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A Patient Safety Case in The HIT Era

Å69 year old women admitted for elective colon resection 

for diverticuli

Å2 days post op she develops pneumonia and is 

transferred to the ICU

ÅOn the second ICU day the patient suffers a prolonged 

period of unrecognized hypotension and is ultimately 

found to be septic and ultimately dies

ÅOn review of the case a malfunction in the bedside 

monitor/EHR Interface led to an inaccurate blood 

pressure reading in the EHR blood pressure display



A Patient Safety Case in The HIT Era

Å27 year old women evaluated in the ER  for severe lower 

abdominal pain 

ÅTaken to surgery for what was felt to be an acute 

abdomen

ÅAt surgery she was found to be pregnant and the fetus 

did not survive

ÅOn review of the case a problem with interoperability 

lead to another patients lower abdominal ultrasound 

report being inadvertently inserted into this patients EHR 

record





Health IT and Patient Safety:
Building Safer Systems for Better Care
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Recommendation 1 (continued)

b.   The Office of the National Coordinator for Health IT (ONC) 

should expand its funding of processes that promote safety 

that should be followed in the development of health IT 

products, including standardized testing procedures to be 

used by manufacturers and health care organizations to 

assess the safety of health IT products.

c.    ONC and AHRQ should work with health IT vendors and 

health care organizations to promote post-deployment safety 

testing of EHRs for high prevalence, high impact EHR-

related patient safety risks.

d.    Health care accrediting organizations should adopt 

criteria relating to EHR safety.

e.    AHRQ should fund the development of new methods for 

measuring the impact of health IT on safety using data 

from EHRs.
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ÅFoundational Guides 
ïHigh Priority Practices 

ïOrganizational Responsibilities 

ÅInfrastructure Guides 
ïSystem Configuration 

ïSystem Interfaces 

ïContingency Planning 

ÅClinical Process Guides 
ïPatient Identification 

ïComputerized Provider Order Entry with CDS 

ïTest Results Reporting and Follow-up 

ïClinician Communication
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SAFER: Safety Assurance Factors 
for EHR Resilience
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Information Transfer

and Clear Communication


