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Executive Summary 

The Special Committee Investigating Deaths Under Anaesthesia (SCIDUA) has been reviewing deaths 

since 1960. Because sedation and anaesthesia exist on a continuum of a decreased level of 

consciousness and use the same, or similar, drugs, the committee also reviews sedation-related deaths in 

New South Wales. For the purposes of this report, no distinction is made between anaesthesia-related 

and sedation-related deaths. 

In New South Wales, under section 84 of the Public Health Act 2010 it is mandatory for public and private 

facilities to report a death arising after anaesthesia or sedation for an operation or procedure to SCIDUA.  

The estimated resident population in New South Wales, as reported by the Australian Bureau of Statistics 

for the December 2020 quarter, was 8,084,192. Using the Admitted Patient Data Collection1 to examine 

the number of episodes of anaesthesia administered (n=666,825 episode end dates identified) for public 

(300,802) and private (366,023) hospital patients in 2020, against the number of patient 

deaths/separations, a total of 1,700 deaths occurred. Notifications received for the 2020 calendar year 

(n=298), identified 279 deaths occurred in public hospitals and 19 in private hospitals. Of these, SCIDUA 

classified 49 anaesthesia-related public hospital deaths and 7 private hospital deaths (n=56).  

Activity for the committee in 2020 included 312 notified deaths, where death had occurred during, due to, 

or within 24 hours of, an anaesthetic or administration of sedative drugs for medical/surgical procedures. 

Of these, 260 deaths fell within the criteria of the terms of reference for SCIDUA, with 49 cases classified 

by the committee as being, wholly or partly, related to anaesthetic factors; as follows:   

• 15 cases where anaesthesia either directly caused, or substantially contributed to, the patient’s 

death (Category 1 and 2) 

• 34 cases where a combination of anaesthesia and surgical factors contributed to the patient’s 

death (Category 3) 

Further analysis of the data identified that: 

• Most of the patients were elderly, with 87.75% (n=43) of patients aged 72 years or older, and a 

further 12.24% (n=6) of patients aged between 16 and 63 years of age.  

• Most patients were classified as critically ill with 61.22% (n=35) being ASA 4. 

• 22.45% (n=11) of deaths related to anaesthesia occurred in the operating theatre. 

• Median age of male patients is 81 years and female 85.5 years. 

The committee reviews the anaesthesia-related deaths to identify any management choices it considers 

could be improved upon; these are called correctable factors. In 2020, the committee determined that 

71.43% (n=35) of cases had no correctable factor. Data for the 14 cases with correctable factors shows: 

• 14 cases classified as anaesthesia-related deaths had one or more correctable factors. 

• 71.43% (n=10) of these cases were classified as Category 1 deaths. 

• 10 cases where the causal or contributing factor was associated with B(ii) Airway maintenance. 

This report also includes data for 11 years (2010-2020), from the 3,273 notifications submitted by 99 

hospitals (Appendix E), of which 16.28% (n=533) were identified as anaesthesia-related deaths. The 

highest correctable factor for anaesthesia-related deaths was A(i) - Pre-operative Assessment (n=52).  

Australia remains one of the safest places in the world to undergo a surgical procedure. In 2020 the 

chance of any patient dying while undergoing a procedure was 0.03%. Further more, the chance of 

anaesthesia contributing to the death was 0.007%, with the chance of anaesthesia directly causing death 

being 0.002%.  

 
1 Source: Admitted Patient, Emergency Department Attendance and Deaths Register, NSW Ministry of Health SAPHaRI, data 

extracted on 26 September 2022. 
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Chairman’s Foreword 

Anaesthesia in New South Wales is incredibly safe. We maintain this incredible safety record despite the 

work landscape changing constantly. We are now in an era of operating on patients who previously would 

have been deemed too high risk, we now perform procedures which never existed previously, we now 

operate on patients in positions which are challenging and difficult. But through all of this we manage to 

keep our patients safe. 

There are times however that despite our best efforts something untoward occurs. It is important when 

these events occur, they are talked about and analysed so future events are avoided. 

The 2020 Report shines a light on the Safety of Anaesthesia. It also highlights cases from which 

Anaesthetists can learn from and refer to in the future when dealing with similar patients or operations. 

The take home messages from these cases are similar to previous years – consideration of invasive 

monitoring, anticipatory vasopressors, securing and protecting the airway at the start of a case. All done 

to avoid a crisis later. 

Some of these cases also demonstrate that some end-of-life patients and their families (and 

proceduralists) may not be aware that the addition of anaesthesia to their current health state can actually 

result in the end of life. Communication between the patient, families and proceduralists in this setting is 

very important to ensure everyone has a clear understanding of risks and benefits before embarking on 

any procedure. 

When Professor Holland started the committee in 1960 it was a vastly different working environment. 

Anaesthetists did not have the sophisticated monitoring or equipment we take for granted and the 

education of anaesthetists was not as robust as it is today. As a result of this, anaesthetic-related deaths 

were much higher than we see now, particularly in the obstetric and paediatric population. The Article 

Professor Holland wrote in 19702 is reprinted in this report (Appendix F) and highlights just how far we 

have come as a profession in improving our safety record. 

Once again, this report is not intended to be a Textbook on Anaesthesia, the reflection points are meant 

to stimulate conversations within the profession. Anaesthetists need to decide for themselves what works 

safely in their hands. 

As in previous years, I am incredibly grateful to the anaesthetists who have so generously allowed me to 

use their cases so that others may learn, and future events are avoided.  

I hope you enjoy reading the report and I hope you have many conversations as a result with your 

colleagues. 

 

 

Dr Carl D’Souza 

SCIDUA Chairman 

 

 
2  (1970), SPECIAL COMMITTEE INVESTIGATING DEATHS UNDER ANAESTHESIA REPORT ON 745 CLASSIFIED CASES, 

1960–1968. Medical Journal of Australia, 1: 573-594. https://doi.org/10.5694/j.1326-5377.1970.tb116940.x  

https://doi.org/10.5694/j.1326-5377.1970.tb116940.x
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Throwback to the Early Days of SCIDUA 

History provided from the words of Professor Ross Holland on the first 50 years of SCIDUA. 

In 1960, when SCIDUA was first convened, the Labor Government was in administration and the Minister 

for Health was Mr W.F. (Billy) Sheahan.  

Apart from politics, the economy of the early 1960s was quite different from today. Decimal currency was 

not introduced until 1966, the post-war wool boom provided a more secure financial start for the baby 

boomers, almost half of the population of New South Wales (3.8M) lived outside metropolitan Sydney with 

many rural communities equipped with a local hospital. 

The decision for the preferential admission of servicemen to the Faculty of Medicine, University of 

Sydney, in 1951 resulted in a surplus of graduates and fewer post-graduate opportunities. Many 

graduates sought rural placement in general practice after only a few years of general hospital 

experience. However, anaesthesia was largely administered by General Practitioners in public hospitals, 

as there was an insufficient number of specialist anaesthetists, even in major inner-city hospitals. In 1960, 

there were only 39 Fellows of the Faculty of Anaesthetists in NSW. 

Many small private facilities at the time did not provide the equipment needed for anything but the most 

basic of techniques. Most anaesthetists would be expected to bring their own anaesthetic machine, even 

gases, volatile agents, laryngoscope and endotracheal tubes. 

This is reflected in the data for the early years of SCIDUA which reveals a spectrum of deaths from 

anaesthesia, during or before recovery. However, it is important to appreciate that an anaesthetic registrar 

in 1960 was in a very different situation. Supervision was often distant, or absent, working hours were 

prodigious, and the Faculty required only two years of clinical experience to sit the Final Fellowship 

examination. 

The first interim report released by SCIDUA in 1963 resulted in many GPs voluntarily ceasing to 

administer anaesthesia. Public hospitals introduced the appointment of full-time Directors, supported by a 

modest increase in registrar numbers. Then in 1964, the “24-hour” rule came into effect for notifications to 

the Coroner, and notifications substantially increased. 

The 8-category classification system was first adopted in the 1956 paper by Edwards, Morton, Pask and 

Wylie3 and has been implemented by SCIDUA since its inception. The first three categories relate to 

deaths in which anaesthesia played a part:  

• Where it was reasonably certain that death was caused by the anaesthetic agent or technique of 

administration, or in other ways coming entirely within the anaesthetist’s province. 

• Similar cases, but in which there was some element of doubt as to whether the agent or technique 

was entirely responsible for the fatal result. 

• Cases in which the patient’s death was caused both by the surgical and anaesthetic techniques. 

In 1960, 56 deaths (33 Category-1; 5 Category-2; 16 Category-3) were classified by SCIDUA as being 

wholly or partially due to anaesthesia. Through the work of SCIDUA over the next 7 years (1960-1967), 

anaesthesia mortality showed a decline of approximately 40%. 

In short, the files of SCIDUA not only reveal a most encouraging and satisfactory fall in anaesthesia 

attributable perioperative mortality, but also highlight the fact that in the present state of our knowledge 

and technology we are unable to prevent a greater number of deaths even where the treating team has 

performed to the highest standard. 

 

 
3  Deaths associated with anaesthesia: A report on 1,000 cases. https://associationofanaesthetists-

publications.onlinelibrary.wiley.com/doi/10.1111/j.1365-2044.1956.tb07975.x  

https://associationofanaesthetists-publications.onlinelibrary.wiley.com/doi/10.1111/j.1365-2044.1956.tb07975.x
https://associationofanaesthetists-publications.onlinelibrary.wiley.com/doi/10.1111/j.1365-2044.1956.tb07975.x
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SECTION 1: COMMITTEE 

1. Ministerial Committee 

The NSW Special Committee Investigating Deaths Under Anaesthesia is an expert committee established 

by the Minister for Health and has been in operation since 1960. Its current terms of reference are:   

‘to subject all deaths which occur while under, as a result of, or within 24 hours after, the 

administration of anaesthesia or sedation for procedures of a medical, surgical, dental or 

investigative nature to peer review so as to identify any area of clinical management where 

alternative methods could have led to a more favourable result’ 

The Minister for Health appoints members to the committee for a term of five years. The committee elects 

its own Chairperson, who must be a currently practising anaesthetist. 

The committee has anaesthetists from a broad range of clinical specialties and professional 

organisations. Nominations for membership are invited from the Australian and New Zealand College of 

Anaesthetists (ANZCA), the Australian Society of Anaesthetists and academic departments of 

anaesthesia. 

1.7 Why is this important? 

Anaesthesia is not a medical therapy in itself but is performed so that a medical or surgical procedure can 

be performed. Ideally, there would be no adverse outcomes from the anaesthetic. Unfortunately, all 

current anaesthetic and sedative drugs are either cardiovascular and/or respiratory depressants and their 

administration is subject to human error. Additionally, the specialised equipment and monitors that are 

used may be subject to faults and/or incorrect use.  

Anaesthetists monitor, interpret and react to changes in the patient's condition. These changes could be 

due to the underlying disease process, the patient's intercurrent diseases, interactions or reactions to 

drugs, or due to the surgical/medical procedure taking place and its complications. 

It is important to look for emerging trends because anaesthetic, surgical and medical interventions change 

with time. It is also important to monitor anaesthetic outcomes and look for ways to reduce any adverse 

events. 

We would like to see the notification of death submitted to SCIDUA as soon as possible after the event - 

while it is still fresh in the practitioner’s mind. This is when small details are retained, which can aid in the 

analysis of an unfortunate patient outcome. 

1.8 Legislative Protection and Confidentiality 

The committee is afforded special privilege under section 23 of the Health Administration Act 1982. This 

legislation makes it an offence for a person who obtains information in connection with the work of the 

committee to disclose the information without obtaining the proper authorisation. In doing so, it is vital to 

preserve anonymity. 

Confidentiality of all communications between the reporting anaesthetist and the committee is paramount. 

Information can only be released with the consent of the person who provided the information, or the 

approval of the NSW Minister for Health, or authorised delegate.   

Permission was sought from each practitioner to share their cases in this report to assist in the prevention 

of future deaths under anaesthesia. SCIDUA would like to extend its gratitude to those generous 

practitioners. 

 



Page 6 of 113 

1.9 Notifying Deaths to SCIDUA 

The notification of a death arising after anaesthesia or sedation for operations or procedures is a 

mandatory requirement in New South Wales, regardless of whether the death proceeded for Coronial 

investigation. Public Health Organisations use the Death Review Database to assist them to classify 

deaths that meet the criteria requirements for SCIDUA.  

