AAST Multicenter Study

data dictionary

Skin Closure After Resection (SCAR) Multicenter Trial: Evaluating Skin Closure Techniques in Patients with Traumatic Bowel Injury
Data Entry Points and appropriate definitions / clarifications:

	Variable 
	Definition

 

	General information/Site information 

	De-identified enrolling center ID
	A de-identified ID assigned by the PI to each site

	Type of trauma center
	American College of Surgeons Committee on Trauma (ACS COT) trauma center designation 

Options: Level I, Level II, Level III

	What is your center’s practice around closure for traumatic colorectal injuries?
	In general, what is the practice in the enrolling center regarding skin closure and traumatic colorectal injuries? This is to understand how much selection bias there may be in the type of closure for each patient. 

Options: 

a. We have a clinical practice guideline (CPG) and it states to leave skin open 

b. We have a clinical practice guideline (CPG) and it states to close the skin 

c. We have a clinical practice guideline (CPG) and it states to loosely close the skin 

d. We don’t have a clinical practice guideline (CPG) but a majority of the partners leave the skin open 

e. We don’t have a clinical practice guideline (CPG) but a majority of the partners close the skin

f. We don’t have a clinical practice guideline (CPG) but a majority of the partners loosely close the skin

g. Skin closure is up to the surgeon and variable throughout the practice 

	Patient information 

	De-identified patient ID 
	A randomly assigned de-identified ID for each patient 

	Admit Date 
	Date at which patient first arrives to the hospital 

	Age
	Age of the patient at the time of surgery (years)

	Sex
	Biological sex of the patient (M/F)

	Race
	Race of the patient 

a. White

b. Black or African American 

c. Asian 

d. Native Hawaiian or other Pacific Islander

e. Native American  

f. Other/unknown

	Ethnicity
	Ethnicity of the patient 

a. Hispanic/Latino

b. Non-Hispanic/Latino 

c. unknown

	BMI
	Body mass index of the patient – 

Weight (kg)/height (m)2

	Past medical history (some are TQIP variables)
	A diagnosis carried by the patient before the trauma (not newly diagnosed in the hospital). 

Select all that apply: 

a. Diabetes mellitus (TQIP) – if on medications or uncontrolled with end-organ damage

b. Cirrhosis – must have a diagnosis of cirrhosis prior to the trauma

c. AIDS – Does not include HIV positive

d. ESRD on dialysis 

e. Steroid use (TQIP) – use of steroids for greater than 3 months prior to surgery

f. Anticoagulant or dual antiplatelet use – any anticoagulant or two of the following: clopidogrel/Plavix, aspirin, or ticagrelor/Brilinta 

g. Current smoking (TQIP)– reports smoking for >/= 5 years and currently smokes

h. Previous abdominal surgery – any previous abdominal surgery in which the abdominal cavity was opened 

i. Currently receiving chemotherapy for cancer/disseminated cancer (TQIP)

	Charleson Comorbidity Index (CCI) Score
	Numerical value for CCI score between 0-37. Can calculate based on https://www.mdcalc.com/calc/3917/charlson-comorbidity-index-cci

	Albumin
	Numerical value for albumin taken at any point in the hospital stay within the first 30 days of injury (g/dL). If no albumin measured, leave entry blank. 

	Prealbumin 
	Numerical value for prealbumin taken at any point in the hospital stay within the first 30 days of injury (g/dL). If no prealbumin measured, leave entry blank.

	Frailty 
	Frailty score from 0-5 (give a point for each of the following) based on the mFI-5: 

Hypertension requiring medication – 1 point 

History of congestive heart failure - 1 point 

History of chronic obstructive pulmonary disease or recent pneumonia – 1 point 

History of diabetes mellitus – 1 point 

Non-independent functional status – 1 point 

Indicate a number by adding all the points or write unknown if past medical history is unknown

	
	

	Admission Information 

	Mechanism of injury
	Reported mechanism of traumatic injury based on police/EMS report or best-known information at the time of arrival.  

a. Penetrating – GSW 

b. Penetrating – Stab 

c. Penetrating – Other 

d. Blunt (any injury without an object penetrating or piercing the skin/body)

	AIS head 
	Abbreviated injury scale range 1-6 (numeric value). 

