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Case Study Review #2! 
 
Based on your feedback for more SCQR-specific education, we are offering this common case scenario with frequently 
asked SCQR questions and misinterpreted variables. 
 
The case study is also posted on the MSQC Forum.  Feel free to discuss the case and your thoughts about the answers 
on the Forum. We will also review the case and rationale for correct responses at the June 22nd SCQR Training Day. 
Hope to see you all there!   
Cheryl  
 

 
OPERATIVE REPORT     5/1/2018 (sampled case) 

DATE OF SURGERY: 5/1/2018 
 
PREOPERATIVE DIAGNOSIS:  Diverticulitis. 
 
POSTOPERATIVE DIAGNOSES: 

1. Chronic Diverticulitis (history of acute diverticulitis) 
2. Umbilical hernia 

 
PROCEDURES PERFORMED: 

1. Laparoscopic low anterior resection with coloproctostomy anastomosis  
2. Laparoscopic mobilization of splenic flexure 
3. Lysis of adhesions 
4. Rigid sigmoidoscopy 
5. Diverting loop ileostomy 
6. Umbilical hernia repair 

 
SPECIMENS:   

1. Sigmoid colon and partial rectum 
2. Anastomosis donuts 

 
COMPLICATIONS:  None. 
 
INDICATION FOR PROCEDURE: The patient is a very pleasant, 67-year-old gentleman who initially presented to ABC 
Medical Center in October 2017 with acute diverticulitis. He was given a course of antibiotics with some improvement. 
During the workup for his diverticulitis, his prostate gland was found enlarged and he was diagnosed with prostate 
cancer.  He recently finished brachytherapy treatment for the prostate cancer. Other than the diverticulitis, cancer, 
hypertension and obesity, he is otherwise healthy. He continues to have discomfort in the left lower quadrant and 
wished to proceed with removal of the affected segment of sigmoid colon.  Colonoscopy was done last week showing no 
significant changes. Risks and possible complications were explained in detail and preoperative consent was obtained. 
 
DESCRIPTION OF PROCEDURE:  After informed consent was obtained, the patient was taken to the operating room.  He 
did receive preoperative IV antibiotics and venous thrombosis prophylaxis.  Sequential compression devices were in 
place.  After successful intubation, the patient was placed in low lithotomy position.  All pressure points were well 
padded.  Foley catheter and nasogastric tube were inserted atraumatically.  The abdomen and perineum were prepped 
and draped in usual sterile fashion.  A timeout was performed by nursing staff.   
 
A 5 mm incision was made in the midline above the umbilicus after local anesthesia 1% lidocaine infiltrated.  Fascia was 
identified and this was opened using electrocautery. A small umbilical hernia was noted. Stay sutures of 0 Vicryl placed 
and a 12 mm Hasson trocar placed. The abdomen was insufflated to 15 mmHg CO2 pressure allowing full visualization. A 
laparoscope was placed in the intraabdominal cavity following creation of a pneumoperitoneum and no intra-abdominal 
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injuries were noted. Three more trocars were placed, 2 in the right lower quadrant and 1 in the left lower quadrant 
under direct visualization.  
 
The patient was then placed in steep Trendelenburg.  Attention was then directed to the pelvis. This revealed the 
sigmoid colon had chronic inflammatory changes due to his diverticulitis, but there were no significant post-radiation 
changes. There was a significant amount of intraabdominal fat, both on the colon as well as the anterior abdominal 
wall.  It should be noted that the patient had significant BMI of 39 so it was very difficult to obtain adequate visualization 
in surgery.   
 
Next, we did some lysis of adhesions to free the terminal ileum from the right pelvic sidewall. All the attachments were 
taken down with the LigaSure.  Dissection was then carried laterally along the white line of Toldt until the white line was 
reached.  We then took down the splenic flexure to allow for a tension free anastomosis. The posterior dissection of the 
rectum was done in the presacral space using the LigaSure to the level of the levators. Care was taken to avoid injury to 
the ureters. We completed our dissection down to the pelvic floor.  The rectum was then divided with the laparoscopic 
stapler.  
 
