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The long established practice of collection and analysis of
anaesthesia-related mortality data has helped ensure the high
quality and safety of anaesthesia in Australia and New Zealand.
Australian and New Zealand anaesthetists are leaders in this
field; their commitment is shown by the high rate of reporting
despite this being in most cases voluntary. The mortality
committees have been supported by the proclamation of
confidentiality by the respective governments, and the
cooperation of the state coroners.

This is the fifth triennial report collated and published by the
Australian and New Zealand College of Anaesthetists (ANZCA).
In various formats, there has been reporting of deaths in
association with anaesthesia since 1960. Reporting was

first started in New South Wales (1960), with subsequent
committees established in Victoria (1976), Queensland (1976),
Western Australia (1978), South Australia (1987), and New
Zealand (1981). The Australian committees’ reports were first
collated and published under the auspices of the National Health
and Medical Research Council (NHMRC) in 1985; after two
reports under their auspices, ANZCA assumed responsibility for
the triennial reports. The New Zealand reports were published
separately, but the committee (the Anaesthesia Mortality
Assessment Committee) ceased to function in the late 1980s
after a report was obtained by the police under subpoena. It is
intended that New Zealand data will be joined with Australian
data once mortality reporting resumes in New Zealand.

In Australia, the state committees have varied in their functionality.
It is of concern that the present report has data only from three
committees (New South Wales, Victoria and Western Australia).
It recently became apparent that the committees of Queensland
and South Australia had not been functioning for some time,
and a committee has not as yet been set up in the Australian
Capital Territory. The Tasmanian committee is now functioning
well, but was established after 2005, thus could not contribute
to this report. Mortality reporting is a long recognised method

of monitoring the quality of health care, and is undertaken
worldwide. ANZCA is advocating that there should be regular
reporting of anaesthesia-related mortality in all Australian states
and territories and in New Zealand. This should be a priority for
the respective Governments. This report includes information

on the current status of anaesthesia-related mortality reporting
in each regjon.
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The three states that have contributed to this report represent
about two-thirds of the population of Australia. There has been
a reduction in anaesthesia-related mortality in this triennium in
these three states compared with the previous triennium, with
a decrease in deaths in which there was a correctable factor
identified, and in which the patient’s medical condition was not
a significant factor. Deaths in which no correctable factors were
identified, are an important area for further research.

This report provides a rich source of information for anaesthetists,
anaesthesia trainees and their supervisors, particularly the
documentation of causal and contributory factors. The information
will be disseminated to all appropriate bodies in order to
contribute to further improvements in patient safety.

The efforts of all involved are gratefully acknowledged; without
them, there would be no report. | would particularly like to
acknowledge the work of the mortality committees and
the reporting anaesthetists, as well as the cooperation

of the coroners.

Leona Wilson
President, ANZCA
Chair, ANZCA Mortality Working Group
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Number of deaths classified

The total number of deaths reviewed by the three States for the triennium was 1404, of which 112 were considered to be wholly
or partly related to anaesthetic factors. Of the 1404 cases reviewed, 185 were classified ‘un-assessable’ due to inadequate or
conflicting data (Category 7 or 8, Table 1). Most of the un-assessable cases were from New South Wales.

Table 2: Number of deaths classified by each Committee

Total Classified Category 1 Category 2 Category 3 Total

Anaesthesia-

Related

NSW 979 7 14 32 53
ViC 157 12 6 22 40
WA 268 5 13 1 19
Total 1404 24 33 55 112

The disparity in total cases classified reflects both population differences and different requirements for reporting in different States
(see State, Territory and National Information, page 13). The differences between states in relation to the various categories may
represent some subjectivity in classification, particularly between categories 2 and 3. There is less subjectivity, however, in Category 1
cases, and in ‘total anaesthesia-related’.

Number of anaesthesia-related deaths (Category 1-3) in relation to population

Table 3: Number of anaesthesia-related deaths during the 2003-2005 triennium, in relation to the population
(of NSW, VIC and WA¥*)

No. of deaths considered anaesthesia-related 1::2
No. of anaesthesia-related deaths per million population, 2003-2005 8.19
No. of anaesthesia-related deaths per million population per annum 2573

*Estimated resident population for 2004 (Australian Bureau of Statistics?).
The ‘estimated resident population’ is considered more accurate than the ‘census’ figure.

