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OEMATA ANAIZOHIIOAOTTAY KATENTATIKHY IATPIKHY

A6 tov 'EAgyxo ka1 tv
E¢aodalion Ilor6trag omv AvaicOnoia
otnv Xuvexn BeAtiwon g Iloi0tytag
otnv AvaioOnoia

X. 0. ZKOYPTHZ, A. 1. EETZHX

Ev® otov eAANVIKO y®po 0 EAEYY0Z TOLOTNTAZ KAVEL
TV eLPAvVIeT ToL oe dladpOPouG TONEIS —HE TEAELTAIO TOV
10 TPLKO— deAA-OEIAd, TO OKNVIKO airdliel paydale GTOV
oteBvn watpikd opilovta. Eyovtug un’ dwn v e22nvikg
TPAYUATIKOTNTA KOl OPHOHUEVOL ATO TN HIKPTY EUTELPLA
pag oty egacddrionéreyyo mordtntas (EIM) oty avar-
onoia, eMBUUOVIE VA EMONUAVOLLE TNV AVAYRT Y10 KU-
Biépwon eviaiov cvotiuatog EIl otu voocokopsio 3
ywpac. [Motevovpe 6t n EIl e€acdarilel. népa and v
EMOTNHOVIKY TANPOTNTA. avOpodTive: GuVONKeZ voon-
Arelac-Oepaneiag TV aohevodv Kol £pyacias TOV 1UTPOV
KOl TOL VOOTAEUTIKOU Tpocomnikov. Eival avaykalo. tpiv
ano v emBoin cuvotnuatog EIT ek tov dvo kat tov €20
(drotknTikog pnyaviopdg, EOK kAn.) va xataBinOei
Tpoonddela and TOV 1ATPIKO KAl VOGT|AELTIKO KOGHO TNG
1Opag Yo tpaypatonoinon npoypdupatog EIT.

T1i¢ emdpeveg oerideg napatifeviat vmodeiypata ev-
nov avadopdc cLPBUNdTOV EVOOVOCOKOUELKG. ZUN-
dova pe 6ca mpoavadEphnkay, o avayvdcTNg Kareltatl
VO GUYKPIVEL TO GUARO gAéyyou motdtntag Tov IL.IWN.O.
«AXEITA» pe 660 akorlouBovv Kal EMITAEOV VA EMLYEL-
pTCEL va SLapopdwoel To 81k Tou GUALO avapopds Gup-
Bapdtov/ieléyyov TototnTag. Asv kpiOnke okOmUn N He-
TAPPUCT TV EVIVTMV KATA AEMTOPEPELNKO TPOTO, Hia
Kal N 7padelokpatiky avitypadn tov napatifinevoy v-
roderypdtov ival katt nov Ha Békape va arodevyletl.

To évtuno tov [evikov Nocokopegiov Macayovcé-
¢ (1 kat 2) nepléyel 6Ty TpdTN CEAIdU Y MPO YU KATA-
vpad1 Tov otoryeimv tov achevouig (1), Tov TéMOL TTOUL -
yive 10 cupBadv (2), meprypadn tov Tt cvveln (3), Tapov-
ol M U1 pHopTUP®V (4), GUVIONO 1GTOPIKO KAt TEPLYPUD
NG TPONYOVHEVNG KATAGTAGNG (5), CLTIOAOYN O TNG Ta-
pOUGTAC GTO VOGOKONELD (6), aywyn petd to ovpBaua (7).
nepaltépw rapakorovdnon (8). Avadpépoviar enions ota
nepdopia ot cupBaTikol TEPLOPIGHOT TOL EVIUTOL Ya Tl
Bavi vouikn ypron. Ztn devtepn cerida vmdpyel YHOPOS
v ektevéotepn (mibavn) «petacupuBapatikny» napako-
AouvOnon.

To évtuno WRAMC 1811 eivatr to ¢varo E.IT. tov Y-
YELOVOULKOU ZMOHATOG TOV ApepIKaVIK®OV Evonimv Avva-
pewv. ‘Onmg kat ta SUO TPOTNYOUHEVA gival YEVIKNG ¥ pN-
ong, iadn KatdAAnAo yia orotodnrote Tunpa evikov
Noocokopeiov. Eniong napabétovpe évivna A, B kar I
NG MapUndve LI PESTIAg Omov TPOoLevel KATATANEN N
TPOYELPOTNTA TNG EKTUNWGTG.