AIS 1: mild concussion, headache, dizziness

AIS 2: Loss of consciousness < 1 hour

AIS 3: Loss of consciousness 1-6 hours 

AIS 4 Loss of consciousness 6-24 hours 

AIS 5 Loss of consciousness >24 hours 

AIS 6 Lethal 

	AIS Chest 
	Abbreviated injury score Range 1-6 (numeric value) 

AIS 1: Contusion or laceration of skin, <3 ribs nondisplaced/clavicle fracture

AIS 2: laceration of muscle, >/= 3 ribs fractures, sternum, scapula fracture 

AIS 3: laceration penetrating pleura, flail segment (<3 ribs) 

AIS 4: flail segments (>/= 3 ribs) 

AIS 5: severe flail chest requiring ventilation support

AIS 6: Lethal 

	AIS Abdomen 
	Abbreviated injury score Range 1-6 (numeric value) 

AIS 1: Minor 

AIS 2: moderate 

AIS 3: serious 

AIS 4: Severe 

AIS 5: Critical 

AIS 6: Maximum/Lethal 

	ISS
	Injury Severity Score (range from 0-75), rating the injury severity based on the most severe injury from each body system. Can be calculated here: https://www.mdcalc.com/calc/1239/injury-severity-score-iss

	GCS
	Glasgow Coma Scale (range from 3-15). Can be calculated here: https://www.mdcalc.com/calc/64/glasgow-coma-scale-score-gcs

	Pre-operative Information 

	Lowest pre-operative SBP 
	Lowest systolic blood pressure recorded from arrival to the operating room (mmHg)

	Highest pre-operative heart rate
	Highest heart rate recorded from arrival to the operating room (beats/minute)

	Lowest pre-operative body temperature 
	Lowest body temperature recorded from arrival to the operating room (Fahrenheit)

	ASA PS classification 
	American Society of Anesthesiologists Physical Status Classification (1-6) based on physical condition. This is the number recorded by anesthesia in the pre-operative/intraoperative record. 

Options: 

ASA I: normal healthy patient 

ASA II: mild systemic disease

ASA III: severe systemic disease

ASA IV: severe systemic disease that is a constant threat to life 

ASA V: moribund patient who is not expected to survive without the operation 

	Highest pre-operative lactate 
	Highest lactate obtained before the operating room. If no lactate was obtained, leave blank. 

	Lowest pre-operative pH 
	Lowest pH obtained before the operating room. If no pH was obtained, leave blank. 

	Highest pre-operative base deficit
	Highest base deficit before the operating room. If no base deficit was obtained, leave blank. 

	TXA given?
	Was tranexamic acid given before or during the index operation

	Total number of transfusions (pre-operative + intraoperative) – whole blood
	Total amount of whole blood (cc/mL) given from arrival until the end of the operation 

	Total number of transfusions (pre-operative + intraoperative) – PRBC
	Total amount of packed red blood cells (cc/mL) given from arrival until the end of the operation 

	Total number of transfusions (pre-operative + intraoperative) – FFP
	Total amount of fresh frozen plasma (cc/mL) given from arrival until the end of the operation 

	Total number of transfusions (pre-operative + intraoperative) – Platelets
	Total amount of platelets (cc/mL) given from arrival until the end of the operation 

	Total number of transfusions (pre-operative + intraoperative) – cryoprecipitate
	Total amount of cryoprecipitate (cc/mL) given from arrival until the end of the operation 

	Total amount of crystalloid given (pre-operative + intraoperative) 
	Total amount of crystalloid given (cc/mL) (Normal Saline/Lactated Ringers/Plasmalyte, etc) given from arrival until the end of the operation 

	Length of time between arrival and OR 
	Time, in minutes, between arrival and the start of the index operation

	Intra-operative information 

	Was there a colon/rectum injury? 
	Was there an injury to the colon or rectum (includes cecum, ascending, transverse, descending, sigmoid and/or rectum)?

