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Abstract: The International Consortium for Evidence-Based
Perfusion (ICEBP) is a collaborative group whose mission is to
improve, continuously, the delivery of care and outcomes for
patients undergoing cardiac surgery. To achieve this end, the
ICEBP supports the development of perfusion registries to eval-
uate clinical practices and has established evidence-based guide-
lines for perfusion. The Japanese Society of Extra-Corporeal
Technology in Medicine (JaSECT) developed a perfusion regis-
try to examine variation in perfusion practice in Japan. A pilot
study was designed to determine the rate and accuracy of data
extraction from patients’ medical records and perfusion practice
records and the subsequent entry of data into the registry form.
We designed an input matching test using medical records and
perfusion records from a sample of patients. Five institutions
participated in data extraction and entry from 10 randomly
selected case records. Perfusionists entered data in the registry
form in accordance with the instruction manual prepared by the

JaSECT guideline committee. The time taken to input every case
in the registry was measured. An interview-based survey was
carried out across institutions after the completion of the pilot.
The time required for data entry stabilized after approximately
five cases to a rate that was 40% of the first case entry time. Data
entered into the registry by perfusionists for multiple-choice
items were accurate 65% of the time and accurate 25% of the
time for numerical data. The interview-based survey identified a
total of 38 opportunities for improvement in the input form and
58 recommended changes for the instruction manual. The accu-
racy of data may be improved by developing a method allowing
the objective detection of deficient data when present in the
perfusion case record by developing automatic data acquisition
from the automatic perfusion recording system currently in
use, and by changing as many numerical value input items
as possible to multiple-choice items. Keywords: perfusion,
database, extracorporeal circulation. JECT. 2014;46:258–261

In cardiovascular surgery, perfusion using an artificial
heart–lung machine is performed as a basic life support
control method. In recent years, the demand for evidence-
based medicine has been increasing. The International
Consortium for Evidence-Based Perfusion (ICEBP) is a
partnership and collaboration among perfusion societies,
medical societies, clinicians, and industry to improve con-
tinuously the delivery of care and outcomes for patients
undergoing cardiac surgery. To achieve this end, the

ICEBP supports the development of perfusion registries
to evaluate clinical practices and has established evidence-
based guidelines for perfusion (1,2) Scientific evidence is
derived from randomized controlled trials, observational
studies, meta-analysis, and expert opinion. Registries have
an important role in identifying variation in practice or
for pilot observational studies.

The Japanese Society of Extra-Corporeal Technology
in Medicine (JaSECT) designed a perfusion registry after
reflecting on the results of analysis in a nationwide survey
of the present status of perfusion in 2010 in the Perfusion
Registry Parameters of the ICEBP (3) (Figure 1). Because
the percentage of institutions using electronic perfusion
recording is less than 50% in Japan, an input method using
a keyboard and mouse was selected as the prototype of the
registry database.
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Figure 1. The Japanese Society of Extra-Corporeal Technology in Medicine (JaSECT) perfusion registry data form.
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Accurate data entry into the registry is important.
Although the use of a single data entry person is generally
favored, it is not practical in many institutions. We wanted
to determine whether multiple perfusionists could accurately
extract data from a patient’s medical records and perfusion
practice records and input these data into a registry. We
performed an input matching test using medical records
and perfusion practice records from a sample of patients.

DESCRIPTION

The test period was 4 months between December 2012
and March 2013. Five institutions participated in the
study. The subjects consisted of 10 patients randomly
selected among those who underwent perfusion. A case
registration form was developed using File maker Pro Ver-
sion 11 (Filemaker®) by the JaSECT guideline committee.
We created a manual containing the method to use this
form, the input method, and an explanation of each data
field. Using this manual, multiple perfusionists in each
institution inputted cases into the case registration form.
The data on each patient provided to each perfusionist
were only the patient’s ID and name, and necessary
records were selected by each perfusionist. In addition,
the time required for input per case was recorded. After
the completion of the test, the input data matching and
input time shortening rates in each institution were calcu-
lated. In addition, we visited each institution and per-
formed an interview-based survey on points to be
improved regarding the case registration form and the
manual and the practice status.

