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The merger of quality and informatics
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Associate Medical Director, Dept. of Anesthesiology
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Discuss the basis of human error

Review the theory and benefits of reporting
Describe how to participate in event reporting
Review the latest results from the AIRS database
Discuss Epic / EMR Integration

1.
2.
3.
4.
5.
6.

Brainstorm and plan for the future!
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Triple Aim and Quality Improvement
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Value Proposition

g =

(VALUE) $
COST)

Value in healthcare is measured in terms of
patient outcomes achieved per dollar expended

Reward for
* Bestoverall care

What is Value in Healthcare?
* Lowest cost

Michael E. Porter PhD

+  Minimize complications NEIM 2010; 363: 2477-2481
Anesthesia
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To Error is Human

What’s wrong with this
picture?

Humans make hundreds
of mistakes every day

Anesthesia
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To Error is Human

Death every 5.5 minutes

100K a year in US

10X Significant harm
10X Minor harm
10X Near Miss
A
L e S Qualty mstite &
\./ E‘/
How Safe is Healthcare?
100,000| | Dangerous Health
(1 of 616) Driving
In US
+ 10,000
<
o
>
5 Scheduled
2 1,000 Commercial
8 Airlines
8 Chartered
= 100 Flights Eu!'opean
] Mountaineering Railroads
'9 10
Chemical Nuclear
Bungee :
Jumping Manufacturing Power
1
10 100 1,000 10,000 100K 1M, 10M..
@]’ 0O .. Number of encounters for each death Quality Institute =
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Checking a bag

‘kﬁ

Risk of Harm

Handing over a child
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Hospital Chemical Plant
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Risk of Harm af

Four Million Cases — AQI Registries PACU and Operating Room

o Minor:

10.21% .
© Major:

0.52% ’ MORTALITY
0.03%

Anesthesia
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e
Patient Harm in the OR Y

Risk of Anesthesia - Perioperative

Perioperative Mortality
1.85% all cause
(0.07% hernia-5.97% major vascular)

A

(S J

~

Perioperative Harm

Netherlands, 3 million cases, Noordzji PG, Anesthesiology 2010
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What is an Error?

Circumstances in which planned actions fail to achieve the desired outcome

- Dr. James Reason

Adverse Event - Patient did not respond optimally to an appropriate
treatment

« Side Effects, Patient Differences, Expected complications
¢ Undesirable & Unintentional

Error - an adverse event that could be prevented given the current state of
medical knowledge.

Anesthesia
Quality Institute
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Basic Tenets of Human Error

%

Everyone commits errors

Human error is generally the result
of circumstances beyond the control
of those committing the errors

Humans make more errors during
routine activities, less when focused
and thinking critically

Anesthesia
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The resident patho,
equipment, fatigue, no
deficiencies.
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Near Misses X

On average, there are 8 errors that occur to result in patient harm

A Near-Miss is an opportunity to improve safety, health,
environmental and security aspects of an operation based on a
condition or an incident with potential for more serious consequence

Wharton Risk Center - Wharton School of the University of Pennsylvania

A Near-Miss is an unplanned event that did not result in injury, iliness,
or damage - but had the potential to do so

A Near-Miss is a window into the future

Analyzing near misses may represent opportunity

Anesthesia
@]’ SchodlofMedone Quality Institute

Pyramid of Safety X

Incidents
(near miss

300
Recordable Injuries

3,000
Near Misses (estimated)

300,000
At-Risk Behaviors (estimated)

Anesthesia
Quality Institute

Direct Hits X

1
Major
Injury

29
Minor
Injury
300
ncidents
ear miss)

Accident

LAYERS OF

Anesthesia
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Preventing Errors - Near Miss

LAYERS OF

Anesthesia
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Reducing Injury

Anesthesia

- Quality Institute &
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Culture of Medical Error

Past: Individual is always responsible
Shame and blame culture
Hiding mistakes
Improvement difficult
Low morale - fear

Future: Culture of Safety
Recognize systems contribute

Speak openly about mistakes /
errors

Concerns are valued and acted
upon
Participants take ownership

@]’ o o Anesthesia
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The System

Humans make mistakes

The system stops human
error from reaching the
patient

Systems or processes that
depend on perfect human
performance are
inherently flawed

Anesthesia £
@]’ Schod et . Quality Institute &5
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Fix the System

Incredibly complex

Dependencies on
everything and everyone

Highly variable

Can’t fix what we don’t
know about

Anesthesia
Quality Institute 22

e
A history of Reporting in Aviation X

1974 - TWA Flight 514
Pilots misunderstood Air Traffic Control instructions and the plane
impacted Mt. Weather on final approach
Investigation yielded near misses from the exact same problem and one
airline reported the issue to its pilots
The Aviation Safety Reporting System was formed to detect and collect
near misses. This system is administrated by NASA

Anesthesia £
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A History of Reporting in Anesthesia

The Australian Incident Monitoring System

Created 20 years ago, retired in 2005. Was expanded to all events, internationally
and lost anesthesia significance. Reporting stopped.