	If yes, AAST colon and rectum injury grade
	American Association for the Surgery of Trauma colon/rectum injury grade: 

I: contusion, partial thickness laceration, no perforation 

II: laceration <50% of circumference 

III: laceration >/= 50% of circumference without transection 

IV: colon: transection; rectum: full thickness laceration with extension into the perineum 

V: devascularized segment, transection with segmental tissue loss

Unknown 

	Where was the colon injury? 
	Where in the colon was the colon injury (check all that apply)?:

Options: 

a. Right colon/terminal ileum – injury involving the terminal ileum, cecum, or ascending colon

b. Transverse colon – injury involving the colon between the hepatic and splenic flexures

c. Left colon – injury involving the descending colon or sigmoid colon 

d. Rectum 

e. Other – please explain 

	What was the final reconstructive result of the colon/rectum injury?
	What was done definitively to treat the colon injury (check all that apply)?:

a. Primary repair

b. Ileocolonic anastomosis 

c. Colocolonic anastomosis 

d. Colorectal anastomosis 

e. Colostomy (not done for proximal diversion)
f. Ileostomy (not done for proximal diversion)
g. Other – please explain 

	If there was an anastomosis/primary repair, was the patient proximally diverted? 
	If an anastomosis was created, was there a proximal colostomy or ileostomy also created? 

	Was there a small bowel injury?
	Was there an injury of the small bowel (includes the duodenum, jejunum, or ileum)?

	If yes, AAST small bowel injury grade
	American Association for the Surgery of Trauma small bowel injury grade: 

I: contusion or hematoma without devascularization, partial thickness, no perforation

II: laceration <50% of circumference

III: laceration >/=50% of circumference without transection 

IV: transection of the small bowel 

V: transection of the small bowel with segmental tissue loss, devascularized segment 
Unknown 

	What was the final reconstruction of the small bowel injury?
	What was the overall repairs of the small bowel injury (check all that apply):?

a. Primary repair 

b. Anastomosis 

c. Small bowel ostomy 

d. Other – please explain

	Colon/rectum/small bowel injury plus
	What other structures were injured in the abdomen other than the colon/rectum/small bowel  

a. none

b. Stomach/Esophagus 

c. Solid organ 

d. Major vessels

e. Other – please explain 

	Degree of contamination 
	What was the degree of contamination as described in the operative report? Contamination is defined as the presence of succus, feculent material/fluid, or purulent fluid.

a. No contamination 

b. Localized contamination (only surrounding the area of injury, walled off/pocket)

c. Entire hemiabdomen/2 quadrants 

d. All 4 quadrants 

	Antibiotics given within 1 hour of skin incision 
	Were any antibiotics given within one hour of skin incision at the index operation?

	Did pre-operative antibiotics include gram positive coverage
	Was there gram-positive coverage given between arrival to skin incision 

	Did pre-operative antibiotics include gram negative coverage
	Was there gram-negative coverage given between arrival to skin incision

	Did pre-operative antibiotics include anaerobic coverage
	Was there any anaerobic coverage given between arrival to skin incision 

	Wound classification
	What was the wound classification at the index operation, according to the American College of Surgeons According to the American College of Surgeons wound classification system (based on documented wound classification or description in the operative report)?
Clean: uninfected operative wounds; respiratory, alimentary, genital or uninfected urinary tracts are not entered

Clean-contaminated: Operative wounds in the respiratory. Alimentary, genital or uninfected urinary tracts are electively entered, without unusual contamination 

Contaminated: open, fresh, accidental wounds with major breaks in sterile technique or gross spillage from the gastrointestinal tract, and incision in which acute, non-purulent inflammation is encountered 

Dirty: Old traumatic wounds with retained devitalized tissue or involving existing clinical infection or perforated viscera

	Length of the index operation 
	Length of time from incision to closure of the index operation (minutes)

	Estimated blood loss
	Estimated blood loss as documented by the anesthesia or surgeon report. If the numbers are different, use the surgeon’s report. (cc/mL)

	Vasopressors in the OR
	Was there, at any point, use of vasopressors in the operating room? 