Following that, a 6 cm incision was carried out in the left lower quadrant in order to pass the rectal and sigmoid colon 
specimen exteriorly. The specimen was then exteriorized through the incision after applying the Alexis wound protector 
and the sigmoid was then divided with the GIA stapler. The specimen was then sent to Pathology for permanent 
sectioning.  An EEA 29 anvil was then placed within the colonic segment and held intact utilizing a pursestring with 2-0 
PDS suture. The colon was then placed back within the intraabdominal cavity containing anvil. Abdominal cavity was 
then reinsufflated and pneumoperitoneum was then achieved.   
 
Dilators and then EEA 29 stapling device were passed transanally with ease under laparoscopic visualization to the top of 
the rectal stump. The stapler spike was advanced anterior to the colon staple line.  The anvil was secured and locked in 
position ensuring no twists in the colon proximally. The EEA stapler was closed completely, fired, and end-to-end 
anastomosis was created with the rectum.  Both donuts were circumferential and thick and sent to Pathology. We 
assured our hemostasis was intact and our anastomosis without tension or torsion.   
 
A leak test was created with filling of the pelvis with saline, as well as utilizing a rigid sigmoidoscope, which 
demonstrated no air bubbles. The rectum was desufflated and sigmoidoscope removed.   I changed my gown and 
gloves, proceeded back into the abdominal portion of the procedure where irrigation followed with clear return. The 
Alexis was removed and the left lower quadrant extraction site was closed in 3 layers.   
 
Finally, attention was directed to creation of the diverting ileostomy. It is noteworthy to mention that the patient's 
ileostomy site was marked preoperatively just lateral to the umbilicus. The cecum was noted laparoscopically, and 
approximately 20 cm proximal to this, the terminal ileum was identified and a loop of ileum was brought in normal 
anatomic orientation up to the anterior abdominal wall. A circular incision was made at this location and the ileostomy 
loop was passed through the opening in the abdominal wall. The abdomen was then completely desufflated. An 
enterotomy was created and then the ostomy stoma was then sutured to the dermal surface in a Brooke fashion 
utilizing 4-0 Vicryl sutures.     
 
The fascia at the port sites were closed with 0-Vicryl in figure-of-eight fashion which also closed the umbilical hernia 
defect. The skin was then closed using 4-0 Vicryl sutures. Steri-Strips and gauze were then applied. Ostomy appliance 
was then placed.  The patient then reversed from anesthesia and taken to the PACU in satisfactory condition.  All 
instrument counts were correct at the end of the case.   
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SURGICAL PATHOLOGY REPORT     5/1/2018 
GROSS 
A. Received in formalin, labeled "sigmoid colon with proximal rectum" is a 15.0 cm in length, 2.5 to 4 cm in 
circumference portion of unremarkable tissue.  Two staple lines are present. The serosa shows some adhesions and a 
moderate amount of attached pericolonic fat.  Tan pink normally folded mucosa.  Section reveals multiple grossly intact 
diverticula, and a small walled-off abscess near the area of serosal adhesions.  A definitive rupture site is not identified.  
No discretely enlarged or abnormal lymph nodes are identified or palpated within the pericolonic fat. 
                         
B. Received in formalin, labeled "anastomotic rings," are two ring-shaped 2 and 2.5 cm portions of colon and rectum.  
Suture material and staple material is present.   
 
FINAL DIAGNOSIS 
A.  Sigmoid colon and rectum, colectomy: 
    - diverticula disease, acute on chronic, including a small walled-off mural abscess containing purulent material 
 
B. Distal and proximal anastomotic rings, excision: benign 
 
 
1. Principal Procedure/CPT code: 

44204: Laparoscopy, surgical; colectomy, partial, with anastomosis 
44207: Laparoscopy, surgical; colectomy, partial, with anastomosis, with coloproctostomy (low pelvic 
anastomosis) 
44208: Laparoscopy, surgical; colectomy, partial, with anastomosis, with coloproctostomy (low pelvic 
anastomosis) with colostomy 
45397: Laparoscopy, surgical; proctectomy, combined abdominoperineal pull-through procedure (eg, colo-anal 
anastomosis), with creation of colonic reservoir (eg, J-pouch), with diverting enterostomy, when performed 

 
2. Other Procedures Performed, select all that apply: 

Lysis of adhesions 
Hernia repair 
Colon/Small Bowel resection 
Splenic Flexure mobilization 
Other Organ/Lymph Node resection/Omentectomy 
Organ repair (other than GYN, vascular or plastics) 
Exploratory Laparotomy/Laparoscopy 
Endoscopy (upper or lower) 
Other procedure(s), if so, what are they?  

