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Objectives: To identify trend of critical anesthetic
complications at tertiary hospital, compare to that reported
by the Royal College of Anesthesiologists of Thailand
(RCAT), describe level GHI and direct anesthetic related
complications.

Methods: Annual reports (2007 to 2016) of anesthetic
department at Hatyai hospital was retrospectively
examined. The following data were collected: demographic
data of anesthetic practices, top 3 of critical complications,
death within 24 hours, cardiac arrest, awareness, difficult
intubation and failed intubation yearly.

Results: The 156,725 anesthetic practices were
examined. There had been increasing number of elderly
patients, patients with ASA Il and Ill, and those undergoing
general anesthesia. There were 258 complications which
the top 3 events being reintubation, pulmonary edema
and cardiac arrest. The degree of severity was mostly as
level F which led to prolonged hospital stay (43.9%). The
incidents of death within 24 hours were highest in 2008
(31.91:10,000) and lowest in 2015 (11.95:10,000), while
death on table and cardiac arrest remained unchanged.
Difficult intubation had decreased markedly since 2013.
Anesthetic practices undertaken after failed intubation
were cancellation of the operations, changing techniques
of anesthesia and using surgical airway. For awareness,
19 patients were reported that occurred in female, during
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cesarean section and recall during incision or suture.
Conclusions: Trend of death within 24 hours and difficult
intubation in anesthetic practices was in line with national
trend reported by RCAT. Human factors and latent risk
factors might have led to repeating events in 10 years.
Keywords: Anesthetic practice, Critical complication
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Figure 1 The number of anesthetic practices during 2007-2016
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Figure 2 Percentage of patients divided by age
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Figure 3 Percentage of patients divided by ASA classification
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Figure 4 Percentage of patients divided by techniques of anesthesia

GA = general anesthesia; IV =

total intravenous anesthesia and intravenous

sedation; RA = regional anesthesia; MAC = monitored anesthetic care
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Table 1 Top 3 and severity of critical complications of anesthesia

Amount Critical complications Severity*

B E G H |
2007 29 Reintubation 24 hours Awareness pulmonary edema 12 4 - 5 4
2008 38 Reintubation 24 hours Awareness pulmonary edema 10 1 - 2 4
2009 29 Reintubation 24 hours Awareness pulmonary edema 10 15 - 1 3
2010 27 Pulmonary edema intraoperative cardiac arrest awareness 7 17 - 1 2
2011 31 Pulmonary edema reintubation 2 hours awareness 10 12 - 3 6
2012 25 Reintubation 2 hours intraoperative cardiac arrest pulmonary emboli 1 16 - 7 1
2013 19 intraoperative cardiac arrest pulmonary edema reintubation 2 hours 5 8 - - 6
2014 22 Reintubation 24 hour s intraoperative cardiac arrest pulmonary edema 1 16 - 2 5
2015 19 Reintubation 24 hours pulmonary edema intraoperative cardiac arrest 1 16 - 2 -
2016 19 Reintubation 24 hour intraoperative cardiac arrest pulmonary edema 4 1M - 2 2
394 258 61 116 - 25 33

* NCC MERP Index for Categorizing Medication Errors
Category E: An error occurred that resulted in the need for treatment or intervention and caused temporary patient harm.
Category F: An error occurred that resulted in initial or prolonged hospitalization and caused temporary harm.
Category G: An error occurred that resulted in permanent patient harm.
Category H: An error occurred that resulted in near-death event (e.g. cardiac arrest)

Category I: An error occurred that resulted in patient death.
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Figure 5 Incidence of death within 24 hours, DOT,

death postoperative 24 hours and intraoperative cardiac arrest (1:10,000)
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Figure 6 The number of difficult intubation and failed intubation

Table 2 Incidence and details of awareness

Year Age Gender ASA Anesthetic detail
Incidents technique
(1:10,000)
2007 20 Female 1 GA Appendectomy, recall during incision
0.021 28 Female 1 GA Cesarean section, recall during suturing wound
(2/9,416)
2008 26 Female 1E GA Cesarean section, pain during suturing wound
0.068 32 Female 1 GA Cesarean section, open eyes and recall during
(6/8,875) operation, reduce anesthetic drugs due to hypotension
69 Female 2 GA Ureterotomy, hearing during operation, reduce anesthetic drugs due to hypotension
42  Female 2 GA Hysterectomy, hearing and pain during incision
28 Female 1 TIVA Tubal ligation, hearing and pain during incision
25 Female 1 GA Cesarean section, recall during incision
2009 34 Female 1 GA Cesarean section, recall during incision
0.043 29 Female 1 GA Cesarean section, recall during incision
(4/9,393) 18 Female 1 GA Skin graft, recall during grafting at leg
19 Male 3E GA Thoracotomy, recall during incision without pain, reduce anesthetic drugs due to
hypotension
2010 48 Male 2 GA Cesarean section, recall during incision
0.01
(1/9,725)
2011 18 Female 2 GA Cesarean section, recall during suturing wound
0.003 40 Female 2 GA Cesarean section, recall during incision
(3/10,082) 1 Female 2 GA Cesarean section, hearing a question “What to Cover the wound?”
2012 35 Female 1 TIVA Tubal ligation, recall during incision, hearing
0.009 the talk without pain throughout operation.
(1/11,510)
2013 39 Female 2 GA Oophorectomy, recall during suturing wound
0.009
(1/11,516)
2014 39 Female 1 GA Oophorectomy, recall during suturing wound
0.008
(1/12,807)

o
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