCarACD in (NULL, 1, 2)
OCarACDLE! e Yes, unplanned due to surgical complication
4063 e« Mo

» Miz=ine




OCarACDLE OCarACDLE in (NULL_ 2 4)
OCarlLasc/4110 Mot used in this calculation™ <Moot uzed in this calculation™ s Mo < MNot used in this calculation™
» hizzing

OCarl asr OCarlasr in (NULL 2)
OCPulThromDis/ s Mo
4085 » Missing
OCPulThromDis OCPulThromDhs in (NULL_ 1)
OCarSubaStenFes, s MNo
4090 » Missing
OCarSubaStenFes OCarSubaStenFles in (IWULL, 2)
OCarSVE/4105 + INo

» Bizzing
OCarSVE OCarSVE in (WULL, 2)
OCarCrTx/4120 + INo

» Bizzing
OCarCrTx OCarCrTx in (NULL, 2)
OCarTrma/4123 » MNo

» Nizzing
OCarTrma OCarToma in (NULL, 2
OCTumor/411% s Mo

& hizzing
OCTumor OCTumoer in (NULL, 1)
OCarOthr/4135 * Mo

# Mizzing
OCarOthr OCarOthr in (WULL, 2)
VETCWV/ 3400 s Mo

# Nizzing
VETCW WVETCV in (NULL, 2
VETCWVMIt3610 s Mo

» Bizzing
VETCVMit WETCWVMIt in (NULL_ 2)
VETCWVTri 3632 + INo

s Mizzing
VETCWTri WETCWVTrm in (WULL, 2)
VETCVPu/ 3695 * Mo

s Nizzing

VSTCWVFPu

VESTCWVPu in (NULL, 23
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CCancCaze/ 2030 * Mo
» Mizzing
CCanclCase CCancCase in (NULL, 2)
ONCCarEn/g33530 s Mo
* ¥ es, unplanned due to surgical complication
» Missing
ONCCarEn ONCCarEn in (NULL, 2_4)
ONCOVasc/8533 * MNo
* Tes unplanned due to surgical complication
» Missing
ONCOVasc ONCOWVasc in (NULL, 2. 43
ONCOThor/6540 * MNo
* T ez unplanned due to surgical complication
» Mizsing
ONCOThor ONCOThor in (NULL, 2, 43
ONCOther/8543 * INo
* Tes, unplanned due to surgical complication
» Missing

ONCOther

ONCOther in (NULL, 2, 4)
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0CarVDA13 i
+ Missing
0CaVsD OCarVsD m (NULL, )
OCarVSD/4130
Short Name for Other Cardiac VSD SEQ Number 4130
On PROC ID Chart

No — this means if you code No to this field then the
procedure will stay isolated

Missing- this means if you leave this field missing then the
procedure will stay isolated

lgnore the Gray Line
P https://youtu.be/2-vH1cCiCts



https://youtu.be/2-vH1cCiCts

Patient has CABG with A-fib Pulmonary Vein Isolation
performed SEQ 4191. Will this procedure be classified as

P ROC | D an isolated CABG?

Scenario A Yes

B. No




Patient has CABG with A-fib Pulmonary Vein Isolation
performed SEQ 4191. Will this procedure be classified as

P ROC | D an isolated CABG?

Sce n a r| O A. Yes— Correct Answer since the PVl is a coded as a
primarily epicardial procedure.

B. No




If a Mitral Valve Replacement (MVR) is done with a
Tricuspid Valve Repair SEQ 3646 will this procedure be
classified as an isolated MVR?

PROC ID
Scenario A Yes

B. No




PROC ID
Scenario

If a Mitral Valve Replacement (MVR) is done with a
Tricuspid Valve Repair SEQ 3646 will this procedure be
classified as an isolated MVR?

A. Yes — Correct answer. Procedure ID algorithms for all
Mitral Valve Procedures now also include intracardiac
lesions and tricuspid repairs. Since it is common
practice to do a full Maze procedure and/or an
occasional tricuspid repair STS Leadership wanted to
keep these cases in the Isolated MV Risk Algorithms.