 
3. Sleep apnea? 

Level 1 
Level 2 
Level 3 

 

5. Wound Class? 
Clean/Contaminated 
Contaminated 
Dirty/Infected 
 

 
4. Current Cancer?  
 Yes 
 No 
 

6. Surgical Approach? 
Laparoscopic 
Laparoscopic, converted to open 
Laparoscopic, hand-assisted converted to Open 
Other 
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RETURN TO OR    5/6/2018 
DATE OF SURGERY: 5/6/2018 
 
PREOPERATIVE DIAGNOSIS:  Anastomosis hemorrhage, question leak 
 
POSTOPERATIVE DIAGNOSES: Anastomosis hemorrhage 
 
PROCEDURES PERFORMED: 

1. Exploratory laparotomy  
2. Take down and redo of colorectal anastomosis  
3. Flexible sigmoidoscopy 

 
EBL: 500mls, transfused 2 Units of RBCs 
  
INDICATION: 
67-year-old male underwent open sigmoid colectomy with colorectal anastomosis for diverticulitis on 5/1/2018.  While 
recovering at home, he developed rectal bleeding, and presented to the ED. He was readmitted with decrease in 
hemoglobin down to 6.6 requiring blood transfusion. Patient was tachycardic and intermittently hypotensive despite 
fluid resuscitation and transfusion. He was taken back to the operating room for Flexible sigmoidoscopy and exploration 
with take down and re-anastomosis. Risks and possible complications were explained in detail and preoperative consent 
was obtained. 
  
FINDINGS: 
Flexible sigmoidoscopy showed large amount of clots in the colon and rectum around the anastomosis. Unable to 
suction and visualize the bleeding site. Flexible sigmoidoscopy showed intact and hemostatic anastomotic staple line. 
Opening the specimen on the back table revealed extensive foul-smelling and purulent clot within the lumen, and was 
sent to Microbiology for tissue culture and analysis. No peritonitis or evidence of infection seen outside of the bowel. No 
other complications were noted.    
 
DESCRIPTION OF PROCEDURE: 
 After informed consent was obtained, the patient was taken to the operating room. General anesthesia induced 
without difficulty. The patient was positioned in the lithotomy position with appropriate padding. A Foley catheter was 
placed under sterile conditions. The patient received perioperative antibiotics.  Time out was done and confirmed with 
the operative staff. The abdomen was prepped and draped in the usual sterile manner. We started by performing a 
flexible sigmoidoscopy to evaluate the anastomosis and try to identify the bleeding site. A large amount of clots and 
blood was noted in the rectum extending to the anastomosis and proximal colon. I was unable to irrigate and suction all 
the blood clots to visualize and identify the anastomotic bleeding site. The patient was still tachycardic with labile blood 
pressure so I elected to proceed with laparotomy, take down and redo of the colorectal anastomosis. A midline incision 
was opened and the fascia was incised and a large Alexis wound protector was placed. We immediately identified a 
dilated and blood filled left colon mostly dilated at the anastomosis. The anastomosis was intact with no intra-
abdominal bleeding.  The rectum was divided using Contour stapler and the anastomosis was taken down. We chose a 
site at the descending colon and we made a colotomy at this location. The descending colon was significantly dilated 
with size mismatch so I elected to perform an end to side colorectal anastomosis. We brought up the anvil to the 
antimesenteric border of the colon and placed a 3-0 vicryl pursestring suture and closed the open end of the colon with 
a two firing of the GIA 80 blue load. The staple line was reinforced with 3-0 vicryl. We then created an end-to-side 
anastomosis, by advancing the EEA 29 stapler transanally. We advanced the spike posterior to the staple line, mated the 
2 ends, and created a circular anastomosis. The donuts were examined and they were complete. We tested the 
anastomosis with air and water using flexible sigmoidoscopy There was no evidence of any air leak, the anastomosis 
appeared intact with excellent hemostasis from the staple line. The irrigation was suctioned. We closed the fascia with 1 
loop PDS, closed the skin Staples. Sponge, needle, and instrument count was correct. The patient was hemodynamically 
stable at the end of the case and transferred in stable condition to the recovery room. 
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MICROBIOLOGY RESULTS  5/6/2018 
SPECIMEN DESCRIPTION: Sigmoid colon clot 
Preliminary Results: 
       No Organisms Seen 
       Numerous RBC's 
Final Results: 
       >100,000 cfu/ml Klebsiella Pneumoniae 
       >100,000 cfu/ml Enterococcus Faecalis 
 