Reporting to SCIDUA is required under section 84 of the Public Health Act 2010 and applies: 

‘if a patient or former patient dies while under, or as a result of, or within 24 hours after, the 

administration of an anaesthetic or a sedative drug administered in the course of a medical, 

surgical or dental operation or procedure or other health operation or procedure (other than a local 

anaesthetic or sedative drug administered solely for the purpose of facilitating a procedure for 

resuscitation from apparent or impending death).’ 

Some medical practitioners may be under the false impression that deaths which occur greater than 24 

hours after administration of an anaesthesia are not reportable. This is not the case. If an intra-operative 

event occurs resulting in a patient’s death, that death is reportable, even if it occurs days or weeks later. 

Health practitioners are required to notify the death by emailing a completed report form (Appendix B) to: 

CEC-SCIDUA@health.nsw.gov.au. 

With the recent increase in non-invasive procedures being undertaken by both physicians and 

radiologists, we have clarified the need for reporting of these cases. If local anaesthetic alone was 

administered to enable the procedure to be undertaken, there is no need to report this death to SCIDUA. 

If, however, any sedative agent was concurrently used, then this is considered a reportable death. 

Cases may also be referred to SCIDUA by the CEC’s Patient Safety Team and the Collaborating 

Hospitals’ Audit of Surgical Mortality (CHASM) Program if there is concern that anaesthesia may have 

been a factor in a patient’s death. 

1.10 Review Process 

All reported deaths are reviewed by the triage sub-committee which can either classify the death as due 

to factors not falling under the control of the health practitioner, or request further information from the 

reporting health practitioner, via a SCIDUA questionnaire (Appendix C), for the committee to further 

discuss the case and its classification. 

The questionnaire is always sent if there is any suspicion that the anaesthetic or sedation was involved, or 

if the patient died during the procedure or in the recovery period. A questionnaire is also sent when there 

is a paucity of information on the initial notification form. The medical practitioner may wish to make 

further confidential information available to the committee that was not available in the patient’s medical 

record. 

When questionnaires are returned, all information is de-identified and distributed to members of the 

committee prior to its meetings for review. Cases are discussed at each meeting and classified. A 

confidential reply by the Chairperson is sent to the health practitioner explaining the committee's decision. 

The committee manages its data in a secure Microsoft Access 2010/SQL server relational database. It 

stores data on patients and anaesthetists, as well as information collected from the notification form, 

questionnaire and triage sub-committee and committee meetings. The CEC is responsible for data 

management, ensuring accurate reporting, interpretation and verification of anaesthesia-related deaths. 

 

mailto:CEC-SCIDUA@health.nsw.gov.au
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1.11 System of Classification 

SCIDUA cases are classified using a system agreed upon by the ANZCA Anaesthesia Mortality Sub-

committee in 2006, revised in 2020. Categories are ordered into three main groups, as below. 

Group A contains deaths where anaesthetic factors are thought to have played a role. The intention of 

the classification is not to apportion blame on individual cases, but to establish the contribution of the 

anaesthesia factors to the death. There are three categories:  

Category 1 
Where it is reasonably certain that death was caused by the anaesthesia or other factors 
under the control of the anaesthetist 

Category 2 
Where there is some doubt whether death was entirely attributable to the anaesthesia, or 
other factors under the control of the anaesthetist 

Category 3 Where both surgical and anaesthetic factors were thought to have attributed to the death 

Note: The above classification is applied regardless of the patient’s condition before the procedure. 
However, if it is considered that the medical condition makes a substantial contribution to the anaesthesia-
related death, subcategory H should also be applied. 

If no factor under the control of the anaesthetist is identified which could or should have been done better, 
subcategory G should also be applied. 

Group B has three categories of death where anaesthesia is thought to have played no part:  

Category 4 
Surgical death where the administration of the anaesthesia is not contributory and surgical 
or other factors are implicated 

Category 5 
Inevitable death (with or without surgery), which would have occurred irrespective of 
anaesthesia or surgical procedure 

Category 6 
Incidental death, which could not reasonably be expected to have been foreseen by those 
looking after the patient, was not related to the indication for surgery and was not due to 
factors under the control of anaesthetist or surgeon 

Group C identifies deaths where the factors involved in the patient’s death are not fully assessable. There 

are two categories:  

Category 7 
Those that cannot be assessed, despite considerable data, but where the information is 
conflicting or key data is missing. The committee uses this category when it is unable to 
find out the actual cause of death 

Category 8 
For cases which cannot be assessed as the available data is inadequate to make a final 
determination 

Underpinning the case classification for Group A deaths are sub-categories for a causal or contributory 

factors (Appendix D). There is often more than one factor to be identified in anaesthesia-related deaths. 

The committee understands that this classification system has its limitations; however, it is a universal 

system used by all states of Australia. There are some instances when the patient’s disease or condition 

is the main contributing factor to the patient’s death, particularly as proceduralists now operate on older, 

sicker patients. 

On occasion surgical intervention may be the precipitating factor that leads to the death, but it is often 

difficult to dissociate the effects of the anaesthetic and the anaesthetist’s response to the critical incident, 

as contributing factors. 

In these situations, cases are often classified as Category 3GH (the anaesthetic, surgery and significantly 

the patient's own serious medical condition, were factors that contributed to the death), yet the committee 

was satisfied with the anaesthetic and surgical management. 
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1.12 Communication and Reporting 

SCIDUA communicates with its key stakeholders in the following manner: 

• Each individual anaesthetist who provides information to the committee receives a letter from the 

Chairperson explaining the reasons behind the committee's views on their case  

• A special report for the preceding calendar year is provided to the Minister for Health 

• This year the committee provided data to the ANZCA Mortality Sub-committee, which produces the 

triennial report on the ‘Safety of Anaesthesia: A review of anaesthesia-related mortality reporting in 

Australia and New Zealand (2015-2017).  

The ANZCA Mortality Sub-committee report into the "Safety of Anaesthesia in Australia" now reports 

urgency, based on whether the patient was admitted for scheduled (elective) surgery or as an emergency 

admission. 

The Chairperson and members provide presentations at various forums throughout the year. This 

encourages candid conversations concerning clinical management and communication that enables 

SCIDUA to consider these points of view with a patient safety focus. 

In addition, the committee periodically submits reports to peer-reviewed journals, in which trends in 

anaesthesia-related mortality are described.  These reach a wide range of anaesthetists in Australia, New 

Zealand and internationally. 

1.7 Committee Activity in 2020 

The committee met four times in 2020 and, together with the triage sub-committee who met six times in 

2020, reviewed 312 cases. As in previous reports, not all deaths reviewed occurred in the reporting year. 

Cases are reviewed as soon as possible after the information is made available to the committee. 

Table 2 below shows the 2020 SCIDUA summary of activity for cases reviewed.  

Activity No. of cases 

Reviewed by triage 266 

Reviewed by the committee 46 

Total cases reviewed 312 

Classified by triage 215 

Classified by the committee 45 

Total cases classified 260 

Table 1: Summary of cases reviewed (n=312) and classified (n=260) by SCIDUA in 2020. 

Each year there are some cases that are notified to SCIDUA but do not fall within the terms of reference – 

usually because the patient died more than 24 hours after the operation and anaesthesia was not thought 

to be implicated in any way. This may be because the doses of drugs used were trivial or given during 

resuscitation efforts.  

We remind all medical practitioners that once an anaesthetic or sedation drug is given (regardless of the 

amount given) that patient is deemed to have had a procedure under anaesthesia / sedation and should a 

death occur, that death is reportable. 

 



Page 9 of 113 

1.7 Categorisation of Deaths Reviewed 

During the 2020 reporting period a total of 260 cases were reviewed by the committee using this system 

of classification. Distribution of deaths by classification category is shown in Table 1 below. 

Death Type Category 
No. of 
cases 

Deaths attributable to 
anaesthesia 

1 
10 

  2 5 

  3 34 

Sub Total  49 

Deaths in which anaesthesia 
played no part 

4 
11 

  5 190 

  6 6 

Sub Total  207 

Un-assessable deaths 7 1 

  8 3 

Sub Total  4 

Grand Total  260 

Table 2: Distribution of classified deaths in 2020 by category (n=260). 

1.8 Notifications by Year of Death 

Of the deaths reviewed, 163 occurred in 2020; 94 in 2019; and 3 in 2018, as shown in Figure 1 below. 

 

Figure 1: Distribution of notifications received in 2020 by year of death (n=260). 

 

Year 2018

1.15%
(n=3)

Year 2019

36.15%
(n=94)

Year 2020

62.69%
(n=163)

Distribution of notifications by year
Cases reviewed in 2020

No. of Cases

260
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1.9 Surgery and Urgency 

The committee classifies the timing of surgery into the four categories listed below: 

Emergency 
Immediate surgery for a life-threatening condition (less than 30 minutes), e.g., ruptured 
abdominal aortic aneurysm, intracranial extra-dural haematoma, prolapsed umbilical cord. 

Urgent 
At the earliest available time to prevent physiological deterioration (30 minutes - 4 hours), 
e.g., ruptured viscus, appendicitis, open wound, blocked ventriculo-peritoneal shunt. 

Urgent non-
emergency 

The patient has a condition that requires emergency surgery, but there is time to allow 
medical optimisation and appropriate organisation of operating time and surgeons or 
surgical teams (4 hours to days), e.g., fractured neck of femur, pacemaker insertion, 
laparotomy for bowel obstruction. 

Scheduled Where the patient presents for elective surgery. 

The committee found the urgent non-emergency category accounted for 65% (n=32) of anaesthesia-

related deaths, with the majority of cases continuing to be orthopaedic, as in previous years. Scheduled 

surgery had 13 (27%) deaths, and emergency surgery had 4 (8%) deaths, as shown in Figure 2 below. 

 

  

Figure 2: Waffle chart visualizing the distribution of urgency for anaesthesia-related deaths (n=49).  

Note: Each coloured cell represents one percentage point. 

1.8 Distribution of Specialty 

Figure 3 below shows over half of all anaesthesia-related deaths were for orthopaedic surgery (57%, n=28). 

 

Figure 3: Distribution of surgical specialty for anaesthesia-related deaths (n=49).  

0 5 10 15 20 25 30

Orthopaedic

Non-Invasive Procedural - Endoscopy

Cardiothoracic

Vascular

Other - Nil

ENT / Head and Neck

Urology

Gynaecological

Abdominal

Non-Invasive Procedural - Cardiac

S
U

R
G

IC
A

L
 S

P
E

C
IA

L
T

Y

Surgical specialty of anaesthesia-related deaths 
Cases reviewed in 2020

Urgent Non-emergency 

65% (n=32) 

Scheduled 27% (n=13) 

Emergency 8% (n=4) 



Page 11 of 113 

SECTION 2: CASE EXAMPLES 

CATEGORY 1 DEATHS 

The following section provides case examples reviewed by the SCIDUA committee and contain a short 

clinical scenario and learning points identified.  

The first section highlights Category 1 deaths, where it is reasonably certain that death was caused by the 

anaesthesia or other factors under the control of the anaesthetist. 

CASE 1: Summary 

A patient in their mid-eighties was admitted for a gastroscopy for investigation of dysphagia. They had a 

dilated oesophagus on CT and presumed food bolus obstruction.  

Background Medical History 

• Leiomyosarcoma with lung and bone metastasis 

• Ischaemic heart disease with bypass grafts and stents 

• Atrial Fibrillation 

• Ulcerative colitis with total colectomy 

• The patient had an Advance Care Directive in place 

Anaesthetic Details 

High flow nasal prong oxygen was placed and the patient was sedated with propofol in 50mg bolus 

increments. 

The initial endoscopy revealed a dilated oesophagus with some food matter but the scope was able to be 

passed into the stomach. 

Events 

5 minutes into the procedure the patient began to desaturate rapidly. The procedure was terminated and the 
scope was withdrawn.  The desaturation persisted and to the point where death seemed inevitable without 
ventilation. The patient had an Advance Care Directive in place and the family were called into the recovery 
room, where the patient passed away 40 minutes later. 

Reflection Points from the Committee 

• Endoscopies should not be treated as “quick” procedures.  The same level of thought, planning and 
execution should go into the anaesthetic as any other procedure. 

• This was an elderly frail patient with a known obstruction in his gastrointestinal tract. This should 
have necessitated a secure airway for a procedure to be carried out safely. 