210 A emyelpeital pia toxvtatn kataypadn yia Ka-
Bapd otatiotikn xpnon kale eilcayopevouv achevoug, v
oto B ovunznpovovial 6ca ctotyeia eni TAEOV Y APAKTN-
pliovy v mepintoon vroynda ya E.J1. (kAwvikn) ava-
7.UGTM TOL «GUUBGUATOZ». EKTIUNGT KAl eTaKOAOLON TOEL-
vounon ce adpes vpapupés. | émz S — un npoBigyipo kat
mpOBLEVILO. OPLAKT] TAPERKZIOT KAl GNUOVIIKI] TAPEK-
K7.10M. HE AVTIIOTOlZT QVTIHETMONIOT EVIOL TV LTAPYOV-
TV TPOTUNTMOV. KAl Te2Ikt cupBapa 1dialov yia 10 omoio
dev €zouy KoBlepmBel TPOTLUNA OVTIHETOTIONG). £TO EVIL-
7o I arkoz.ouBouv 01 08N 7IES Y1a TNV GUUTAT PG TV A
kat B. Ot napaypador 1 éwz 3 givar ypadelokpatikoi ka-
voves. 1 41 kalopiler 011 n cupnitpomcn tov A kat B dev
ATMOAAGGOEL ATO TNV LTOYPEMCN YL CULUTANPOON KOl
¢ WRAMC 1811, eve 1 Sn avadépetat 10ikd oTIg €ML-
TAOKEG Kal TNV Katdingn oe Bdvato. Idwaitepo evoladé-
POV TAPOLCLULETAL GTO GNUEIO OOV TIBETUL TO EPDTNHA
eav mpEmel va tpowbnbei n vtdbeon yia tepattépm eE€Ta-
on-avadopd [5b(8)].

Ta évtuna A kat E avadépovtal cvykekpipéva kat
povo oe avaisOnoloroyiko tunpa. [Ipoépyoviat and v
M. Bpettavia kot Topovctdcinkav 6To 111010 EMGTNLO-
VIKO avaicgOnoloroyiké ocuvédplo oto Swansea (1989).
Y10 té€hog tou E mapatnpovpe ot yivetal pia andnelpa a-
gZorloynong g Baputntag tov «ouvpBdpatogy, viole-
tovvtat 4 BaBuideg. Ztnv 1 dev ypetaobnke napépnBaon,
oTNV 2 N KATAGTAGT NTAV SLVNTIKG ETLKIVOLVT] AAAL aV-
Tipetoniclnke pe emrtuyio, otnv 3 ennibe BAGBN xat
otv 4 1 BAd6n tav coBapdtatn.

To €141k évtumo (2) avadopdg «ocupBapdtmvy» Tov A-
valeOnoiorioyikov Tunipatog tov latpikov Koiieyiov tng
[ewpyiag. HITA, napatiBetal povo yia tnv tdrattepdtnta
TOU yopaktnpopov tov. Ovopdletar (DVALO) «Agdopg-
vov Beitioong tng [Mowdtntagy. IMpoépyetar and to Bi-
Biio touv Terry Vitez «Quality Improvement Systems and
Anesthesia» ¢ oeipdg International Anesthesia Clinics
("Avoign 1992) kan pe avto avtikapBavopaote 0Tl Kata-
Baiietal mpoondfela va TeEPATOLE GO TNV EMOYXN TNG
ECacdariong kat tov EAéyyov IMowotntag otnv Avai-
obnoia ommv emoyn g (Xvveyovg;) Beitimong tng
[Towdtntag otnv AvaisOncia. AnAadn N aKPOVUHLIKT HE-
taBoAn —katd TV npochiAn ayyrocaloviky cuvrfela—
eivar ano QA (EIT) oe CQI (Continuous Quality Improve-
ment - £BII),  aniwg QI (Quality Improvement, BIT). To
H dgv eivar khaookd évtumo cupninpwong EIN, dnwg
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ora 6ca tponynOnkav. [Ipoépyetal anod to napandve Bi-
BAlo touv Vitez kat to TopaBETOVHE G pia TPOTLAN ANO-
TELPA, KOTA TNV ATOYN HAG EMLTUYNHEVT, Vo eldavicDel
TPOUKTIKA 1 O1ad1KAGTIA TOL EAEYYOUL TOLOTNTAG GE iU KOl
ROV ceAlda. Alakpivetal yia Tnv meptypadikn datvnw-
omn xat v tAnpottd e Ovopdletar «kENTYTIO ITE-
PIAHIITIKHZ ANAAYXHX XYMBAMATOZ» xat n
TPOTN Topdypadog MEPLEXEL TIC 0ONYIEG GUUTAT PWONG
(X via ta avtiotorya TETPUY®VISIX Kol KUKAOG 6TA AvTi-
oTolyd YpAppata kot aptfpovs katd nepintwon). H ntapa-
T0épevn «piTpa» €xel: Baputnta Tov avalcOncloAoyikoL
AdBovug (amovaia — Oyt 5oBapd — coBapd — ToAL 5oBapa)
Kat 1o €(do¢ touv ovpubBdpatog (A—pnyaviko, B-teyviko.
C—xpiong, D-emdpvrakngetopotrtag. E-airo). To B
kat C dpépouv vnokatnyopieg pe apibuncon. Akorovbel to
eldog ¢ avaicOnoloroyikng dpovtidac (Management
Category) kat 1 edoppoyn 1§ UN TOV KEAGYIGTOV TPOTL-
nov ayoyns) (Minimum Performance Standards). Evtvu-
TWoT TPOoKaAel N avadopd ato onpeio 3 g katnyoplag
ASA, av dniadn katetdyn €€ apynv o acbeviic og pia Ka-
mmyopla 1 Oxl. Enilong oto onueilo 4 yivetatl pvela tng -
dappoyNs Twv mpotuinmv mou £xel Beonicer 1 NYSSA (n