The Australian and New Zealand Tripartite Anaesthetic Data Committee
Formed in 2006, now has a new electronic reporting system, the AQI system uses
much of the same terminology / format

The Critical Incident Reporting System (CIRS)
Successful system in Switzerland, may be expanded across Europe

Anestl
Quality Insti

A History of Reporting in Anesthesia

University of California, San Francisco & University of Colorado
Focused on near misses
3500 reports from faculty, housestaff and CRNA/AAs
Researched why individuals choose not to report and optimized system to
address needs of anesthesiologists
With interventions, reporting increased ~20 fold compared to using hospital
systems.

United States - Patient Safety Organization
Creates a framework of aggregating information across institutions
Approved in 2009
Allows for a national anesthesia reporting system that is secure

@ oo
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Disincentives for Reporting

Cognitive and behavioral reasons
Poor education about what constitutes an event
Concern over legal or credentialing consequences
Personal shame
Fear of implicating others

Systems reasons
Time consuming
Difficult to access
Lack of anonymity
Potentially discoverable

Slow infrastructure
Arduous, poorly designed interfaces
Lack of feedback and follow-up, no perceived value

@E School of Medicine
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Tenets of a successful system
Secure and non-discoverable
AIRS is part of AQI which is a registered PSO

Quick entry time and ease of use
Balance of data resolution against time

Accessibility

Ideally, from any computer, anywhere in the world
Captures both near misses and incidents of patient harm
Option of anonymity
Searchable

Summary reports to departments, hospitals
Many events are locally influenced

Anesthesia
@} School of Medc . Quality Institute
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Well Designed Systems Work

Pasdiair Anaasih, 2011 AE21(TX810-4, dok 10.1111/.1460-9562 2011.03674.x. Epub 2011 May 2.
Design and implementation of a near-miss reporting system at a large, academic pediatric anesthesia
department.

Guffey P". Szaingki J. Caicwell J, Polaner O

Author information

"Department of Anesthesiology, The Children's Hospital and University of Colorado School of Medicine, Denver, CO, USA. guffey patrick@tchden.org

Abstract
BACKGROUND: Current incident reporting systems encourage ratrospective reporting of morbidity and mortalty and have low participation rates. A
near miss is an event that did not cause patient harm, but had the potential to. By tracking and analyzing near misses, systems improvements can be
targeted appropriately, and future errors may be prevented

METHODS: An electronic, web based, secure, ananymous reporting system for anesthesiologists was designed and instituted at The Children's
Hospital, Denver. This portal was compared 1o an existing hospial incident reporting system.

RESULTS: A total of 150 incidents were reported in the first 3 months of operation, compared to four entered in the same time period 1 year ago.
CONCLUSION: An anesthesia-specfic anonymous near-miss reporting system, which eases and faciltates data entry and can prospectively identity
processes and practices that place patients at risk, was implemented at a large, academic, freestanding chikiren's hospital. This resulted in a dramatic
increase in reported events and provided data to target and drive quality and process improvement.

UCSF 750 / year reports CHCO 500/ year reports
Historically, virtually none Historically, about 10 / year

Anesthesia
@] School of Medcie ) Quality Institute
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Benefits of Reporting
Advance the safety of perioperative care
Discover system issues you can fix
Gather quantitative data to influence organizations

Avoid repeating mistakes!

Quality Institute

Anesthesia
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Getting what you need

Anecdotal evidence vs. quantifiable reports

k.