• Having an Advance Care Directive in place should not be confused with not giving the same level of 
treatment as any other patient. Once a decision to perform a procedure has been made, this should 
be carried out to the highest standards. Being “gentle” and using a different technique is 
understandable but may not be in the patient’s bests interests. 

• High flow nasal prong oxygenation will often give you a false sense of security that the patient is 
ventilating adequately. The oxygen saturations will remain high even if the patient is apnoeic or 
partially obstructed. You must be vigilant to ensure an unobstructed airway is present when using 
this method of oxygenation. 
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CASE 2: Summary 

A patient in their late-seventies was admitted for a gastroscopy.  They had abdominal pain in the last two 

weeks with loss of appetite.  A single vomit occurred on the morning of the procedure.  

Background Medical History 

• Previous Cholangitis 

• Hypertension 

• Hypercholesterolemia 

Anaesthetic Details 

Nasal prong oxygen (5L/min) was applied and the patient was sedated with propofol 150mg + 50mg.  

Gastroscopy revealed particulate matter in mid oesophagus and the stomach was filled with fluid.  A 

decision was made to abandon the procedure. 

Events 

The patient gagged at this point and rapid desaturation occurred to 80%. 

An arrest was called and oxygenation via bag mask was attempted.  Saturations were now 50%.  Poor 

pulses were noted so CPR was commenced. 

Intubation was attempted. There was no view due to amount the of gastric fluid. Blind intubation 

unsuccessful. 

An emergency front of neck access with 14g cannula was performed but became filled with gastric fluid.  A 

laryngeal mask airway was inserted with some improvement in saturation to 80%. A second intubation 

attempt was successful.  An NG tube was inserted and 3L aspirate noted. 

The patient was commenced on inotropes and was transferred to ICU.  

The patient passed away 3 weeks later due to septicaemia and ARDS. 

Reflection Points from the Committee 

• A patient vomiting on the day of a procedure should be a red flag for an aspiration risk.  A thorough 

history around such events should be sought. 

• Anaesthetists are often reassured by gastroenterologists that they can evacuate the stomach should 

anything be there. This is NOT true.  The suction channels on a gastroscope only allow for fluid to be 

removed.  Any large particulate or solid matter cannot be removed. 

• An emergency in an endoscopy unit may not be run as effectively as in the operating theatres. The 

staff, equipment and skill set of those around you are different to the operating theatres. 

• Before embarking on an endoscopy list, it is worth checking the available equipment in the 

immediate vicinity (this is an ANZCA requirement). 
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CASE 3: Summary 

A patient in their mid-eighties was admitted for gastroscopy and gastrostomy tube insertion.  They had 

metastatic prostate cancer with retrosternal lymphadenopathy causing gastric outlet obstruction.  The 

patient presented with nausea and vomiting and an NG tube was placed. A CT scan of the abdomen was 

performed as part of the admission.  

Background Medical History 

• Cardiomyopathy 

• Atrial Fibrillation 

• Chronic Obstructive Pulmonary Disease 

• Pacemaker 

• Advanced Care Directive in place. 

Anaesthetic Details 

Nasal prong oxygen was used, and the patient was sedated with midazolam 1mg, fentanyl 50 micrograms 

and propofol TCI commenced. 

Events 

During the procedure the patient coughed, gastric fluid noted in the mouth, and oxygen saturation fell to 

50%.  The gastroscope was withdrawn, the patient was suctioned and 100mg suxamethonium was given.   

The patient was intubated and saturations slowly improved to 90%.  

Dark brown liquid was suctioned from the ETT.  The procedure was recommenced and completed. 

Due to the Advance Care Directive / Not For Resuscitation orders the patient was extubated and the family 

contacted.  A decision was made to palliate the patient and they died the next day. 

Reflection Points from the Committee 

• This patient had a known gastric outlet obstruction prior to the procedure. An aspiration event was 

highly likely during the procedure. A secure airway should have been used. 

• Careful analysis of all information available is always important. A review of the CT scan here would 

have given a different picture to the patient's story on the day of feeling well, no nausea and no NG 

output. 

• We often justify sedation in certain cases citing ‘it is more gentle’ or ‘it saves time’, but these views 

should be questioned continuously. 

• We need to be clear about what anaesthetic method we are delivering.  Sedation is a term we often 

use when in actual fact it is a general anaesthetic without a secured airway we are providing. 
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CASE 4: Summary 

A patient in their early-eighties had an elective gastroscopy for investigation of abdominal pain. 

Background Medical History 

• Ischaemic Heart Disease 

• Atrial Fibrillation 

• Hypertension 

• Chronic Kidney Disease 

Anaesthetic Details 

Nasal prong oxygen was applied and the patient was sedated with alfentanil and propofol 50mg. 

Events 

During the gastroscopy, reflux of green fluid was noted.  The scope was withdrawn and the patient 

intubated. 

A bronchoscopy was performed to clear the airway as much as possible and the patient was transferred to 

ICU.  A subsequent abdominal CT revealed an obstructing cecal tumour. 

The patient died a few days later from ARDS and sepsis. 

Reflection Points from the Committee 

• Any patient presenting for an endoscopy should have the reason for the procedure explored. 

• Abdominal pain is a particularly vague symptom - more information is needed. 

• How is the pain being managed?  Simple analgesia or oral opioids? The use of opioids will delay 

gastric emptying. 

• Has the patient lost their appetite? This may well indicate delayed gastric emptying. 

• Was the abdominal pain accompanied by nausea and vomiting? What is the patient’s fasting status? 

This is an aspiration risk. 

• This information will help you decide if the patient is a likely or unlikely aspiration risk. Even a small 

volume aspiration event can be fatal. 
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CASE 5: Summary 

A patient in their late-seventies with a perforated diverticulum and acute renal failure required a Hartmann’s 

Procedure. 

Background Medical History 

• Atrial Flutter 

• Hypertension 

• Asthma 

Anaesthetic Details 

Rapid sequence induction was undertaken with propofol 50mg and rocuronium 50mg. 

Events 

A massive aspiration occurred at the time of induction. The initial blood gas post-event showed PaO2 89, on 

FiO2 0.9. 

The case was commenced but there was increasing vasopressor requirement and deteriorating gas 

exchange. At the end of the case the patient was on noradrenaline, adrenaline and dobutamine infusions, 

with PaO2 47 on FiO2 1.0. 

Consideration was given for retrieval to another institution, but the patient was deemed too unstable for 

transfer and they were palliated in the operating theatre. 

Reflection Points from the Committee 

• Preoperative optimisation in terms of fluid resuscitation and placement of a nasogastric tube should 

have been part of initial care of this patient. 

• The choice of muscle relaxant in cases which require a rapid sequence induction is anaesthetist 

dependant, however, if using rocuronium a dose of 1.2mg/kg is recommended. 

• Consider reverse Trendelenburg positioning during induction to decrease passive regurgitation. 
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CASE 6: Summary 

A patient in their mid-eighties was admitted for a bladder mass biopsy.  

Background Medical History 

• Ischaemic Heart Disease- NSTEMI / Stent  

• Transient Ischaemic Attack  

• Peripheral Vascular Disease 

• Type 2 Diabetes 

• End Stage Renal Failure 

• Chronic Pulmonary Obstructive Disease – Lobectomy. 

Anaesthetic Details 

There was some difficulty in obtaining a reliable pulse oximetry trace pre-operatively but this was ultimately 

achieved. The patient was induced with fentanyl 50 micrograms and propofol 50mg + 50mg.   

Events 

A laryngeal mask airway 4 was inserted but the seal was poor. This was removed and the patient was 

returned to bag mask ventilation.  The pulse oximetry was reading inconsistently and the heart rate dropped 

to 40. Blood pressure dropped to 100 systolic and the patient was treated with ephedrine 6mg x 3. 

Given the patient’s instability, a decision was made not to proceed with the case. Pulse oximetry was then 

lost completely with no palpable pulses present, along with pulseless electrical activity. CPR was 

commenced and 1mg adrenaline was given and the patient was intubated. 

There was a brief return of cardiac output then ventricular fibrillation. Resuscitation continued, but a decision 

was made to cease resuscitation efforts after 20 minutes. 

Reflection Points from the Committee 

• It is important to always question the need for a procedure. It is especially important when the 

patient is frail and is at a high anaesthetic risk.   

• When a patient is booked for a diagnostic procedure (as opposed to a therapeutic procedure), a 

conversation should always take place between the proceduralist, anaesthetist and patient.  This is 

so everyone has a clear understanding of what is trying to be achieved and the risks involved. Ask 

how this diagnostic procedure changes the treatment plan and would the patient be fit for a 

subsequent definitive procedure?  

• Difficulty obtaining a reliable oxygen saturation trace preoperatively should make you think very hard 

about how unwell the patient is. 
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CASE 7: Summary 

A patient in their early-nineties with a fractured neck of femur had a hemiarthroplasty after a mechanical fall 

at home. 

Background Medical History 

• Atrial Fibrillation, on warfarin 

• Bioprosthetic Aortic Valve Replacement 

Anaesthetic Details 

The patient was given Vitamin K 5mg and a fascia iliaca block in the emergency department. 

In the operating theatre the patient was induced with fentanyl 50 micrograms and propofol 70mg.  A 

laryngeal mask airway (LMA) 4 classic was inserted and a fascia iliaca block and arterial line was placed. 

The patient was placed in the right lateral position. 

Events 

Post positioning it was noticed that brown fluid was present in the LMA lumen and the patient’s mouth.  They 

were suctioned, given suxamethonium 100mg and intubated. 

Oxygen saturation post intubation was 80%.  Recruitment manoeuvre was performed and the saturations 

returned to 95% (on FiO2 of 1.0).  The patient was paralysed with rocuronium 30mg and the case was 

commenced.  Multiple recruitments were needed during the case to maintain oxygen saturations.  The case 

was completed, and the patient was transferred to bed and sat upright.  Oxygen saturations were 70-80%. 

The patient was transferred to ICU, where a discussion with family and ICU resulted in limits being placed 

on support.  The patient had continuing hypoxia and haemodynamic compromise and they died four hours 

post-surgery. 

 

Image 1: Oxygen saturations trends during the case. 

Reflection Points from the Committee 

• Aspiration is a risk in any patient having surgery even if they are technically fasted. The risk of 

aspiration increases with emergency surgery. 

• Clinical judgement ultimately decides the risk of aspiration in the individual patient in any given 

circumstance. 

• A plan for how to deal with aspiration should it occur should always be made prior to undertaking 

any anaesthetic. 

• Any surgery taking place where the patient is not supine adds complexity and difficulty.  Thought 

should be given to various issues surrounding this, especially to loss of airway and intravascular 

access. 

 



Page 18 of 113 

CASE 8: Summary 

A patient in their late-seventies was admitted for gastroscopy, +/- stent for gastric outlet obstruction. 

Background Medical History 

• Recent diagnosis of metastatic bowel cancer. Palliative care involved; patient for ward-based care. 

• NG tube was removed two days prior as there was minimal drainage. 

Anaesthetic Details 

The patient was induced with fentanyl 100 micrograms, propofol 60mg and paralysed with rocuronium 

30mg. 

Events 

Difficult bag mask ventilation – two-person technique and Guedel airway (oropharyngeal airway) used.  

Faeculent smell was noted and laryngoscopy revealed a soiled oropharynx.  It was a challenging intubation 

as the view was obscured by ongoing reflux of gastric contents. Intubation was successful; however, the 

trachea was heavily soiled.  An NG tube was inserted and 500mls was suctioned. 

It was difficult to oxygenate and ventilate the patient. Oxygen saturations were 90% on FiO2 0.8.  High 

airway pressures were noted, but the patient was haemodynamically stable. 

The patient was given sugammadex 200mg and the anaesthesia was stopped. The patient remained non-

responsive. 

A discussion followed between all teams involved and family members. A decision was made to transfer the 

patient to ICU for palliation, where they died two hours later. 

Reflection Points from the Committee 

• Patients who have bowel obstruction require a rapid sequence induction with an appropriate dose of 

muscle relaxant.  If using rocuronium the recommended dose is 1.2mg/kg 

• Preoxygenation is a critical component of rapid sequence inductions.  Achieving an end tidal oxygen 

of 0.8 or greater prior to induction should be sought. 

• Modified rapid sequence induction is a term used to describe the technique of bag mask ventilation 

while applying cricoid pressure. This can increase the chance of aspiration because of accidental 

insufflation of the stomach. 