All data values are reported as mean or mean ± standard
deviation. Statistical significance was tested using Wilcoxon
signed-rank test (JMP Version 10; SAS Institute Inc., Cary,
NC). A p value < .01 was considered significant.

The total number of extracted patients was 50, who
consisted of 28% with diseases requiring coronary artery
bypass grafting and associated diseases, 23% with valve
diseases, 45% with aortic diseases, 3% with congenital
diseases (adults), and 3% with others.

When the input time for the first case was regarded as
1.00, that for the 10th case was .40 (mean). The input time
gradually decreased from the first to the fifth case but the
decrease became milder thereafter (Figure 2). In addition,
one of the cooperation institutions has tried input data
of 10 subsequent cases. The mean data entry time of these
was even further decreased (Figure 3).

The mean data matching rate was 65% for multiple-
choice items and 25% for numerical value input items,
being significantly lower for the latter (p < .0001).

Among the multiple-choice items, the matching rate did
not significantly differ between the single and multiple
answer items.

The interview-based survey identified a total of 38 oppor-
tunities for improvement for the input form and 58 improve-
ment opportunities for the manual. When the items were
classified into numerical value input and multiple-choice
items, the total number of indications regarding points to
be improved in the numerical value input and multiple-
choice items were 19 and 19, respectively, for the input
form and 43 and 15, respectively, for the manual.

DISCUSSION

The mean time required for registration per case
decreased to approximately 15 minutes at the time of input
of the tenth case and then became stable, suggesting that
this perfusion registry can be performed by multiple perfu-
sionists as a routine task without the need for a designated
data entry person. In addition, the work becomes simple if
data required for the registry are embedded within the
perfusion records at each institution. Therefore, accurate

Figure 2. Change in input time from the first case to the tenth case.
The input time for the first case was regarded as 1.00. Data are presented
as mean. Time measurement was carried out with four institutions.

Figure 3. Data input time change over 20 sequential cases of institution
B. Data are presented as mean ± standard deviation.
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input in a short time may be possible by producing a simple
manual using a correspondence table or illustration that
shows correspondence between items of records used in
each institution at present and those of the case registry
form. The matching rate was low for both multiple-choice
and numerical value input items. This may have been the
result of the study design in which the test was performed
by each perfusionist using the same manual based on data
only on the ID and name of patients randomly extracted in
each institution. In other words, which items of paper-based
or electronic records stored in each institution are input was
left to the discretion of the local center. In addition, the
interview-based survey identified 96 indications regarding
items causing difficulty in determining data for input.
Because the total number points to be improved in the
explanation contents for the numerical value input items
was approximately three times that for the multiple-choice
items, the person entering data may have had difficulty in
determining input values. For example, when the time
required for a certain process is explained as a conceptual
description, differences among those entering the data tend
to occur, and even if data can be collected from other
institutions and analyzed, the results may be unreliable.
Therefore, the initiation and discontinuation times should
be definitely shown as “the time point when a certain action
is undertaken that coincides with a specific event” to ensure
the reliability of recorded data.

When designing a registry, it is important to be thoughtful
with the process of data collection and determine how
facile collection of data elements may be for partici-
pants. Moreover, the completeness and accuracy of the
data should be assessed. Furthermore, data entry person-
nel should be surveyed to determine opportunities for
improvements. It is possible that a data entry person’s
difficulty in making decisions leads to deficient data. In
addition, because the perfusion database requires patient

data before and after surgery, input omissions are more
likely to occur for these specific data elements. Deficient
data impair the analysis of collected data. It is possible
that analysis cannot be performed because it is impossible
to determine whether deficient data indicate input omis-
sions (although data were present), the absence of data, or
“zero” as the value of data (4). Since AmSECT revised the
Standards and Guideline for Perfusion Practice, the data
elements collected on perfusion records will likely become
more consistent across centers and perhaps more consis-
tently available (5). The accuracy of data may be improved
by developing a method allowing the objective detection
of missing data (6). Automatic data acquisition from the
electronic perfusion recording system is increasingly being
used. Furthermore, changing as many numerical value
input items as possible to multiple-choice items will further
improve data accuracy.
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