The number of anaesthesia-related deaths per million population was greater than for the national figure in the previous report
(2000-2002%), in which there were approximately 7.06 anaesthesia-related deaths per million population for that triennium,
or 2.35 anaesthesia-related deaths per million population per annum. However, if the data from only NSW, VIC and WA from the
previous triennium are compared, the number of anaesthesia-related deaths per million population per annum decreased slightly
(2.73 vs 2.96), (See Table 5).

Table 4. Number of anaesthesia-related deaths in comparison with previous reports

1994-96* 1997-995 2000-021 2003-05
NSW & TAS 62 56 67 (NSW only) 563
ViCc 35 32 39 40
SA & NT 10 11 3 -
WA 19 11 16 19
QLD 9 20 12
Total 135 130 137 112

Table 5: Number of anaesthesia-related deaths in relation to population in comparison to previous reports

1994-96 1997-99 2000-02 2003-05

National population (x Million) 17.56 18.9 19.41 20.11

National number of anaesthesia-related deaths 135 130 137 N/A

National anaesthesia-related death rate 7.69 6.88 7.06 N/A
(pa 2.56) (pa 2.29) (pa 2.35)

NSW, VIC, WA population (x Million) 12:67* 13.4* 13.75* 13.68

NSW, VIC, WA number of anaesthesia-related deaths 116* 99* 1:92# 112

NSW, VIC, WA anaesthesia-related death rate 9.23* 7.39* 8.87* 8.19

(pa 3.08)* (pa 2.46)* (pa 2.96)* (pa 2.73)

Population source — Australian Bureau of Statistics? *Includes Tasmania pa = per annum N/A = not available
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Findings for NSW, VIC and WA continued

Causal or contributory factors in anaesthesia-related deaths - see Appendix 1
The findings as to which aspect of anaesthetic factors contributed to death are shown in Table 6.

Table 6: Causal or contributory factors in anaesthesia-related deaths

NSW vic WA Total

A Preoperative 17 11 3 31
i assessment 12 10 2 24

i management 5 1 1 7

B Anaesthesia Technique 15 12 14 41
i choice or application 4 7 3 14

ii airway maintenance 8 3 3 14

iii ventilation 1 1 1 3

iv circulatory support 2 1 7 10

C Anaesthesia Drugs 20 13 3 36
i selection 7 2 0 9

ii dosage 11 4 3 18

iii adverse event 2 7 0 9

iv incomplete reversal 0 0 0 0

v inadequate recovery 0 0 0 0
D Anaesthesia Management 9 10 6 25
i crisis management 2 2 1! 5

ii inadequate monitoring 4 1 3 8

iii equipment failure 0 1 0 1

iv inadequate resuscitation 3 5 2 10

v hypothermia 0 1 0 i

E Postoperative 8 8 1 17
i management 5) 5 1 11

ii supervision s 2 0] 3

iii inadequate resuscitation 2 1L 0 3

F Organisational 6 17 4 27
i inadequate supervision or assistance 2 5 2 9

ii poor organisation 3 4 0 7

iii poor planning il 8 2 11
G No Correctable Factor 25 6 6 37
H Medical Condition of The Patient A Significant Factor 29 24 12 65

In comparison to the previous triennium, the average number of causal or contributory factors per anaesthesia-related death was
1.58 (vs 2.42 in the previous report). The causal or contributory factors were spread across a wide range of potential factors.

In 37 cases (33%) no correctable factor could be identified. This indicates that in some patients, anaesthetic factors contribute
to death despite optimal anaesthetic management with our current state of knowledge. This percentage has increased since the
previous triennium (20%). Nevertheless, in the majority of cases (67%), at least one causal or contributory factor could

be identified.

One obvious difference from the previous triennium was the substantial increase in the number of patients in whom the poor
medical condition was considered a significant factor in the death (58% vs 28%).
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Findings for NSW, VIC and WA continued

Type of surgery or procedure
Table 11: Type of surgery or procedure

NSW VIC

S

Total

Abdominal

Cardiothoracic

Vascular

Neurosurgery

Orthopaedic 2
Urology

General (Non Abdominal)

ENT/Head and Neck

Eye

Renal

Gynaecological

Endoscopy

Pain Management

Other

(e.g. Obstetric, Resuscitation, Electroconvulsive therapy,
Invasive Monitoring)
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As in the previous triennium, the most common procedures were orthopaedic (38%) and abdominal (15%). Other common procedures
were cardiothoracic and endoscopic. It should be noted that the definition of anaesthesia-related deaths is such that the surgical
procedure should not be a direct factor. Care should be taken in attempting to interpret this data, because denominators for each

procedure are not known, and the relative levels of risk of patients presenting for various procedures are also not known.

