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Quality Management (QM) is an important function of any anesthesia practice.  Individual 

clinicians have a professional obligation to think about the patient care they provide and attempt 

to improve it.  On the practice level, assessing outcomes allows for identification of system 

problems that can be resolved by changes in policy or group practice.  For example, 

measurement of the rate of postoperative nausea and vomiting (PONV) in the post anesthesia 

care unit (PACU) can identify patient populations at higher risk.  A policy of providing 

prophylaxis in the operating room (OR) for these patients can reduce the overall rate of PONV.  

On the national level, aggregation of data on rare complications (e.g. postoperative visual loss) 

can lead to appreciation of problems too rare to be studied at the local level.  Once identified as a 

recurring problem, detailed review of cases can suggest common features and targets for 

improvement.  This kind of national quality management, based only on clinical anecdotes, can 

nonetheless have substantial positive effects on anesthesia practice.  This principle is illustrated 

by the case series published by the Anesthesia Closed Claims Project (CCP) in the scientific 

literature, and by the individual case vignettes from the Anesthesia Incident Reporting System 

(AIRS) which appear each month in the American Society of Anesthesiologists (ASA) 

Newsletter. 

 

While CCP and AIRS are positive examples for our specialty, one of the largest national gaps in 

anesthesiology is the generation and reporting of systematic data on adverse outcomes from 

every case, every day.  An 

estimate from the 275 groups 

participating in the National 

Anesthesia Clinical Outcomes 

Registry (NACOR) is that no 

more than half have a system for 

collecting this kind of data, while 

fewer than 25% are able to report 

clinical outcomes to NACOR on a 

routine basis.   

 

The good news is that this number 

is increasing lately, and will soon 

reach a critical mass where true 

national benchmarking of adverse 

outcomes is a possibility.  The Figure shows the cumulative number of cases in NACOR with 

associated reporting of clinical outcomes (out of 11.2 million total cases) reported by the month 

and year when the outcomes were entered in the registry. Further good news is shown in the 

Table, which shows the rate of occurrence of selected major and minor outcomes from the 

practices that get this data to NACOR.  

 



 

  Category Sub Category N %* 

 MAJOR Anaphylaxis 127 0.0103 

 Awareness 134 0.0097 

 CNS Injury 282 0.0183 

 Hemodynamic instability 1414 0.0769 

 Malignant Hyperthermia 11 0.0015 

 Medication Error 29060 2.4622 

 Patient Wrong, Site, Fall, Burn 58 0.0053 

 Peripheral Nerve Injury 175 0.0151 

 Respiratory 2134 0.1176 

 Resuscitation 2198 0.263 

 Spinal/Epidural/Nerve Block 75 0.0058 

 Upgrade of Care 4554 0.2756 

 Vascular Access 227 0.0159 

 Visual Loss 10 0.004 

 MINOR Airway/Intubation 4493 0.286 

 any PONV 144141 9.6597 

 Blood - Vascular 154 0.0358 

 Central Line/IV Problem 196 0.0315 

 Dental/Oral/Tooth/Mouth 790 0.0428 

 Dural/Wet/Headache 580 0.0373 

 Equipment/Monitor 471 0.0537 

 Eye/Ocular/Corneal 2291 0.1331 

 Hemodynamic instability 53499 3.7004 

 Inadequate postoperative pain control 52142 5.8053 

 Neuro - any 570 0.0671 

 Regional Anesthesia Problem 342 0.0352 

 Respiratory - Pulmonary 809 0.0729 

 Reversal Narcotics 262 0.065 

 Reversal NMBAs 806 0.1288 

 Unanticipated upgrade of care 1658 0.1287 

 MORTALITY 577 0.033 
 

 

 

 



 

The outcomes shown in the Table are aggregated from multiple practices, based on a variety of 

measure definitions and data capture mechanisms ranging from paper forms to electronic 

records.  This heterogeneity is a barrier to accurate benchmarking at present, and why the data in 

this table should be taken with an appropriate grain of salt.  AQI took a step towards improving 

this situation in April, when we convened a conference of anesthesia quality management experts 

and electronic record vendors to recommend common definitions for the outcomes of greatest 

interest.  The consensus document produced from this conference (Anesthesia Outcomes of 

Interest) can be downloaded at http://www.aqihq.org/qualitymeasurementtools.aspx.   

 

Currently just short of 9,000 anesthesiologists participate in NACOR, or 20-25% of clinically 

active anesthesiologists nationwide.  This number continues to grow, as more practices and 

facilities recognize the need for registry data and external benchmarks.  In addition to providing 

a measuring stick for judging and improving the quality of patient care, registry participation will 

be increasingly important for meeting federal regulatory requirements and the demands of non-

federal payors.  The Center for Medicare and Medicaid Services (CMS) has released draft rules 

for public comment on the definition and certification of Qualified Clinical Data Registries 

(QCDRs), as a mechanism for meeting incentive requirements for Meaningful Use of Healthcare 

Technology, hospital Pay for Performance, and individual provider participation in the Physician 

Quality Reporting System.  Similar language has appeared in several other federal writings in the 

past 6 months, including proposals for new healthcare payment models contained in the draft 

House legislation repealing the Sustainable Growth Rate formula.  It is clear that registry 

participation is a desired outcome of healthcare reform.  While intrusive, this is sensible as a 

counterbalance for new models of payment that incentivize cost effectiveness. Transparent 

national outcome reporting is essential to assure the public that physicians and hospitals are not 

skimping on necessary and indicated care.   

 

NACOR data is now available to support academic and health policy research by physician 

scientists in any AQI-participating practice.  AQI released the Participant User File (PUF) in 

early 2013: an aggregated, de-identified, cleaned version of selected NACOR data fields.  This 

data is already being studied by more than a dozen investigators, and several papers are in the 

works which will provide us a new and comprehensive understanding of the nature of 

anesthesiology in the United States. The AQI is using this information internally to provide high-

level dashboards of summary data for ASA and state-society leaders, anesthesia subspecialty 

societies, and important ASA committees.  Information and instructions for accessing AQI data 

can be found on the AQI website (www.aqihq.org) under the ‘PUF’ header.   

 

AIRS: The Anesthesia Incident Reporting System is growing.  Currently we have collected more 

than 800 serious adverse events, unsafe conditions, and near misses.  AIRS currently has 

submitted 25 written items for the ASA Newletter highlighting opportunities to improve care.  A 

mobile app for reporting is currently in the works and is set to be released by the end of the year. 

To see any of these written pieces, please contact AQI’s communication associate Ashley Jones 

at A.Jones@asahq.org. 
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AQI is also participating in a pair of new quality initiatives launched by ASA.  One is the 

inaugural Anesthesia Quality Management meeting, scheduled for November 2013 in greater 

Chicago.  This weekend course is intended for anesthesia department quality management 

officers, and is designed to teach the basics of quality management in an anesthesia practice.  

More information can be found on the ASA website at http://education.asahq.org/qm2013.  A 

second initiative is the development, with ASA’s Quality Management and Departmental 

Administration (QMDA) Committee, of a ‘Quality Consultation’ program intended to provide 

high-functioning anesthesia practices with overall national benchmarking of their efforts, 

documentation of clinical performance, and suggestions for further improvement.  The 

consultation is based on a review of practice structure, NACOR data, personal interviews and a 1 

day site visit by a team of practicing – and experienced -- anesthesiologists. More information on 

this program, including the kind of documentation that can be shared with hospital leadership or 

external agencies, can be obtained by emailing the author directly at r.dutton@asahq.org.    
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