How to start

Paper form — all cases or notable events

Collaborate with hospital / facility

Adapt an existing electronic system

Build your own system

Need IT infrastructure and support

Use the AQI’s system

Local vs. national reporting / reports

@ st

Anesthesia
Quality Institute

AQI Registries
NACOR

AIRS

PPA

Closed Claims

@E School of Medicine

Anesthesia
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Anesthesia
Quality Institute ==

Report
Adverse Events
& Near Misses
www.aqiairs.org

-
PPA Practice Performance Assessment
and Improvement

CLOSED CLAIMS PROJECT and Its Registries
wvew.asaclosedclaims.org

Anesthesia
Quality Institute
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Anesthesia
Quality Institute =s&= REPORTING SYSTEM (AIRS)

REVIEW PREVIOUS REPORT

Download the AIRS mobile app for both Androld and Apple devices (click one):

valable on th
o App Store
Note: Piease do not use your browser's Back, Forward, or Refresh buttons while filling out a report. Use only the navigation
Dutons Drovided. Fo-ure o Go 50 may omproT e the suomital o 1he 0901t

ANESTHESIA INCIDENT

Tne Anestnesia Incident Reporting System is maintained by the Anesthesia Quaity Institute, a foderaly designated Patient

Safety Organzaton (PS0) based n Park Rido, linos, Colecton anesthesia
maroving e aualty of ‘agement wori of the AQI and t
protected from discovery by Federsl and 1ino' state law.
Gase informaton i suom otod by
il against outside access. The AQ) is prohibited under the terms of our PSO status from ever revealing
GMN\ME tormation o ary eathuon, orovior o poent. RS dats Wil o snazed and resertad s bw\dod segrotos
ifying.
doscriptions.
oloct to sudmit
information ollow.up,or caifcation. You il iso nave access o therecord n ho futuo, 1o corroct or 09d to the il
16port. Wnen you submit the report we will 56nd a copy Dack 10 your email addess, and to any other email addresses.

provide, e oy e 3 Useful woy to Mot locl fequirements tofeport events to yoursroctee, epariment. nosgal of [
management prog:

11704 86t 1080t your cos6 ANONYMOUY. 20 dentiingiformaion wilberetained oy the AQI 3 you wil ok bo ave
10 roconnect with this ropor

Regiatration: o choosing Becor Confdersl.you wht b gve 8 eerence umbar foryour repot. You canuse e
button, and you can use it to

ovew
eRCay T i your informetion on the Bemogrammic mformaron page.

For more i now 10 use it visit our

1 you have further questions or would ke to comment on AIRS, fee! free to email us ot irs@esana.org. L

8- ANESTHESIA INCIDENT
REPORTING SYSTEM (AIRS)

Back, Forward.or Refresh butions.

r Informatior

Pease begin by teling us some informetion about yoursel,

st Name paten
Last Name: ey
Yearof Bint: w7 %
Gender: « Mo . Femaie
Role: sresresoogst &
IstituionfFacli Unverty o Colorac, i Hosonal: 0
Hyour facity 3 ot s, pesse eternere:
Dotaut emai recipentfor i practe: )
ciy ot
Stae: = —
Country: Unteasites
Faciliy Type: ety rosotar 0
Email ecipiens:

Anesthesia

School of Quality Institute &:

ANESTHESIA INCIDENT
REPORTING SYSTEM (AIRS)
the nigaton butons srovides. leoss 60 1ot se your rowsers Baca,Formard,orRefres b

Describe
Pasicnt 0
A
Habitus )
ASA Physical Sutos i
A e 0
T locident Occurred g w100 ¢
nesthesia Suffing Vemosatsrovess  SuperangProvss  Ovesrovess
Tolow 8 Acesposiogs. 8 -Nore ¥
Procedera Service lnvolved [
Wos th evont imoacted by o drug srotags? Yes Mo
a8 0 cose of reiatory cepeession? Yoo Mo
InciensDescrption

o nchsae 1 s dotaid informatien 89 possie.

Anesthesia

[ oo Qualty nstitute £
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AQl &:i! I

Uit 01y 18 30 0.0 0w . Pkas 00 1ty o o Formard, o e outors

< PREVIOUS PAGE

Pediatrics

Age ol puent Rover (224marss §) Soectevwee: (18
Weight 2 e

10110 sotart et Lons hae 37 meeks eeaton) + Yes N0

st R
R o

bt

A< oarsime Camptestions
oos o
et

Pimanay Aespatery
Regions eviness

Level of Haem to Pates (per AHRQ Seale):
nsae Contion. Arycoumlance Dot ~oesses 0320 of 8 e ety vent.

Pomanent Horm | Lteong boily o seychlogca ey O -eased uscestsiy 1o Gsesss.
art Horm v g S0dy 0 rERSOEEH Py o GO

Anesthesia
@]’ Quality Institute 2
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AQI & IR

Use only the navigation buttons provided. Please do rot use your rowsers Back, Forward, or Refresh buttons.