B. No




Patient has CABG performed. During the procedure, the
right ventricle is lacerated. A repair of the RV laceration is
performed. | have coded this as a CABG with an unplanned
Other Cardiac procedure SEQ 4135 due to surgical
complication. Why is this case being classified as an
“Other Procedure” since the RV repair was due to surgical
complication?

A. The classification must be incorrect because all
unplanned surgical complications will keep the
patient in the isolated category.

B. For this field 4135 it doesn’t matter if it was for
surgical complication or not. If Other Cardiac SEQ
4135 is marked as no or missing it will stay in the
isolated category.




Patient has CABG performed. During the procedure, the
right ventricle is lacerated. A repair of the RV laceration is
performed. | have coded this as a CABG with an unplanned
Other Cardiac procedure SEQ 4135 due to surgical
complication. Why is this case being classified as an
“Other Procedure” since the RV repair was due to surgical

P ROC | D complication?

Sce Nario A. The classification must be incorrect because all
unplanned surgical complications will keep the
patient in the isolated category.

B. Correct Answer - For this field 4135 it doesn’t matter
if it was for surgical complication or not. If Other
Cardiac SEQ 4135 is marked as no or missing it will
stay in the isolated category.




The purpose of risk adjustment is
to allow STS database participants
to compare their performance
with other participants (e.g.
overall STS, like participants,
region or state). By accounting for
and controlling patient risk factors
that are present prior to surgery,
risk adjustment “levels the playing
field” as best as possible.

Additional Resources Risk Model
Variable Chart

It is important to understand how missing data values are handled when the 5TS
risk-adjustment models are applied to patients with incomplete data. \With the
exception of age, missing data values are imputed by assigning a likely substitute value.
The algorithm used for missing data imputation is descnbed below:

Required variable: Age is the only required varniable for all models. If it is missing, no
walue for predicted risk will be calculated.

Categorical variables: Missing data are generally assumed to hawve the lowest risk
category. For example, if diabetes was not coded, it would be assumed to be "MNao™; if
procedure priority were not coded, the procedurs would be assumed to be “"Elective.”™ In
most cases, the lowest nsk category is also the most frequent. If gender is missing, Male
gender (the most frequent) is imputed.

20 — OV General

Ejection Fraction (EF) If EF 1s missing or <10%:

CABG Model

|f HeartFailTmg is Chronic or missing and gender is Male, set EF = 55%

|f HeartFailTmg is Chronic or missing and gender is Female, set EF = 5%
If HeartFailTmg is Acute or Both and gender is Male, set EF = 40%

|f HeartFailTmg is Acute or Both and gender is Female, set EF = 45%

LCompIete Chart found in STS Harvest Report — page 20-23 :2




CABG

B. Demographics
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InfEndo [385)
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E. Previous Interventions
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PrvalveProc2 (700) = = = 74 T
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F. Preoperative Cardiac Status
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ArrhythSecond [965)

ArhynSS55 (955)

ArrhythVv (950]

. Preocperative Medications

hMedinotr (11300

MedADP5Days (1060)

MedADPIDis (1065)

hMedSter (1143)

MedGP (1073)

Resusc (935)

medaceidd (1020

H. Hemodynamics and Cath

MumDisV (1170)

PciStenLMain {1185)

HDEF (1545)

PciStenPro LAD (1215)

VDStend (1600)

VD Stenhd (1690)

VDNnsuid (1590)
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VDInswil (1775)

VDAEoPTimE!D (1646)

I. Operative

Incidenc (1970])

Status (1975)




K. Valve Surgery

VSTrRepair (2645)

L. Mechanical Cardiac Assist Devices

[ABPWhen (3730)

CathBasAssistWhen (3760)

ECMOWhen (3750)




DATA ANALYSES OF
THE SOCIETY OF THORACIC SURGEONS
NATIONAL ADULT CARDIAC SURGERY DATABASE

Additional Resource - STS
Harvest Report

) i Cloicsl Ressorh i
* Reports are published following each quarterly database harvest : o
and the report is provided to each eligible STS database participant. S
* This report is an important quality improvement tool for
participants, allowing them to compare their risk-adjusted
performance with that of similar participants, participants in their Report Overview 1-0v
geographic region and the entire body of STS database participants. e stmont Suoplemont EECT]
STS Composite Quality Ratings and NQF Measures 64 - OV