 
What Postoperative Outcomes and/or Events would you capture? (select all that apply) 

Anastomosis Leak 
Organ Space SSI without PATOS 
Organ Space SSI with PATOS 
PRBC Transfusion 
Presentation to ED 
Readmission 

 Return to OR   
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KEY Summer Case Study Review #2 
 

OPERATIVE REPORT     5/1/2018 (sampled case) 
DATE OF SURGERY: 5/1/2018 
PREOPERATIVE DIAGNOSIS:  Diverticulitis. 
POSTOPERATIVE DIAGNOSES: 

1. Chronic Diverticulitis (history of acute diverticulitis) 
2. Umbilical hernia 

 
PROCEDURES PERFORMED: 

1. Laparoscopic low anterior resection with coloproctostomy anastomosis  
2. Laparoscopic mobilization of splenic flexure 
3. Lysis of adhesions 
4. Rigid sigmoidoscopy 
5. Diverting loop ileostomy 
6. Umbilical hernia repair 

 
SPECIMENS:   

1. Sigmoid colon and partial rectum 
2. Anastomosis donuts 

 
COMPLICATIONS:  None. 
 
INDICATION FOR PROCEDURE: The patient is a very pleasant, 67-year-old gentleman who initially presented to ABC 
Medical Center in October 2017 with acute diverticulitis. He was given a course of antibiotics with some improvement. 
During the workup for his diverticulitis, his prostate gland was found enlarged and he was diagnosed with prostate 
cancer.  He recently finished brachytherapy treatment for the prostate cancer. Other than the diverticulitis, cancer, 
hypertension and obesity, he is otherwise healthy. He continues to have discomfort in the left lower quadrant and 
wished to proceed with removal of the affected segment of sigmoid colon.  Colonoscopy was done last week showing no 
significant changes. Risks and possible complications were explained in detail and preoperative consent was obtained. 
 
DESCRIPTION OF PROCEDURE:  After informed consent was obtained, the patient was taken to the operating room.  He 
did receive preoperative IV antibiotics and venous thrombosis prophylaxis.  Sequential compression devices were in 
place.  After successful intubation, the patient was placed in low lithotomy position.  All pressure points were well 
padded.  Foley catheter and nasogastric tube were inserted atraumatically.  The abdomen and perineum were prepped 
and draped in usual sterile fashion.  A timeout was performed by nursing staff.   
 
A 5 mm incision was made in the midline above the umbilicus after local anesthesia 1% lidocaine infiltrated.  Fascia was 
identified and this was opened using electrocautery. A small umbilical hernia was noted. Stay sutures of 0 Vicryl placed 
and a 12 mm Hasson trocar placed. The abdomen was insufflated to 15 mmHg CO2 pressure allowing full visualization. 
A laparoscope was placed in the intraabdominal cavity following creation of a pneumoperitoneum and no intra-
abdominal injuries were noted. Three more trocars were placed, 2 in the right lower quadrant and 1 in the left lower 
quadrant under direct visualization.  
 
The patient was then placed in steep Trendelenburg.  Attention was then directed to the pelvis. This revealed the 
sigmoid colon had chronic inflammatory changes due to his diverticulitis, but there were no significant post-radiation 
changes. There was a significant amount of intraabdominal fat, both on the colon as well as the anterior abdominal 
wall.  It should be noted that the patient had significant BMI of 39 so it was very difficult to obtain adequate 
visualization in surgery.   
 
