
Dear SCQRs,  
Based on your feedback for more SCQR-specific education, we are trialing this case study review containing 
commonly asked SCQR questions. Feel free to discuss the case with your colleagues within the SCQR Forum. 
We will not be providing the correct responses, rationale, and any needed clarifications until Tuesday, April 
9th, so there is plenty of time for a thorough examination of the case. This case study and the answer key will 
also be posted on the SCQR Forum.  
 
We hope to see some great discussions! 
Cheryl and Rhonda 
 
 
DATE OF OPERATION: 01/02/2018 
PREOPERATIVE DIAGNOSIS:  Colon cancer 
POSTOPERATIVE DIAGNOSIS:  Colon cancer 
OPERATION PERFORMED:  Laparoscopic right hemicolectomy 
SURGEON:  John Doe, MD 
ANESTHESIA:  General endotracheal 
SPECIMENS:  Right hemicolectomy 
ESTIMATED BLOOD LOSS:  Less than 200 mL 
DRAINS:  None 
 
DESCRIPTION OF OPERATION:  After the patient was consented for laparoscopic right hemicolectomy, the patient was 
taken to the operating room and given general endotracheal anesthesia. He was placed in the supine position. A Foley 
catheter was placed. The abdomen was prepped and draped in the standard surgical fashion. Incision was carried down 
in the umbilicus approximately half inch in length with the use of a scalpel. A Veress needle was introduced. The 
abdominal cavity was insufflated with CO2 gas. 
 
Next, 12 mm bladeless trocar was introduced into the abdominal cavity with ease. The abdominal cavity was then 
reinsufflated. A 10 mm, 30-degree scope was placed in the abdominal cavity. There was no evidence of any injury from 
the Veress needle or trocar. An additional 5 mm trocar was placed in the suprapubic position after a small stab incision 
was created with a 15 blade. This was placed under direct visualization and the exact same procedure was carried out 
with a 5 mm trocar in the left flank. 

Upon inspection of the abdomen, the patient was noted to have a large mass at the hepatic flexure, also noted to have a 
large mass at the distal appendix and significant adhesions of the small bowel to the right lower quadrant abdominal 
wall. The mass was noted to extend under the liver bed, which was densely adherent to the liver. Next, the ileocolic 
artery was identified and taken with the use of the Ace Harmonic scalpel. The retroperitoneal dissection was carried up 
to the level of the hepatic flexure. Following that, the terminal ileum was mobilized and the right paracolic reflections 
were taken down along the line of Toldt with the use of the Ace Harmonic scalpel. He was noted to have 1 enterotomy 
that was created which was repaired in 2 layers and 1 other serosal injury at the mesenteric border of the terminal ileum 
which was left alone for now. 

Once the colon was completely mobilized to the level of the mid to distal transverse colon, the 5 mm trocars were 
removed. The terminal ileum was grasped with a grasper, and the incision through the umbilicus was extended to 
approximately 3-1/2 inches in length with the use of cautery. A retractor was placed into the wound. 

The bowel, including the terminal ileum with the serosal injury and enterotomy, right colon and transverse colon, were 
brought up through the incision. The terminal ileum, approximately 15 cm proximal to the ileocecal valve, was 
transected with a 75 GIA stapler and the mid transverse colon was transected in a similar fashion. The mesentery was 
taken with the use of Ace Harmonic scalpel. The specimen was passed off the field, labeled as right colon, and there was 
noted to be a large mass with several large lymph nodes adherent to it. 



Next, a functional side-to-side anastomosis was created with a 75 GIA stapler followed by closure with a TA60. The 
created anastomosis was reinforced with 3-0 Vicryl pop-off interrupted. The staple line was reinforced with 3-0 Vicryl 
pop-off interrupted in a Lembert fashion. The bowel was then returned to the abdominal cavity. The omentum was 
draped over the bowel. The abdomen was then copiously irrigated. There was no evidence of any bleeding. A sheet of 
Seprafilm was placed in the abdominal cavity. 

The fascia was approximated with #1 PDS in a running fashion. Subcutaneous tissue was copiously irrigated and the skin 
was approximated with staples. The trocar sites were approximated with staples as well. The abdomen was cleaned and 
dried. Dry sterile dressings were applied. The patient was awakened, extubated, and transported to the recovery room 
alert, awake, and in stable condition. All sponge and instrument counts were correct at the end of the case. 