AvaisOnoioroyikny Etaipeia g TMoirtelag g Néag
YOopkng, mn apyaidtepn €voon avaicOncloAdymv oTig
H.IT.A.). To tunpa ékBaong oto évturo H (@utcome Ca-
tegory) elvatl TapoOpHoLo He TO avadePOPeEVO GtV avadopd
eléyyov notdtntac and to I.N. AXEIIA.

Ou gmBupovoape va BIEovpe, e TV eukatpia TG -
vadopdg oto H twv npotinwv NYSSA. to peydio 0épa
tov mpotunov (standards). ‘Eyouvpe ota yépua pag ta
TPOTLUNA AVALGHNGLOAOYIKNG TPAKTIKNG OA®V TV HEYA-
Aov opyaviop®v (ASA. WFSA kAr.) tov acyorovviatl pe
10 Bépa aoddieiag otnv avaicOnoia. Zvveldntd doev Ta
napabétovpe oto TEVY0G avtd twv OEMATQON, pe to
OKeNTIKO OTL o010 MapeAbov vanpée pia Bpoyxn eionyni-
oemV. OMNUOCIEVCE®V KAl PETAP pdoemV KABe eldovg mpo-
TUTOV GTOV EAANVIKO avalGONCLOAOYIKO Y HPO HE UNdEVL-
KO 000V anotéieopa. Emnpocbeta dpaivetar ot o kat-
PO TOV «TPOTVLIOV» TOPEPYETAL KUl EXEL EABEL TAEOV 1 €-
oM TV «katevbuvtiiplov ypappov» (guidelines). [Mept-
HEVOLLLE Kl TNV S1KT 60G AvIAnOKpLon Kol EKGpact nd-
vo ota Bépata autd xal emidpviacoopeba ota emOpEvVA
«OEMATA».
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REPORT OF INCIDENT OR UNUSUAL OCCURRENCE 1. , , -
CONFIDENTIAL — NOT PART OF MEDICAL RECORD
INSTITUTION ADDRESS
MASSACHUSETTS GENERAL HOSPITAL
“\WAYS complete this report in the event of an accident, discovery
. _. 4 hazardous condition; or any occurrence which is not consistent with | . .
routine operation of the institution or routine care of a patient.
AGE . SEX . . -
ATTENDING PHYSICIAN
BUILDING FLOOR ROOM NO. |DATE TIME O AM
EXACT LOCATION OF INCIDENT ’ 0O Pm
2 DATE TIME [J AM |DISCOVERED BY TITLE
DISCOVERY O Pm
INCIDENT CONCISE DESCRIPTION OF OCCURRENCE (State significant facts in chronological order)
[ Stip/Fall
OV or Med.
3 [OBurn
[J Equipment
[JProcedure
[ Other
(Use back of this copy for additional information)
NAME (Position if employee) ADDRESS TELEPHONE NO.
4 WITNESSES NAME ADDRESS TELEPHONE NO.
PATIENT'SDIAGNOSIS ADMISSION DATE
BACKGR
AC OUND SURGICAL PROCEDURE/OUTPATIENT TREATMENT
. 7\
J [ Inpatient MEDICATION WITHIN O YES | NAME OF MEDICATION O SEDATIVE O DIURETIC
PAST 6 HOURS OnNo O LAXATIVE O OTHER
5 . ORDERED ACTIVITY LEVEL AT TIME OF OCCURRENCE
[J Outpatient
[J RESTRAINTS PATIENT ORIENTED O BEDREST O UP WITHOUT
O Yes ONO O UP WITH ASSISTANCE ASSISTANCE
TYPE:
BED POSITION CHIGH BED RAILS LAST SEEN BY TIME O am
O LOCKED ([(OFIXED OLow |Oup ODOWN aem
REASON FOR BEING AT HOSPITAL
[ Visitor DEPARTMENT TITLE ON DUTY
6 [J Employee
[ Other g Yes ONO
DISPOSITION OF CASE ESTIMATED DATE
ORETURNED TOWORK [JSENT HOME [J HOSPITALIZED |OF RETURN TO WORK
WAS THERE PATIENT/FAMILY WAS EXAMINATION OR
AN INJURY? OYES ONO AWARE OF INCIDENT? [JYES (ONO TREATMENT REFUSED? [JYES ONO
ATTENDING PHYSICIAN NOTIFIED? (JYES [(ONO — IF YES, DATE TIME OAaM OPM