Next, we did some lysis of adhesions to free the terminal ileum from the right pelvic sidewall. All the attachments were 
taken down with the LigaSure.  Dissection was then carried laterally along the white line of Toldt until the white line was 
reached.  We then took down the splenic flexure to allow for a tension free anastomosis. The posterior dissection of the 
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rectum was done in the presacral space using the LigaSure to the level of the levators. Care was taken to avoid injury to 
the ureters. We completed our dissection down to the pelvic floor.  The rectum was then divided with the laparoscopic 
stapler.  
 
Following that, a 6 cm incision was carried out in the left lower quadrant in order to pass the rectal and sigmoid colon 
specimen exteriorly. The specimen was then exteriorized through the incision after applying the Alexis wound protector 
and the sigmoid was then divided with the GIA stapler. The specimen was then sent to Pathology for permanent 
sectioning.  An EEA 29 anvil was then placed within the colonic segment and held intact utilizing a pursestring with 2-0 
PDS suture. The colon was then placed back within the intraabdominal cavity containing anvil. Abdominal cavity was 
then reinsufflated and pneumoperitoneum was then achieved.   
 
Dilators and then EEA 29 stapling device were passed transanally with ease under laparoscopic visualization to the top of 
the rectal stump. The stapler spike was advanced anterior to the colon staple line.  The anvil was secured and locked in 
position ensuring no twists in the colon proximally. The EEA stapler was closed completely, fired, and end-to-end 
anastomosis was created with the rectum.  Both donuts were circumferential and thick and sent to Pathology. We 
assured our hemostasis was intact and our anastomosis without tension or torsion.   
 
A leak test was created with filling of the pelvis with saline, as well as utilizing a rigid sigmoidoscope, which 
demonstrated no air bubbles. The rectum was desufflated and sigmoidoscope removed.   I changed my gown and 
gloves, proceeded back into the abdominal portion of the procedure where irrigation followed with clear return. The 
Alexis was removed and the left lower quadrant extraction site was closed in 3 layers.   
 
Finally, attention was directed to creation of the diverting ileostomy. It is noteworthy to mention that the patient's 
ileostomy site was marked preoperatively just lateral to the umbilicus. The cecum was noted laparoscopically, and 
approximately 20 cm proximal to this, the terminal ileum was identified and a loop of ileum was brought in normal 
anatomic orientation up to the anterior abdominal wall. A circular incision was made at this location and the ileostomy 
loop was passed through the opening in the abdominal wall. The abdomen was then completely desufflated. An 
enterotomy was created and then the ostomy stoma was then sutured to the dermal surface in a Brooke fashion 
utilizing 4-0 Vicryl sutures.     
 
The fascia at the port sites were closed with 0-Vicryl in figure-of-eight fashion which also closed the umbilical hernia 
defect. The skin was then closed using 4-0 Vicryl sutures. Steri-Strips and gauze were then applied. Ostomy appliance 
was then placed.  The patient then reversed from anesthesia and taken to the PACU in satisfactory condition.  All 
instrument counts were correct at the end of the case.   

 
SURGICAL PATHOLOGY REPORT     5/1/2018 

GROSS 
A. Received in formalin, labeled "sigmoid colon with proximal rectum" is a 15.0 cm in length, 2.5 to 4 cm in 
circumference portion of unremarkable tissue.  Two staple lines are present. The serosa shows some adhesions and a 
moderate amount of attached pericolonic fat.  Tan pink normally folded mucosa.  Section reveals multiple grossly intact 
diverticula, and a small walled-off abscess near the area of serosal adhesions.  A definitive rupture site is not identified.  
No discretely enlarged or abnormal lymph nodes are identified or palpated within the pericolonic fat. 
                         
B. Received in formalin, labeled "anastomotic rings," are two ring-shaped 2 and 2.5 cm portions of colon and rectum.  
Suture material and staple material is present.   
 