SURG PATH FINAL REPORT 
PROCEDURE:  Laparoscopic colectomy 
HISTORY: Colon cancer 
 
GROSS: Received fresh, labeled "right and transverse colon," is a portion of terminal ileum and colon consisting of 
terminal ileum that is 10 cm length x 2.5 cm diameter, right colon that is 12 cm length x 3.4 cm diameter, and attached 
appendix. 
 
DIAGNOSIS 
RIGHT AND TRANSVERSE COLON, RESECTION: 

- MODERATELY DIFFERENTIATED INVASIVE ADENOCARCINOMA  
- UNREMARKABLE APPENDIX 
- 15 LYMPH NODES, NEGATIVE FOR METASTATIC CARCINOMA 

……………………………………………………………………………………………………………………………………………………………………………….. 
 
1. What is the principal procedure CPT code for this case?  

a) 44140 
b) 44205 
c) 44202 
d) 44160 

 
2. What ‘other procedures performed’ should be captured? 

a) Lysis of adhesions 
b) Colon/Small Bowel resection 
c) Splenic Flexure mobilization 
d) Appendectomy/Cholecystectomy 
e) Other Organ/Lymph Node resection/Omentectomy 
f) Organ repair (other than GYN, vascular or plastics) 
g) Exploratory Laparotomy/Laparoscopy 
h) Other procedure(s) 

 
3. The anastomosis was completed: 

a) Extracorporeal 
b) Intracorporeal 
c) Unable to determine 

 
4. A wound protector was used.  

a) True 
b) False 

 
 
 



5. What is the wound classification?  
a) Clean-Contaminated 
b) Contaminated 
c) Dirty/Infected 

 
 
30-day FOLLOW-UP: 
On 2/1/18 you begin obtaining 30-day follow up details for the patient. In the EMR, you find the patient saw the surgeon 
in the office on 1/22/2018 without any complaints. The wound was clean dry and intact and the patient had an 
uneventful postoperative course. Noting that this is not complete 30-day follow up, you attempt to call the patient 
without a response. You then mail a letter and it is never returned. By POD 60 you attempt to call the patient again, 
check the EMR and Death Index, and mail another letter all without any new information obtained. You assume that the 
patient was fine since they never returned to your hospital, so you answer ‘Yes’ to ‘Followed for 30 days?’. 
 
6.The SCQR answered ‘Yes’ to ‘Followed for 30 days’ correctly.  

a) True 
b) False 

 
7.The follow-up should be entered as such: 

a) Answer ‘Yes’ to ‘Followed for 30 days’? with methods attempted: documentation, phonex2, letterx2. The follow 
up date would be POD60, the last day you attempted to get information.  

a) Answer ‘Yes’ to ‘Followed for 30 days’? with methods attempted: documentation, phonex2, letterx2. The follow 
up date would be 1/22/18, the last day you had information about the patient 

b) Answer ‘No’ to ‘Followed for 30 days’? with methods of follow up attempted: documentation, phonex2, 
letterx2. The number of days followed is 20. The follow up date would be POD60, the last day you attempted to 
get information. 

c) Answer ‘No’ to ‘Followed for 30 days’? with methods of follow up attempted: documentation, phonex2, 
letterx2. The number of days followed is 20. The follow up date would be 1/22/18. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
(Operative Report adapted from: http://www.mtsamplereports.com/laparoscopic-hemicolectomy-sample-report/) 



Dear SCQRs,  
Based on your feedback for more SCQR-specific education, we trialed this case study review containing 
commonly asked SCQR questions. We anticipated discussion amongst colleagues within the SCQR Forum, and 
we hope you were able to at least read it through to formulate your responses. We plan on doing this again, 
with the release of the next quarterly newsletter this summer!  
 
Cheryl and Rhonda 
 
 
DATE OF OPERATION: 01/02/2018 
PREOPERATIVE DIAGNOSIS:  Colon cancer 
POSTOPERATIVE DIAGNOSIS:  Colon cancer 
OPERATION PERFORMED:  Laparoscopic right hemicolectomy 
SURGEON:  John Doe, MD 
ANESTHESIA:  General endotracheal 
SPECIMENS:  Right hemicolectomy 
ESTIMATED BLOOD LOSS:  Less than 200 mL 
DRAINS:  None 
 
DESCRIPTION OF OPERATION:  After the patient was consented for laparoscopic right hemicolectomy, the patient was 
taken to the operating room and given general endotracheal anesthesia. He was placed in the supine position. A Foley 
catheter was placed. The abdomen was prepped and draped in the standard surgical fashion. Incision was carried down 
in the umbilicus approximately half inch in length with the use of a scalpel. A Veress needle was introduced. The 
abdominal cavity was insufflated with CO2 gas. 
 
