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A Patient Safety Case in The HIT Era

A 69 year old women admitted for elective colon resection
for diverticuli

A 2 days post op she develops pneumonia and is
transferred to the ICU

A On the second ICU day the patient suffers a prolonged
period of unrecognized hypotension and is ultimately
found to be septic and ultimately dies

A On 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

A 27 year old women evaluated in the ER for severe lower
abdominal pain

A Taken to surgery for what was felt to be an acute
abdomen

A At surgery she was found to be pregnant and the fetus
did not survive

A On review of the case a problem with interoperability
lead to another patients lower abdominal ultrasound
report being inadvertently inserted into this patients EHR
record
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High Rates of Adverse Drug Events
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Backgrewnd: Mumerous studies have shown that spe-
cilic computerized interventions may reduce medica-
tion errors, but few have examined adverse drug events
[ADEs) across all stages of the computerized medica-
tion process. We describe the lrequency and type of
inpatient ADVEs that occurred [ollowing the adoption of
multiple computerized medication ordering and admin-
istration systems, including computerized physician or-
der entry (CPOE).

Methods: Using explicit standordized criteria, pharma-
cists clamsified inpatient ADEs from prospective daily re-
views ol electronic medical records [rom 2 mndom sample
of all admissions during a 30-week period =t a Veterans
Administration hospital. We analyzed ADFEs that neces-
sitated a changed trestment plan.

Reswlts: Among 937 hospital admissions, 4683 clini-
cally significant inpatiem ADEs were identilied, accouwmnt-

ing for 52 ADNEs per 100 admissions and an inddence den-
sity of 70 ADEs per 1000 patient-days. One quorter of
the hospitalizations had at least 1 ADE. O all ADEs, 9%
resulted in serious harm, 22% in additional monitoring
and imterventions, 32% in interventions zlone, and 115
in monitoring alone; 27% should have resulied in addi-
tional interventions or monitoring, Medication ermors con-
tributed 1o 27% of these ADEs. Errors associoted with
ADEs occurred in the Bllowing stages 61% ordering, 25%
monitoring, 13% adminstration, 1% dispensing, and 056
transcription. The medical record rellected recognition
of 76% of the ADEs.

Concluslons: High rtes of ADEs may continue to oc-
cur alier implementation of CPOE and related comput-
erized medication systems that lack decision support for
drug selection, desing, and monitoring,
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ULTIFLE BROAD-EASED
studies during the past
15 years have demon-
sirated that adverse
druE events (ADEs}

nocount lor up to 419%" of all hespital ad-
missions and more than $2 billion annu-
ally in inpatient casis.** Severnl of thess
studies have also estimaoted that as many
o= @ quarter of inpatient ADVEs may be pre-
ventable through interventions such as
computerized physician order entry
{CPOE) and related systems " On the ba-
sis of these projections and the proven swc-
ces= of these systems in identilying AIVEs
and reducing medication errors, ' com-
puterized medication processes have been
widely promoted as essential 1o prevemnt-
ing actual ADEs *'"*

Eecently, some researchers have gues-
tioned the extent to which currently avail-
ahle CPOE and related systems are pre-
venting ADEs"** There are concerns: that
features of commercial CPOE products
ﬂryu'u:]d]rund that few con match the so-

phistication of custom systems devel-
oped at institutions that have success-
Tully reduced targeted ADEs. 3171
Moreover, broad-based surveys of ADEs
in institutions thet have implemented mul-
tiple computerized medication systems
have not been published; itis unclear how
theses interventions together have af-
fected the ocourrence of ADEs inked to
problems noross stages of medication pro-
ceszing (ie, ordering, transcription, dis-
pensing, administration, and monitor-
ingd.*

The Veterans Administration (WA}
Healthcare Sysiem, one of the largess in-
tegrated delivery systems in the country,
is @ leader in patient safety and has ac-
tively sought to reduce medication errors
wsing multiple computerized interven-
tionms such as CPOE. ™2 bhar code—
controdled medication deliveny,*™ * o com-
plete electronic medical record, -1
outomated drug-drug interaction check-
ing, ™™ and computerized allergy trock-
ing and alerting. ™™ The White House has
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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 EHRSs 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 EHRSs.
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SAFERSafety Assurance Factors e

for EHR Resilience

A Foundational Guides

I High Priority Practices

I Organizational Responsibilities
A Infrastructure Guides

I System Configuration

I System Interfaces

I Contingency Planning
A Clinical Process Guides

I Patient Identification
I Computerized Provider Order Entry with CDS

I Test Results Reporting and Follow
I Clinician Communication
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SAFE
PRACTICES

Safe Practices for Better Healthcare—
2010 Update

A CONSENSUS REPORT

Information Transfer
and Clear Communication
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