• While modified rapid sequence inductions have their place in clinical practice, it is not advisable to 

use them in patients with known full stomachs. 
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CASE 9: Summary 

A patient in their early-sixties presented with post-tonsillectomy bleeding.  The tonsillectomy was performed 

four weeks prior.  Blood loss was estimated to be greater than 1 Litre.  The patient’s observations: HR 100; 

BP 140/110. 

Background Medical History 

• Previously well. 

Anaesthetic Details 

The patient was assessed in the anaesthetic bay as Mallampati Score 14.  They had good mouth opening 

and neck extension. 

Rapid sequence induction was performed. Midazolam 2mg, fentanyl 100 micrograms, propofol and 

rocuronium 60mg were administered. 

Events 

The patient had a grade 1 view on laryngoscopy.  They were intubated but had no end tidal CO2.  The ETT 

was removed and oxygen saturations were 95%. Help was summoned and the patient was reintubated.  

Oxygen had reduced to saturations 63%. Once again, a grade 1 was on view. This time high airway 

pressures were noted with oxygen saturations at 40-50%. 

Severe bronchospasm was suspected, and intravenous adrenaline was given.  Sinus bradycardia was 

developing and atropine 600 micrograms was given. The patient proceeded to have a cardiac arrest.  

Pulseless electrical activity occurred and CPR was commenced.  

Emergency cricothyroidotomy was performed (30 minutes post induction). Saturations improved to 78%, 

along with return of spontaneous cardiac output a few minutes later. 

Arterial and central venous access was obtained and surgery commenced. The bleeding point was identified 

and controlled. The patient was reintubated orally and the cricothyroidotomy wound closed. 

The patient was transferred to ICU. In ICU myoclonic seizures were noted with non-reactive pupils. EEG 

confirmed status epilepticus. 

Global hypoxic injury was suspected and the patient died 4 days later.  Mast Cell tryptases taken post-

surgery, and 4 hours later were 4.7 and 5.5. 

Reflection Points from the Committee 

• End tidal CO2 is the gold standard for confirming intubation of the trachea.  Until proven otherwise 

No Trace = Wrong Place. 

• The old saying “if in doubt, take it out” holds true even today.  Bag mask ventilation is a safer 

alternative than ventilating an oesophagus. 

• If you are convinced that the endotracheal tube is in the correct position but there is no carbon 

dioxide trace, consider using a bronchoscope to confirm position. 

• In a case such as this, where there is bleeding in the airway which might obstruct a clear view, 

consider using a video laryngoscope to maximise chances of a successful intubation on the first 

attempt. 

 

 
4 The modified Mallampati classification is a scoring system for the amount of mouth opening to the size of the tongue and 

provides an estimate of space available for oral intubation by direct laryngoscopy. 
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CASE 10: Summary 

A patient in their mid-seventies was admitted for removal of lingual exostosis. A similar procedure was 

performed three months earlier, uneventfully, with the patient discharged home on oral amoxicillin. 

Background Medical History 

• Rheumatoid Arthritis 

• Asthma 

Anaesthetic Details 

The patient was induced with midazolam 1mg, fentanyl 75 micrograms and propofol 80mg.  A laryngeal 

mask airway was placed and amoxycillin 2g administered. 

The patient was draped and local anaesthetic (LA) administered (0.5% Marcaine with adrenaline). 

Events 

During LA administration the patient was noted to cough and move his hand. BP at that time showed 

130mmHg systolic, sevoflurane was increased and the airway was checked. 

Next blood pressure reading was 60mmHg systolic. Drapes were removed and the patient appeared poorly 

perfused. Pulses could not be felt and BP 40mmHg systolic. An arrest was called; CPR commenced and 

adrenaline given.  Suxamethonium 100mg was given and the patient was intubated. Initially high peak 

airway pressures were noted. CPR continued for 35 minutes before return of cardiac output. 

There was no meaningful neurological recovery post-event and the patient was palliated 10 days later. Mast 

cell tryptase was 161 micrograms/L, and 4 hours later 106 micrograms/L. 

Reflection Points from the Committee 

• Anaphylaxis can occur with any drug, or with drugs which have been used uneventfully previously.  

Anaphylaxis can be fatal even with immediate recognition and management. 

• In clinical practice you are more likely to see an antibiotic associated anaphylaxis (rather than 

muscle relaxants) purely because nearly every patient we anaesthetise gets given antibiotics. 

• Anecdotally antibiotic anaphylaxis tends to have more cardiovascular manifestations and be more 

severe than muscle relaxant anaphylaxis where respiratory manifestations predominate. 
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CATEGORY 2 DEATHS 

Category 2 deaths are classified as: Where there is some doubt whether death was entirely attributable to 

the anaesthesia, or other factors under the control of the anaesthetist 

CASE 11: Summary 

A patient in their mid-seventies fell sustaining a fractured neck of femur and they presented for a 

hemiarthroplasty. They also had concurrent bronchopneumonia. 

Background Medical History 

• Ischaemic heart disease 

• Left ventricular ejection fraction 15-20% 

Anaesthetic Details 

The patient was induced with fentanyl 50 micrograms, propofol 30mg, and paralysed with rocuronium 30mg. 

Induction and intubation were tolerated well. 

Events 

The patient was positioned laterally for the operation. They sustained progressive hypotension leading to a 

Pulseless Electrical Activity (PEA) arrest 20 minutes post induction. The anaesthetic was ceased. 

CPR was commenced and there was return of cardiac output in 40 seconds.  No adrenalin was given. 

A decision was made not to proceed with surgery and the patient was transferred to ICU. 

The patient died 5 hours later. 

Reflection Points from the Committee 

• Patients with significant ventricular dysfunction are very sensitive to anaesthetic agents 

• Invasive arterial blood pressure monitoring should be instituted prior to induction in order to detect 

deviation from normal parameters and institute immediate treatment.  Hypotension in these patients 

is poorly tolerated and leads to a declining spiral of ischemia and further hypotension. 

• Intraoperative TOE (if available) will help guide fluid loading and monitor cardiovascular function. 

• Consideration of central venous access either prior to induction or immediately after to allow for 

anticipated inotrope administration is also sensible. 

• Manipulation of the fracture site and cementing of prosthesis are significant insults to the 

cardiovascular system due to embolic phenomenon.   
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CASE 12: Summary 

A patient in their early-eighties required insertion of a tunnelled Vascath® for haemodialysis. They had acute 

renal failure secondary to multiple myeloma. 

Background Medical History 

• Ischaemic heart disease / CABG 

• Recent Echo showing normal LV size and function.  Mild reduction in RV function. 

• Aortic valve repair 

• Atrial fibrillation 

• Type 2 Diabetes 

Anaesthetic Details 

The patient was commenced on a metaraminol infusion prior to induction.  They were given fentanyl 100 

micrograms, and propofol 100mg + 50mg.  A laryngeal mask airway #5 was inserted. 

Events 

The first BP post induction was 70mmHg systolic, treated with a metaraminol bolus. The patient had 

progressive bradycardia to 20bpm and atropine 1.2mg was given. A short period of CPR / 1mg adrenaline 

was given, with the patient’s heart rate improving to 150bpm and BP 200/100 afterwards. The patient was 

intubated. 

The BP started to fall again whilst remaining tachycardic.  Further adrenaline was given resulting in BP 

overshoot and further tachycardia. A decision was made to abandon the procedure. 

A central line was inserted and noradrenaline was commenced.  ABGs  pH 7.17  pO2 216  PCO2 45.  BE -11  

Lac 7.2  The patient was transferred to ICU. 

An echo cardiogram in ICU showed severe right heart failure. Treatment was withdrawn the next day. 

Reflection Points from the Committee 

• As with any procedure it is important to ask if the procedure can be done without needing a general 

anaesthetic.  It is safer in the elderly, frail and sick to have procedures carried out with minimal 

anaesthetic if possible.  Sometimes this is not possible, but it is always important to ask the 

question. 

• Patients with renal failure currently receiving dialysis are often intravascularly dry.   

• Anaesthetic agents in “normal” doses will have an exaggerated effect in this patient population. 

• If treating hypotension/bradycardia with adrenaline, smaller doses (10-20 micrograms increments) 

will achieve this without a prolonged exaggerated overshoot. 
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CASE 13: Summary 

A patient in their mid-nineties was admitted with a fractured neck of femur and concurrent pneumonia. 

Background Medical History 

• High level nursing home resident 

• Dementia 

• Ischaemic heart disease 

• Atrial Fibrillation 

• Advanced care directive. Not for CPR. 

Anaesthetic Details 

Spinal anaesthetic was attempted (ketamine 10mg + propofol 10mg sedation given three times) but unable 

to find the space, so a general anaesthetic was administered. 

Propofol 20mg, ketamine 20mg, fentanyl 75 micrograms and rocuronium 50mg was given.  The patient was 

intubated. 

Events 

The patient was positioned laterally. Desaturation, bradycardia (40bpm) and hypotension (60 systolic) 

occurred, which was treated with 100% oxygen, IV fluids, and atropine 300 micrograms x 3 doses. 

Phenylephrine 200 micrograms x 3 doses was given and then adrenalin 100 + 200 + 200 micrograms.  

There was no response to treatment.  No CPR was commenced as per the advanced care directive.  The 

patient died 30 minutes post induction. 

 

Image 2: Anaesthetic trend printout. 

Reflection Points from the Committee 

• Elderly patients are often dehydrated.  They have concealed blood loss in their fracture site and, in 

this case, suffering from a concurrent infection makes the patient prone to sepsis.  All these factors 

increase the chance of major decompensation post induction. 

• Arterial line monitoring prior to induction will be of use in such a patient. 

• These are high risk patients having surgeries that are deemed necessary.  It is reasonable to 

provide these patients with the highest standards of care but being aware of their (and their families) 

wishes should things not go according to plan. 
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CASE 14: Summary 

A patient in their mid-eighties had a fractured neck of femur following a fall. 

Background Medical History 

• High level nursing home resident 

• Epilepsy 

• Cerebellar cerebrovascular accident 

• Breast Cancer 

• Previous pulmonary embolus 

Anaesthetic Details 

The patient was induced with propofol 40mg and paralysed with rocuronium 25mg.  The patient was 

intubated. 

Events 

The patient had post induction hypotension with no pulse palpable and was treated with metaraminol 0.5mg 

x 2 doses. A palpable pulse returned and the heart rate was 60-80 bpm.  The patient then had runs of 

tachyarrhythmia which were self-reverting. 

 

Image 3: Tachyarrhythmia captured on ECG. 

A decision was made not to proceed with the surgery. Sugammadex was given and the patient extubated. 

An ECG showed sinus rhythm with ST depression. The patient died in the recovery room. 

Reflection Points from the Committee 

• Even with “gentle” induction, cardiovascular compromise can occur. 

• It is appropriate not to proceed with surgery when the patient showed signs of decompensation prior 

to surgery beginning. 
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CASE 15: Summary 

A patient in their late-forties with obstructive oesophageal cancer required oesophageal re-stenting. They 

had chronic aspiration pneumonitis and poor respiratory function. Oxygen saturations were 88% on 

supplemental oxygen. 

Background Medical History 

• Metastatic cancer to lungs, liver and peritoneum 

• Intellectual impairment / Nonverbal 

• Advanced care directive 

Anaesthetic Details 

The patient had rapid sequence induction with fentanyl 100 micrograms, propofol 150mg and 

suxamethonium 100mg. 

Events 

Laryngoscopy revealed a soiled oropharynx. The patient was intubated, however, it was very difficult to 

oxygenate following and the patient had subsequent bradycardia then loss of cardiac output. 

Adrenaline was given with no response.  In keeping with the Advance Care Directive no CPR was attended. 

The patient died on the operating table. 

Reflection Points from the Committee 

• This was a palliative procedure being carried out with a good reason. It was carried out in the safest 

way possible but unfortunately the outcome was not as intended. 

• Even when a rapid sequence induction is used it does not guarantee a significant aspiration event 

will not occur.  But it is still the best technique we have to prevent such events. 

• An assistant trained in cricoid pressure application is essential. 
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CATEGORY 3 DEATHS 

These deaths are classified as: Where both surgical and anaesthetic factors were thought to have 

attributed to the death. 