FINAL DIAGNOSIS 
A.  Sigmoid colon and rectum, colectomy: 
    - diverticula disease, acute on chronic, including a small walled-off mural abscess containing purulent material 
 
B. Distal and proximal anastomotic rings, excision: benign 
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RETURN TO OR    5/6/2018 
DATE OF SURGERY: 5/6/2018 
PREOPERATIVE DIAGNOSIS:  Anastomosis hemorrhage, question leak 
POSTOPERATIVE DIAGNOSES: Anastomosis hemorrhage 
 
PROCEDURES PERFORMED: 

1. Exploratory laparotomy  
2. Take down and redo of colorectal anastomosis  
3. Flexible sigmoidoscopy 

 
EBL: 500mls, transfused 2 Units of RBCs 
  
INDICATION: 
67-year-old male underwent open sigmoid colectomy with colorectal anastomosis for diverticulitis on 5/1/2018.  While 
recovering at home, he developed rectal bleeding, and presented to the ED. He was readmitted with decrease in 
hemoglobin down to 6.6 requiring blood transfusion. Patient was tachycardic and intermittently hypotensive despite 
fluid resuscitation and transfusion. He was taken back to the operating room for Flexible sigmoidoscopy and exploration 
with take down and re-anastomosis. Risks and possible complications were explained in detail and preoperative consent 
was obtained. 
  
FINDINGS: 
Flexible sigmoidoscopy showed large amount of clots in the colon and rectum around the anastomosis. Unable to 
suction and visualize the bleeding site. Flexible sigmoidoscopy showed intact and hemostatic anastomotic staple line. 
Opening the specimen on the back table revealed extensive foul-smelling and purulent clot within the lumen, and was 
sent to Microbiology for tissue culture and analysis. No peritonitis or evidence of infection seen outside of the bowel. 
No other complications were noted.    
 
DESCRIPTION OF PROCEDURE: 
 After informed consent was obtained, the patient was taken to the operating room. General anesthesia induced 
without difficulty. The patient was positioned in the lithotomy position with appropriate padding. A Foley catheter was 
placed under sterile conditions. The patient received perioperative antibiotics.  Time out was done and confirmed with 
the operative staff. The abdomen was prepped and draped in the usual sterile manner. We started by performing a 
flexible sigmoidoscopy to evaluate the anastomosis and try to identify the bleeding site. A large amount of clots and 
blood was noted in the rectum extending to the anastomosis and proximal colon. I was unable to irrigate and suction 
all the blood clots to visualize and identify the anastomotic bleeding site. The patient was still tachycardic with labile 
blood pressure so I elected to proceed with laparotomy, take down and redo of the colorectal anastomosis. A midline 
incision was opened and the fascia was incised and a large Alexis wound protector was placed. We immediately 
identified a dilated and blood filled left colon mostly dilated at the anastomosis. The anastomosis was intact with no 
intra-abdominal bleeding.  The rectum was divided using Contour stapler and the anastomosis was taken down. We 
chose a site at the descending colon and we made a colotomy at this location. The descending colon was significantly 
dilated with size mismatch so I elected to perform an end to side colorectal anastomosis. We brought up the anvil to the 
antimesenteric border of the colon and placed a 3-0 vicryl pursestring suture and closed the open end of the colon with 
a two firing of the GIA 80 blue load. The staple line was reinforced with 3-0 vicryl. We then created an end-to-side 
anastomosis, by advancing the EEA 29 stapler transanally. We advanced the spike posterior to the staple line, mated the 
2 ends, and created a circular anastomosis. The donuts were examined and they were complete. We tested the 
anastomosis with air and water using flexible sigmoidoscopy There was no evidence of any air leak, the anastomosis 
appeared intact with excellent hemostasis from the staple line. The irrigation was suctioned. We closed the fascia with 1 
loop PDS, closed the skin Staples. Sponge, needle, and instrument count was correct. The patient was hemodynamically 
stable at the end of the case and transferred in stable condition to the recovery room. 

 
MICROBIOLOGY RESULTS  5/6/2018 

SPECIMEN DESCRIPTION: Sigmoid colon clot 
Final Results: >100,000 cfu/ml Klebsiella Pneumoniae ; >100,000 cfu/ml Enterococcus Faecalis 



4 
 

KEY (Underlined = correct answer) 
 

1.    PRINCIPAL PROCEDURE/CPT CODE: 
44204: Laparoscopy, surgical; colectomy, partial, with anastomosis 
44207: Laparoscopy, surgical; colectomy, partial, with anastomosis, with coloproctostomy (low pelvic anastomosis) 
44208: Laparoscopy, surgical; colectomy, partial, with anastomosis, with coloproctostomy (low pelvic 
anastomosis) with colostomy 
45397: Laparoscopy, surgical; proctectomy, combined abdominoperineal pull-through procedure (eg, colo-anal 
anastomosis), with creation of colonic reservoir (eg, J-pouch), with diverting enterostomy, when performed 

 Should I use 44207 for primary and capture the ileostomy in other procedures performed?  Or should I use 
44208, but a colostomy is not formed?  

o 44208 would be the appropriate CPT code for this procedure:  
 This case is a laparoscopic abdominal approach rectum to colon anastomosis (coloproctostomy). 