X-RAY ORDERED [JYES (ONO RESULTS (If known)

7  TREATMENT
CLINICAL FINDINGS:

SIGNATURE M.D.

REPORTED TO: (Supervisor, Administrator, Security, Safety)

PERSON({S) RESPONSIBLE FOR FOLLOW-UP

&J FOLLOW-UP

COPY TO:

SIGNATURE OF PERSON PREPARING THIS REPORT TITLE DATE

THIS REPORT IS FOR DATA ANALYS!IS AND LOSS CONTROL PURPOSES ONLY. IT ISNOT TO BE CONSTRUED AS NOTIFICATION TO THE
INSURANCE COMPANY OF A POSSIBLE CLAIM,

‘Evtumo avadopds «ovpuBdpatocn tov I'evikov Noookoueiov Maooayovostngs (1 kat 2).
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INCIDENT FOLLOW-UP REPORT

"7 (DATE RECEIVED)

COMPLETE AND RETURN TO 8Y e
(OATE RETURNED)

THIS SECTION TO BE COMPLETED BY PERSON REQUESTING FOLLOW-UP

14

NAME OF PERSON RESPONSIBLE FOR FOLLOW-UP TITLE DEPARTMENT

TELEPHONE NO.

INCIDENT FOLLOW-UP REQUESTED BY TELEPHONE NO NAME OF INSTITUTION

TO WHOM INCIDENT OCCURRED DATE OF INCIDENT

OPATIENT (JEMPLOYEE [JOTHER

FOLLOW-UP DESCRIPTION OF {NCIDENT

OAM
TIME OPM

IF MEDICATION/I.V. INCIDENT, WAS DOSAGE/SOLUTION CHARTED [JYES (ONO DATE

REVIEW CIRCUMSTANCES SURROUNDING CONDITIONS OF THE AREA AT TIME OF INCIDENT:

REVIEW CIRCUMSTANCES CONCERNING PERSONNEL CONDITIONS:

RECOMMENDATIONS:

STAFF INVOLVED IN FOLLOW-UP

Name _ -_— __ Dept. ___ — _Title . __ Date_
Name______ . e Dept. ___Title Date
Name . Dept.__ . Titte ___ __Date

RMF 3 (5.79)

SIGNATURE OF PERSON CONDUCTING FOLLOW-UP —

‘Evtumo avagopds «ovuBduatoc» tov I'evikov Noookoueiov Macoayovoétng (1 xat 2).
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QUALITY ASSURANCE/RISK MANAGEMENT REPORT
(COMPLETE ONLY AFTER READING WRAMC REG 40-611)

OCCURRENCE: Any accident or event not consistent with normal patient care
that either did. or could resuit in an injury to a patient.