<reevious pace J exrraer

Specialty Questions

Pediatrics
Age of patient Renge: (2w24months & 18
Weight 22 kg &
Is the patient premature? (Less than 37 weeks gostation) & Yes © No
Anesthesia
@]’ SchoolofMedcne o Quality Institute &5

Classify

Use tho it boxes bolow to propary claseiy the incident. You may use the 'Add Another Classification’ button to add as many
o

Subcategory Type
Nove Riway e Chpecied
Administrative Aspiration xpected
anagemant { cannot intubste Otner
Complkations | .
Blood Dental injury
(Carac Oifcut ntupaton
Gocumenation Oificul entiation
cauipment Oiffculyaed WA pacement
al Emergency rach laced
infrastruceore/System Eosians
Medcation Elophageal Intubation
Noraity Gebation
Laryngospasm - ueated with
Pulmonary/Respiratory Post extubation stridor
Regions Anesthsia Respiraory srest
roes mtme peno
Anesthesia
@]’ School of MEFENE oo Quality Institute 22
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Caraac Armypma Concucton asarder =

Level of Harm to Patient (per AHRQ Scale):
Any that tyofa
Noar Miss - Event occurred but dd not reach patient.
No Harm - Resched patient, but 10 harm wos evident
Mig . pain, or 3
+ Additiona! Treatment - Injury imited 1o additons! intervention during adnssion but no other injury.
Tomporary Harm - Bodily or peychoogical Injury, bt fikely not permanent.
" psychologiea’ injury o
Sovere Permanent Harm - Severo ifelong 5odily o peychoogcal injury or disfigurement.
Death - Deatn at the tme of the assessment.

<o e

Anesthesia
Quality Institute 22

AQI

Use col he navigaton buttors provided. Please do not e your browser's Back, Forward, or Refresh buttors.

< raviosraoe I~ sumr—

Reflect

100 you think thisincident was prevertable? Yes o

Contributing Factoes:

Cogaitive Factors:

and off, Yes Mo
Yes No
0 consider  cause besides the it seemingly otvious cne? Yes Mo
1 080 patient | 6o no ke, o e 100 much, for any reason? Yes Mo
stracted. Yes ONo. Anesthesia

Ay 233008! Aormaton related to cogntive elements present  thi cate. Quality Institute &=

. Y
Reflect
o T - > 200 -
Cloar All Reflect Clear Al
Describe Classity Reflect Category Describe Classify. Reflect
Patient Male @  Subcategory ~sele... @ Befiecticy
Do you think this.
fotre= .
Age ® Type ~Sele.. @ preventable?
(s d In responding to this
Sovertty O event, did the team use
i es
ASA Status [ ) i Sy emergency;
manual?
Unsafe Condition - Any gx;r"m" L5
Area [ ] circumstance that increases d
the probability of a patient
Time [ J L TSNS Contributing Factors (Optional)
Immediate Provider
Staffing
~Non... @
Next Section - Classity Previous Section - Classify

1/8/16
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Immunological
Corneal Abrasion
Mortality

Blood Bank
Vascular
Administrative
Regional Anesthesia
Neurological
Amesthetic /

Other

Procedural

Airway

Pulmonary /
Documentation
Cardiac

Medication

Infrastructure /

Equipment

@} School of Med

AIRS data

Event Classification

b
b

8

|

|

[

|

o

|

e e

o 50 100 150 200 250 300

‘k.

1600 Cases

90 Institutions
Hundreds of reporters

Some are bulk submitted

Anesthesia
Quality Institute

(OHINS/OMES/ENT/Plastics

Interventional Radiology.

Urology

Cardiothoracic Surgery

Other

AIRS data

Procedure Types

08/

A —

‘%.

Il Il Il Il
0 50 100 150 200 250
Anesthesia
@j’ School of Medcie Quality Institute
Y
Case Severity

Death |
Severe Permanent Harm [
Permanent Harm [

Temp Harm, add  treatment
Temporary Harm

No Harm

Not Provided

Unsafe Conditon

Near Miss

0 s 10 150 200 250

Cases preventable by 3:1

300

30 a0 as

Anesthesia
Quality Institute
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Case Discussion

80yo F for ERCP gallstone pancreatitis
GETA (propofol, lidocaine, inhaled agent) stable vitals

1 hour in — EtCO2 35 ->5, Pulse ox perfusion 9->0.2
No pulse or blood pressure

Supine, CPR, Epi, Calcium, Bicarb, Vasopressin

Complete recovery

ot v Anesthesia
SchoolofMedcne Quality Institute

‘k.

