
AAPM 2018, Nashville, TN. Thur 10:00-12:00 am. 35 min talk + 5 min for questions. TH-CD-
KDBRA1-1 : Errors and Data Mining in EMR
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Assuming the audience is somewhat familiar with FMEA and ILS, but if not here are some 
references.
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This is from a study in our group on SBRT which looked at all the events that can happen 
versus what was observed through incident learning.
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Link to FMEA and resident education
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Very expensive
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Very expensive
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This lead to the landmark IOM study. But note: the process used in the Harvard Health 
study relies on records and extremely labor intensive and expensive.

15



16



Key thing: the automatic mining relies on an HER. Our EMR(s) have a wealth of information, 
waiting to be extracted and used. 
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Growth of the EHR … 97% of hospitals use an EHR now. Grew fast. How do you “mine” the 
EMR? One method is to randomly sample charts …
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565 citations. Example automated signals: ordering known antidotes (e.g. nalaxone
hydrochloride Rx, vitamin K), lab tests for serum drug levels
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train n=2210, test n=949
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Conclusion … studies vary, institutional data, no one obvious predictor.
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Of note here – this error might NOT have been reported to an ILS, but either the trigger 
indicator or the probabilistic network could pick it up
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These tools could be used to probe your ILS and safety culture, e.g. identify problems and 
see if they are reported into the ILS. That gives some indicator of the ‘health’ of the clinical 
safety program, a “grade”.
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