DATE OF DAY OF WEEK | HOUR OF LOCATION | AGE
OCCURRENCE OCCURRENCE]| pat 01 (7 visiror [J ()
) @ (4 ®| | ord@smrOey | (1) PATIENT ID
DIAGNOSIS (ES):
{10
TYPE OF OCCURRENCE (Exptain Below) PERSONS INVOLVED QUTCOME/SEVERITY
11 FaillFound on Fioor Wrong 23 AN (] 24 ANC 40 None
12 Medication Error D Ommuission D Drug 25 Pharmacist 26 D Phar Tech 41 Possible Temporary Injury or Effect
13 14 27 LPN/91C 28 Nsg Assv918 42 Possible Minor Injury or Effect
15 Transtusion Error 29 Physician 30 _MED Student 43 Possible Major Permanent Injury or Effect
16 Equipment Maifunction 31 AT32 () pr33( ] or 44 Death
17 LV. Error 34 Nutritionist D 35 Admin 45 Not applicable
18 Procedure or Practice Vanance. | | 36 MRT [] 37 HK
19 Compilaint from Patient/Visitor — 38 Visitor PHYSICIAN NOTIFIED? 46 NO D 47 YES D
20 Patient Inherent Incident . 39 —
21 AMAWalk Out DID MD SEE PATIENT 48 NO [ 49 ves [
22 Other }
23-1 Adverse Drug Reaction X-RAYS sono L] st ves U
BRIEFLY DESCRIBE:
Supervisor’'s Comment: (Optional)
i
i Submittea by Phone

(Print — Name/Rank/Title)

CONCURRENT SCREENS (Explain Above)

| g ey——
LINFECTION CONTROC |

65 Severe post op or other nosocomial infection
66 Class | (clean) Surgical Wound Infection
67 Nosocomial Pneumonia

68 Nosocomial Sepsis (Bacteremia. Fungemia)

ER/CLINICS [J 52 Any unplanned visit to ER/Clinic with inpatient
d/c or ER/Clinic visit within the last 30 days
B 53 Return ER/CPD visit within 72 hours
54 Treated for complication of procedure or tx OR
accomplished while as an inpatient or during
outpatient visit to any military MTF
55 Other

J

oty 0 0 add

69 Foreign body, possibly retained
70 Return to OR. same admission

71 Removal or repair of organ or body part
Injury during therapeutic or diagnostic
procedure

Removal or repair of organ or body part
lacerated. perforated. torn or punctured
subsequent to performance of an invasive
procedure

73 Susopected intraoperative M|

74 Wrong procedure pertormed

NURSERY | 56 Newborn with apparent cerebral dystunction
57 Newborn with Apgar of 6 or less
58 Newborn with serious birth trauma

59 Other

7

~N

INPATIENT |

60 Admission for possible adverse resuit ER/OPD
61 Readmission with 30 days of d/c from any

military MTF
7 h
62 Transfer from general care to ICU 5 Other
——
gz gfﬁégloglcal defieit not present on admissian [_OTHER | 76 Misadministration of radiation in diagnostic

(L o arm o

test/procedure
77 Cardiac/Respiratory Arrest
78 Cancellation of or repeat diagnostic pro-

cedure due !0 i/mproper preparation/equip-
Date Reviewed by QA/RM ADVGRP: ment or techmician error

64-1 Evidence of Decubiti

@

D 79 Incomplete/lack of informed consent
Analysis Requested: Yes/No {_| 80 Lab/Pathology reports not available when
needed or contradictory or abnormal but not
Action Dept: Trending/Analysis — addressed by physician
— 81 Inappropriate entries to the meaical record
L i 82 Inapproprately cancelled/delayea surgery.
Response Rec'd: (Date) S 83 Inappropriate delay n making an appoint-
— ment for a patient
To PCAC: Yes/No . 84 Radiotogy reports not available wnen needed
__ 85 Deiay in Obtaining Radiological Tests
infor Copy of initial Report to
Info Copy of Report & Analysis ta Supervisor

Department Chief

Note:

WRAMC Form 1811 (Superseves wRaMC 330C * Fac 35,
1 Nov 87

PAGE 1 OF 3

‘Evtumo avagopds ovpBipatrog EIT tov Yygsiovouikob E@uatog tov Apepikavikadv Evoriov Avvipsov (WRAMC Form [811).
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INFATIENT OCCURRENCE SCREENING CHECKLIST

This form 18 to be comoleted for all inpatients. The form i3 incomplete unleszg the
gtaf! attending 18 noted bv name. All positives are to be addressed on the reverse of
thig page unlegs degiénated no review.

2.08 (NR) Current or past historv of cancen,
102.06 (NR) Currently pece:ving wreatment !or cancer,

—
o
3

Criteria # (Qeneric Event (All departments) YES NO_
|

2.04 (NL) Inaporofdriate delav in elevating treatment to inpvatient. .

e Admitted with complication of outpatient care. f

2.08 ICU trangfer due to complication of treatment/procedure. |

§.01 (NE! Cardiopulmonarv arrest. regugcitated. successful.

