BENCHMARKING AND RISK ADJUSTMENT OF PATIENT OUTCOMES
ACROSS ANESTHESIA PROVIDER TEAMS.

R Skomra CRNA MS?!, D Bacon MD MA?®, CA Walawander MAZ2, and P Knight MD PhD?3.
LvA Western New York Health Care System, Buffalo, NY; 2Pharmaceutical Outcomes Research, Inc., Buffalo, NY; 3SUNY at Buffalo, Buffalo, NY.

BENCHMARKING AND RISK ADJUSTMENT OF In our current climate of health care, more and more national and professional organizations and accrediting agencies are requiring health care organizations to re-evaluate their processes of care and to collect clinical outcome
PATIENT OUTCOMES ACROSS ANESTHESIA data to assist in the documentation of process and patient improvements of care. Physician profiling is becoming common practice where a physician is provided feedback on a particular patient outcome and is ranked in relation
PROVIDER TEAMS. to other physicians within the practice. This feedback is used to spark a dynamic educational process whereby ideally a process is improved and a best practice is established. However, a physician rarely works alone in their
R Skomra CRNA MS!, D Bacon MD MAL, CA capacity of providing care. In the surgical center, it is often the case that a nurse anesthetist will work along side or under the supervision of an anesthesiologist. In this analysis, the rate of adverse events over a one year time
Walawander MA2, and P Knight MD PhD3. period were compared across individual anesthesia providers, but also across the anesthesiologist/nurse anesthetist team to evaluate the variance of patient outcomes across teams.
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