44204 is a colon to colon anastomosis 
 44208 includes the ostomy, it does not matter for MSQC that it is a “colostomy” instead of 

“ileostomy”, since in the Ostomy Performed variable you will report “Documentation of 
ileostomy being performed”. Per professional coding guidance: it is appropriate to use CPTs that 
say “with colostomy” (for example, 44141, 44146, 44208) when a diverting ileostomy is 
performed instead of a colostomy. 44204 and 44207 do not include an ostomy, so they are 
inappropriate for this case since there is an all-inclusive option.  

 There is no perineal incision and no colonic reservoir creation, so 45397 is not appropriate.   
 
2.    OTHER PROCEDURES PERFORMED, select all that apply: 

Lysis of adhesions - do not capture 

 This was performed, but adhesions were not described as “severe, dense, extensive, excessive, significant or 
hostile, and/or taking an hour or more to lyse, prohibiting planned procedure, or requiring the need to 
convert to open from a planned laparoscopic/robotic approach”, so it should not be captured 
 

Hernia repair - do not capture 

 I have a case where surgeon lists umbilical hernia as a secondary procedure performed, and it is mentioned 
in the d/c summary, and he billed for umbilical hernia repair in addition to the partial colectomy. But he does 
not describe the procedure in his op note.  Should I include the hernia as an other procedure performed? 

o It is not uncommon in laparoscopic abdominal cases to use an umbilical hernia as an access point. 
The surgeon used the hernia in the fascia to be a port site. However, they did not remove the hernia 
sac and it is “repaired” simply by closing the port access point. For MSQC, since the “incidental” 
hernia repair has no supporting documentation by the surgeon of the degree of work performed to 
repair the hernia, therefore does not lend to the complexity of the case, we advise not to capture it 

o Per professional coding/billing guidance, it is not a billable procedure if it is incorporated as part of 
another procedure.  
 

Colon/Small Bowel resection - do not capture 

 This option is only intended for bowel resections. Other procedures involving the bowel belong in other 
categories if they are not already included in the Principal CPT. For example: 

o ostomy creation  Other procedure(s) 
o closure of ostomy  Other procedure(s) 
o suture repair of intestine  Organ repair (other than GYN, vascular or plastics) 

 
Splenic Flexure mobilization - Yes, capture  

 “took down the splenic flexure to allow for a tension free anastomosis” 

 This is the only other procedure that should be captured 
 

Other Organ/Lymph Node resection/Omentectomy - do not capture 

 If lymph nodes were removed during the surgery en bloc with the colon/rectum, lymphadenectomy does 
not need to be captured separately 
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Organ repair (other than GYN, vascular or plastics) - do not capture 
 
Exploratory Laparotomy/Laparoscopy - do not capture 
 
Endoscopy (upper or lower) - do not capture 

 Rigid sigmoidoscopy was performed, but the anastomosis is always leak tested with a flexible or rigid scope 
at the end of the case, so it’s an inherent part of this case and doesn’t need to be captured separately 
 

Other procedure(s), if so, what are they? - do not capture 

 If you answered this for the ostomy creation, ostomy is captured by using the correct CPT code- do not 
capture this option separately. See discussion of this in question 1.  

 
3.    SLEEP APNEA? 

Level 1 
Level 2 
Level 3 

 It is acceptable to use a minimum of 3 out of 8 criteria of the “STOP-BANG” screening assessment for OSA to 
assign Level 2. This patient had 4/8 criteria documented to assign Level 2: male, hypertension, age > 50, BMI 
> 35.  