4.02 Cardiopulmonarv arrest. regugcitation unsuccesgsful (death).

4.03 {NR) Cardiopulmonarv arresgt. not reguascitated (death) - DNR status.

4.05 Renal rfailure.

4 .06 (NR) Neurosensorv functional deficit. not present on admission. {

8.08 (NR} Pulmonary edema - tatrofenic etiologv.

6.03 (NK) Digcharded AMA, AWOL or elovement.

6.08% (NR) Cancelled procedure/sursery due to unavailable lab or x-ray data.

8.06 (NR) Cancelled proceduressurgery due to clinical condition of patient, e

§.07 (NR) Cancelled gurgerv due to OR gcheduling¢ problems. |

7.04 Return to OR for correct:ion 0f gurgica. or medical morbiditv. "_j

g.05% Injury to organ/bodv part during :nvagive procedure. ! |

§.12 Adverge resgult of anegtheg:ia. T

22.01 Urplanned readmigsion for related or same condition. IR

22.02 Readmizgeion for compllication 0f previous invbatient care. _f _i

24.02 (NR) Adverge drug reaction. [ \

25.01 (NR) Prolonged gtay due to delav/:nadeguate digcharge Dlanning. I f

25.02 (NR) Prolonged ctav: Delav in diagnostic studies (gpecifv): |
|
I

-4

| i
o
i I

NE = No review recuired. Statis:ical data collection onlv - for departmental trendinsg.

ADDRESSOGRAPH STAMP

INTEEN. RESIDENT OR FELLOW (DISCHARGING)

STAFF ATTENDING AT TIME OF 0ISCHAKGE

DISCHARGING Ve

FRANC Tomit 3 DISCHARGING DATE
Aug 8

A: E161x6 £viumo avagopds ovpuBduatos oto Yyetovopiko Edpa tov Apepikavikdv Evoriov Avvdpewv.
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CLINICAL ANALYR1%Z OF QUCURRENCE

REVIEWING DEPARTMENT/SERVICE CHIEF/COMMITTEE CHAIRPERSON

EVALUATION

1. Unpredictable., met standard. —_7
2. Predictable, met standard. _
3. Marginal deviation, did not meet standard. —
4. Significant deviation. did not meet 2tandard. Fanary
5. Standard not established. )
REVIEWER: (NAME AND DEPARTMENT): _
SIGNATURE OF PCAC CHAIRPERSON DATE .
OCCURRENCE WARRANTS FURTHER REVIEW BY PCAC 7 YES LTNO ~
ACTION TAKEN BY PCAC CHAIRPERSON OR COMMITTEE
C—TNONE REQUIRED L—JYES (Explain)
1. Unpredictable. met standard. -
2. Predictable. met standard. v
3. Marginal deviation. did not meet standard. —7
4. Significant deviation, did not meet standard. 7
8. Standard not eatablished. =

SIGNATURE OF PCAC CHAIRPERSON DATE

B: Xvvéyeia tov A.
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INSTRUCTION? FOR COMFPLETING INFATIENT OCCURRENCE BCREENING CHECKLIZT

1. This form must stav with the chart. It is routed to Patient
Adminigtration with the completed chart.

2. The front of this form is to be completed bv the discharsging
phvaician. The name of the discharsging staff attending sghall be
placed on the front of the form in the appropriate gpace along with

the dizcharge date and service.

3. Reviewer shall insure that all positive occurrences, other than
thoge marked no review (NR). have been addressed bv item number and
provide his/her assessment of these. The appropriate classification
shall be checked with reviewer’s signature and devpartment.

4. Completion of this form does not negate submission of a WRAMC Form
1811.

S. Following are minimal comments required in comolications and death
(when review is regquired).

a. The following voints should be covered in the review when
the complication or death was expected:

(1) Specitic diagnosges

(2) Timeliness of initial diagnosis. when appropriate
(3) Specific cause of complication or death

(4) Therapeutic modalities offered

(5) Statement that complication or demigse occurred as
anticipated due to nature o! digeaase

b. The following points should be covered in the review when
the complication or death was not expected:

(1) Specific diagnoses

(2) Timeliness of initial diagnosis. when approbriate

(3) Cause of complication or death

(4) Brief chronology of complication leading to condition
or demige

(8) Were therapeutic interventions appropriate?

(6) Should additional therapies have been attempted and.
if 20, would death have been prevented?

(7) Is counsgeling of practitioner indicated and, if so.
wag it done?

(8) Should case be referred for further review?

