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WELFARE OF ANAESTHETISTS
SPECIAL INTEREST GROUP
AFTER A MAJOR ANAESTHETIC MISHAP
INTRODUCTION
A Major Mishap or Critical Incident is defined as “an incident which may have (a “Near Miss”), or has,
potential to produce harm to a patient”.
Following such an incident, there should be processes in place to address needs in four different areas:


The patient and/or relatives: Breaking the Bad News (Resource Document, RD 10)



The anaesthetic and its environment: After a Major Mishap (RD 11)



The team involved in the incident, and the “second victim” – the person directly concerned in the
incident: Critical Incident Support (RD 05)



Root cause analysis – to determine the various contributing factors leading up to the incident

It is the responsibility of all departments, private practitioners, private anaesthesia groups and staff in
anaesthesia workplaces to establish a process for dealing with the aftermath of a major mishap, “critical
incidents” or other distressing incidents.
This should include the encouragement of a formal or informal mentor system (see RD 08 Mentoring and
Peer Support Programs) and peer support networks.

THE ANAESTHETIC AND ITS ENVIRONMENT, THE THEATRE, THE LIST
The other/duty anaesthetist should arrange for the surgical equipment, procedural equipment, and
anaesthesia delivery systems, drugs, and equipment to be isolated, if applicable, for later careful
examination.
The other/duty anaesthetist should arrange for a relief anaesthetist to carry on with immediate other duties, if
applicable. Consideration should be given to relieving all involved staff from immediate other duties.
The other/duty anaesthetist should inform ward staff, hospital administration and referring doctors.
Where there is an adverse incident which may lead to a medico-legal process, it is important that appropriate
hospital protocols be followed to notify hospital management and relevant insurers, and that legal advice be
obtained at the earliest practical opportunity.
An account of the FACTS of the mishap (not opinions), as known at the time of writing, should be drafted,
edited and written, as soon as possible after the event, for hospital records, the personal records of the
individual involved, his/her medical defence organisation, and possibly the coroner. The written account
should NOT include speculation on the causes of the mishap.
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This account is of particular importance if medico-legal action is anticipated.
The account should be discussed in its draft form with the individual’s mentor, and his or her medical
defence organisation if medico-legal action is a possibility.
DO NOT ALTER ANY EXISTING NOTES MADE DURING THE CASE.
Personal copies of all relevant documents should be kept by the individual(s) involved.

THE PATIENT/RELATIVES
(see RD 10 Breaking Bad News)
The other/duty anaesthetist should arrange for the next of kin of the patient to come to the hospital, if
applicable.
A structured team interview should be arranged. (Both proceduralist and anaesthetist should be present.
A more senior anaesthetist may be best placed for this task, if the anaesthetist involved is junior).
Training for staff conducting such interviews should be undertaken on a regular basis
Contact with next of kin should be maintained, if applicable, particularly if the patient is still alive and/or
critically ill.

THE TEAM AND THE SECOND VICTIM
– THE PERSON DIRECTLY CONCERNED IN THE INCIDENT
(see RD 05 Critical Incident Support).
Immediately after the event, there may be a need for informal defusing of emotions; this may include all
staff involved in the incident. The potential for distress must be acknowledged.
Counselling should be offered in a timely fashion to all staff directly involved. Some staff will be able to
deal with the stress of the mishap by themselves, or with the help of family and friends. Others will need
professional support. An “open door” policy should be instituted for any who initially refuse support.
Individuals and organisations providing professional support to individuals after a “critical incident” or
other distressing situation may include the individual’s general practitioner, and other individuals or
organisations as listed below*. Professional support resources in each area or region should be identified
in advance by a designated person (or persons) in each department or group.
Contact a friend or senior colleague (mentor) as soon as possible for advice and support, and inform
another anaesthetist, such as the duty anaesthetist.
It is important to recognise the second victim’s potential for significant on-going personal stress
following a major mishap, “critical incident”, or other distressing situation. This stress may be magnified
if there is the potential for medico-legal action. Individuals should be encouraged to maintain on-going
contact with their general practitioner, mentor(s) and support personnel.
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ROOT CAUSE ANALYSIS (RCA)
An inquiry into causal factors culminating in the adverse incident (root cause analysis) should be
conducted by the appropriate reviewing body in the health care facility or institution. Lessons learned
from RCA will improve subsequent patient care.

WHO CAN YOU CALL ON?
Trusted colleague and/or peer
Mentor (s)
General Practitioner
Supervisor of Training or College Tutor
Employee Assistance Program in your hospital
Doctors Health Advisory Service (DHAS) Australia and New Zealand
BMA Counselling and Doctor Advice Service (UK 08459 200 169)
Departmental/divisional support person
Psychologist
Psychiatrist
WOA SIG representative
Medical Board/Council
Lifeline (Samaritans UK)
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This Resource Document has been prepared in good faith and having regard to general circumstances and is intended for
information only. It is entirely the responsibility of the practitioner as to the manner in which s/he follows this document,
having express regard to the circumstances of each case, and in the application of this document in each case.
The information contained in this document is not intended to constitute specific medical or other professional advice. The
College and Societies, their officers and employees, take no responsibility in relation to the application of use of this
Resource Document in any particular circumstance.
The Resource Documents have been prepared having regard to the information available at the time of their preparation.
They are reviewed from time to time, and it is the responsibility of the practitioner to ensure that s/he has obtained the
current version. The practitioner should therefore have regard to any information, research or material which may have
been published or become available subsequently.
Whilst the Welfare of Anaesthetists Special Interest Group endeavours to ensure that Resource Documents are as current as
possible at the time of their preparation, it takes no responsibility for matters arising from changed circumstances or
information or material which may have become available subsequently.
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