Next, 12 mm bladeless trocar was introduced into the abdominal cavity with ease. The abdominal cavity was then 
reinsufflated. A 10 mm, 30-degree scope was placed in the abdominal cavity. There was no evidence of any injury from 
the Veress needle or trocar. An additional 5 mm trocar was placed in the suprapubic position after a small stab incision 
was created with a 15 blade. This was placed under direct visualization and the exact same procedure was carried out 
with a 5 mm trocar in the left flank. 

Upon inspection of the abdomen, the patient was noted to have a large mass at the hepatic flexure, also noted to have a 
large mass at the distal appendix and significant adhesions of the small bowel to the right lower quadrant abdominal 
wall. The mass was noted to extend under the liver bed, which was densely adherent to the liver. Next, the ileocolic 
artery was identified and taken with the use of the Ace Harmonic scalpel. The retroperitoneal dissection was carried up 
to the level of the hepatic flexure. Following that, the terminal ileum was mobilized and the right paracolic reflections 
were taken down along the line of Toldt with the use of the Ace Harmonic scalpel. He was noted to have 1 enterotomy 
that was created which was repaired in 2 layers and 1 other serosal injury at the mesenteric border of the terminal ileum 
which was left alone for now. 

Once the colon was completely mobilized to the level of the mid to distal transverse colon, the 5 mm trocars were 
removed. The terminal ileum was grasped with a grasper, and the incision through the umbilicus was extended to 
approximately 3-1/2 inches in length with the use of cautery. A retractor was placed into the wound. 

The bowel, including the terminal ileum with the serosal injury and enterotomy, right colon and transverse colon, were 
brought up through the incision. The terminal ileum, approximately 15 cm proximal to the ileocecal valve, was 
transected with a 75 GIA stapler and the mid transverse colon was transected in a similar fashion. The mesentery was 
taken with the use of Ace Harmonic scalpel. The specimen was passed off the field, labeled as right colon, and there was 
noted to be a large mass with several large lymph nodes adherent to it. 

Next, a functional side-to-side anastomosis was created with a 75 GIA stapler followed by closure with a TA60. The 
created anastomosis was reinforced with 3-0 Vicryl pop-off interrupted. The staple line was reinforced with 3-0 Vicryl 



pop-off interrupted in a Lembert fashion. The bowel was then returned to the abdominal cavity. The omentum was 
draped over the bowel. The abdomen was then copiously irrigated. There was no evidence of any bleeding. A sheet of 
Seprafilm was placed in the abdominal cavity. 

The fascia was approximated with #1 PDS in a running fashion. Subcutaneous tissue was copiously irrigated and the skin 
was approximated with staples. The trocar sites were approximated with staples as well. The abdomen was cleaned and 
dried. Dry sterile dressings were applied. The patient was awakened, extubated, and transported to the recovery room 
alert, awake, and in stable condition. All sponge and instrument counts were correct at the end of the case. 

SURG PATH FINAL REPORT 
PROCEDURE:  Laparoscopic colectomy 
HISTORY: Colon cancer 
 
GROSS: Received fresh, labeled "right and transverse colon," is a portion of terminal ileum and colon consisting of 
terminal ileum that is 10 cm length x 2.5 cm diameter, right colon that is 12 cm length x 3.4 cm diameter, and attached 
appendix. 
 
DIAGNOSIS 
RIGHT AND TRANSVERSE COLON, RESECTION: 

- MODERATELY DIFFERENTIATED INVASIVE ADENOCARCINOMA  
- UNREMARKABLE APPENDIX 
- 15 LYMPH NODES, NEGATIVE FOR METASTATIC CARCINOMA 

……………………………………………………………………………………………………………………………………………………………………………….. 
 
1. What is the principal procedure CPT code for this case?  

a) 44140 Colectomy, partial; with anastomosis 
b) 44205 Laparoscopy, surgical; colectomy, partial, with removal of terminal ileum with ileocolostomy is the most 

specific procedure performed 
c) 44202 Laparoscopy, surgical; enterectomy, resection of small intestine, single resection and anastomosis 
d) 44160 Colectomy, partial, with removal of terminal ileum with ileocolostomy 