I': Odényies ovurAiipoons tov A, B.
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IN CONFIDENCE

Anaesthetic location code - |
Date Of Procedure [ 7

Emergency List'[ )

NOT TO BE INCLUDED IN PATIENT'S NOTES

BLOOMSBURY ANAESTHETIC AUDIT

] Audit N°.

Day Case? vilN

)

Mon'[J Tue?[ I wed [ ] T (] Fn ¥ sac®(C Sun’ I

GA T Region? ] GAamd Reg M Other Procedure *¥i | i
Eipicural'[ ] Spumlll I Caudal YOO Bierst D Newe 8 Other*®
Local ') opiaell.)
Intubated 11 Facemask 2 1Lar mask () Track ¥ Others™
Spont resp' ] Ventilated?l [Other %]

Fenl T Alle 3] Papav i peih U Othere®

Thie ' 1 Propofol | IMethohex™ } Other ' 0!

Sux ' Atrac 20 Vec Y.l Pane Curare Y Othert ™!
Halothane' i~ Enflurane*[ soflurane™
Monitoring L -
ECG ‘.. Cuff BP .- $pn2
E1CO: % Paw VentAlam” [ SO
Temp "1 AnBP toocve "y:r\‘vc\fgc
EEG N tanale Other”
__None P _ B Time ot Finistung -~

**Adverse Events  Nene

**Adverse Event Severity Scores

3 = Actual Harm to patient

* Enter details in "further repor(ing‘"' everleaf

Day :
Time of Stanting | : | (24hn)
Anaesthetists Hrs cont duty  Pnmary Anaes  Supenisor
form-filler --—= L — ==
E -
“Patient Date Of Binh:| . . |
Weight [~ Kg Wiute' ~ Non-Whue? _
sex M'[J 0 CEPOI)‘Emergencyl; Obstetnc: Scheduled 5
. Urgent 2. Immediate 6 -__
ASA Grade (] Scheduled 3
Elective 4L
Surgical Specialty .
GenSurg 1 [_] ENT 7 [ Dental/Oral 13 !L:] Endoscopy 20 i_]
Vascular 2 U Gynaecology 8 ] Cardiac ML.JHacmatology ZlFJ
Paed. Surg 3 [J Obstetric 9 @ Thoracic 15[  Oncology 22 ]
Orthopaedic 4 (] Plastic 10 (] Neuro 16 (] Radiotherapy 23 [ ]
Urology S (] Bums 11 (J Ophthalm. 17 Pain 24 ]
Renal Trans. 6 (]~ MaxFac 12 [] AE 1800 ECT 25 [J
X-ray/lmaging 19 () Other* 26 []
c' SR? CAs’ Reg' SHO® HO® Swdt’ Anaesonly® Other™
%operater ) O3 (10 O [0 O O =)
Supervisor (] o 0O 0 U O O 0 O
Administrative Problems
Pt not seen pre-theatre? Mf:l Inadequate anaesth. seniority? AF (]
List details / order incorrect?  AB[_]  Full case notes not available? AG L]
Trained assistant not avail? aclZ]  Premed not given as written? an [
List delayed? Ap(] Other* Al [
Results/xmatch unavailable? Ae(_]
Special Survey | 23 4 5 6 7 8 9 10 11 12 13 14 15
16 17 18 19 18 20 21 22 23 24 25 26 27 28 29 30 31 32
33 34 35 36 37 38 39 40 41 42 43 44| 45 46 47 48 49 50

The Anaesthetic

enter score** enter score®®

Inadequate Prevp .

Sedatiet; BA Larvegospasm [
Resuscitabon By~ Brondhospism

Investigation [ Y Accidenta! one-lunyg mwibaton

Local Anaesthetics - Aspiration

Dural Tap Other”

Difficult Intub:ation
Successfully achueved
Assistance summoned
Abandoned*

Incomplete Block
Excess Spread
Hypotension

Fitting

Other* Patient Injury

Cardiovascular Eyes

Arthythmia B [ Teeth

Myocardial ischaemia BK [T Diathermy bum

Haemorrhage BL [ Otber*

Hypotension BM [ Prolonged recovery period

Hypertension BN [ Critical Incident

Arrest BO ["’—’ Br. Circuit disconne ct

Other* e [ LV. disconnect

Atypical Drug Reaction 50 Other Technical Failure*

Respiratory Wrong Drug/Dose

Resp. Depression BR [ Regurgitation

Inadequate Reversal BS Patent unattended *Reason
Death

Unforseen Admiss. TU

I = No action required 2 = Potennally hanintul to patient but succesfully remedied