 About half the Michigan adult population has at least 2 of these criteria (overweight, male, age >50, 
hypertension), so always check the documentation for the 3rd criteria to assign Level 2. 
 

4.    CURRENT CANCER?  
Yes 
No 

 
5.    WOUND CLASS? 

Clean/Contaminated 
Contaminated 
Dirty/Infected 

 Acute diverticulitis in path report  Contaminated 

 Walled-off purulent abscess found in path report, it was never opened/drained during surgery and it was 
not perforated, so it never had any contact with the rest of the abdomen   does not affect wound class 

 If this abscess was opened, drained, or tore during the surgery, you could assign Dirty/Infected 
 
6.    SURGICAL APPROACH? 

Laparoscopic 
Laparoscopic, converted to open 
Laparoscopic, hand-assisted converted to Open 
Other 

 Case performed via laparoscopic approach with transabdominal incisions and a mini-laparotomy to extract 
the specimen 

 For robotic or laparoscopic bowel procedures: an incision (an expanded port site or a new separate and 
distinct small incision) may be necessary to exteriorize or anastomose the bowel and/or to remove the 
bowel specimen. Therefore, report “laparoscopic”, “robotic” or “robotic, converted to laparoscopic” 
approach with any of these cases. It is important to recognize that under controlled circumstance this is an 
expected and normal part of the procedure and is not considered aborting the robotic or laparoscopic intent 
of the procedure, and is not considered a conversion to the open approach. 

 This is not considered ‘hand-assisted’ as the surgeon’s hands never went inside the abdomen during the 
procedure to palpate, manipulate, mobilize and/or dissect tissue 
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7.    WHAT POSTOPERATIVE OUTCOMES AND/OR EVENTS WOULD YOU CAPTURE? (select all that apply) 

Anastomosis Leak - do not capture 
There was bleeding at the anastomosis site within the colon found during the second surgery, but is not 
considered a leak as it was noted “The anastomosis was intact with no intraabdominal bleeding”. 
Therefore, please do not capture this as a leak. 

 
Organ Space SSI without PATOS - Yes, capture on 5/6/18 

 Known Facts: Purulent clot found within lumen of bowel & positive culture: 
1. Infection occurs within 30 days of the operation date – Yes, on POD 5 
and 
2. Infection involves any part of the body, deeper than the fascial/muscle layers, that is opened or 
manipulated during the operative procedure – Yes, found within bowel near anastomosis 
and 
3. Patient has at least one of the following: 

a. purulent drainage from a drain that is placed into the organ/space - No 
b. organisms identified from a culture of fluid or tissue in the organ/space - Yes 
c. an abscess or other evidence of infection involving the organ/space that is detected on gross 

anatomical or histopathologic exam, or imaging test suggestive of infection – Yes, purulent clot 
found in colon during surgery 

and 
4. Meets at least one criterion for a specific organ/space infection site listed in Table 1: 

GASTROINTESTINAL TRACT INFECTION must meet at least one of the following criteria: 
1. Patient must meet at least one of the following criteria: 

a. an abscess or other evidence of gastrointestinal tract infection on gross anatomic or 
histopathologic exam - Yes, purulent clot found in colon during return to surgery 

 PATOS-No: The surgeon did not enter the walled-off abscess during the primary surgery, thus it is not 
considered part of the surgical field, therefore it does not meet criteria for PATOS. If the abscess was 
found and had been entered during the primary surgery, it would expose the surgical field to the 
infection that was present within it, and would then be considered as part of the surgical field, and be 
considered PATOS-Yes.    

 
Organ Space SSI with PATOS – do not capture 
 
PRBC Transfusion – do not capture 

 transfusions were >72 hours after surgery 
 
Presentation to ED – do not capture 

 While recovering at home, he developed rectal bleeding, and presented to the ED. Do not capture as he 
was ultimately admitted  

 
Readmission - Yes, capture 

 Capture Readmission when: hospital stay is > 2 midnights or when acute care hospital status is classified 
as “inpatient” 

 During the 5/6/18 admission he had an open take down and redo of colorectal anastomosis, and 
normally hospital stay would be > 2 midnights for this. Your documentation will be more clear than this 
case study.  

  
Return to OR – Yes, capture on 5/6/18 
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