Conclusions — ERCP Air embolus
Gl and Radiology
ERCP — Airway, medications, 3 arrests
Pressurized air used during the procedure
Instrumentation used

Numerous case reports (21)

Anesthesia
@] Schodl of Medicine Quality Institute

Case Discussion
26 yo F for cosmetic surgery
Routine induction until patient started retching
Reached for suction, no suction
Copious vomiting
Bronchoscopy noted vomit in airway
Aspiration pneumonitis, 2 weeks in the ICU

Preventable

§ Anesthesia
School of Medicine Quality Instituta

‘k.
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Trending

Hazards of Electronic medical records and AIMS
Air embolus during ERCP

Drug errors due to shortages

Importance of teamwork

Place for cognitive aids

ot v Anesthesia
SchoolofMedcne Quality Institute

‘k.

Trending IT

Charting on the wrong patient

Sudden system failure

Failure to record vital signs

Failure of pharmacy dispensing systems
Incorrect calculations

Flawed / Incorrect decision support

Distraction from all these issues

Anest
@] Schodl of Medicine Quality |

‘k.

Trending - Equipment
After induction, no blood pressure reading, weak pulses —
checked 02 sat, didn’t work
No ECG cable in room noticed after case
No BP for an hour
No suction, needed suction
Monitor broken

No capnograph in room

§ Anesthesia
School of Medicine Quality Instituta

‘k.
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Learning

|

From Other

A Case Report from e =
Rnesthesia Incident Reporting System

Anesthe

Quality Instit

S Steering C:

Detaied review of wnusual casesis @ comerstone of anesthesiology education. Each monih, the
1l b & d

and provide a desaled. based on a submission 0 the

ol Anesth e -
Reportincidents to weveww.agiairs.org.
Case 20132: Too Hot to Handle

item can be sent by

with an expected survival of only monehs. In the mid-1990s,
h or. at the Washington Cancer Institute

Never .
- Niceolo Machisvell (1469-1527)

An ASA Physical Status 2, 38-year-old female presented
for debuleing of appendiceal cancer and hyperthermic
intraperitoneal chemotherapy. Her past history included
malignant melanoma. chemotherapy-associated pericardits,
and a pericardal window. Genersl anesthesia was plarned.
and induction and endotracheal Intubation were uneventiul,

twmors. During diaphragmatic stripping of metastases, the
old pericardial window was inadvertently opened. The tear
in the pericardial window was closed with 3 nylon suture.
The team elected to proceed with chemotherapy infusion.

reported that excision of 35 many tumors 33 feasble
(cptoreductio) together with hyperthermic ntraperitoneal
chemotherapy signficantly improved survival ' The therapy
has remsined controversial, as only one smal randomized
controlled trial has been conducted. Other researchers
have not demonstrated simiar survial rates, and the
perioperative. morbidiy and morulty are  signifanc
However, gven the utter lack of alternatves, n increasing,
number of surgeons in Europe, Australia and the U.
advocating ths therapy.

A recent systematic review of the literature concering
roreduction and HIPEC for ovaran cancer reported on 19
studies.’ The overallrate of major perioperative morbidity

itoneal  the
patient developed ST clevation but was hemodynamically
stable. In the intensive care unit, 3 12 lead ECG showed ST
elevation In all Jeads, consistent with recurrent pericardics
The patient was started on methylpredaisolone, and the ST
segment changes resohred within 24 hours without further

sequela.
better than tha seen without HIPEC, no conciusion can
e drawn i the absence of randomized trals that control
Introduction
Scho This case s llustrative of the sysemic toxcity that an 107 PAUent selecton bia. To date, the majorty o pacients
- " A selected for HIPEC have been otherwise healthy.

from 0-10 percen. The overal medan survvl folowing
HIPEC ranged rom 22-64 months  optmal ytoreduction
was acheved, a fre-year surival bocween 13-66 percent
was achieved* A simiar review of 0 scudes of HIPEC In
gusric cancer found oneyear survval rates to ange from
22.68 percen.” Athough these survival ates appear o be

AIRS Steering Committee

Meir Chernofsky, MD Uniformed Services University
Richard Dutton, MDMBA  University of Chicago

Peter Fleischut, MD New York Presbyterian Hospital

David Gaba, MD Stanford University

Patrick Guffey, MD University of Colorado

David Martin, MD Mayo Clinic

Patrick McCormick MD Mount Sinai

Alan Merry, MD University of Auckland

Karen Nanji, MD Massachusetts General Hospital

David Polaner, MD University of Colorado

Stephen Pratt, MD Beth Israel Deaconess

Mohamed Rehman, MD Children’s Hospital of Philadelphia
Keith Ruskin, MD Yale University

Heather Sherman, PhD AQl, AIRS Liaison

Marjorie Stiegler, MD University of North Carolina, Chapel Hill
Avery Tung, MD University of Chicago

Tetsu Uejima, MD Children's Hospital of Chicago

Joyce Wahr, MD University of Michigan

Jim Caldwell, MD Founding Chair, Emeritus Member

Anesthesia
Quality Institute

Integrating with the EMR

Good system design is integrated in workflow
What’s the denominator?