CASE 16: Summary 

A patient aged in their late-teens was admitted for a minor procedure prior to commencing chemotherapy for 

newly diagnosed mediastinal lymphoma.  They had a large mass with compression of the heart, aorta, 

inferior vena cava, both pulmonary arteries and both main bronchi. The patient became short of breath on 

lying flat and had intermittent difficulty in swallowing. 

Background Medical History 

• Previously well before diagnosis 

Anaesthetic Details 

The procedure was planned under local anaesthetic (sitting up) and sedation only if needed.  An ECMO 

team was consulted prior to the procedure.  Full monitoring and defibrillation pads were applied. 

Oxygen was administered via a Hudson mask, and two specialist anaesthetists (cardiac and general) were 

present in the room. 

Events 

The patient was given 1mg midazolam and an arterial line was inserted.  The procedure commenced; local 

anaesthetic was given and the patient’s blood pressure was 180mmHg systolic. Fentanyl 25 micrograms 

was given and the patient was conscious but showing signs of distress. They then complained of shortness 

of breath before falling unconscious with rapid desaturation. 

A laryngeal mask airway was inserted.  Oxygen saturations returned to 95%, but the patient was not able to 

be ventilated adequately (CO2 climbing). The ECMO consultants and cardiothoracic consultant were now in 

attendance.  A decision was made to insert a double lumen tube prior to commencing Veno Venous ECMO.   

A DLT was inserted without any further medication being given. Haemodynamic collapse then ensued. CPR 

was commenced while ECMO cannulation insertion took place. The patient was placed on ECMO and 

transferred to ICU. 

Over the following days the patient did not respond to chemotherapy and had worsening mass effects.  A 

repeat MRI Brain showed unsalvageable brain injury. 

Reflection Points from the Committee 

• Mediastinal masses represent life threatening disease and should be treated as such. Both 

respiratory and cardiovascular systems are at risk. 

• Any change in the patient’s condition preoperatively that wasn’t present during the prior assessment, 

when surgery was being planned, should prompt a re-evaluation of the suitability of performing a 

procedure on the day. 

• Thought should be given to where procedures are performed.  For major life-threatening pathology, 

it should be carried out where the greatest number of resources are present. 

• The anaesthetists involved took a great deal of time preparing for this case and planning for possible 

eventualities and ensuring all teams were present, but even this was not enough to rescue the 

situation. 
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CASE 17: Summary 

A patient in their early-seventies required a gastroscopy and colonoscopy for positive faecal occult blood. 

Background Medical History 

• Motor Neurone Disease  

• Respiratory failure on BiPAP.  Oxygen saturations 90% on room air. Hypercapnic. 

• Obstructive Sleep apnoea 

• Atrial fibrillation  

• Congestive cardiac failure – Left ventricular ejection fraction of 35% 

• Ischaemic heart disease with 10 stents 

• Advance Care Directive 

Anaesthetic Details 

A decision was made to offer sedation during the procedure to avoid tachycardia. 

Oxygen was administered via a Hudson mask and sedation was given with midazolam 1.5mg, fentanyl 20 

micrograms and ketamine 60mg incrementally during the procedure. During the 40-minute procedure 

oxygen saturations ranged 90-97%. 

Events 

At the end of the procedure the patient was noted to be sweaty, tachypnoeic and hypoxaemic (oxygen 

saturations were 79%). The patient was thought to be in pulmonary oedema.  This was treated with bag 

mask ventilation, frusemide and GTN spray.  Flumazenil 400 micrograms and Naloxone 400 micrograms 

was also given. 

An arterial line was placed and blood gas analysis showed pH 6.98, PaCO2 168, PaO2 136. 

The patient was transferred to ICU where they suffered a VF arrest and could not be resuscitated. 

Reflection Points from the Committee 

• This patient was at the end of their natural life, and it is important for anaesthetists to carefully 

consider whether booked procedures need to be performed. Perhaps a diagnostic procedure should 

not have been carried out in this case. 
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CASE 18: Summary 

A patient aged in their late-eighties with a fractured neck of femur presented for a hemiarthroplasty. They 

presented with thigh pain and a pelvic CT showed the fracture with faecal loading in the colon as an aside.  

A chest x-ray showed post cardiac consolidation.  Oxygen saturations were 95%. 

Background Medical History 

• Mild dementia 

• Type 2 diabetes 

• Hypertension 

Anaesthetic Details 

The patient was given a gas induction with oxygen, nitrous and sevoflurane. 

Events 

The patient regurgitated coffee ground vomitus. They were immediately turned to the lateral position and 

suctioned. The patient was coughing vigorously and allowed to wake up when it was then noticed how 

distended the abdomen was. 

An abdominal x-ray taken after the event revealed a small bowel obstruction and the patient was moved to 

the ward.  They developed respiratory distress later on that day and were seen by ICU, and after discussion 

with the family comfort measures were undertaken. 

The patient died 6 hours post-induction.  

Reflection Points from the Committee 

• Concurrent disease is often present in patients presenting for emergency surgery.  Having these 

patients assessed by medical and anaesthetic teams prior to surgery can help diagnose these 

conditions and optimise them prior to surgery. 
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CATEGORY 4 

These deaths are classified as: Surgical death where the administration of the anaesthesia is not 

contributory and surgical or other factors are implicated. 

CASE 19: Summary 

A patient in their mid-fifties had excision of SCC of the tongue, neck dissection and free radial forearm flap. 

Background Medical History 

• Previously well 

Anaesthetic Details 

The patient was administered total intravenous anaesthesia with nasal intubation. 

Events 

The usual practice of the ENT surgeon in these cases was to perform an elective tracheostomy for airway 

management in the post-operative period. This surgery occurred during COVID-19 precautions when 

tracheostomies were avoided and so the nasal tube was left insitu and the patient sent to ICU. 

On day 4 the nasal tube was accidentally dislodged during routine care. The patient was taken back to 

theatre where an oral endotracheal tube was placed with some difficulty. 

On day 6 the patient returned to theatre for a formal tracheostomy. Postoperatively there was intermittent air 

leak from the tracheostomy site and some bleeding.  

The patient was now becoming febrile and a decision was made to decannulate the patient within 24 hours 

of insertion.  

The patient continued to deteriorate post decannulation, becoming more hypoxemic and unresponsive to 

non-invasive ventilation. 

A decision was made to reintubate the patient. Initial attempts by ICU staff were unsuccessful. The ENT 

surgeon arrived but the stoma could not be recannulated. The anaesthetist was able to intubate the patient 

over a bougie. The patient arrested a short time later but was able to be resuscitated.  However, they 

remained unresponsive following that event and died 3 days later. 

The post-mortem showed a right sided pneumothorax and bronchopneumonia. 

Reflection Points from the Committee 

• The onset of COVID-19 saw a widespread change in all our practices.  Since then, there has been a 

period of enormous change with improved knowledge of COVID-19, change in variants, availability 

of vaccines and skill with PPE. 

 



Page 30 of 113 

CATEGORY 5 - Inevitable Deaths 

This year there is not a specific case example for this category. Inevitable deaths are cases where the 

patient’s disease or injury made recovery impossible, despite competent anaesthesia and surgery, and as 

such, death was considered inevitable. 

The majority of cases (79.62%; n=207) reviewed by the committee were identified as having no 

anaesthetic or surgical factors involved, with 190 classified as inevitable deaths.  

Of the 190 deaths reviewed, 93.16% of patients were assessed as ASA grade 4 or 5 - being critically 

unwell or not expected to survive for 24 hours - with 73.16% (n=139) aged 65 years or over. 

Further analysis on inevitable deaths identified that cases were distributed across several surgical 

specialties and non-invasive procedural areas, with abdominal surgery and non-invasive surgery (cardiac, 

endoscopy, radiological) the most frequent, as shown in Figure 4 below.  

 

Figure 4: Specialty distribution for inevitable deaths determined by SCIDUA in 2020 (n=190). 

Note: The grouping 'Other' includes: ENT / Head and Neck, Other - Nil, Other - Resuscitation, Urology. 
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2.1 Causal or Contributory Factors 

The committee determined that correctable factors were present in 14 anaesthesia-related deaths in 

2020. The causal or contributary factors related to these deaths are varied (n=20), with the majority being 

associated with anaesthetic technique (n=11), of which airway maintenance (Bii) was the major factor 

(n=10), as shown in Table 3 below.  

Of the 14 anaesthesia-related deaths with correctable factors, 71.43% (n=10) were classified as Category 

1 deaths; and 78.57% (n=11) of patients were 70 years of age or older; the median age is 76.5 years. 

Causal or contributory factors Frequency count 

A Pre-Operative 4 

Ai Assessment 4 

Aii Management 0 

B Anaesthetic technique 11 

Bi Choice or application 1 

Bii Airway maintenance 10 

Biii Ventilation 0 

Biv Circulatory support 0 

C Anaesthesia drugs 2 

Ci Selection 0 

Cii Dosage 0 

Ciii Adverse event 2 

Civ Inadequate reversal 0 

Cv Incomplete recovery 0 

D Anaesthetic management 1 

Di Crisis management 0 

Dii Inadequate monitoring 1 

Diii Equipment failure 0 

Div Inadequate resuscitation 0 

Dv Hypothermia 0 

E Post-Operative 0 

Ei Management 0 

Eii Supervision 0 

Eiii Inadequate resuscitation 0 

F Organisational 2 

Fi Inadequate supervision or assistance 0 

Fii Poor organisation 1 

Fiii Poor planning 1 

G No correctable factor 35 

H Medical condition of patient a significant factor 41 

Table 3: Factors identified in anaesthesia-related deaths, 2020 (n=49). 

Note: The frequency count adds up to more than 14, because some anaesthesia-related deaths have more than one causal or 

contributing factor identified. 
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2.2 Anaesthetists and Anaesthesia 

Patient outcomes are also influenced by the grade of the anaesthetist and the type of anaesthesia used. 

Figure 5 below shows the distribution of anaesthetist grade and type of anaesthesia used for the 49 

anaesthetic-related deaths reviewed in 2020.  

Anaesthesia-related deaths where general anaesthesia was administered accounted for 73.47% (n=36) of 

cases reviewed by the committee in 2020. In 97.22% (n=35) of these deaths the general anaesthetic was 

administered by a specialist anaesthetist. 

Regional anaesthesia administered by a specialist anaesthetist in 34.69% (n=17) of deaths, with one 

episode of regional anaesthesia administered by a trainee.  

Sedation was administered by a specialist in 10 of the 12 deaths reported. The majority of patients were 

aged 63 years or older. Four patients were also administered a regional anaesthetic during their 

admission for orthopaedic surgery; whilst another was administered a local anaesthetic for gynaecological 

surgery. 

 

Figure 5: Frequency distribution of anaesthesia-related deaths (n=49) for 2020 by grade of anaesthetist 

and type of anaesthesia administered. 

Note: The frequency count adds up to 67 as some anaesthesia-related deaths had more than one type of anaesthesia 

administered to the patient. 
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2.3 Deaths in the Operating Theatre or Procedure Room 

Deaths that occur under the anaesthetist’s direct care, either on the operating table or shortly after in the 

recovery room, are of specific importance to the committee. 20.38% (n=53) of cases reviewed by the 

committee occurred in operating theatre or procedural room, as highlighted in Figure 6 below.  

 

Figure 6: Distribution of death location (n=260) as determined by SCIDUA in 2020. 

Of the 53 deaths that occurred in the operating theatre or procedural room, 11 were attributed to 

anaesthesia-related factors and one was deemed as un-assessable. Anaesthesia played no part in the 

remaining deaths (n=41).  

There were 11 trauma related cases included in this cohort. Figure 7 below shows the number of deaths 

in the operating or procedural rooms and whether anaesthesia played a part.  

Of the 11 deaths attributable to anaesthesia within the operating room, three were ‘scheduled’, three were 

‘emergency’, and the remaining five were ‘urgent non-emergency’ surgeries. 

 

Figure 7: Deaths occurring in the operating theatre or procedural room and whether anaesthesia played a 

part, as determined by SCIDUA in 2020 (n=53). 
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2.4 Surgical Specialty and Gender 

Figure 8 below shows the gender distribution for deaths by surgical specialty occurring in the operating 

theatre or procedural room, where anaesthesia played no part. Of the 41 deaths, 68.29% (n=28) were 

male and 31.71% (n=13) female. 