Public Dissemination of Quality Ratings 105 -QV
* NQF Measure and Composite Quality (STAR) Ratings results are STS Composite Quality Ratings 1
based on a full 12 months of data ending each June or December for NQF Measures 12
CABG and 36 months for Valves Executive Summary 17

Major Procedures Mortality 2

o




Comparison of O/E Ratio and Odds Ratio
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Because each of these statistics has its advantages, W Ll
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O/E Ratio
—The
Simplified

Version

The following table illustrates the possible interpretations of the O/E Ratio.

Table 11. O/E Ratio Interpretations™

Statistic

Interpretation

O/E Ratio = 1

When the O/E Ratio is greater than 1, the participant had an observed
outcome level that was greater than expected. The participant
performed worse than expected.

O/E Ratio < 1

When the O/E Ratio is less than 1, the participant had an observed
outcome level that was less than expected.
The participant performed better than expected.

O/E Ratio = 1

When the O/E Ratio is 1, the participant had an observed outcome
level equal to expected.
The participant performed as expected.

Observed is your site compared to the expected which is computed using the risk models on

all sites data.

The interpretations in this table can also be roughly extended to Odds Ratios - values less than 1
imply better than average performance, values of 1 imply average performance and values over 1
imply worse than average performance. Note that the Odds Ratio will generally be closer to 1.0 than
the O/E Ratio. It is possible that these two measures will be discrepant, but only if they are close to

1.0.




Understanding
Risk

Adjustment -
The Simplified
Version

Table 12. Risk-adjusted Rate Interpretations

Statistic

Interpretation

Risk-adjusted rate »
a15 event rate

When the nsk-adjusted rate for a particular adverse outcome
5 greater than the ST average rate, then the participant had
more of those outcomes than expected given their case-mix.

Risk-adjusted rate <
a15 event rate

When the nisk-adjusted rate for a parficular adverse outcome

5 less than the STS average rate, then the participant had
less of those outcomes than expected given their case-mix.

Risk-adjusted rate =
315 event rate

When the nisk-adjusted rate for a parficular adverse outcome
5 equal to the ST average rate, then the participant had the
same number of those outcomes as expected given their
case-mix.




Data Completeness Requirement: Participants were excluded from the analysis if
they had fewer than 10 1solated CABG procedures in the patient population and if
they had more than 5% missing data on any of the following 5 NQF-endorsed

STA R R at | N g process measures: use of IMA, preoperative beta blockade therapy, discharge beta

blockade therapy: discharge anti-platelet medication; and discharge antiipid
medication.

Column 4. Participant Rating.

There are also thresholds that must be met for mortality fields.

The participant rating system assigns participants to rating categones designated by
one, two, or three stars. The rating categories are defined as follows: Mortalty fields: Mortality is counted as missing for a record if any of the fields below are
missing. A value of unknown counts as missing.

a. MOCStat (Sequences 5010, Vrsn. 2.61); DischMortStat (Sequence# 7005,
. o _ Vrsn. 29
Kkk — Partcipant performance is significantly higher than STS mean. b Mt3[]8tat) (Sequences 5015, Visn. 2.81; Sequenca# 7001, Vrsn. 29)

¢. MiOpD (Sequences 5025, Vrsn. 2.81; Sequence# 7124 Vrsn. 29)

[fthe percent missing is higher than 10% for year 2015 you are at risk of not receiving a

star rafing.
[fthe percent missing is higher than 5% for year 2016 you are at sk of not recenving a

star rafing.

* — Participant performance is significantly lower than STS mean. [fthe percent missing is higher than 2% for year 2017 or after you are at risk of not
[RCeiving a star rating.

*kx Participant performance is not statistically different from ST.5 mean.




Quality
Domain

Owerall

Jan 2016 - Dec 2016

Yk Kk

5TS CABG Composite Quality Rating

Rating Trend

Participant 999949
STS Perod Ending 06/30/2018

Participant Rating?