 
2. What ‘other procedures performed’ should be captured? 

a)    Lysis of adhesions -- this should not be captured, there were ‘significant adhesions’ described but they were not  
described as being lysed 

b) Colon/Small Bowel resection 
c) Splenic Flexure mobilization 
d) Appendectomy/Cholecystectomy – the appendix that was in path report should not be captured as it was not 

removed separately and there was no indication to remove it (no pathology or disease process). Please see the 
Incidental Appendectomy Decision Tree in SCQR Resources  CPT Code Tools or here: 
http://msqc.org/sites/default/files/downloads/Incidental%20Appendectomy%20Decision%20Tree.pdf  

e) Other Organ/Lymph Node resection/Omentectomy – the lymph nodes should not be captured as there was no 
additional work to remove them, they were attached to the specimen 

f) Organ repair (other than GYN, vascular or plastics) 
g) Exploratory Laparotomy/Laparoscopy 
h) Other procedure(s) 

 
3. The anastomosis was completed: 

a) Extracorporeal 
b) Intracorporeal 
c) Unable to determine 

 
 
 

http://msqc.org/sites/default/files/downloads/Incidental%20Appendectomy%20Decision%20Tree.pdf


4. A wound protector was used.  
a) True 
b) False 

 
• MSQC captures the use of the impervious wound protector that cover the edges of the skin and abdominal wall 

during surgery to protect the wound from contamination and also used to facilitate specimen removal and 
increase wound exposure. A wound protector device is also often called a wound retractor, however there are 
also surgical instruments called ‘retractors’ which hold the wound open, but offer no protection from 
contamination. In this case study we truly do not know which device was used, but could find out with a surgery 
charges sheet, surgeon preference card/list, or call to the surgeon. If this information is unable to be located, we 
suggest answering ‘No’ in this situation. For additional information please see the tool called ‘Wound Protector-
Retractor’ in SCQR Resources Misc. Help Tools, and here: 
http://msqc.org/sites/default/files/downloads/2017_1019_WoundProtectorRetractor.pdf 

 
5. What is the wound classification?  

a) Clean-Contaminated 
b) Contaminated 
c) Dirty/Infected 

 
• The enterotomy occurred during the procedure, therefore increasing the wound class to Contaminated (hollow 

organ entered under non-controlled condition during the operation). Please see the new MSQC Wound 
Classification Decision Tree in SCQR Resources Misc. Help Tools, and here: 
http://msqc.org/sites/default/files/downloads/2018%20MSQC%20Wound%20Class%20Decision%20Tree.pdf 
 

 
30-day FOLLOW-UP: 
On 2/1/18 you begin obtaining 30-day follow up details for the patient. In the EMR, you find the patient saw the surgeon 
in the office on 1/22/2018 without any complaints. The wound was clean dry and intact and the patient had an 
uneventful postoperative course. Noting that this is not complete 30-day follow up, you attempt to call the patient 
without a response. You then mail a letter and it is never returned. By POD 60 you attempt to call the patient again, 
check the EMR and Death Index, and mail another letter all without any new information obtained. You assume that the 
patient was fine since they never returned to your hospital, so you answer ‘Yes’ to ‘Followed for 30 days?’. 
 
6.The SCQR answered ‘Yes’ to ‘Followed for 30 days’ correctly.  

a) True 
b) False 

 
7.The follow-up should be entered as such: 

a) Answer ‘Yes’ to ‘Followed for 30 days’? with methods attempted: documentation, phone x2, letter x2. The 
follow up date would be POD60, the last day you attempted to get information.  

b) Answer ‘Yes’ to ‘Followed for 30 days’? with methods attempted: documentation, phone x2, letter x2. The 
follow up date would be 1/22/18, the last day you had information about the patient 

c) Answer ‘No’ to ‘Followed for 30 days’? with methods of follow up attempted: documentation, phone x2, letter 
x2. The number of days followed is 20. The follow up date would be POD60, the last day you attempted to get 
information. 

d) Answer ‘No’ to ‘Followed for 30 days’? with methods of follow up attempted: documentation, phone x2, letter 
x2. The number of days followed is 20. The follow up date would be 1/22/18. 

 
• Although at least 3 attempts were made to obtain the follow-up information, it was still unsuccessful. You do not 

know what happened to the patient after 1/22, so the follow-up must be reported as ‘No’.  The patient was only 
able to be followed through 1/22, which is POD 20. 

 
(Operative Report adapted from: http://www.mtsamplereports.com/laparoscopic-hemicolectomy-sample-report/) 

http://msqc.org/sites/default/files/downloads/2017_1019_WoundProtectorRetractor.pdf
http://msqc.org/sites/default/files/downloads/2018%20MSQC%20Wound%20Class%20Decision%20Tree.pdf
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