 

Figure 8: Distribution of gender across surgical specialty for deaths in which anaesthesia played no part 

that occurred in the operating theatre or procedural room (n=41) for cases reviewed in 2020. 
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2.5 Age and Gender 

Figure 9 below shows that anaesthesia-related deaths in 2020 occurred more often in males (53.06%; 

n=26) than females (46.94%; n=23). The age range spanned 101 years, with deaths from patients aged 

16 years up to 101 years.  

The majority of these deaths occurred in patients aged 72 years or older (87.76%; n=43). The median age 

for male patients is 81 years and female 85.5 years. 

 

Figure 9: Distribution of gender across age bands for deaths attributable to anaesthesia (n=49) for cases 

reviewed in 2020. 
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2.6 ASA Physical Status 

The American Society of Anaesthesiologists (ASA) Physical Status Classification System (Appendix A) 

has been used for over 60 years to assess and grade patients according to their pre-anaesthesia health 

to assist with predicting peri-operative risk factors. 

Figure 10 below shows the majority of anaesthesia-related deaths were patients assessed as ASA grade 

3 or 4 (93.88%; n=46). When compared to section 4.3 Age and gender; this outcome demonstrates that 

majority of anaesthesia-related deaths in the age group 80 - 89 were assessed as ASA grade 3 or 4, as 

seen in Figure 11 below. This outcome supports the view that higher anaesthetic risks exist for elderly 

patients, who typically have more co-morbidities. 

Two anaesthesia-related deaths were assessed as ASA grade 5; i.e., a moribund patient who is not 

expected to survive without the operation. 

 

 

Figures 10 and 11: Distribution of ASA score and age bands for deaths attributable to anaesthesia 

(n=49) for cases reviewed 2020. 
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2.7 Hospital Level Classifications 

SCIDUA classifies hospitals into six levels, using a numerical system based on, but not identical to, the 

NSW Guide to Role Delineation of Health Services5, as follows in Table 4: 

Level 6 

A multi-disciplinary hospital, which provides facilities for most or all surgical sub-

specialties and the intensive care environment to support them. Specialist and 

sub-specialist anaesthetic staff are on site during the day and anaesthetic 

registrar cover is on site 24 hours a day. This classification also applies to where 

a hospital is designated as a trauma centre. 

Level 5 

Level 5 P 

A hospital which is multi-disciplinary, but only provides some sub-specialty 

surgery and anaesthesia, with an appropriate post-operative environment. 

Specialist and sub-specialist anaesthetic staff are on site during the day and 

anaesthetic registrar cover is on site 24 hours a day, or available within 10 

minutes. 

Level 4 

A multi-disciplinary hospital, which does not cater for all surgical specialities, but 

accepts some trauma and provides a lower level of intensive care, referring any 

patients in need of specialised life support to a higher-level facility. Specialist 

anaesthetic staff are on site during the day and provide an on-call service after 

hours. 

Level 3 

A hospital or day centre which undertakes a limited range of procedures but 

does not have the capability to care for high-risk patients or surgery which 

necessitates high-level post-operative care. Specialist anaesthetic staff are on 

site during the day. 

Level 2 

A facility at which anaesthesia or sedation is provided to enable a single 

procedure to be undertaken on good-risk patients (such as stand-alone ECT or 

dentistry). 

Level 1 
Any other location at which anaesthesia or sedation is administered, such as a 

dental office. 

Table 4: Description of hospital level classifications. 

Note: For institution, hospital or facility that is in regional NSW, the suffix R is added. 

For private institutions, hospitals or facilities, the suffix P is added.  

 

 
5 NSW Ministry of Health, 2016, Guide to the Role Delineation of Health Services 
http://www.health.nsw.gov.au/services/Publications/role-delineation-of-clinical-services.PDF 

http://www.health.nsw.gov.au/services/Publications/role-delineation-of-clinical-services.PDF
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2.8 Hospital Level Distribution 

Figures 12 and 13 below show the distribution of hospital type, and the hospital levels and classification 

categories.  

• 46.94% of anaesthesia-related deaths (n=23) occurred in Metropolitan Public Teaching hospitals, 

with 83.67% of anaesthesia-related deaths occurring in Hospital Levels 5 (n=21), 5P (n=4) and 6 

(n=16). However, these hospital types and levels typically perform higher volumes of complicated 

and emergency surgeries.  

• 57.14% (n=12) of deaths in Level 5 hospitals were classified as Category 3 deaths; having both 

surgical and anaesthetic factors involved. The Category 1 deaths generally concerned events 

associated with pulmonary aspiration on induction of anaesthesia. There was one other death 

following a cardiac arrest after administration of anaesthesia.  

  

Figures 12 and 13: Distribution of hospital type, hospital level and category for deaths attributable to 

anaesthesia (n=49) for cases reviewed 2020. 
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SECTION 3: TREND DATA 

3.1. Date of Death Data over 11 years (2010-2020) 

This section of the report reviews SCIDUA deaths for each calendar year over the eleven-year period 

(2010-2020) to identify any trends in the data. The SCIDUA Program has had very few changes in its 

structure over its long-established history. This translates to consistent quality in the questions asked of 

participating anaesthetists and in the data set. 

This section of the report continues from the data sets provided in the 2019 report, with a refresh of the 

data occurring on 16 June 2022. Trends are reported over the 11-year period (2010-2020) from the 

notifications reported to SCIDUA by participating hospitals and medical practitioners for the deaths that 

occurred in each calendar year.  

Typically, there is a 5-10% roll-over of notified deaths for the calendar year which are classified by the 

committee in the following calendar year.  

3.2. Notifications of Death 

Figure 15 below shows the number notifications submitted to SCIDUA between 2010–2020. The highest 

number of deaths occurred in 2017, with August and October 2017 reporting the highest number of 

deaths (n=42) which is above the upper control limit of 39 and the lowest in December 2014 (n=8). 

 

Figure 14: Deaths (n=3,273) notified to SCIDUA by year of death 2010-2020. 
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3.3. Notifications by Year and Month 

Figure 16 below further shows deaths notified per month over the 2010-2020 period. In 2017, the monthly 

deaths notified were above the 11-year average of 24, resulting in 2017 being the year with highest 

number of deaths notified to SCIDUA.  

Figure 15: Deaths (n=3,273) notified to SCIDUA occurring by date of death month and year, 2010-2020.  

3.4. Classification of Deaths 

Data analysis on the 3,273 notifications of death submitted over the 11-year period indicates that 76% 

(n=2,485) were classified as deaths in which anaesthesia played no part, 16% (n=533) as anaesthesia-

related deaths. Deaths that could not be assessed constituted 3% (n=93), and 5% (n=162) of forms did 

not complete the review process as they did not meet the criteria for review. The waffle chart in figure 14 

below shows the percentage of classifications assigned to these deaths.  

 

  

Figure 16: Percentage of classifications over the 11-year period (date of death: Jan 2010 – Dec 2020). 

 

5

10

15

20

25

30

35

40

45

J
a
n

A
p

r

J
u
l

O
c
t

J
a
n

A
p

r

J
u
l

O
c
t

J
a
n

A
p

r

J
u
l

O
c
t

J
a
n

A
p

r

J
u
l

O
c
t

J
a
n

A
p

r

J
u
l

O
c
t

J
a
n

A
p

r

J
u
l

O
c
t

J
a
n

A
p

r

J
u
l

O
c
t

J
a
n

A
p

r

J
u
l

O
c
t

J
a
n

A
p

r

J
u
l

O
c
t

J
a
n

A
p

r

J
u
l

O
c
t

J
a
n

A
p

r

J
u
l

O
c
t

2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020

N
O

. 
O

F
 C

A
S

E
S

DATE OF DEATH MONTH / YEAR

11-year trend by year and month 

Upper control: 39

Lower control: 9

Average: 24

Deaths in which anaesthesia played no part 

76% (n=2,485) 

Deaths attributable to anaesthesia 

 16% (n=533) 

Excluded 5% (n=162) 

Un-assessable deaths 3% (n=93) 



Page 41 of 113 

During the period of 2016 to 2019 there was an above the average (n=225) increase of notifications for 

deaths in which anaesthesia played no part while notifications in 2020 (n=223) were slightly below the 11-

year average (n=225), as included in Figure 17 below.  

The highest number of anaesthesia-related deaths that were notified to SCIDUA occurred in 2011 (n=57) 

and the lowest occurred in 2018 (n=28). 

In 2020, there was a 6% (n=56) increase in anaesthesia-related deaths compared to 2019 (n=53). 

Deaths in which anaesthesia played no part Deaths attributable to anaesthesia 

  

Un-assessable deaths Excluded 

  

Figure 17: Classification of deaths (n=3,273) by category and date of death year, 2010-2020.  
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3.5. Time of Death 

Review over the 11-year period shows that overall, 93.34% (n=3,055) of deaths notified to SCIDUA have 

the time of death specified, as represented in Figures 18 and 19 below. Further analysis of time band for 

deaths attributable to anaesthesia shows 8.06% (n=41) occurred between 7:00 to 7:59 pm, of which 53% 

(n=22) were urgent non-emergency orthopaedic surgeries. Time of death was not specified in 24 

anaesthesia-related death notifications. 

6.03% (n=140) of deaths not related to anaesthesia occurred between 4:00 to 4:59 pm of which 79.29% 

(n=111) were emergency surgeries. There were 163 notifications in which anaesthesia played no part and 

did not specify time of death. Distribution of time of death for anaesthesia-related deaths and where death 

is not associated with anaesthesia is shown in Figures 18 and 19 below.  

 

Figures 18 and 19: Distribution of time of death for anaesthesia-related deaths (n=533) and deaths in 

which anaesthesia played no part (n=2,485) over the 11-year period 2010-2020. 
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3.6. Distribution by Public and Private Deaths 

Over the 11-year reporting period there was a small increase in the number of private hospital 

notifications, from 9 in 2010 to 19 in 2020. In 2018, of the 18 notifications submitted to SCIDUA by private 

hospitals, none were attributable to anaesthesia as determined by the committee. The majority of 

notifications were from the public health system at 95% (n=3,103), with a yearly average 282. The 

variances in high-low represent the reporting backlog some hospitals experience, with a trending decline 

towards the end of the calendar year when the two-week closure comes into effect and staffing numbers 

are reduced. 

Over the 11-year period, 2017 had the highest number of deaths (n=379) notified from the public health 

system, while the highest number of notified deaths from the private sector occurred in 2015 (n=26). 

Figures 20 and 21 below compare public and private facility notifications, 2010-2020.  

 

 

Figures 20 and 21: Public and private distribution of deaths (n=3,273) by date of death, 2010-2020. 
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3.7. Distribution by Hospital Group 

The Clinical Excellence Commission encourages Local Health Districts (LHD) and Specialty Health 

Networks to report notifiable deaths using the admitted patient death screening tool6. SCIDUA 

encourages over-reporting as it helps to foster a positive safety culture for incident reporting. Over-

reporting also allows the SCIDUA Chairperson to review deaths that occur outside of the 24-hour period 

to determine whether there was a catastrophic event that contributed to the patient death following the 

administration of anaesthesia or sedation. 

Data analysis on the days variance for death notifications by LHD/hospital groups shows a range of 

notifications from 78 to 1 per annum over the 11-year period. Obviously, those groups with a higher 

number of tertiary facilities and higher rate of surgeries/procedures, are represented with more 

notifications of death per annum. However, the availability of dedicated staffing resources also helps to 

facilitate robust identification of cases, resulting in higher quality notifications which meet the criteria of 

SCIDUA. Figure 22 below shows the distribution of death notifications by local health districts/hospital 

groups, 2010–2020.  

 

Figure 22: Distribution of deaths (n=3,273) notified to SCIDUA by LHD/hospital groups 2010-2020. 

 
6 The Admitted Patient Death Screening Tool is available at: 
https://www.cec.health.nsw.gov.au/__data/assets/pdf_file/0010/290665/Admitted-Patient-Death-Screening-Tool.PDF  
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Figure 23 below shows the distribution of deaths (n=3,273) notified to SCIDUA by case classification and 

calendar year for each hospital group over the 11-year period (2010-2020). 
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Case classification: Deaths attributable to anaesthesia, Deaths in which anaesthesia played no part, Un-assessable 
deaths, Excluded 
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Case classification: Deaths attributable to anaesthesia, Deaths in which anaesthesia played no part, Un-assessable 
deaths, Excluded 

MNCLHD 

Classified Notifications 83 

NNSWLHD 

Classified Notifications 81 
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Figure 23: Distribution of deaths (n=3,273) notified to SCIDUA by case classification and calendar year 

for hospital groups over the 11-year period (2010-2020). 
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3.8. Notifications of Death by Days Variance 

To obtain the most accurate information from medical practitioners involved with the death of a patient 

that meets the criteria of SCIDUA, it is important to capture a clear recollection of events by submitting a 

‘Form of Notification’ as soon as possible after the patient death. 