Moving towards 100% event capture

Local vs hosted?

@7 School of Medicine

Anesthesia
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What is the nature of this report? Resp | Graph

8 =
Intraoperative Event PACU Discharge Mogtor | Biling
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i
Orders | Handoff
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Signin | Sidebar |
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ARS | Record
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Igebase (ClinkB)
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Anesthesia ID: 16484425

Use the ist boxes below to select any adverse events that took place and use the "Add Event Type' button to record them
You may a6d as many as necessary.

Subcategory Type
o T —

Aomaistrative
Arway Management
[Anestnetc/Operative Compikatons
81000

Cardac

PuimonaryRespratory
[Regionai Anesthesia

Anesthesia
Quality Institute 2

Y
=
) —
Anesthesia &
h " H
Quality Institute ===
Thank you for submitting quality data about this event to the AQ.
You may close this window at any time.
o detaled description 10 the b
ancoueage you 0 eeter your emad fo feceneng bk 1o AIRS. -
Anesthesia
SO NN s Quality Institute &
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AQI iz It

Use only the navigation buttons provided. Please do not use your browser's Back, Forward, or Refresh buttons.

NEXT PAG!

Patient Female B

Age 18t034years &

Habitus Normal (BMI185-26) 4

ASA Physical Status e &

Area OR [

Time Incident Occurred Evening (4PM-10PM) 4

Anesthesia Staffing Immediate Provider Supervising Provider Other Provider
Anesthesia Resident $ | Anesthesiologist ¢ - None -

Procedural Service Involved Trauma Surgery $

Was this event impacted by a drug shortage? Yes © No

Is this a case of respiratory depression? Yes « No

Incident Description
Please include as much detailed information as possible.

Anesthesia
@} School of Medcine . Quality Institute

Event Reporting from Epic

Data sent to AQI

1.  Institution ID (ID number given by AQI to provider group)

Anesthesia 52 CSN (NEF: This is the contact serial number for the anesthesia
encounter)

HSB ID (NEF: This is a unique ID for the anesthesia record; the combo of the 52
and 53 encounters)

Service Date

ASA Score

Anesthesia Type

Case ID (ORL ID)

Service

Facility City

0. Facility State

11. Patient Age

N

w

BLeo~N G0~

Anesthesia
@] SchodlofMedane Quality Institute
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Event Reporting from Epic

Data sent to AQl

This second set of data will be passed in if the 4th parameter of your
copy of LPP 89122 - AN QI Summary is set to "Yes" and the data is
available:

Reporter First Name
Reporter Last Name
Reporter Gender
Reporter Years Practicing
Reporter Role

Reporter Email

oueEwWNE

Anesthesia
@} School of Medcine - Quality Institute
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Event Reporting from Epic

__%-

ey Anesthesia
Quality Institute ==

Thank you for submitting quality data about this event to the AQI
You may close this window at any time.

Anesthesia
Quality Institute

Evén;c Reporting from Epic
Flowsheet row populated

Close Encounter checks

Hard stop vs. Soft stop

Forcing function to create a denominator

@] School of Medicin

Flowsheet Data
'AQI Record: Submitted
File Flowsheet Data

Cancel

Anesthesia
Quality Institute

k.

AIRS Options

Local AIRs system

Integration with QM
software

Connection with NACOR

Reports back to
participating groups

@} School of Medicine

Anesthesia
Quality Institute
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Discussion

The Intersection of Quality and Informatics is:
High Reliability

Anesthesia
@]’ SchodlofMedone Quality Institute =

/

Medical errors are preventable

k‘.

Conclusions

System errors predominate

Incident reporting detects system errors

Strong system design leads to better reporting

National databases allow aggregation and earlier detection
Healthcare registries are everywhere - the goal is how do we

maximize their potential

Anesthesia
@]’ School o MEIEE Quality Institute &
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