Jul 2016 - Jun 2017

Yk

Jan 2017 - Dec 2017

Yk

“ Dulce Clinical Research Institute

Jul 2017 - Jun 2018

Yk

Absence of Mortality

* %

* %

* %

* %

Absence of Morbidity?

Yk

* K

* %

* %

Use of IMAZ

* %

* %

* %

* X

Medications?

Yk
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articipant performance is not significantly different than the STS mean based on 89% Bayesian probability

= Participant performance is significantly higher than the 3TS mean based on B9% Bayesian probability
Plassea refer to Report Owerview - STS Composite Quality Rating and NQAF-Endorsed Measures for full d=tsils




Additional
Resource -

STS Harvest

Quality Domains and Study Endpoints: The following table summarizes the
endpoints that were analyzed in order to assess performance within the four selected
domains of quality.

Domain 1. Absence of Operative Mortality.

Proportion of patients (risk-adjusted) who do not experience operative
maortalify. Operative mortality is defined as death during the same
hospitalization as surgery or after discharge but within 320 days of the
procedure.

Domain 2. Absence of Major Morbidity.

Proportion of patients (risk-adjusted) who do not experience any major
marbidity. Major morbidity is defined as having at least one of the following
adverse outcomes: 1) reoperations for any cardiac reason (NQF definition); 2)
renal failure; 3) deep sternal wound infection; 4) prolonged
ventilation/intubation™; 5) cerebrovascular accident/permanent stroke.

Domain 3. Use of Internal Mammary Artery (IMA).
Propartion of first-time CAEBG patients who receive at least one IMA graft.
Mote: Patients with prior CABG surgery or with documented contraindication

for IMA use (subclavian stenosis, previous cardiac or thoracic surgery,
previous mediastinal radiation, an emergent or salvage procedure or no LAD

disease) are not included in the denominator.

Domain 4. Use of All Evidence-based Penoperative Medications.

Proportion of patients who receive all required perioperative medications. The
required perioperative medications are: 1) preoperative beta blockade
therapy; 2) discharge anti-platelet medication; 3) discharge beta blockade
therapy; and 4) discharge anti-lipid medication. Note: the discharge
medications were not required for patients who died prior to discharge.




Report Overview

STS Composite Quality Ratings and NQF-endorsed Measures

STS Report - Period Ending 06/30/2018

Title

Description

Numerator

Denominator

!Exclu&ioné

Discharge aspirin (DCASA) OR
discharge F2Y 12 antagonist
(DCP2Y 12 OR Other discharge
anti-platelet (DCOthARtiFlat) is
marked “contraindic ated”

Beta Blockade at
Discharge

Percent of patients aged 18 yvears
and older undergoing isolated CABG
who weare discharged on beta
blockers

Mumber of patients undergaing isolated
CABG who were discharged on beta
blockers

NMumber of isolated CABSG proceduras in
which discharge beta blockers (DCBeta) is
marked "yeas”

All patients undergoing
isolated CABG according to
5T5 Procedure Identification
algorithm

Cases are removed from the
denominator if there was an in-
hospital mortality or if discharge
beta blocker was confraindicated.

mMaortality Discharge Status
(MIDCStat/DischiMortStat), Mortality
Date (MiDate), and Discharge Date
{DischDt) indicate an in-hospital
mortality; discharge beta blocker
{DCEBeta) marked as
“contraindicated”

Anti-Lipid
Treatment at
Discharge

FPearcent of patients aged 18 years
and older undergoing isolated CABG
who weare discharged on a statin or
other lipid-lowsaring regiman

MNOTE: Beginning with dala version
2 81 only stating are considered for
this measure

Number of patients undergoing isolated
CABG who were discharged on a statin or
other lipid-lowearing regimean

Mumber of isolated CABG proceduras in
wihich

Discharge statin medic ation
(DCLipLowstat) is marked “yes”

All patients undargoing
isolated CABG according to
STS Procedure Identific ation
algorithm

Cases are removed from the
denominator if thers was an in-
hospital mortality or if discharge
antiHipid treatment was
contraindicated.

mMaortality Discharge Status
(MIDCStat/DischiMortStat), Mortality
Date (MiDate), and Discharge Date
{DischDt) indicate an in-hospital
mortality;

Discharge statin meadic ation
{DCLipLowStat) is marked as
“contraindicated”