Members of the SCIDUA committee encourage medical practitioners to adopt a model of early self-

notification (1-30 days after the patient death) to SCIDUA, rather than waiting for the notification from the 

hospital system (45 days after the end of the month in which the death occurred) to generate an email 

request by SCIDUA. Medical practitioners are also encouraged to contact the SCIDUA Chairperson 

should they have any queries or concerns about the notification process or whether the death meets the 

criteria for SCIDUA. 

Data analysis over the 11-year period shows that overall, 44.31% (n=1,451) of deaths are self-notified by 

medical practitioners within 30 days of the patient death. However, there are still 30.05% (n=982) of 

notifications that are received more than 90 days after the patient death, as shown in Figure 24 below. 

 

Figure 24: Days variance for submission of notifications for deaths occurring between 2010-2020. 
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Data analysis for the 11-year period on the days variance for notifications to SCIDUA greater than 90 

days of patient death had an average of 89 and there was a steady above-average increase since 2014.  

In 2019 (n=166) and 2020 (n=145) 48% of the notifications were submitted within 30 days of the patient 

death. 

In 2020, there are 6 same day notifications which is the highest over the 11-year period, as shown in 

Figure 25 below.  

 

Figure 25: Trend for submission of notifications of death (n=3,273) occurring between 2010-2020. 
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3.9. Submission Rate by Hospital Group 

A closer look at the notifications submitted to SCIDUA for deaths occurring in 2020 identify that 14 out of 

the 17 hospital groups have more than 50% of their notifications submitted within 90 days of death, as 

seen in Figure 26 below.  

 

Figure 26: Distribution of percentage of notifications submitted to SCIDUA within 90 days and over 90 

days from date of death for the deaths occurring in 2020 (n=298). 
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3.10. Trauma Deaths 

The SCIDUA triage sub-committee classifies trauma deaths (death due to physical trauma) prior to review 

by the full committee. Most trauma deaths have an ASA score of ‘4’ (a patient with severe systemic 

disease that is a constant threat to life) and are admitted to a Level 6 hospital with a trauma facility. 

The definition of major trauma applies when patients of any age, are admitted to a designated NSW 

Trauma Service within 14 days of sustaining an injury, and:  

• have an Injury Severity Score (ISS) > 12 (moderate to critically injured); or  

• are admitted to an Intensive Care Unit (irrespective of ISS) following injury; or 

• die in hospital (irrespective of ISS) following injury, except those with an isolated fractured neck of 

femur injury sustained from a fall from a standing height (<1 metre) and those aged 65 years or 

older who die with minor soft tissue injury only7. 

Analysis on the deaths classified by SCIDUA as trauma-related identify that 2014 had the highest number 

of trauma deaths (n=73) and 2010 had the lowest (n=18). Overall, there were 592 deaths classified as 

trauma, with 256 deaths classified as inevitable and 31 as un-assessable, as shown in Figure 27 below.  

Further analysis shows that females represented 51.52% (n=305) of all trauma deaths and males 48.48% 

(n=287) in the 11-year period, the median age for female being 67.5 and male 57.5.  

 

Figure 27: Trauma deaths by category (n=592) over the 11-year period (2010-2020).  

Note: Cases classified as excluded (n=162) are not included in this analysis. 
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Figures 28-30, below, show further information on trauma-related deaths.  

Data analysis shows that ASA 4 is assigned to 44.76% (n=265) of trauma deaths. The majority of trauma 

deaths occur within the orthopaedic surgical specialty (n=354). 91.72% of trauma deaths occurred in 

ICU/High Dependency, operating theatre and general ward locations. 

 

Figure 28: Trauma deaths by ASA score (n=592) over the 11-year period (2010-2020).  

Note: Cases classified as excluded (n=162) are not included in this analysis. 
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3.11. Non-Beneficial Surgery (Futile Surgery) 

Futility is subject to much debate within medical and surgical care. There is no concise definition and an 

objective understanding is yet to find common ground. For the purpose of reviewing deaths potentially 

associated with anaesthesia, SCIDUA applies the concept of ‘non-beneficial surgery’ to help classify 

deaths which may otherwise be seen as futile. 

These are cases where surgery is performed, when it is clear before starting, that no favourable outcome 

could be expected from the surgical intervention. In 2020, the committee classified 7 such cases having 

date of death in 2019 (n=1) and 2020 (n=6). 71.43% (n=5) classified as emergency i.e., the patient 

requires immediate surgery (less than 30 minutes) for a life-threatening condition, such as a ruptured 

abdominal aortic aneurysm.  

These cases may reinforce difficult situations where medical practitioners are presented with challenging 

circumstances, such as, the desire to proceed with surgery when other end of life or palliative care 

planning could provide alternative options, or where surgery is performed to provide comfort measures. 

SCIDUA encourages all treatment team members to engage the patient and their families in a 

conversation about realistic outcomes when offering procedures, and giving patients and families the 

option of palliation, where feasible, or of establishing a ceiling of care. 

The cumulative total for cases classified as non-beneficial over the 11-year period is 87 of which 85.06% 

(n=74) are deaths in which anaesthesia played no part and the remaining 14.94% (n=13) are deaths 

attributable to anaesthesia, as represented in Figure 31 below.  

 

Figure 31: Distribution of non-beneficial surgical cases by category (n=87) over the 11-year period (2010-

2020). 
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Overall, there were 68.97% (n=60) deaths classified as futile surgery for the urgency type ‘Emergency’; 

21.84% (n=19) were ‘Urgent Non-emergency’, 7 ‘Scheduled’ (elective surgery) and one as ‘Urgent’.  

Most of the futile surgery deaths were for abdominal surgery at 27.59% (n=24) and the majority of the 

deaths occurred in an ICU/High dependency 63.22% (n=55) location. Figures 32 and 33 below show the 

distribution of futile-related surgery by speciality and location.  

  

Figures 32 and 33: Distribution of surgery type and location for non-beneficial surgical cases (n=87) over 

the 11-year period (2010-2020). 
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3.12. Un-assessable Deaths 

On occasion, some of the “Forms of Notification” (FON) submitted to SCIDUA contain insufficient details. 

This is either when there is little known about the event, or there is a lack of other clinical information for 

the committee to adequately assess and classify the death.  

Every effort is made to follow-up with the medical practitioner or anaesthetic department to obtain further 

details on the death, however, there are a small number of deaths each year that remain un-assessable 

and are classified as a Category 8 death.  

2.84%, a total of 93 cases over the 11-year period, were determined to be un-assessable by the 

committee, as shown in Figures 34 and 35 below.  

  

Figures 34 and 35: Distribution of un-assessable deaths (n=93) over the 11-year period (2010-2020). 
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3.13. Bone Cement 

The committee classifies deaths where bone cement is used. Figure 36 below shows a total of 101 such 

deaths, for the 11-year reporting period, of which 97 were related to anaesthesia and four were classified 

as un-assessable deaths. The highest volume of deaths occurred in 2014 (n=15). Just under 31% of 

these deaths occurred in the operating theatre, over the 11-year period.   

 

Figure 36: Trend of deaths where bone cement is used (n=101) over the 11-year period (2010-2020). 
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3.15. Correctable Factors 

Data for the 533 anaesthesia-related deaths concerning causal and contributing factors over the 11-year 

reporting period is shown below. The committee identified correctable factors in 29.27% (n=156) deaths, 

as shown in Figure 37. 

 

Figure 37: Comparison of correctable and no correctable factors 2010-2020. 
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Figure 39 below further show the causal or contributory factors by category. The top 3 selected individual 

causal or contributory factors were pre-operative assessment (n=52), anaesthetic technique - airway 

maintenance (n=48) and anaesthesia drugs dosage (n=34). 
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Figure 39: Distribution for causal and contributing factors over the 11-year period (2010-2020).

48

17

7

6

0 20 40 60

B(ii) Airway maintenance

B(i) Choice or application

B(iv) Circulatory support

B(iii) Ventilation

34

17

10

1

0 20 40 60

C(ii) Dosage

C(iii) Adverse event

C(i) Selection

C(iv) Inadequate reversal

52

10

0 20 40 60

A(i) Assessment

A(ii) Management

26

10

9

0 20 40 60

D(ii) Inadequate monitoring

D(iv) Inadequate
resuscitation

D(i) Crisis management

0 20 40 60

F(iii) Poor planning

F(i) Inadequate supervision or
assistance

F(ii) Poor organisation

0 20 40 60

E(i) Management

E(ii) Supervision

E(iii) Inadequate resuscitation



Page 59 of 113 

3.17. Other Significant Factors 

The committee identified that the medical condition of the patient – Where it is considered that the 

medical condition was a significant factor in the anaesthesia-related death - as a factor in 90.24% (n=481) 

of deaths. The majority of these are Category 3 classifications. Figure 40 below shows the distribution of 

patient medical condition as a factor in anaesthetic-related deaths 2010-2020.  

 

Figure 40: Medical condition of patient as a significant factor in anaesthesia-related deaths, 2010-2020.  
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Over the 11-year period, 70.73% (n=377) of the anaesthesia-related deaths (n=533) had no correctable 

factor identified, as represented in Figure 41 below.  

 

Figure 41: No correctable factor in anaesthesia-related deaths, 2010-2020. 
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3.19. Age and Gender 

Figure 42 below shows 53.10% (n=283) of 533 anaesthesia-related deaths occurring over the 11-year 

period are female. 81.61% (n=435) of the deaths are assessed as Category 3 – where death was caused 

by both surgical and anaesthesia factors and the remaining are assessed as Category 1 (10.69%; n=57) 

and Category 2 (7.69%; n=41). 

 

Figure 42: Gender distribution of anaesthesia-related deaths, 2010-2020.  

Figure 43 below shows the age band distribution for deaths, with 90.43% (n=482) occurring in the 60 to 

99 years range. The majority of deaths occurred in the 85 to 89 years age band (n=103). The median age 

for females is 74 and males is 71.5 years. 

 

Figure 43: Distribution of age band and category (n=533) for deaths attributable to anaesthesia over the 

11-year period (2010-2020). 
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The graphs in Figure 44 below show trends by year of death and gender for the ‘Top 8’ age bands, 

ranging from 60 to 99 years that contributed to 90.43% of anaesthesia-related deaths 2010-2020.  

The percentage of females is higher in anaesthesia-related deaths for ages 85 and over, however, there 

were no female deaths for the age groups 2 to 14 years and 20 to 24 years.  Similarly, there are no male 

deaths in age groups 12 to 23 months, 15 to 16 years, and 30 to 34 years. 
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60 to 64 years 

Total Notifications 24 

65 to 69 years 

Total Notifications 21 

  

Figure 44: Distribution of the ‘Top 8’ age bands for anaesthesia-related deaths by gender and calendar 

year over the 11-year period (2010-2020). 

3.20. ASA Physical Status Distribution 

Figure 45 below shows the majority of deaths were patients assessed as ASA grade 4 or 5, at 83.7% 

(n=2,604).   

 

Figure 45: Distribution of ASA physical status (n=3,111) over the 11-year period (2010-2020).  

Note: Cases classified as excluded (n=162) are not included in this analysis. 
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Figure 46 below shows the percentage distribution of ASA against anaesthesia playing a part to death, 

2010-2020. 90.06% (n=2,238) of patients where the anaesthesia played no part in the death were 

assessed as ASA grade 4 or 5. 

 

Figure 46: Percentage distribution of category for ASA physical status (n=3,111) over the 11-year period 

(2010-2020).  
Note: Cases classified as excluded (n=162) are not included in this analysis.  

Figure 47 below shows that 91.56% (n=488) of the deaths attributable to anaesthesia identified were 

patients assessed as ASA grade 3 or 4. 

 

Figure 47: Percentage of anaesthesia-related deaths by ASA over the 11-year period (2010-2020). 
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Figures 49 and 50 below show the distribution of surgical specialties for the ASA 3 and ASA 4 

anaesthesia-related deaths. Over half of the combined ASA 3 and ASA 4 anaesthesia-related deaths 

occurred in the surgical orthopaedic specialty at 59.43% (n=290). 