	Hypothermia in the OR
	Was there a single measurement or more of a body temperature <36C/96.8F? 

	Hypotension in the OR
	Was there a single measurement or more of a systolic blood pressure <90mmHg or the use of vasopressors? 

	Was the abdomen left open at the index operation? 
	Was the abdomen left open? Open abdomen is defined as the completion of the index operation without fascial closure with the intent of coming back to the operating room.

	If yes, number of operations before abdominal closure
	What was the number of operations, including the index operation, undertaken until fascial closure was completed (exclude patients who never had their fascia closed). This number should not include any delayed primary closure trips to the OR. 

	Indication for open abdomen
	Why was the abdomen left open/fascia not closed at the index operation (based on the operative report)?
Select all that apply:

a. Second-look – surgeon stated that he/she wanted to look at a certain area again

b. Coagulopathy/bleeding – surgeon stated that he/she was concerned about post-operative bleeding/coagulopathy  

c. Shock transfusion (requirement/vasopressors/lab values) – surgeon stated that he/she was concerned with the pressor requirement/did not want to make an anastomosis with the pressor requirement, concerned with the number of transfusions or with the pH/base excess/lactate. 

d. Other/unknown – please explain 

	Skin closure technique 

	Skin closure technique 
	At the final surgery (at the time of fascial closure), what was done to the skin? 

a. Skin closed – this includes with either staples or sutures (sutured in any manner – i.e. mattress, running, interrupted)

b. Skin loosely closed – intermittent, spaced-out closure with packing 

c. Skin open – no closure, or just closure in one spot (i.e. at the umbilicus) and the remainder of the wound packed or with a vacuum dressing 
d. Other – please explain 

	Post-operative information 

	If skin closed, was an incisional vac used?
	Was a negative pressure wound therapy incisional vac used over closed skin (this includes a Prevena™ vac or any other type of incisional vac to be used over a closed wound)?

	If skin open, was there a delayed primary closure? 
	If the skin was left open, at any point after the final operation, did the patient go back to the operating room to get the skin closed or get the skin closed at the bedside? 

	If yes, how many days post-op?
	If yes, how many days after the final surgery did the skin closure occur? 

	If skin open, was a negative pressure wound therapy device applied over fascia?
	If the skin was left open, was a negative pressure wound therapy system applied onto the wound within the first week of fascial closure?

	Post-operative steroid use
	At any point, 30 days post-op, was the patient started on new steroids (had not taken steroids pre-op)?

	Post-operative transfusion requirement in the first 72 hours of the index operation 
	How much product (cc/mL) (add together PRBC + FFP + platelets + cryoprecipitate) did the patient receive in the first 72 hours after the index operation? 

	Post-operative crystalloid requirement in the first 72 hours of the index operation
	How much crystalloid (cc/mL) (add together lactated ringers + normal saline + plasmalyte + any other isotonic fluid) did the patient receive in the first 72 hours after the index operation? 

	How many days was patient on vasopressors in the first 72 hours of the index operation 
	How many calendar days was the patient on vasopressors in the first 72 hours after the index operation? 