Jul 2017 - Jun 2018
Owerall

Participant Score
(98% Cl)

97 7%
(96.9  93.4)

5TS Mean
Participant Score

096.6%

Report Overview

STS Composite Quality Ratings and NQF-endorsed Measures
STS Report — Period Ending 06/30/2018

V. Figure Interpretation

In addition to the statistics provided for each of the 5TS Composite Cluality Domains
and NQF-endorsed measures, a figure representing the distribution of values for the
entire STS population 1s provided.
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5TS CABG Composite Quality Rating
Domain Details
“ Dulkea Clinical Research Institute

Participant 99999
5TS Period Ending 06/30/2018

Eligible Percent of
Quality Domain Procedures Detail Count Morbidity/Failure?

Jul 2017 - Jun 2018 612 Muartality T

Absence of Mortality

Jul 2017 - Jun 2018 G612 Any Morbidity a6

Absence of Morbidity?

R operatiom oMY e 4 7.1%
Renal Failure omiy e e 5 3.99%
Deep Stemal Infectiondlediastinitis onby ... 3 B4 %
Frolonged Ventilation onby .. 26 46 4%
Cerebrovascular Accident only .. ] 10.7%%
Multiple Morbidities 12 21.4%

Jul 2017 - Jun 2018 G0 IMA Failures 5

Use of IMAS
Jul 2017 - Jun 2018 a12 Failed to Frescribe all eligible NCQF-Endorsed Medications 25
Medications®

Only Failed to Prescribe Preoperative Beta Blockade 13 52 0%
Only Failed to Prescribe Discharge Beta Blockade™ ... 3 12.0%
Only Failed to Prescribe Discharge Anti-Lipids™ ... 4 16.0%
Only Failed to Prescribe Discharge Anti-Platelets® ... 2 2.0 %
Failed to Prescribe Multiple Medications ... 3 12.0%

'Percentages represent the proportion that the specific morbidity or process non-compliance contributed to the tofal nurmber of patients for whom credit was not received
for these "alllany or none’ bundles, This information i=s intended to facilitate and focws process and guality improvernent initiatives by providsrs.

‘Incledes Reocperations, Renal Failure, Deep Sternal Infection'/Madiastinitis, Prolonged Wentilstion, and CWA

Incledes Recperations for BleedingTamponads, Walkeular Dysfunction, Graft Scclusion, and Cther Cardiac Problems

‘Excludes patients with precp Renal Failure or Last Creatinine == 4.

*Excludes patients with pricr CABE surgery  and contraindications for IMA. Refer to Report Owverview for definitions.

“Incledes Preoperative Betia Blocksde, Discharge Beta Blockade, Discharge Anti-Lipids, and Discharge Anti-Plaieleis. Excludes contraindicated / not indicated records.

‘Excludes in-hospital mortalities

*Anti-plateiet use includes Aspirin, ADP Inhibitors, P2Y 12 Antagonists and any other anti-platelet medications, and sxcludes in-hospital moralities



Housekeeping Tips

Keep a log of 30-Day Mortality
/ 30 Day Readmission/ 30 Day
DSWI & Infection in the event
of an Audit.

Keep DCF and or your
collection notes for at least 4
years.




Open Discussion

Please use the Q&A Function.

We will answer as many questions as
possible.
N\

We encourage your feedback and want
to hear from you!
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Resources

» STS National Database Webpage
e STSTechSupport@IQVIA.com (Uploader, DQR, Missing Variable, Dashboard, Password and Login )
* Phone Support: 1-833-256-7187

» STS National Database Feedback Form

* Resource Documents
* Contact Information
* Webinar Information
* FAQ Document
* Go-Live Checklist
* Tiered-level Support Document
e Training Videos
* Link to IQVIA
ckrohn@sts.org


https://www.sts.org/registries-research-center/sts-national-database
mailto:STSTechSupport@IQVIA.com
https://www.sts.org/form/national-database-feedback

e Carole Krohn, Sr. Clinical Manager, STS National
Database

e CKrohn@sts.org
e 312-202-5847

Contact

Information « Database Operational Questions
* STSDB@sts.org



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