4 = Serious haan 1o patient

*Details and Further l?e]—);hing : (Give box reference)
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4

201
Q02
303
204
05
206
207
Q09

Q10
an
12
Q13
Q14
ais
16
Qal9

Q20
21
Q22
Q24
326
29

Events
00 None

Airway

Muitiple intubation attempts
Failed intubation
Reintubation

Airway disconnect

Oral trauma

Laryngospasm

Airway obstruction

Other

Cardiac

Hypotension(>30%)
Hypentension(>30%)
Cardiac Arrest
Ischemia
Arrhythmia

Ml

Death

Other

Pulmonary

Aspiration
Hypoxia
Bronchospasm
Pulmonary edema

Other

d Other

Department of Anesthesiology
Quality Improvement Data
Medical College of Georgia

Date__/__/__ QA#

Drug/Blood

30
a3l
a32
a33
34
36
339

Orug admirusyauon
Blood admurustrauon
Too much drug

Allergy
Other

Regional

as50
51
as2
as3
354
ass
256
aAs7
259

Long block

Inadequate

Toxic reaction

Short block

Tetal spinai

Wwet tap

Dural headacne

>2 aftempts at ciacement
Other

Invasive Procedures

260
61
62
363
264
365
166
369

>2 attempts at A-line

>2 attempts at CVP/ PA
Unabie to place A-line
Unable to piace CVP / PA
Pneumonia

Arthythmia

Local bleeding

Other

Recovery

80 Reintbauon

81 Severe pain

82 Proiongea stay

84 Unpiannea hospital agmission
386 Unplanned [CL admission
389 Other

Machine

J50  Anesthesia Machine
291 Montors

292 Electncat

J93 Operator error
94 Fauity equipment
Propenty record number:

Senial number:

Followup (check all appropnate)

2 1-Auending present in hospital

J 2-Attending called for case

3 3-Auending consulted about event

1 4-Event ureated prior (o attending
amval

A 5-Atiending present dunng event

J 6-Adequate teaching from attending
about event

3 7-Event documented 1n anesthesia
record

A 8-Event was anucipated

Descriplion. cause, and Lreaument (COrTective action for equipment) of event (be specific. use back 1f needed)

PS X250 A O

«oupBapatoon/EIT.
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INCIDENT ANALYSIS SUMMARY FORM

Directions: Fill in the identifying information and circle whether or not the incident
wae related to anesthesia care. Place an "x" in the appropriate cell of the matrix
describing nature of the incident and severity of the error. Circle letters and
numbers indicating the genesis of the incident, the management category, the outcome
category, and the minimum standards that apply.

Patient Name/ID: Date of Incident:
ASA Status: Anesthegiclogist's Name or Code Number:
Reported Incident:

Related to Anesthesia? Yes/Probably/No (If "Yes" or "Probably", continue)

Nature and Genesis of the Incident

Severity Incident | A. Mechanical
of anesthesia i 5 ?QCRZZES:n:al action
error: A|BlC|DE, 2. Improper technique
] 3. Other:
No error | C. JSudgmental
f 1. Inadequate knowledge
Not serious ! 2. Inadequate data
3. Data disregarded
serious | 4. Lack of alternate plan
S. Other:
Very serious ! D. Vigilance
E. Other:
Management Categqory @ Minimum Performance Standards
a. Airway 1. The anesthesiologist instituted appropriate life-
b. Neuromuscular blockade sustaining actions in life-threatening situations.
c. Fluid/blood management 2. The anesthesiologist displayed insight when involved
d. Other respiratory in significant error.
e. Other circulatory 3. The anesthesiologist recorded an ASA physical status
f. Regional anesthesia for the patient.
g. Other: 4. The anesthesiologist adhered to all of the NYSSA

standards of Anesthesia Care.
Qutcome Catsgory

A No change in patient's hospital course
Escalation of Care
B Additional unexpected care
C Prolonged hospitalization with or without additional unexpected care
D Prolonged hospitalization associated with significant increase in level of care
or risk to patient
Reversible Organ Damage
E Reversible organ damage requiring additional drugs, tests, or care
F Reversible organ damage involving prolonged hospitalization with or without
additional care
G Reversible organ damage involving prolonged hospitalization with significant
increased level of care or risk to patient
Irreversible Organ Damage
H Irreversible damage that does not significantly affect the individual's function
I Irreversible damage that causes significant change in the individual's function
J Irreversible damage that incapacitates the individual or places the individual's
life at risk
K Death

H: BAéne eneéijynon oto keiuevo.