	Duration of post-operative antibiotics 
	How many contiguous days was a patient on antibiotics in the post-operative period? 

a. </= 24 hours 

b. 24 hours – 4 days 

c. >/= 7 days

	Outcomes

	Superficial Surgical Site Infection 
	Infection occurring within the 30 days of the index operation and involves only skin and subcutaneous tissue of the incision with at least one of the following: (1) purulent drainage from the incision (2) organisms isolated from an sterile fluid or tissue culture from the superficial incision (3) at least one of the following signs or symptoms of infection: pain or tenderness, localized swelling, redness or heat and superficial incision is deliberately opened by the surgeon because of those findings, unless the incision culture is negative. 

	If yes, did it require (select all that apply): 
	If the patient met the criteria above for a superficial surgical site infection, what was done to treat it?

Select all that apply: 

i. Opening of wound – any portion of the wound was opened (staples/sutures) 

ii. Antibiotics – antibiotics started with the clear indication of treating an infection at the incision 

iii. Drain – was a drain placed in the superficial space (not inside the abdomen) to drain a superficial fluid collection

iv. Return to the operating room – did the patient return to the OR with the explicit indication to open and washout the incision for a surgical site infection?

v. None of the above/other – please explain 

	Deep organ space infection/Intra-abdominal abscess
	Infection occurring within 30 days of the index operation and the patient has at least one of the following: (1) purulent drainage from a drain that is placed into the organ/space (2) organisms are identified from sterile fluid or tissue collection in that deep organ space (3) an abscess or other infection diagnosed based on surgical or radiographic findings. 

	If yes, did it require (select all that apply): 
	If the patient was diagnosed with a deep organ space infection/intra-abdominal abscess, what was done to treat it? 

Select all that apply: 

i. Antibiotics – started for the explicit purpose of treating an intra-abdominal infection 

ii. Drain – drain placed into the abscess/fluid collection 

iii. Return to the operating room -return to the OR for the explicit purpose of washing out an intra-abdominal infection and/or revising the surgery due to an infection/leak

iv. None of the above/other – please explain 

	Enterocutaneous fistula
	Enterocutaneous or entero-atmospheric fistula – diagnosed clinically by the presence of intestine or colonic contents draining from the skin or any surface of the abdomen within the first 90 days after the index operation.  

	Fascial dehiscence
	Separation of the fascia after fascial closure within the first 30 days after the index operation. 

	If yes, how was the fascial dehiscence managed? 
	How was the fascial dehiscence ultimately managed?

a. Operatively – went to the operating room
b. Non-operatively

	Incisional hernia
	Did the patient develop an incisional hernia (as documented by physical exam or by CT scan) within 30 days after the index operation. 

	Did the patient return to the operating room and have their abdomen re-opened?
	Was the patient taken back to the operating room for any reason and had their abdomen re-opened in the first 30 days after initial closure?

	Hospital length of stay 
	Number of calendar days from admission to discharge during the index hospitalization 

	ICU length of stay
	Number of calendar days (in total – add up all the consecutive and non-consecutive days together) spent in the intensive care unit during the index hospitalization. 

	Discharge disposition 
	Where did the patient go after discharge?
a. Home 

b. Acute care facility 

c. Skilled nursing facility 

d. Other hospital facility 

e. Hospice

f. Left against medical advice 

g. Died 
h. Other – please explain 

	If home, was home nursing services required?
	If the patient was discharged home, were they given home nursing services for wound care assistance?

	Discharged with wound packing or negative pressure wound therapy?
	Was the patient sent home with a negative pressure wound therapy device or wound packing?

	Mortality 
	Did the patient die within the first 30 days after the index operation 

	If yes, cause of death
	If the patient died within the first 30 days after the index operation, indicate the immediate cause of death. 

	Number of follow-up visits
	How many times did the patient get seen in clinic (do not count missed visits) in the first year after discharge? 

	Time to last follow-up
	Number of days from initial operation to the last follow-up appointment within the first year after discharge. If no follow-up occurred after discharge, then number of days from initial operation to discharge. 

	30-day unplanned readmission 
	Any readmission within 30 days of discharge of the index hospitalization that was not scheduled/planned.  