Number of anaesthetics administered
As in the previous report, the total number of ‘episodes of anaesthesia care’ (denominator) was obtained from the Australian

Institute of Health and Welfare (AIHW3). The AIHW receives data (ICD-10) on all medical procedures, including anaesthetic procedures,

from public and private hospitals in Australia. As there is often more than one anaesthesia item and code for any single episode
of anaesthesia care, coders used a hierarchy to ensure that only one code was counted for each episode. The total number of
episodes between July 1, 2004 and June 30 2005 inclusive was then obtained. In order to estimate the denominator for the
triennium, this one-year figure was multiplied by three. This information is presented in Table 12.

Hierarchy used by coders

During 2004/2005, coders within public and private hospitals applied the following hierarchy, from the Australian Coding
Standards (ACS) by the National Centre for Classification in Health®, to each episode of anaesthetic care:

ACS 0031 Anaesthesia

Classification, point 1

If more than one anaesthetic from block [1910] Cerebral

anaesthesia andfor block [1909] Conduction anaesthesia is administered in a ‘visit to theatre’ (including different anaesthetics

for different procedures), assign only one code from each block using the following hierarchies (listed from highest priority
to lowest):

[1910] Cerebral anaesthesia
i. General anaesthesia (92514-XX)
ii. Sedation (92515-XX)

[1909] Conduction anaesthesia
i.  Neuraxial block (92508-XX)
ii. Regional blocks (codes 92509-XX, 92510-XX, 92511-XX, 92512-XX)
ii. Intravenous regional anaesthesia (92519-XX)
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State, Territory And National Information continued

Tasmania, Australia

Overview

During the triennium of 2003-2005, Tasmania did not have an
established Anaesthetic Mortality Committee. However, reports
may have been submitted to the New South Wales Special
Committee Investigating Deaths Under Anaesthesia (SCIDUA)
by individual practitioners.

Current Developments (2008/2009)
The Tasmanian Audit of Anaesthesia Mortality has developed
significantly over last 2 years.

1. The Audit is being run in tandem with the Tasmanian Audit
of Surgical Mortality (TASM), which is based on the West
Australian Audit of Surgical Mortality or the Scottish Audit
model, for a number of reasons including:

|. Sharing of resources including staff, office space,
consumables and software

Il. Funding approval from the State Government was easier to
secure for a joint audit, as funding was already in place for
the surgical audit, and additional funding for the anaesthesia
audit was small in comparison (the initial establishment
costs for the surgical audit having been met by RACS)

Ease of identifying cases — the surgical audit office is
notified of all deaths occurring in Tasmania within 30 days
of a surgical procedure, so capture rate for post-surgical
deaths is high.

2. The Anaesthetic proforma for data collection has been
significantly modified so that data collected is that which is
required for the ANZCA triennial report.

3. Modifications to the database software which were required
in order to record the data required by ANZCA for the triennial
report was completed and data is now being entered onto the
electronic database. Prior to this, data was being processed
manually and kept in hardcopy form only. This means we
should be able to easily produce a report annually (as
required by the State Government) and triennially in the
future. Data will be substantially incomplete for the current
triennium, however.

4. As participation in a mortality audit is now a requirement of
the State Government for all medical practitioners employed
in the public sector, 90% of anaesthetists in Tasmania are
now aware of and happy to participate in the audit.

5. The review process is based on a first line assessment of the
initial de-identified reporting proforma by a volunteer reviewer,
with case note review if requested by the first-line assessor
performed by a different second-line assessor. There were
some initial concerns about ability to retain anonymity within
the small Tasmanian anaesthetic community, but these have
proven unfounded to date. The 2 person review process
enables us to report back to the individual practitioner within
6 weelss of the initial report with a final determination on
their case.

6. The audit is coordinated by a committee consisting of
representatives from the 3 main regions (health department
regions) of the state.

7. The information collected by TASM is protected by
Commonwealth privilege under Part VC of the Health
Insurance Act 1973 and may only be used for Quality
Assurance purposes. It is also protected from disclosure
to any person outside the Committee by Tasmanian
Government Qualified Privilege under the Section 4
of the Health Act 1997.