  

Figures 48 and 49: Distribution of surgical specialty for ASA physical status 3 (n=190) and ASA physical 

status 4 (n=298) for anaesthesia-related deaths over the 11-year period (2010-2020). 
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Figure 50 below shows the highest number of ASA 4 anaesthesia-related deaths occurred in 2014 (n=38), 

while the highest for ASA 3 occurred in 2011 (n=26).  

 

Figure 50: ASA 4 and 3 status (n=488) for anaesthesia-related deaths over the 11-year period (2010-2020). 

3.21. Grade of Anaesthetist 

Figure 51 below shows that of the 533 anaesthesia-related deaths identified, 91.37% of anaesthesia was 

administered by a specialist. 

 

Figure 51: Distribution of anaesthetist grade for anaesthesia-related deaths (n=533) over the 11-year 

period (2010-2020). 
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Figure 52 below shows the distribution by year for anaesthetic specialists and anaesthesia-related deaths, 

2010–2020. The decrease in the numbers in 2016 and 2018 is reflective of a smaller number of 

notifications being classified as anaesthesia-related deaths compared with other years. 

 

Figure 52: Distribution by year for specialist in anaesthesia-related deaths (n=487) over the 11-year 

period (2010-2020). 
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3.22. Sedation Deaths 

Over the 11-year period 2010-2020, sedation only was administered in 192 patients of which 67.19% 

(n=129) was administered by an anaesthetic specialist. Figure 53 below shows that between 2016 to 

2020 there was a steady above the average (n=13) increase in sedation only deaths in which anaesthesia 

played no part. There was an increase in anaesthesia-related deaths in 2020 (n=6) above the average 

(n=2). 

Of the sedation deaths, 62.92% (n=112) were male patients with a median age of 68.5 years, and female 

patients (n=66) had median age of 75.5 years. 

 

Figure 53: Distribution by category and calendar year for sedation only deaths (n=192) over the 11-year 

period (2010-2020).  

Note: Cases classified as excluded (n=14) are not included in this analysis. 
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Figure 54 below shows that for the sedation only deaths, the most frequent surgery type was non-invasive 

surgery (cardiac, endoscopy, radiological) representing 68.75% of the total (n=132). In sedation deaths 

attributable to anaesthesia, the majority of the patients involved non-invasive procedural - endoscopy 

(n=18). 

 

Figure 54: Distribution by surgical specialty and category for sedation only deaths (n=192) over the 11-

year period (2010-2020).  

Note: Cases classified as excluded (n=14) are not included in this analysis. 
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3.23. Location of Death 

For the period 2010-2020, 63.31% (n=1,967) of deaths occurred in the intensive care units (ICU) or high 

dependency units (HDU) and 21.05% (n=654) are in the operating theatre or procedural room. 0.13% 

(n=4) of notifications did not specify location of death. Figure 55 below shows the locations of death 2010-

2020.  

 

Figure 55: Distribution of location of death (n=3,111) over the 11-year period (2010-2020).  

Note: Cases classified as excluded (n=162) are not included in this analysis. 
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Further review of the location of death and ASA status identified the majority of anaesthesia-related 

deaths that occurred in the intensive care units (ICU) or high dependency units (HDU) and operating 

theatre or procedural room were patients assessed as ASA grade 4 or ASA 3, as shown in Figure 56 

below. 

More than 55% of anaesthesia-related deaths that occurred in the intensive care units (ICU) or high 

dependency units (HDU) and operating theatre or procedural room were non-emergency surgery. 

The median age of female patients for anaesthesia-related deaths that occurred in the intensive care units 

(ICU) or high dependency units (HDU) is 77 and male is 72.5 years. 

The median age of female patients for anaesthesia-related deaths that occurred in the operating theatre 

or procedural room is 79 and male is 74 years. 

Of the 134 anaesthesia-related deaths that occurred in the operating theatre or procedural room there 

were 56 trauma deaths. 

 

Figure 56: Distribution of location of death and ASA physical status for anaesthesia-related deaths 

(n=533) over the 11-year period (2010-2020).  
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Figure 57 below shows that, on average over the 2010-2020 period, 25% of anaesthesia-related deaths 

had occurred directly in the operating theatre or procedural room. The lowest number occurring in 2018 

(14%; n=4) and 2019 (9%; n=5).  

 

Figure 57: Distribution of operating theatre or procedural room anaesthesia-related deaths (n=134) over 

the 11-year period (2010-2020). 
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3.24. Hospital Level 

Over the 2010-2020 period, 60.98% (n=1,897) of deaths occurred in Hospital Level 6, with the majority of 

these concerning emergency surgery (n=1,357). Figure 58 below shows the distribution of anaesthetic-

related deaths across the hospital role delineation levels. 

For anaesthesia-related deaths, 44.47% (n=237) occurred in Level 6 hospitals with the majority (n=203) 

accessed as Category 3 deaths. 31.33% (n=167) occurred in Level 5 hospitals, of which 116 were ‘urgent 

non-emergency’ surgeries.  

‘Urgent non-emergency surgery’ accounted for the majority of Level 6 (n=64.14%; n=152) and Level 5 

(69.46% n=116) anaesthesia-related deaths, with most cases continuing to be orthopaedic surgeries. 

 

Figure 58: Distribution of hospital level and category for anaesthesia-related deaths (n=533) over the 11-

year period (2010-2020). 
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The lowest number of anaesthesia-related deaths were notified to SCIDUA in 2018. The highest number 

of hospital Level 5 notifications occurred in 2019 (n=22), and in 2015 for hospital Level 6.   

52.91% (n=282) of anaesthesia-related deaths occurred in metropolitan public teaching hospitals. These 

hospital types and levels typically perform higher volumes of complicated and emergency surgeries.  

 

Figure 59: Distribution of hospital levels 6 and 5 for anaesthesia-related deaths (n=404) over the 11-year 

period (2010-2020). 

 

Figure 60: Distribution of hospital type for anaesthesia-related deaths (n=533) over the 11-year period 

(2010-2020). 
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ANZCA SAFETY ALERT 

The Australian and New Zealand College of Anaesthetists notifies its members on safety, quality, and 

supply issues affecting the medicines and medical devices used. An ANZCA safety alert was issued 

following the death of a patient from a suspected venous air embolism, after consultation with SCIDUA. 

Air embolism is a recognised phenomenon occurring during endoscopic procedures. In New South Wales, 

various hospital endoscopy units are set up differently with some using cylinders for their gas supply, and 

some using pendants. It is not uncommon to find that endoscopy units still have the ability to use air for 

their procedures.  

In one particular case the use of air was not accidental. It is what is used for ERCPs at that particular 

institution. However, since the review of the death, the multi-disciplinary surgical team determined that the 

standardised use of CO2 for ERCPs was required, and the change management process to implement 

this has been finalised. 

ANZCA safety alert link: https://www.anzca.edu.au/safety-advocacy/safety-alerts/co2-insufflation-in-

endoscopy-reduces-risk-of-gas  

CO2 insufflation in endoscopy reduces risk of gas embolism 

ANZCA has been alerted to the death of a person from a suspected venous air embolism sustained 

during an endoscopic retrograde cholangiopancreatography (ERCP) procedure, in which air rather than 

CO2 had been used for insufflation. 

Hospital endoscopy units may be set up to use air for insufflation in gastrointestinal endoscopy 

procedures. Evidence suggests using CO2 instead of air for insufflation reduces the risk of embolism, as 

CO2 is more readily absorbed. For a number of endoscopy procedures, CO2 is also associated with 

reduced postprocedural pain and less abdominal distension. 

ANZCA advises that fellows be aware when air insufflation is in use in endoscopy procedures. Maintain a 

high index of clinical suspicion of gas embolism if there is any abrupt change in vital signs or neurological 

status during or after the procedure, as aggressive treatment is needed to avoid a fatal outcome. 

Further reading on diagnosis and management of air embolism during endoscopy and/or ERCP is below: 

• Basavana G, Saumoy M. Anesthesia for Advanced Endoscopic Procedures. Clin Endosc 2022; 

55(1): 1-7. DOI: https://doi.org/10.5946/ce.2021.236  

• Lanke G, Adler DG. Gas embolism during endoscopic retrograde cholangiopancreatography: 

diagnosis and management. Ann Gastroenterol. 2019;32(2):156-167. doi: 

10.20524/aog.2018.0339 

 

 

https://www.anzca.edu.au/safety-advocacy/safety-alerts/co2-insufflation-in-endoscopy-reduces-risk-of-gas
https://www.anzca.edu.au/safety-advocacy/safety-alerts/co2-insufflation-in-endoscopy-reduces-risk-of-gas
https://www.e-ce.org/journal/view.php?doi=10.5946/ce.2021.236
https://doi.org/10.5946/ce.2021.236
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6394273/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6394273/
https://doi.org/10.20524/aog.2018.0339
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Appendix A - ASA Physical Status Classification System 
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Appendix B – Notification Form - Report of Death 
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Appendix C – Questionnaire in association with Sedation and/or Anaesthesia 
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Appendix D – SCIDUA Case Classification – Glossary of Terms 
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Appendix E – Participating Hospitals 

List of Participating Hospitals 2010-2020 

Albury Base Hospital Moree District Hospital 

Armidale Rural Referral Hospital Moruya District Hospital 

Auburn Hospital Mudgee District Hospital / Mudgee-Gulgong District 

Bankstown / Lidcombe Hospital Murwillumbah District Hospital 

Bateman's Bay District Hospital Muswellbrook District Hospital 

Bathurst Base Hospital Nepean Hospital 

Belmont Hospital Nepean Private Hospital 

Blacktown Hospital Newcastle Eye Hospital 

Blue Mountains District Anzac Memorial Hospital Newcastle Private Hospital 

Bowral & District Hospital North Shore Private Hospital 

Broken Hill Base Hospital Northern Beaches Hospital 

Calvary Mater Hospital - Newcastle Norwest Private Hospital 

Campbell Hospital (Coraki) Orange Base Hospital 

Campbelltown Hospital Port Macquarie Base 

Canterbury Hospital Port Macquarie Base Hospital 

Castle Hill Day Surgery Prince of Wales Hospital 

Coffs Harbour Base Hospital Prince of Wales Private Hospital 

Concord Hospital Royal Hospital for Women 

Coonabarabran District Hospital Royal Newcastle Hospital 

Denman Multi-Purpose Service Royal North Shore Hospital 

Dubbo Base Hospital Royal Prince Alfred Hospital 

Fairfield & Braeside Hospitals Ryde Hospital 

Glen Innes / Emmaville Health Service Shoalhaven & District Memorial Hospital 

Gosford Hospital Singleton District Hospital 

Gosford Private Hospital South East Regional Hospital 

Goulburn Base Hospital Southern Highlands Private Hospital 

Grafton Base Hospital St George Private Hospital & Medical Centre 

Griffith Base Hospital St. David's Private Hospital 

Hamilton Day Surgery Centre St. George Hospital 

Hawkesbury District Health Service St. Vincent's Hospital (Darlinghurst) 

Hawkesbury Private Hospital St. Vincent's Hospital (Lismore) 

Hornsby & Ku-Ring-Gai Hospital St. Vincent's Private Hospital 

Hunter Valley Private Hospital St. Vincent's Private Hospital (Lismore) 

Hurstville Community Private Hospital Strathfield Private Hospital 

Inverell & District Health Service Sutherland Hospital 

John Hunter Hospital Sydney Adventist Private Hospital 

Kareena Private Hospital Sydney Children's Hospital Randwick 

Lake Macquarie Private Hospital Sydney Southwest Private Hospital 

Lakeview Private Hospital Tamara Private Hospital 

Lightning Ridge Multi-Purpose Service Tamworth Base Hospital 

Lingard Private Hospital The Children's Hospital at Westmead 

Lismore Base Hospital The Tweed Hospital 

Liverpool Hospital Wagga Wagga Base Hospital & District 

Macksville District Hospital Westmead Hospital 

Macquarie University Hospital Westmead Private Hospital 

Maitland Hospital Wollongong Hospital 

Maitland Private Hospital Wollongong Private Hospital 

Manly District Hospital Wyong Hospital 

Manning Base Hospital  

Mater Private Hospital  

Mona Vale & District Hospital  

 

 

 



Page 88 of 113 

Appendix F – Historical MJA Article 
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