8. Terms of Reference — see below.

9. Current Coronial Act is Tasmanian Coroner’s Act 1995, in
which a reportable death is defined as a death occurring
under anaesthesia or sedation, or occurring as a result of
anaesthesia or sedation and is not due to natural causes.

Terms of Reference (‘Objects’)

The Tasmanian Audit of Surgical Mortality Safety and Quality
Committee’ function with the following Terms of Reference
(enacted 2006):

1. The objects of the Committee shall be:

1.1. to provide leadership and strategic direction for the
development and implementation of the Tasmanian
Audit of Surgical Mortality (TASM);

1.2. to oversee the TASM’s affiliation with the Western
Australian Audit of Surgical Mortality (WAASM) and the
proposed national safety and quality surgical mortality
audit body which is currently a cross-jurisdictional body;

1.3. to participate in a cross-jurisdictional/national surgical
mortality audit process to establish standardised
reporting protocols and analytical methodology for
comparison of surgical mortality among the States
and Territories in Australia;

1.4. to promote the use of the independent audit of surgical
mortality among all Tasmanian surgeons;

1.5. tocompare surgical mortality outcomes in Tasmania
with other Australian States and Territories, and with
international standards;

1.6. to collaborate with the WAASM and the
cross-jurisdictional/national body in the management
of surgical death audit processes;

1.7. in collaboration with the cross-jurisdictional/national
project, to develop best practice standards and
guidelines for surgical practice in hospitals based on
scientific knowledge of clinical efficacy;

1.8. to assist in the wide dissemination of best practice
standards and guidelines for surgical practice in hospitals,
as provided by the cross-jurisdictional/national body;

1.9. to provide direction and support for first level evaluations
of surgical mortality reported on a voluntary basis
by participating surgeons;
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State, Territory And National Information continued

1.10. to coordinate the transfer of de-identified information
(case notes) to the cross-jurisdictional/national body for
surgical mortality data evaluated as warranting second
level audit;

1.11. to monitor and evaluate the implementation of
recommendations made by the Committee for the
improvement of surgical care;

1.12. to engage in any other activities that are consistent with
the objectives of the Committee;

1.13. to publish journal articles, educate surgeons, and/or
provide information to the general public deemed
appropriate by the Committee, in each case using
de-identified data;

1.14. in light of discharging the preceding functions, reviewing
and recommending improvement to working practices
and systems within both Tasmania and other jurisdictions;

1.15. to communicate as may be necessary or appropriate
with any other committee declared by the Minister
under s 4(1) of the Health Act 1997 to be a Quality
Assurance Committee for the purposes of that Act in
relation to any matter which falls within the functions
of either committee; and

1.16. to report in accordance with these Terms of Reference.
Dr Margaret Walker, FANZCA

Coordinator
Tasmanian Anaesthesia Mortality Audit

Queensland, Australia

The Queensland Committee to Enquire into Perioperative
Deaths (QCEPOD) was unable to provide data for this
2003-2005 report.

The Queensland Committee was formed in 1975 and gazetted

as an official committee of Queensland Health under the
chairmanship of the Director-General of Health and Medical
Services in 1976. There was continuous operation until 2005.
In 2006, in response to the Bundaberg Hospital Commission

of Enquiry and the Queensland Health Systems Review, the
Queensland Parliament established the Health Quality and
Complaints Commission (HQCC). The HQCC was tasked amongst
other things with monitoring, reviewing and reporting on the
quality of health services in Queensland. The responsibility for
oversight of QCEPOD and the Quality Councils (Paediatric and
Maternal Councils) was transferred to the HQCC from Queensland
Health as it was planned that HQCC would be looking at deaths
in hospital as part of its quality agenda. The QCEPOD data was
transferred to HQCC. The HQCC as part of its setting up process
reviewed the activities of the bodies it had been given
responsibility for to see how they would fit into its remit.

In late 2007 the Commission brought down a determination
that it would not be able to continue the activities of QCEPOD.
The review recommended the ‘...establishment of a Specialty
Advisory Committee to review aggregated recommendations
arising from mortality reviews and RCA's.” Approaches have
been made to the HQCC for release of the data for the triennium
but that has not been possible to be achieved by the time of
publishing this report. There have been and will be ongoing
efforts by myself and the ANZCA Regional Committee to work
with the HQCC and Queensland Health to access data required
for further reports.

Dr James Troup, FANZCA
Past Chair
Queenslane Committee to Enquire into Perioperative Deaths
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